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ABSTRACT

Al t hough there have been sonme researches on assessnent of chall enges
and obstacles on reproductive health of youth, it is difficult to
get research that focuses on assessnment of problens in relation to
access to health care and VCT of HV for youth in devel oping
countries, particularly in Ethiopia.

Youth, as a beneficiary of service, should be able to choose from
anong various services available to them In addition to this, they
shoul d be able to deci de when and how the service should be offered,
and should also feel free to conplain when the standard of a service
is not acceptabl e.

This study is a cross- sectional rapid assessnent of chall enges and
obst acl es observed in accessing youth to health care and VCT of HV
servi ces.

The over all objective of the study is the identification of
chal | enges and obstacles that prevent youth fromgetting health care
services and VCT of HYV and to design possible strategies for
i ntervention based on the findings

Study subjects are-

Youth: in schools and out of school youth (street youth,
comrercial sex workers, petty traders, youth who are
with known HV status )

Service providers: for institutional assessnent

In order to collect the necessary data, both qualitative ( focus
group discussion and individual i n-depth i nterview) and
guantitative nmethods ( self- adninistered questionnaires) have been
utilized.

The study has been conducted in SNNPRG Awassa, Yirgalem Leku and
Wl ki te t owns.

A total of 374 youths participated in the quantitative assessnent
and 120 in the focus group discussion and 15 in the in-depth
i nterview.



The finding of this study indicated that the level of know edge of
the youth about H VAIDS is encouragi ng. However, it is observed
that there is a wide gap between the high knowl edge and the |ow
practice. 89.7% of youth have heard of VCT service and 84.1% of
partici pant have prom sed to test for HHV if it is charge-free.

According to the study the following are sonme of the challenges and
obstacles that prevent youth from getting health care and VCT
services: Lack of noney, fear-of-famly, lack of trust on service
providers, lack of <confidence in the quality of treatnent and
counseling, physical inaccessibility, lack of information about
| ocation of the services, fear of being identified by sonebody and
| ack of privacy.

Based on the suggestion rmade by the respondents and the assessnent
findings the following recommendations (to inprove and increase
access to health care and VCT of HV) are forwarded :
- Tailoring service provision according to sex and age.
- Targeting high risk groups.
- Integrating VCT of HV with entertai nment and recreational
facilities.
- Pronoting Behavioral Change Conmunication (BBC) initiatives
- Involve parents during awareness creation; train and bring
theminto planing, inplenmentation and eval uation process.
- Training of service providers.
- Est abl i shing Pre and post VCT interventions
- Heal th pronotion initiatives.
-  Promoting VCT service through anti-AIDS clubs and VCT pronotion
t hrough governnental, social and cultural settings are sone of the
recommendati ons forwarded. Hence these recomendations are vital as
strategies for future interventions.



CHAPTER - 1

| NTRODUCTI! ON

Today’s young adults are our future. Their energy, |eadership and
wi sdom wi Il shape the world during this new century. They will care
for our own generations as we grow older and they will nurture the

next generation to conme (Net work fanily Health |International
2000). Consequently, protecting their good health is a vital concern
for all of us. Effective strategies and prograns to protect the
reproductive health of young adults are needed in every country but
are especially urgent for youth in developing countries. Service
users are beconing nore aware about quality of care and are now nore
vocal about issues caring dissatisfaction.

One of the strategies related to policy on HHVAIDS in FDRE is HV
testing and screening. It enphasizes that testing shall be
voluntarily conducted and shall be encouraged along with counseling
services (MOH, 1998).

VCT of HWVADS services partially depend on the information
avail able anpbng youth. Information is considered as one of the
strategies to solve the problem of HWVADS anong the youth.
According to MOH (1998) intensive, extensive and suitable |EC
activities through all possible nedia, materials and nethods taking
into account the culture such as belief and the |anguages, shall be
pl anned, tested, inplenented and evaluated for continued success in
educational efforts.

The virus that causes AIDS has already infected many Ethiopians.
From every 13 adults one is infected. In urban areas, nore than one
out of six adults are infected and nost of these people do not know
that they are infected.
The purpose of this study is to: -
-To explore the level of know edge attitudes and practice of
yout h.
- Find out key challenges and obstacles to access youth to
health care and VCT of
HI V/ Al DS
-Find out gap in services and to make recomendation for
future interventions.



Considering the problem of the youth, FGAE is increasingly focusing
on the provision of SRH service froma client centered perspective.
It has long been working rigorously in supporting the youth by
rendering services that best fit their specific needs (FGAE, 2000).

CHAPTER- 2

LI TERATURE REVI EW
2.1 Youth

Fanmily Health International (2000) stated that adolescence is the
transition fromchildhood to adult hood marked by profound physical,
enotional, nental and social change. Sinmilarly Collin (1998) defines

it as period of life when a child is developing into an adult. In
Europe and USA this period is considered from 10 to 24 where as in
devel oping countries such as Ethiopia it is nostly from 13 - 25

years of age (Youth to youth initiative, 1998). FGAE al so consi ders
all people aged 10-24 as youth.

According to Hawas (1997) the physical and enotional changes that
occur around puberty can cause girls and boys great confusion and
stress. It is inportant that young people have an opportunity to
learn facts about their devel opnent and are able to discuss their
concerns openly with each other and with a synpathetic, non-
judgnental adult. This will help them to pass through puberty and
adol escence wi th know edge, confidence and sel f-esteem

Change is the hallnmark of adolescence. Enotionally, young people
nove toward independence fromtheir parents or elders and establish
new interests and relationship (Hasas, 1997). Young people seek
informati on and clues about sexual life froma variety of sources ;
parents, peers, religious |eaders, health providers, teachers and
nmass nedia. They obtain information and make decisions within the
context of the culture in which they live. Decisions and actions may
be affected by violence, drug and alcohol wuse. The tinme of
adol escence is fraught wth challenges uncertainties, unfounded
fears, internal conflicts and being confronted with a new body,
with new feelings-and often with Iittle help.

2.2 Youth: Sexual and Reproductive Health issues



Network Family Health International (2000) suggested only a tiny
percentage of the world s resources is devoted to help youth in
devel oping countries realize their potential. Gven the huge nunbers
of youth and the seriousness of the problens, There is a tenptation
to conment on all available resources to action prograns and just "
get on with it ", evaluation nmay seem |like a luxury. Because they
are afraid, ashamed or desperate; nany young wonen are willing to
risk their lives to end an unpl anned pregnancy “ Wen an adol escent
girl wants to interrupt a pregnancy she always goes where she shoul d
not, in the nost isolated places where she knows no one will see her
" says one west African health workers (Barnet B. and Stainj ,
1998). The world Health organization (WHO estimates that between 1
nmllion and 4.4 nillion abortions are perforned each year anong
young wonen (Age 10 to 24 years) and that nost of these are unsafe

because they are perforned illegally (Trolley et al, 1998). In

Senegal, young wonen who become pregnant may be shunned by their
parents and forced to | eave home. After pregnancy wonen’s deci sions
is nmostly influenced by nmale partners. In Tanzania out of 150
adol escents who underwent abortion, 46% said they told their male
partners before anyone else, and 27 % told male partners after
telling a friend or relative.

Sexually Transnitted Infection (STI) is another challenge for young
people. Nearly half of all HV infections worldw de occur in people
under age 25. Seven in 10 new STl occur anpong individuals 15 to 24
years old (Facts and Figures, 1999)

Simlarly (Werner et al, 1998, cited in. Net work famly Health

i nternational, 2000) stated that about a third of 333 nmillion new
Sexual ly Transmtted D seases cases each year- excluding H V/ADS -
occur anong people younger than 25 and recent data support that the
adol escent STD epidenic is growing. Mstly, young people nmay think
they are too young or too sexually inexperienced to acquire STI.

They may also think they are not at risk, since they incorrectly
believe that STl only occur anong people who are prom scuous or who
engage in “ bad “ behaviors. Al these will happen to young people
as result of lack information about how to prevent STI. youth are
less likely to seek proper information or treatnment due to fear,

i gnor ance, shyness or i nexperi ence. The risk of acqui ring



Tri chomoni asis, Chlanydia, genital herps or Human Papillom Virus
(HPV) is greater at first exposure to the STI.

Vi ol ence or coercion in relation to rape is another youth SRH issue.
Records at the maturity Hospital of Linma, Peru, found that 90% of
young nother's ages 12 to 16 were pregnant as a result of rape. For
girls and wonen who typically have less power and less status in
society, the short and long-term health consequences of sexual
vi ol ence can be physically and enotionally alarm ng. Young wonmen in
Senegal said, “ |If you refuse, he is going to beat you and you wil|
give in to his desires by force (MCauley et al, 1995).

A need assessnent and baseline survey revealed that since first
sexual experience occurs between ages 13 and 16, youth nore than
ever before require sexual and reproductive health information as
well as sonme life-building skills such as negotiation skills, value
clarification, refusal skills, decision nmaking and goal setting.
These skills wll enable youth to cope wth the demands and
chall enges of growing up, self-nmanagenent and other transactions
(Amazigo U. et al, 1995).

Lastly with the above nentioned challenges and problens in young
people, the issue of youth and parents relationship have been
consi dered as additional challenges. Parents often wonder, “ WIIl ny
child nake the appropriate decision?” Numerous studies have been
conduct ed over t he years to anal yze par ent - adol escent
rel ationships. According to Meeks-Mthcell Heit (1987), in these
studies, the overwhelnm ng conclusion is that adolescent agree wth
their parents’ ideas and share their values. The aforenentioned
statenent might be true to developed countries. But in countries
i ke Ethiopia, parent-adolescent conflicts are frequently observed.
Besi des, health service policies do not sufficiently incorporate the
need of the youth.

23 H V/ AIDS and VCT in Youth

According to National AIDS secretariat (2000) voluntary HYV
counselling and testing is the process by which an individual
undergoes counselling so that she or he can be able to nake an
i nformed choice about being tested for HV. This process is also
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aimted at helping them to cope wth stress and nmake persona
deci sions related to H V/ Al DS

The objectives of voluntary HV counselling and testing according
the national guideline of VCT in Ethiopia is:

1. To provide information on the node of HV transm ssion
and nmet hods of prevention.
2. To hel p those who wish to consider H YV testing nmake their

own deci si on whether or not to be tested and finally to
provi de support follow ng the testing.

3. To provide information on the increased risk of HYV
transm ssion associated with other sexually transmtted
infections (STIs) and give referrals for STl exani nation
and treatnment.

4. To provide information on the increased risk of
opportunistic i nfections i ncl udi ng t ubercul osi s
associated with HV infection

5. To provided famly planning information and referral for

wonen of child bearing age who are infected or are high
risk of HV infection, and

6. To provide referrals to H YV positive and high risk HYV
negati ve persons for necessary nedical, preventive and
psycho-social services and home based care in the
comruni ty.

Eyecup and Marcum (1999) stated about what |essons should be | earned
from AIDS Information Centre in Uganda. Experience shows that VCT
shoul d be part of conprehensive H'V prevention programe. Anonymty
and protection of confidentiality are critical to ensure public
trust. Integrating services such as famly planing, STD detection
and treatnent, client centred approach greatly benefits clients.
Once VCT beconmes accepted by the public an increased number of
clients are likely to request VCT for social reasons rather than
nmedi cal reasons. On-going support of HV positives through a post
test club and cost sharing schenme for testing |eads to behavioural
change of the comrunity and consequently reduces the risk of HV
transm ssion. A conputerised nanagenent information system is also
critical for routine nmonitoring and quality control

Voluntary counselling and testing requires tine, accept ance
accessibility, consistency, accuracy and confidentiality. VCT
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service should clarify and address problens, provide information on
avail able resources, help client to adopt a realistic approach to
changes of |I|ife style, should notivate and facilitate decision
maki ng (WHO, 1990).

In devel oping countries up to 60 % new HV infections are anong 15
to 24 years old, with generally twice as many new infections in
young wonen than young nen (Weiss, 1996 cited in Famly Health
I nternational).

In contrary in USA although adol escents represent l|less than 1% of
the cunul ative total reported AIDS cases, data on newy diagnhosed
cases of HV infection from the 29 states requiring confidential
reporting of persons with HV infection suggest a high risk of HV
infection in adolescents ( AIDS, 2000). Facts and figures (1999)

stated around one-third of the 33 mllion young people living with
HV in the world at the end of 1998 are in the sane age range. This
is an age when nost people start their sexual Ilives. In Mlaw ,

Tanzania and Zinbabwe. Condom use anong people under 25 s
noti ceably higher than anong ol der groups. A recent study again in
Mal awi measured yearly H'V incidence at nearly 6 percent in teenage
wonen as conpared with less than 1% in wonmen over 35. In Ethiopia,
condom use has been pronpted as a prevention strategy anong young
people. As a result condons becone nore available and less costly
and its use has beconme a socially accepted norm anong young peopl e.
Condom sal es increased from 3 million pieces in 1991 to 20 mllion
pieces in 1996. Grls are exposed to HV earlier than boys. A
prelimnary analysis of nulti-site studies sponsored by UNAIDS and
its partners shows that in western Kenya, nearly 1 girl in 4 aged
15-19 is already living with H'V, conpared with 1 boy in 25.

Facts and figures (1999) stated about sonme reduction in H V/ Al DS
prevalence. In nmany countries in both the industrialized and
devel oping world, 15-19 years olds are increasingly abstaining from
sex in the face of H'V. In Uganda, for exanple by 1995, 50% of the
men and 46% of the women in that age group said they had never had
sex. Mre than three-quarters increase over the 1989 figures for
ei ther sex.

A study by John and Jemmoph (2000) concluded adol escents are at risk

for sexually transnitted HV infection. Behavioral interventions are
needed to reduce their risk. About 56% of adolescent wonmen and 73%
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of adol escent nmen have had sexual intercourse by the tinme they are
18 years of age.

Again Fam |y Health International (2000) stated nearly 3 mllion new
i nfections occur annually anbng young people, including 1.7 mllion
in Africa and 700,000 in Asia and the pacific. Every nminute, five
people age 15 to 24 are infected with H V.

In Ethiopia mnistry of health has developed a policy on H V/ Al DS
prevention and control. It is suggested that experience shows that
people living with HWVWADS (PLWHA) very often are subjected to
social discrimnation and stigmatization unless protected through
governnent policy, educational efforts and counseling services (MOH,
Al DS policy, 1998).

A KAP study in GQurage zone showed that the know edge about
H V/ Al DS/ STD and neasures taken to prevent and control is found to
be very low Polygany is quite frequent, extra-nmarital sex
i nvol verrent is comon, condom know edge and use is narkedly |ow, use
of media and accessibility to the majority of the rural population
is very |ow.

According to mnistry of Health (MOH) there will be about 21,500
new cases of pediatrics HV annually with the increasing preval ence
HV in pregnant wonen. Traditional Birth Attendants (TBAs) who
handl e about 90% of the deliveries, wll be exposed to higher

occupational risks (Baruda G etal, 1994).

The Ceneral strategies in HV/ AIDS policy of Ethiopia are provision
of ITEC by all government sector mnistries and institutions, NGOs
and mmss organi zations, etc,. The services provided include STD
prevention and control, HV testing and screening, sterilization and
di sinfecting, H V/ AIDS surveillance, Notification and reporting,
medi cal care and psychosocial support, Research and devel opnent,
H V/ AIDS and human right, Regional and i nternational relations,
policy inplenentation and coordination. (MOH, AIDS policy, 1998).

According to Cebresenbt S. (1998) HI V/AIDS epidemic is increasing at
alarmng rate in Southern Nations Nationalities and Peopl es Region.
The registered cases have increased from 17 in 1990 to 5270 cases at
the end of 1998. It is estimated that the actual nunber of cases
could be five tinmes greater than the reported cases. 87.5% of
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H V/ AIDS cases in the region are the result of history of multiple
sexual partners. Over 90% AIDS cases in the region occur in the nost
productive and reproductive age of 15-49 years.

A cross-sectional study by Gebresenbet S. (1998) was conducted in
SNNPR. The study areas were Wlita sodo, Hoseena, Awassa and Dilla

The study ainms at evaluating know edge, attitude and practice on
H V/ AIDS anong high school students. 480 students participated in
the study from all areas. The result of this study showed that out
of 460 respondents 449 (97.6% have heard about H VW AIDS. The
majority 397 (86.3% do believe that AIDS is a disease in which the
body defense agai nst infection has been damaged. The idea that they
can transmt the disease if and only if they devel oped signs of AlDS
was disagreed by 345(75.0% which is statistically significant
(P<0.05). The respondents who think that it is possible to avoi ded
spreading the H'V virus by using condom during sexual intercourse
are 399 (86.7%. Using sterile needles and other subjects 423
(92.09% . Sticking to only one faithful partner 431 (93.7%. Using
own new blade for circuntision 390 (84.8% and avoiding drug and
al cohol use 373 (81.1%.

The nmin strategy of AIDS prevention prograns in devel oping
countries should make need assessnment in attenpt of deternining
know edge attitude and practice followed by pronmotion of sexual
behavi or change. WMany studies from Europe, USA and the African
content denobnstrate that a high proportion of adol escent and young
single adults are sexually active froman early age. Unprotected sex
exposes young people to conplications resulting from unplanned
pregnanci es and high risk of STlI. Lastly while AIDS has no cure, HYV
i nfection can be prevented and serivce providers can provide their
services for youth that offer education and information about HV
prevention and Vol untary Counseling and Testing (VCT).

“ Nowadays there is nore danger in not tal king about sexuality than
in talking about it," says secondary school teacher in Cote d Ivoire
(Family Health International, 2000a). Counseling is critical for all
reproductive health clients, including adolescents. The goal of
counseling is to provide young people with facts that will enable
them to nmke infornmed, voluntary decisions. one should offer
i nformati on and gui dance, but ultimtely, the adol escent rnust decide
whet her to use contraception, which nmethod to use, and whether to
continue or quit a nethod. Services providers nmay be reluctant to
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di scuss sexual health issues with young adults. Some people believe
that adol escents should not be sexually active, that only narried
youth should be sexually active or that sexual activity is
acceptabl e for boys not girls.

According to famly Health International (2000a) service providers
should recommend HI 'V testing by explaining the advantage of testing
such as testing can enable couple to make decisions about future
pregnanci es, know edge of HV status can help adol escents prevent

transm ssion to uninfected partners. In addition, health service
providers should also understand that the clients wll consider
di sadvantages to H V testing such as distress, anxiety, uncertainly,
depr essi on, f ear of t he partners and famli es, f ear of

discrimnation by the conmunity, co-workers or relatives, concern
that they may not have access to treatnment. Hence, talk about the
enotional, social and nedical consequences of an H V-positive result
or H V-negative test is found to be helpful to the client to nmake a
plan for what he or she will do if HV test is positive. After
testing counseling the client in person, in private place is
reconmended.

2.4 Challenges and obstacles: Access to reproductive
heal th services

Service users are beconing nore aware about quality of care and are
now nore vocal about issues causing dissatisfaction (A emayehu G
2001). Inconvenient hours or location, unfriendly staff and |ack of
privacy are anong reasons many young adults give for not wusing
health services. A canpaign in South Africa is trying to address
such concerns through certifications process in which Health
services (clinics) that neet certain standards that help youth wll
receive recognition (Family Health International, 2000a).
Young people are at risk of health probl ens because they: -

Lack knowledge and information: - Lack basic know edge about

reproductive system anatomny, how pregnancy or STl occur, how
to prevent them and where and how to obtain protection.

Lack of access to services and programs :- Youth may have little or no

nmoney to pay for services, they may lack transportation or do
not know how to use services; health workers nmay hold
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judgnental attitudes toward adol escent sexual activity; health
workers may not have up to date scientific information on
contraceptive safety protection; clinics may not be open at
hours that are convenient for young people; clinics often are
designed for narried wonen rather than single wonmen ,men or
adol escents. Requirenents for nedical tests and pelvic exans
may discourage young people from seeking contraceptive;
Nat i onal health policy may prevent reproductive health
i nformation services.

Psychological or social barriers: Adol escents may be afraid to adnit

they are having sex. They may hold wunrealistic views of
i ndi vi dual pregnancy and STl risks — the “ it cannot happen to
me” syndrone; they worry that contraceptives will damage their
health and future fertility. Adolescents are vulnerable to
sexual violence, coercion and abuse. Motherhood nay be a neans
for girls to gain status and respect in their famlies and
comuni ties. Young people may be afraid or enbarrassed to seek
hel p because of rape or incest. Sex for poor street children
is sonetines a neans of incone.

2.4 Youth-friendly health services or prograns.

Erul kar A S (2000) suggested many youth prograns reach the young
long after they need the information rather than when the
information is nost crucial. Qher prograns may not deal with the
nost pressing concerns facing youth.

Heal th prof essi onal s and pr ogr amre manager s lack  adequate
information on cost- effective ways to reach the |argest nunber of
youth including both boys and girls, different age groups in schoo

and out of school youth and married and unmarried youth. For
i nst ance, youth centers, pl aces where adol escents neet for
recreation can also provide access to reproductive health services
information. At first glance, this seens |ike a reasonabl e approach

But a recent evaluation of 14 centers in Africa found that youth
centers typically serve small numbers of youth (often ol der nales)
are not particularly good places to deliver health service
information and are relatively expensive.

O her researchers have found that youth centers in Mexico were |ess
- cost effective than a comrunity youth programme in recruiting
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famly planing users. " W need accessible clinics wth non-
judgnental, friendly staff and reduced waiting tines" says Kim
Di ckson-Telteh, in South Africa Departnment of Health. The South
African canpaign plans to use the stars to hel p adol escents identify
clinics that mght be friendlier to their needs. The canpai gn seeks
to make health services nore accessible and acceptable to
adol escents health care in clinics through out the country and to
hel p health-care providers inprove their delivery of adolescent-
friendly services.

A study by the Washi ngton based International center for research on
wonen, which made research with adol escents in Africa, Asia, Latin
America and the Caribbean recomends that reproductive health
services for youth be private, confidential, affordable, accessible,
and staffed with sensitive providers (Wss et al, 1996 cited in
Family Health International, 2000b). In addition, youth said that
the nost inportant factors determining their choice of clinic were
staff attitudes, location and atnosphere, contraceptive nethods
available and clinic hours, in that order (Transgrud R 1998 cited
in Fam |y Health International 2000b).

"' The circunstances vary extensively regarding what Kkinds of
clinical services will best serve" says Dr.Cynthia Waszak. Soneti nes
youth want service centers just for youth, other times they want
them integrated into existing clinics. The npbst inportant thing is
to ask youth and providers in a particular community what they want
and what will work best for them In many counties the attitudes of
provi ders have discouraged even married adol escents. Focus on young
adults, inplenented by the U S based pathfinder international, has
devel oped workbooks to score clinics on the quality of their

services to youth. The facility itself, including operating hours
| ocation and privacy, staff performance, including respect shown to
clients. Confidentiality and adequate tine for interaction,

adm ni stration procedures such as whether fees are affordable and
whether drop in clients are welcone and how youth perceive the
clinics services all these should be assessed (Nelson K et al, 2000
cited in Famly Health International, 2000 b).

St andar ds have been devel oped based on research of what adol escents
say they want in clinical services. The standards include polices
and processes that support adol escent rights, a physical
environment, conducive to the provision of adolescent friendly
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services, and the provision of psychosocial and physical assessnment
of youth. Using the self-assessnment approach gives the clinics the
opportunity to |l ook at thensel ves and their operations.

Annabl e Erul kas and colleagues at the New York-based population
council recently evaluated 14 conmunity based youth centers in
Kenya, Zi nmbabwe and CGhana. The evaluation suggested nany youth,
especially girls don't want to be associated with famly planning
organi zati ons because it suggests sexual activity or because young
peopl e brand them as places for those sexually transmtted di seases.
The evaluation also found that staff are highly know edgeabl e but
are often judgnental.

General ly yout h-friendly services shoul d actively i nvol ve
adol escents in program designing and service delivery, and consider
how adol escents’ needs differ from those of adults and provide
services that specifically nmeet the needs of young people. Providing
youth-friendly services does not necessarily mean building a new

clinic. It can nean adding adolescent-only hours or offering
services in places where adolescents congregate such as youth
centers, sporting events or wrk sites. It is advantageous to

i nvol ve young people in planning and inplenmenting health services,
and rmake all staff receptionist, nurses, physicians- aware that they
should treat adolescents with respect and dignity. It should be
insured that young clients have privacy and that clinic polices
enphasi ze confidentiality. There may be a need to revise clinic
polices and procedures, so that to identify which specific target
groups wll be served. The group can be defined by age, school
status, martial status or place of residence. (urban Vs rural).
Parents involvenent (day) at the health centers to provide
information to adults about adol escents reproductive health should
al so be arranged.
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CHAPTER — 3

Al M5 AND OBJECTI VES

The aim of this study is to assess obstacles and challenges in
accessing health care and Vol untary Counseling and Testing (VCT) of
H V/ Al DS anong the yout h.

This study is designed to highlight area of satisfaction and
di ssatisfaction, obstacles and challenges in health services for
youth as custoners. In addition, quality, accessibility (in terms of
affordability, location etc.) appropriateness of services, (whether
services are youth-friendly) attitudes of service providers,
techni cal conpetence of the service providers and the level of co-

ordination wll be assessed. Know edge, Attitudes and Practice
towards H V/ AIDS and VCT anmpong youth and information and parents
and youth comruni cation will al so be assessed.

This study has the follow ng specific objectives:-

1. To identify key challenges and obstacles that prevent youth
from using health

care and VCT servi ces.

2. To investigate youth expectations wth respect to the
different types of health services.

3. To assess the level of know edge and attitude regarding
H V/ AIDS and VCT of HIVVAIDS , and to assess the practice of
preventi on mnethods.

4. To design possible strategies for interventions based on the
fi ndi ngs.
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CHAPTER- 4

STUDY DESI GN

4.1 Study net hodol ogy

This study has been designed to assess chall enges and obstacles in
health care and VCT of H V/AIDS service for youth with service at
i ndividual level. Related issues ainmed at the nulti-dinensionality
of services and how these services neet the need of youth are also
assessed.

In assessi ng heal t h care services anong youth, quality,
accessibility and affordability issues should al so be exani ned. This
study concentrates on H VAIDS and VCT services. An assessnment of
know edge, Attitudes and Practice related to prevention of H V/ Al DS
is also considered crucial as preconditions for any intervention.

Thi s study was a cross sectional rapid assessment wth the
foll owi ng study subjects.

Yout h : 1- In-school youth

2- Qut of school youth (comrercial sex workers, street
youth, petty traders )

3- Youth with known H V status

Heal th service providers: from HC, Hospital, VCT centers, NGO s such
as OSSA,

Down of hope etc.

Structured and non-structured questionnaires have been devel oped to
assess different areas of services. The quantitative study was
conducted through self-administered questionnaire. It covers nany
areas including general soci o-denographic particulars of the
respondents and issues that are specific to each service. Generally
an effort has been made to use a conmon topic guides which were used
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by different researchers in other youth health studies. These
include quality, accessibility, affordability, technical conpetence
of service providers, youth -friendly progranms, appropriateness of
services and coordinated care. Psychosocial and cultural barriers
for utilizing health services were also assessed in this study.

A qualitative study was conducted through focus group discussion
with youth and in-depth interview with service providers to get
informati on about questions that remain unanswered or are not
addressed in the quantitative study.

In this study in- school vyouth and out-of-school youths were
i nvolved to avoid sonme selection bias. As recomended by different
researchers the nost inportant thing is to ask service providers
what they want and what works best for them Hence service providers
fromstudy areas were part of the study.

To get ethical acceptance all the concerned bodies at all Ilevels
were inforned of the aim and objectives and expected advantages of
the study. Ethical perm ssion was obtained from SNNPRG Regi onal
health bureau ethical conmittee. Consent was requested from youth,
and service providers before queries were presented to them

The data collected through the quantitative study was processed and
anal yzed using a conputer package Epi-Info version — 6.

4.1.1 Study popul ation

The study was conducted in SNNPRG specifically at : Awassa,
Yirgalem Wlkite and Leku towns. These areas have been selected
because of conveni ence and accessibility for the study and the
possibility of getting a good mi xture of suburban, urban and rural
popul ation. The selection is supposed to provide a good socio-
econom ¢ m x, educational and health services are also available in
the chosen towns. These towns also lie in actual and potential
proj ect areas of FGAE.

Study subjects are :-

- In school youth: include junior and high school students in
t he age br acket of
10- 24
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- Qut of school youth: include street youth, petty traders,
day | abourer, shoe shiners, unmarried and married youth,
school withdrawals from kebele, youth centers, associations
and street

- Youth with known H'V status : from OSSA, Down of hope etc

- Heal th service providers physicians, nurses, health
assi stants and par amedi cs from health centers,
hospitals youth clinic /center has been included in
this study.

4.1.2 Inclusion criteria
Youth : who are
-Residents of Awassa, Yirgalem Leku and Wl kite towns.

- Students who are at t endi ng their school s in
af orenenti oned towns

-Age from 10-24

-Qut of school (drop-out or wthdrawals from school
married, illiterates)

-At any |evel of econom c status
-At present living with or without their parents
Service providers who are

-At  present providing health services in Awassa
Yirgalem Leku and Wl kite towns.

-Working in governnmental or NGO health institutions
- Physi cians, Nurses, Health Assistants and paranedics.
4.1.3 Exclusion criteria

-Youth who are not residents of Awassa, Yirgalem Leku and WlKkite
t owns.
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-Students who are not attending their school in these towns.

-Service providers who are not currently providing health services
in these towns.

-Youth who are not in designated age groups

-Heal th service providers working in private sectors.

4.1.4 Determ nation of sanple size

The problem of data base (sanpling frane) is a conmon probl em when
conducting such study. Sanpling frane is one of the limtations in
this study to determ ne sanple size.

Fi ndi ngs from know edge attitudes and practice study on H V/ Al DS
anong high school students in Wlita, Hossana, Awassa and Dilla
towns suggested that total male student in high school are 55% while
the rest 45% are fermales. In addition, 82.8% of students are between

15- 18 years of age ( Gebresenbet S. etal, 1998).

On the basis of the above information, sanple size calculation for
cross-sectional prevalence study, and for estimation of a single
proportion or percent (Daly and Bourke, 2000) recommended a fornul a.

N= Z,.,, p(1-p)
d2

Z’, .,, =the standard nornal variable at (1-2) % confidence |evel and,
dis nostly 5% i.e. with 95% confidence |level + 1.96

Since it is not possible to estimate P, a, figure of 0.5 should be
used to get the possible mininumlarge sanple size.

d = 0.051 a margin of sanples error tolerated
N= (1.96)* 0.5 (1-0.5) = 370
(0.051)°
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Therefore a sanple size of 370 obtained.

Assum ng an 80% response rate, 30 was allowed for non-respondents
and a sanple size of 400 was required to get significant result.

4.1.5 Sanpling Techni que

Initially selection of subjects was made through stratified-sanpling
techni que and |l ater random or systenatic sanples of a predeterm ned
size was taken by proportion from each group. Selection of in schoo
yout h has been done with equal proportion of study subject from each
grade. Equal sanple size is taken from grades 9,10 11 etc. One
section from each grade, has been selected with due consideration to
nal e- fenale proportion. Male-fenale proportion has been cal cul at ed
fromlist of students.

Finally each study units have been selected through a sinple random
sanpling, while selection of out of school youth was carried out
t hrough conveni ence sanpling. The sanple size was decided to be 400,
for the quantitative study, and sanple size fore each town is
al | ocat ed based on the popul ation size in each town.

Awassa = 150
Yi rgal em= 100
Wl kite= 75
Leku= 75

It is inportant that the sanple includes representative groups of
study units with specific characteristics. Mkonen A and Tesema F.
(2000) stated that stratified sanpling is only possible when we know
what proportion of the study population belongs to each group.
Hence, previous studies estimted 46% of youth are out of school in
towns. In schools each grade from 9-12 had equal proportion of
sanple size . The sanme approach is foll owed in junior schools.

In addition to this, 12 youth with known H 'V status (6 positive and
6 negative) were selected purposely based on their agreement to

participate in quantitative study from each town . Selection was
carried out by quota sanpling. Any body who had visited VCT-centre
included in the study until the required nunber of yout h was
obt ai ned.
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4.1.6 Questionnaire devel opnent

In this study self-admnistered questionnaire for youth were
devel oped.

One of the problens was |ack of validated questionnaire in previous
literatures suitable for use in Ethiopian situation. It is known
that validation is costly in terns of tinme and human resources.

Thus, efforts have been nade in devel oping a new questionnaire for
this survey, in which questions are standard type. The general
denmography part and the main thenme to be assessed have been designed
to suit our situation

By reviewing and exam ning different literatures the questions were
formul at ed based on conmon gui di ng principles.

In this study the follow ng guiding topics are used for fornulation
of questi ons.
-Acceptability
-Accessibility
-Affordability
-Quality
-Attitudes of youth towards health care service
- Techni cal conpetence of service providers
-Parent-youth rel ation
- Knowl edge, Attitude, practice of youth ( H V/ A DS and VCT)
-Chal l enges and obstacles ( Social, economic ,institutional
barriers)

The questionnaire for youth has been divided into 3 sections.
- KAP
- Voluntary Counseling and Testing
- Questions for individuals who have undergone HV
testing

Most part of the questions are closed type while sone are open ended
which allow the inclusion of additional coment or opinions. The
proposed questionnaire is available in Appendix- A and B. The
Li kert-scale is one of the popular conposite psychosocial scales to
nmeasure satisfaction towards services delivery. In this scale
respondents are asked to indicate their degree of agreenment or
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di sagreenent with each statenent. (Polit and Hungler, 1999 cited in
Al emayehu G 2000 )

4.1.7 Pre-testing

It is found necessary to pre-test the questionnaire to :-
-Deternmine the length of tine required

- Check the | ogical sequence of questions

-See the clarity of wording and sinmplicity of the |anguage

- Reduce sone biases as a result of un- standardi zed questions

The pre test was applied on 10 youth (6 in-school and 4 out-of-
school youth ) in Awassa town. The youth were 6 male and 4 fenale.
The average tinme needed to conplete a questionnaire is 45 mnutes.
Probl ens faced during the pretest were presented by data collectors
, and then correction and adjustnents were finally made on the
guesti ons.

4.1.8 Data collection

During data <collection, the purpose of the study has been
sufficiently elaborated to the informants. The convenient tinme for
conducting the interview was decided by the respondents. The data
collection has been confidential and anonynous, and this has
reduced the potential biases occurring because of the informants
mstrusting the intention of interviews, and avoiding needless
guestions or giving m sl eadi ng answers.

Consent has been obtained from the participant which resulted in a
better co-operation and a high response-rate. Data collectors were
trained on how to collect data and administer- the questionnaire

the same to supervisors. The data collector was supposed to
i ntroduce her/hinmself and inform the subjects about the purpose of

the study and stress no service provider will see the response. In
addition, any queries had to be clarified during the interview The
guestionnaire for students has been admnistered in school, in

separate class after selection of study units. For health service
providers it was conducted in their work place and, for out of
school youth it was in any place which is convenient for data
collection. Followup has been made on those who refuse to
participate so that any difference between respondents and non-
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respondents can be analyzed. Data collectors, supervisors and co-
i nvestigators for this study have been recruited and oriented about
the assessnment. Data collectors arel2'" grade conpletes. Supervisors
have the experience in data «collection for such research
undert aki ngs.

4.1.9 Data processing

After administering the questionnaire, each supervisor, nostly in
the sane day, conpletes coding and checking the questionnaire for
accuracy and conpleteness. Data entry follows inmediately by
conmput er using. Epi-Info version-6.

Open-ended questions have been categorized before coding. In
has been categorized

addition to this “ other specify category
afterwards. Answers that were difficult or inpossible to categorize
have been categorized into separate residual category called *
O hers” .

4.1.10 Data Anal ysis

Data was anal yzed by computer using Epi-Info version - 6
statistical package.

The finding of this study is presented in proportion, frequencies
and percentage frequencies in 2x2 or 2x3 contingency tables for
conveni ence of conparing results. Analysis is also nmade by using
nmeasur es of central t endenci es: nean, medi an and st andar d
devi ations. Data obtained fromthis study is presented in tables and
descriptive approach. The findings is tested using the chi-square
(X) for examining difference in two variables. Thus from the
findings it is possible to highlight areas of challenges and
obstacles in service delivery for youth in relation to H V/AIDS and
VCT which will in turn lead to some conclusions and reconmmendati ons
in designing future strategies and interventions. A conparative
anal ysi s has been done between in-school and out of school youth to
get a significance difference between groups by using x°

4.2 Focus G oup study

4.2.1 Study popul ation

In this study unstructured focus group discussion and interview were
conducted. The rationale for conducting focus group discussion was
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to find out if there is any additional opinion or questions that
remai n unanswered. Study subjects enrolled in focus group discussion
were youth from school s and out of school s.

See Appendix- C and D for List of guide topics or questions to be
covered in the group discussions. There is also in-depth interview
for service providers in each town. QGuide Topics are available in
Appendi x- E and F

4.2.2 Sanpl e size

Each group is conposed of 6 people. 5 youth focus group discussions
have been conducted in each town i.e. out of school youth (nale and
female), In-school youth (male and fenale) and comercial sex
wor kers. Generally, 30 people have been recruited and partici pated
in youth focus group discussion in each town. A total of 30X6= 120
individuals were involved. 6 service providers from different
sectors in each town were involved in the in -depth interview A
total of 6X4=24 service providers have been included in the study.

4.2.3 Sanpling technique

Sel ection was by systematic sanpling technique to have a final
sanpl e size of youth. Service providers have been recruited from
health centers and other health service institutions. Convenience
sanpling to get a total nunber of 6 service providers in each FGD
has been used. The inclusion and exclusion criteria nmentioned in
section 4.1.2 and 4.1.3 has been also applied for FGD

The focus group discussions was conducted in four different towns
i.e. Awassa, Yirgalem Leku and Wil kite . Six people participated in
each focus group. The participants were " know edgeabl e peopl e
from different sub-groups of youth. In each town there were five
focus group discussions (i.e. student: nale and fenale, comercial
sex workers, street youth: male and female). They were asked to give
their view and discuss on different ideas about H V/ Al DS

Unstructured interview was carried out in Awassa VCT- centre.
Participants were youths who have been visiting the centre. The
interviewees were randonly selected and had the interview in Awaasa
mal aria sector office which was considered convenient for this
pur pose. 3 mle and 3 fermale, a total of 6 youths have
parti ci pat ed.

4.2.4 Data collection
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Some background information has been given before the discussion.
The noderator encouraged participants to talk freely about al
topics to be discussed . Al discussions were tape recorded for
later full transcription. To ensure the highest possible reliability
of data the noderators have taken notes during the discussion and
i Mmedi ately after the conpletion of the discussion.

4.2.5 Data anal ysi s

The actual analysis of qualitative study has been nade with a search
for themes (Polit and Hungler, 1999). Textual analysis has been

enpl oyed.

4.3 Ethical considerations

Consent has been requested from youth and service provider prior to
the study and they have agreed to participate in the study. For
et hi cal reason further information and contact wth service
providers and other organisation has been facilitated for those
youth or service providers who were in need of existing service
provi sion and ot her information.

CHAPTER - 5

RESULT

5.1 Quantitative study

5.1.1 Soci o-denographi c characteristics

The sanple size allocated for study towns was based on the total
popul ati on of these towns.

352 youth have agreed to be interviewed; non-respondent rate was
(4.6 9. 59.4 % were nales and the rest 40.6% were females; male to
female ratio was 1.5:1. The ages of interviewees were between 10-24.
The nean age of respondents was 17. The mpjority of the sanple
popul ation 319 (91.1% were unmarried. 18 (5% married 12 (3% were
divorced , the spouses of the remaining 3 have died. See table 1
and 2 .

Most of the respondents 207 (60% were students living with their

famly. 36(10.2% respondents were comrercial sex workers, 59

(16.8) were youth who are petty traders; others were street youth

and daily | abourers.

Table-1 : Frequency and Percentage distribution of the respondents
by age group
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Age group Fr eq. Per cent
10- 11 2 0.6%
12 - 15 81 23. 0%
16 -19 193 55.0 %
20 -24 76 21. 4
Tot al 352 100. 0%

Tabl e-2: Frequency and percentage distribution of youth by
occupation

Cccupation Freq. Per cent
St udent s 215 61%
Petty traders 59 16. 8%
Dai ly | abourers 14 4. 0%
Commerci al sex workers 36 10. 2%
Gover nment al enpl oyees 2 0. 6%
Street - Youth 15 4. 3%
Unspeci fi ed 11 3.1%
Tot al 352 100 %

Orthodox Christian is the dominant religion in study areas. About
187 (56% are orthodox, another 87 (26.3% are protestants, 42
(12.7% are Muslim Catholics are 14 (4.2%.

In this study nobst of study subjects 254 (72.2% were in school
youth while out of school youth were 98 (27.8%. The majority were
hi gh school students. See Table: 3 below for detailed educational
status .

Tabl e-3: Distribution of the respondents by educati onal status

Level of Education Freq. Per cent
Illiterate 18 5.1%
Read and wite 42 11. 9%
Juni or School 105 29. 8%
Hi gh school 187 53. 2%
Tot al 352 100. 0%

An attenpt was made to see if there is any difference between
respondents and non- respondents. Mst of non-respondents: don't
want to discuss issues about H WV AIDS due to fear and negligence.
As can be deduced from their expressions and feelings, nost of non-
respondents seemto be individuals with high-risk behaviours for HV
i nfection.
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5.1.2 Know edge, Attitudes and Practice on prevention of
H V/ Al DS : -

Al nmost all (96.6% respondents have heard about H V/ AIDS. Wen asked
whether HV is transnmitted through sexual contact; mpjority 328
(96.5% of young people agreed, 3 (1% disagreed, 9 (2.6% had no
idea. In addition to this 303 (90.2% agreed that H V- could be
transnmitted through blood contact, 11 (3.3% individuals disagreed;
whereas 22 (6.5% had no idea at all. There are few young people
(599 who believe eating together with infected person is a risk
situation for HV - transmssion. 319 (94.1% of the respondents
have heard about condom out of whom 294 (92.2% had an opportunity
to see condomonce or nore in their lifetine. For question * How to
prevent HV'’' abstinence is the nost frequently nentioned preventive
net hod 237 (74.8% followed by condom use 67 (21.1% and the |ast
one being faithful to one partner, which accounts for 4.1%

The respondents were asked whether or not they are at risk for HV
infection, and 76 (22.4% of the sanpled youth admitted that they
nmi ght be infected, whereas 134 (39.4% said no, the same proportion
(38.2% refrained fromgiving either of the responses.

Tabl e-4: Percentage distribution of people by HV status, age and
sex , Awassa HC ( Sept -
1999- March 2000)

Age Mal e Femal e Tot al Per cent
group

- ve +ve - ve +ve - ve tve - ve tve
0-4 11 1 7 0 18 1 3.7 0. 95
5-14 13 2 4 1 7 3 1.7 2.9
15- 29 52 1 35 4 87 5 21.5 4.8
20- 29 139 17 95 36 234 53 57.9 50.5
30- 39 43 18 5 15 48 33 11.88 [31.4
40- 49 3 6 5 1 8 7 1.98 6.7
50- 59 1 3 1 0 2 3 0. 49 2.9
60" 0 0 0 0 0 0 0 0
Tot al 252 48 152 57 404 105 100% | 100%
Per cent 49.5 45.7 29. 8 54.2 79.3 20. 6

Source: Awassa Health Centre
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Tabl e-5: Distribution of reported ADS cases by marital status,
Awassa HC (1999)

Marit al Mal e Fenal e Tot al Per cent
stat us

Singl e 10 24 34 32.4
Marri ed 8 18 26 24.8

Di vorced 0 0 0 0

W dowed 1 0 1 0.95
Chil dren 5 5 10 9.5
Unspecified |8 26 34 32. 4
Tot al 32 73 105 100%

Source: Awassa Health centre

As indicated in Table 4 youth between the age of 20 to 29 and
unspecified groups are the nost affected group by H 'V as conpared
to other groups. Unspecified groups don't know how they becane
infected: They might have been infected through blood contact or
because of sharing sonme personal naterials such as blades and
needl es etc. However this group needs further detailed study. Early
age adult group are the second highest HYV infected group
According to this report no HV infection is found in old age. The
| east reported cases are children under 5 years. Even though
specified age groups have participated in this study, it is
i mpossible to see any sinmilarities anmong different age groups and no
conmparison is nmade in this respect.

It is shown in Table 5 that there is sonme kind of relation between
marital status and HV infection. Single individuals are the nost
af fected group followed by married ones. No cases are found in
di vorced groups. For obvious reasons, in this study, single
individuals are afraid that they mght be infected by HV as
compared to married couples or divorced people. There was
significant association between having fear to test for HV and
marital status although nore single youth have fear to test for HV
(x* = 15.02, df=6, P=0.02).

The intention to nurse AIDS patient anmong youth was investigated in
four categories and 231 (72.2% showed willingness to nurse in any
situation. However, 34 (10.6% said yes if it is a must, and on the
contrary 42 (13.1% said no, 13(4% said no under any circunstances.
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Al nost one third of youth in this study had sexual intercourse at
| east once or nore, Anong those sexually active groups, nean age at
first sex was 16 years. Concerning preventive action at first sex,
59 (51.7% made unprotected sex where as 55 (49.3% used condom
Alnost a quarter 27 (25.7% of the sanpled youths had nultiple
sexual partners.

Regar di ng conmmuni cati on about HHVVAIDS , it was found that 79 (73.%
of the respondents discussed the issue with their |overs, whereas 25
(23% did not talk about it. The proportion that discussion about
H V/AIDS with fam |y accounts for 62 %
Tabl e-6 : Percentage distribution of respondents by factors
contributing to unprotected sex.

No Contributing factors Frequency Tot al
Yes No
1 Lack of access 41 (12.19% 297 (87.9% 338
2 Lack of noney 37 (10.9% 301 (89.1% 338
3 Negl i gence 67 (20% 271 (80% 338
4 Al cohol i sm 215(63. 6% 123 (36.4% 338
5 Chat - chewi ng* 127 (37.5% 211 (62.5% 338

*Chat: green leaf stimulant

According to the information in Table 6, alcoholismis one of the
nost factors that contributes to unprotected sex (63.6%; chat
chewing is the next (37.5 %) . Hence nobst of unprotected sex are
as a result of having enotional stinulants .

5.1.3 Challenges and obstacles in providing VCT and health
care services to youth

The respondents were asked whether there is a neans to test one's
H V status, and npost of the youths 263 (77.4% do believe that there
is, 18 (5.3% said that there is no way, 59 (17.4% said didn't
know.

According to this study, the first wdely available source of
i nformati on about VCT service is nmass nedia, and anti-AIDS clubs are
the next. Health service providers are considered to be the third
source of information. 1In relation to the previous question
respondents were asked about their orientation on the existence of
VCT service; 305 (89.7% said yes , the rest 35(10.3% said no.
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The respondents were also inquired about the preferred place for VCT
servi ces. The responses are summari sed bel ow.

Tabl e-7: Percentage and frequency distribution of interviewees by
preferred place for VCT

Servi ces.
No Health Institution Frequency
1 Hospi t al 126 (40.6%
2 dinics 9 (2.9%
3 Health Centre 53 (17.1%
4 Fami |y Gui dance clinic 122 (39.4%
Tot al 310 (100%

As revealed by the data in the table the nost preferred place of VCT
service is hospital followed by FGAE clinic; the |east preference
bei ng clinics.

The following are the opinion of young people in response to the
guestion "when does a person should test for HV ?" 10% said any
time; 7% replied during illness; 58 % said before marriage;, 6%
replied during travel to abroad; 19% were in doubt. For a question”
If VCT is delivered freely who should be tested for HYV first",
47.3% of respondents said commercial sex workers, 24.3 % said
drivers, 6.2% said pregnant wonen, 9.8 % new coupl es and

12. 4 % said young peopl e.

When Young people were asked about their willingness to test for
HV- if VCT is delivered freely, 286 (84.1% said yes | do, 16
(4.79% said no, 27 (7.9%9 are in doubt, and 11 (3.3% had no idea .
Few young people 23 (6.8% said that they would not change their
sexual experience even if their status is H'V negative. If their HV
status is found to be positive; 63.4% decided to give up sex at all,
8.6 % said to conmt suicide, 28 % decided to go to a prayer in
church or nobsque.

A Total of 264 (78.1) are willing to pay for VCT -service if there
is service charge but 74 (21.9% said no. Those who are willing to
pay were asked to point out the cost, and the response ranged from
1-800 Birr, The nmean is 40 Birr. Since 4 respondents said that they
could pay 300 -800 Birr, the data has been found very skewed to take
nmean val ue. However, nost frequently nentioned value to pay is 10
Birr
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A Total of 273 (81% youth said it is fearful to be tested for H V.
Sone of the reasons nentioned are: hopeless if positive, "I know
what | did", social stigmatisation, negative response fromfamly
In addition 219 (64.6% would not tell if they decided to test. As
far as making a decision about whether to informtheir H V- status:
261 (77.0% said Yes | do. The rest 78 (23% said no. Most
frequently stated reasons are fear of stigmatisation and |oss of
friend and famli es.

The respondents were asked whether they do have risk behaviour for
H V-infection. 71 (21% said yes, whereas the majority (79% felt
that they are not at risk.

Most of the young people 266 (78.7% heard of anti- AIDS club, out
of whom 154 (46.8% are nmenbers in the clubs.

Visit to any health institution during illness was also asked, and
262 (78.2% young people said they visit health institutions during
illness or another case. Among those 26.6% visited private clinics,
193 (66.8% Covernnental Health facilities, 4.2% private pharnacy.

Tabl e-8: Percentage distribution of response by quality of health
service indicators

No I ndi cators Per cent
Agr ee Di sagr
ee

1 Most heal t h facilities are | 36% 64%
attractive

2 Service providers are confidential |32% 68%

3 Servi ce provi ders treat with|33% 67%
respect and dignity

4 Exi sting health service addresses |48% 52%
young people's need

5 Easy access to health service|56% 44%
provi si on

6 Privacy is secured 27% 73%

Note that in the table measure of variables are aggregated from four to two categories i.e.

Agree and Disagree
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As clearly revealed by information from Table 8 , nost of the
respondents perceived that the health care services for young people
is of poor quality. Responses for attractiveness of health
facilities were 112 (34% strongly disagreed, 99 (30.1% disagreed,
92 (28 99 agreed, the rest 26 (7.9% strongly agreed. Concerning
securing confidentiality by service providers 68% said no, whereas
32% strongly agreed. Young people who are strongly satisfied with
the respect and dignity provided by service providers are only 33%

When asked about whether service delivery is in accordance with a
need of the youth, nbst young people 52% di sagreed where as 15.1%
have also strongly disagreed. In addition, agreenent responses for
"No long waiting tinme and bureaucracy in health institutions”, again
nost youth, 111 (33.7% disagreed, 69 (21. 9% strongly disagreed
.More over 73% of the youth disagree for securing privacy during
consultation where as 9. 7% strongly di sagreed

Tabl e-9: Percentage distribution of respondents by reasons for
sel ecting specific health
institution

No Reasons for Visit Freq. Rank
Good treat nment 160 (30.8% |1
Attractive environment 16 (3.19% 8
Techni cal - conpetence of the staff 96 (18.5% 2

is very good

4 Treat with respect and dignity 53 (10.2% 4
5 Af f ordabl e price 93 (18% 3
6 Confidentiality secured 27 (5.2% 7
7 Privacy secured 38(7.4% 5
8 Cl oseness to hone 35(6. 8% 6

36



No Reasons for Visit Freq. Rank

Tot al 518 (100%

Tabl e-10 Percentage distribution of respondents by perceived
chal | enges and obst acl es

Rank Hi ndering factors Per cent
1 Lack of noney 26.2 %
2 Physi cal inaccessibility 14 %
3 Lack of trust on service providers about |13 %
4 confidentiality 12. 1%
5 Fear-of -famly 10 %
6 Hesitation on t he gquality of |10 %
7 treat nent/counsel ling 9 %
8 No i dea where to go in tinme of need 5.7 %
Privacy nmay not be secured during
consul tation
Fear of exposure to sonmebody during visit
Tot al 100 %
As presented in Table 10 , the three nopst frequently cited
chall enges and obstacles limting youth's access to health care
services, in decreasing order, are lack of finance, physical

i naccessibility and lack of trust on service providers in securing
confidentiality.

Time of a day convenient for youth to get VCT service was assessed.
Generally 73% of youths prefer the afternoon from 1pm 5pm Specific
to occupation 59% of comercial sex workers prefer norning from 6am
8am where as 62 % of students choose the tine from 1pm 5pm

For increased utilisation of health care services npbst respondents
suggested inprovenent on the quality of the services in relation to
health facilities and technical conpetence of service providers,
affordable price, confidentiality and incorporating health care
service with recreational and sport facilities.

Simlarly, for better utilisation of VCT services npbst respondents

suggested pronotion of VCT and awareness creation initiatives to be
integrated with recreational facilities so as to attract so many
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yout h, strengthen

organi sed counsel ling

Tabl e-12: Existing VCT

post -test

system

fol | ow up

and

Create

service situation in different towns

Situation Awassa Yirgal e | Leku Wl kite
m

Priority of VCT Equal for | No No pr e-

al | marriage
Tr ai ned Very good No No No trained
counsel | or counsel | or
Time taken for [1-2 nonth No No 1/2- 1 day
resul t
Pl ace of wel | No No Unconf ortab
counsel ling room e
Li kely source of Ant i Al DS | No No pre-
initiative to club marriage as
t est a

requisition

Lack of | No problem | No No Hi gh
di agnostic-ki t short age
Young cli ent 78% 82 %

proportion

5.1.4 Bivariate and nultivariate anal ysis

Bivariate and nultivariate analysis have been made to determ ne the
demographic factors and various aspects
H V/ Al DS prevention,

rel ati onshi p between soci o-
attitudes and practice of
acceptability,

of know edge,
perceptions,
servi ce.

Conpared to out-of-school
one
their

have t han

i ndi vi dual s about

nore

sexual

yout hs,

affordability and quality

| arge nunber
partners.
risk of contracting H 'V had no significant

Mor eover,

of

of in schoo

association with preventive neasures taken at first sex.

The difference in

In Wlkite
ot her

al |

nursing AIDS patient
patient was statistically significant (x°
i ntervi ewees heard of

town very few young people did not

the difference was not significant.

38

as conpared
= 105.61 df =
H V/ AIDS (100% where as

know about

st rong

responses

to malaria
9, P=0.001).

HI V/ Al DS



Statistically significant association was not found with religion in
nursing AIDS patient and nalaria patient. See Table 13 .

Tabl e-13: Percentage and frequency distribution of respondents in
relation to their wi I lingness to nurse nalaria and Al DS
patient by religion.

No Rel i gi on Intentions to nurse
Mal ari a pati ent Al DS pati ent
Yes No Yes No
1 O t hodox 96.7 3.3 86. 4 13.6
2 Musl i m 95.1 4.9 87.8 12.2
3 Pr ot est ant 83.9 16. 1 76. 5 23.5
4 Cat holic 76.9 23.1 53.8 46. 2

Note that figures are in percent

33.5 % of the surveyed youths are clainmed to be sexually active. The
variable age at which sex started redefined as 7-13 = Rape, >13 =
not rape. Anobng raped groups alnost 77.7% experienced their first
sex without protection. This is also true for 54.2 % of those groups
who started sex w thout being raped.

Among youth who have sexual partner nore female 41 (78.8% than
mal es 38 (67.8%

have taken an initiative to discuss about HVADS with their
part ner.

In fact, there was no significant association between sex and test
for HV- if VCT is charge - free. There were sone nore fenales
(84.8% than males (83.2% who are willing to test.

Ri sk behaviour was strongly associated with occupation of youth (x?
= 22.30. df =11 P=0.02). Comerci al sex workers are nore
predom nantly risk groups. Student is the second predoninate risk
group for HV. There was no significant association between
wi llingness to test and occupation if VCT is charge-free.

As far as comparing youth occupation with informng H V- status to
some body is concerned, it is observed that there is significant
association (x* =22.57, df =11, p=0.20 ). Commercial sex workers
ranked first; 86 % of them are willing to inform their result for
sonebody, students are the next 78.6% , the last are street youths
73 % Preventive action taken at first sex was investigated in order
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to know its association with willingness to test. As such 48.9% who
had used condom at first sex are found to be willing to test. 51%
youth who had not used condom at first sex were willing to do a
test. However, there was no significant association.

More youth, 228 (80%, who have clainmed that they have no risk
behavi our for HV were willing to test for HV as conpared to youth
who admitted that they are at high-risk behaviours; which is only 56
(19.79% . CQut of school youth predom nately accepted the inportance
of VCT service as conpared to in school youth. (96% and 92%
respectively). As far as the inportance of VCT service is concerned
it has been investigated in each town and alnost in all study areas
nmore than 90 % of youth confirned its inportance.

There is a significant association between towns and chew ng chat as

a risk factor for HV anong high school students (x* = 8.60, df = 3,
P= 0.035) and the sane is true for alcohol use (x* = 2.96, df = 3,
p=0. 05 ).

There is a significant association between experiencing sex wth
mul ti-partner and preventive action during first sex (x* = 6.51, df=
4.16, P=0.01) . Youth with nore than one partner sexual contact had
not taken prevention neasures during their first sex.

Students who have participated in anti- AIDS clubs have no
association with risk behaviours to HV. In addition to this, there
is no significant difference between know edge of condom to prevent
HYV in the respective towns. No significant association is also
reveal ed between preventive action at first- sex and young people
admitted risk for being infected with the virus.

There were different reasons for the test : Suspicion 45% ; the
need for establishing the status 33% ; pre-marital 16 % and the
|l east was inmigration requirenment. After a result, nore abstinence
in HV- positive group was revealed. A very few tended to inform
their result either to father or brother. Mthers were the first
person to be inforned equally to lover. 63.6% Youth with H V-
positive status have joi ned Down of Hope.

Tabl e-11: Existing VCT service as evaluated by youth who have
undergone HIV test
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No I ndi cators Agr ee di sagree Tot a
I

1 Cenerally | am satisfied with VCT |22 0( 0% 22
service (100%

2 VCT service was not hel pful 2 (10% 18 (90% 20

3 Service providers treat with respect | 21(100% 0 21
and dignity

4 Privacy was secured 20 (95% 1 21

5 Confidentiality was secured 21(95% 1 22

6 Servi ce provi ders are not | 0 21(100% 21
techni cal |l y conpetent

7 Time for VCT was not conveni ent 5 (23% 16(779% 21

8 There is a lot to be done in VCT 2(10% 20(90% 22

Based on the information obtained fromyouth who have undergone the

test,
Al nost al
service delivery was not convenient,

general ly existing provision of VCT service is encouraging.
have satisfied with VCT service. 23 % agree that time for
and al nost all agree that

privacy was secured.
5.2 Qualitative study
5.2.1 Results on Focus G oup Di scussions

Most simlar

to the survey study. How ever
di scussed in details and el aborat ed.

of the ideas expressed in group discussions are al nost
the following ideas are focused and

Most partici pants have nmentioned that the existing health service is
in health facilities is not as
Health delivery inequality is
the conmmunities.

not youth-friendly. The environment
such interactive and attractive.
reflected anong different
Staff are not wel conming, nore enphasis is given for
Long waiting tine, privacy and confidentiality is not

staff are always busy and do not have enough tinme for
even to listen young people. These are sone of the reasons given by
the participants about the existing health service, and whether it

is designed to address the need of youth or not.

soci o-econom ¢ status of
marri ed coupl es,
secured. The

counsel l'i ng

As a result of such inconveni ences,
young people prefer to disclose their
private sectors or illegal drug deal ers.

sone participants concl uded that
reproductive health problemto
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A wi de age difference between service providers and clients create a
barrier for disclosing health problens. Sonme service providers in
nost cases act like a parent and blame young people for what
happened on the individuals.

Alnost in all focus group discussions the existence of Voluntarily
Counsel ling and Testing (VCT) service is well known anbng young
people. Few of the respondents said that they know that testing is
done somewhere around.

Wth regard to the attitudes of youth towards service providers,
partici pants have shown good attitudes but some clearly stated that
they have wong attitudes as a result of lack of transparency, poor
communi cation, |less enphasis given for youth's problenms and | ow
pr of essi onal - et hi cal conmi t ment in sone service provi ders.
Participants also stated that sonme service providers conclude as if
nost health problemis brought about by negligence of young people.

It was generally agreed that youths have at present a very good
know edge about H V/ AIDS. However, behavioural change for safe sex
practice does not seem to be internalised and needs nore effort
Participants also reported that they frequently conme across a
challenging situation for unprotected sex, of course sone responded
positively.

The issue of the place where voluntarily counselling and Testing
(VCT) service should be delivered was discussed in detail. Health
institutions ( health centres, hospitals) , anti-ADS clubs
schools, youth centres are some of the places that are suggested
during the discussions. However, alnost all participants agreed VCT
service should be delivered in health institutions, since nmany
heal th problens are presented there; so that VCT for HV can al so be
seen together with other health problens. Hence, young people wll
be courageous to use this service. Few participants also strongly
believe that youth centres with some recreational activities will be
very efficient places for VCT service.

The groups agreed that acceptability of health services as well as
VCT by young people can be ensured as far as the service addresses
the needs of youth such as strong health education, sustainable
awar eness creation (not on-and-off type) and counselling services
given together with entertainnent facilities.
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Wth regard to accessibility of health care service and VCT, nost
participants stated that there is a need for strong advocacy of
already existing youth service, extended provision of VCT-
facilities where youth are nore frequently seen. In addition; tine
of service, privacy, confidentiality should also be strictly
considered to insure accessibility of health care anong youth.

It was noted, in the groups, that affordability of health care
service is one of the major factors that influence accessibility of
health service delivery. It is nore severe for street youth and
youth from poor famly. Mre over, the problem becones nore serious
if health problens are not discussed with famly. student-fee schene
is recoomended by the groups to tackle affordability issues.

Most participants agreed that quality of health services as well as
Vol untary Counselling and Testing (VCT) services could be inproved
if it is supported by strong service providers training which would
i ncrease technical conpetence, whi ch would nmean well co-ordinated
service delivery, well equipped health facilities with up to date
/[ modern/ technology and client oriented service delivery wth
dignity and respect.

Generally, participants identified major challenges and obstacles
towards voluntary counselling and testing for H V-infection. Poor
publicity of these services, fear of social stigna, parent's
unfavourabl e attitude towards young son or daughter of deciding to
know H V-status, lack of noney, self-denial, fear of being HYV
positive or anxiety.

The issue of being HV positive or negative was discussed, and npbst
participants stated that this idea and its neaning is not well
internalised by the youth. Consequently sone of the reasons for not
testing for HV resulted due to the |ow awareness in this area.

One of the challenges and obstacles for Voluntary Counselling and
Testi ng (VCT) and health service delivery , as frequently cited
by the group is lack of recreational places. As result young people
are exposed to drugs, chat, snoking and al coholism which in turn
| eads to reproductive health problens such as HV, STl , illega
abortion and injection.
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In focus group discussions it has been found out that since youth
are dependent on their fanily, responsible parents are conscious of
what happened and will happen on their son which night surely bring
conflict between parents and yout h.

As revealed by the focus group discussions youth are seriously
concerned with the idea of confidentiality and privacy whatever
health issue is presented. As a result nost participants frequently
conpl ain about confidentiality. Sonme participants also suggested
service providers should not be fromthe locality where the service
is provided so that the client could not easily be identified.

In nost focus group discussions it was recommended that enphasis
should be given on training and awareness creation progranms by
having all-inclusive training for parents and youths. Good famly
envi ronment should be maintai ned for open discussion on reproductive
health i ssues, H 'V and VCT services.

The group also agreed on creating favourable condition to bring
toget her young people with their interest and finally get into the
mai n track such as health problens and so on

It was di scussed in detail that it is inportant to establish
partnership from different sectors to address youth's issues from
different areas. For instance, teachers, youth clubs, devel opnent
wor kers, different support groups and son on.

In nost focus group discussions the issue of capacity building
through different initiatives to address the problem of deprived
young people, such as comercial sex workers and street youth has
been di scussed thoroughly. It has been agreed that w thout creating
some neans for earning one's living , prevention of H VAIDS wll
not be effective.

Participants frequently nentioned |ack of parent's involvenent, as a
maj or chall enge for accessing young people to VCI. The consensus
reached states that parents should be provided wth adequate
training, seminars, and information why, how, when VCT services are
needed.

5.2.2 Results on service provider's in-depth interview
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I n-depth interview was conducted in Wlkite, Awassa, Yirgalem and
Leku. The participants were know edgeable people from different
service area and organi sations. Sonme are from health centres, health
departnments, |aboratories , OSSA and Dawn of Hope.

Most of the infornants have good attitudes towards youth in
relation to service provision. However alnost nore than half
conmpl ai n about frequent behavioural un-stability anong youth that
mekes regular followup difficult.

Al nost all service providers appreciate know edge and attitudes
of HWVADS in youth; however the practice to prevent H V/AIDS is
| ow whi ch needs nore attention.

Most informants noted that nost of the clients in voluntary
counselling and testing are youth. This is largely due to anti-
AIDS club's strong youth nobilisation. Once young people are
informed about this service, they inmediately over crowd VCT
centre for a tinme being. In addition, enotional attributes of
being young also contribute for increasing service consunption.

Youths are also enphasised pronotion of HYV testing through
cultural and social settings such as church, nosques, Yyouth
associ ati ons and cl ubs.

A serious problem as stated by the informants, is shortage and | ack
of testing materials. It is shanme and contradictory to have a | ot
of voluntary people to test who are convinced by the different
i nterventions and nobilisation and facing shortage of testing
materials. This is the situation, for exanple, in Wlkite town

Participants in the interview noted that shortage of service
providers is not considered a problem but trained heath professional
in VCT is a serious problem in nost of the towns. |n contrast
excess-trai ned counsellors have been found in Awmassa VCT centre.

Del ayed test result created «client- drop out at each stage of VCI.
For instance, in Awassa for ELISA-HV test negative results were
di sclosed early where as positive results delayed for rechecking,
Conventionally clients assune that if sonebody's result delayed it
is positive, and to prevent this problem negative results also were
nmade to be delayed until re-checking is conpleted. Qher groups of
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i nformants, from Wlkite didn't report the delay of result since
rapid test kit was used for testing.

In Wlkite town there is a tendency to provide VCT service
primarily for pre-marriage requests, and consequently vol untary
youth which are in need of the service were nostly ignored.

It was noted in the interview that all facilities for Voluntary
Counselling and Testing in health institution are shared facilities
with other services. There is no allocated budget or facilities
specifically to this services. This situation affected the
ef fectiveness, efficiency, quality of VCT services. Mdre over roons
are not suitable to keep privacy and confidentiality.

Most informants stated co-ordination and integration of VCT service
with other health service delivery is not well organised. It is
suggested that this area should be the concern for program designer,
since it has great contribution for acceptability and quality of VCT
service. Most participants agreed that there should be awareness
creation activities to get nore young people in this service area.

As suggested by the participants voluntary counselling and testing
services should be attractive and youth- friendly , should provide
this service together with sone recreational activities such as
youth sports, library for better and nore client consunption.

Sone service providers are strictly concerned about young people
with negative H V- status as a result of their experience. This is
because unless and otherwise strict and sustainable follow up,
orientation and counselling is provided, the liklihood of being
infected with H 'V is high.

As it was reconmended, in the in-depth interview, having a trained
health service provider wth counselling skill is an essential
component of quality of care .

Lastly service providers stated that npst youth entered into
complicated situation as a result of poor parent- child relation.
Hence, awareness creation interventions for parents should be part
of VCT pronoti on.
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CHAPTER- 6
DI SCUSSI ON

This study explores and provides a highlight on know edge, Attitudes
and Practice of HYV preventive nethods anong youth in selected
towns, with an enphasis on assessing the existing VCI Service. The
study also attenpted to investigate the acceptability and
accessibility of health care and VCT services anong the youth.

A total nunmber of 374 interviewees responded to structured
guestionnaire; 15 service providers were attended for in-depth
interview, In addition, 5 focus group discussions contained 120
youths from different segment of young people were conducted in each
t own.

According to this study HHV/AIDS is known al nost by all young people
(96.69%9. This result is alnost the same (97.6% wth the study
conducted in SNNPRG Awassa in 1998. Sonme young people 2.6% had no
idea whether HV is transmitted through sexual inter course. These
groups are street youth. This is partially attributed to |ack of
access to source of information. It has happened due to I|ack of
exposure for any type of mass nedia, for being illiterate to read
and such groups' interest mght be totally for searching their daily
- earning.

Still sonme of the respondents believe that eating together could be
one of the risk factors. As a result there is nore work to do in
this regard. As far as preventive nethods are concerned one to one
relationships is taken as minor action, whereas condom use is
predomi nantly mentioned as preventive neasure. In fact alnost al
yout hs have nentioned abstinence as the best nethod. Thus, it
appears that H V/ Al DS should focus on prom sing abstinence.
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A Total of 59 (17.4 % of the youth didn't know whether there is any
means to know about one's HV status. This indicates a need for
awareness creation in this area. A need to test for HV still is
predom nantly stated for pre-marriage couples. This tendency at
present is nore prevalent in WlKkite town.

Suggested fee for VCT service was very skewed. It ranged from 1-800
Birr. This is due to perception difference about the service.
However 10 Birr was the nost frequently nentioned cost. Mre young
people are fearful to test for HV, and this needs a great awareness
creation canpaign. The question on whether or not having a risk
behaviour for HYV infection is not freely disclosed by many young
people. Only 21% of youth admitted to have a risk behaviour. But
54.2 % of the sexually active youths did not use any protection
during first sex.

The preference of one health institution to others heavily depends
on provision of good treatnment. Secondly technical conpetence of
service providers and quality of health service delivery is the
| east preferred.

Several studies on youth sexual behaviour indicated that the youth
becomes sexually active at their early age. For exanple, sexual
debut as early as nine years was reported in Z nbabwe.

This study also supports the findings of various studies conducted
in other developing countries In this study seven-year was the
m ni rum age at which youths reported having first sex. The variable
divided in to two groups i.e. the rape group 7-13 and other 14-24,
anong the raped group 77. 7% encountered unprotected sex.

The Washington Dbased international research organisation has
conduct ed yout h - oriented research (youth to yout h
initiative, 1998). Based on the findings it recomends that
reproductive health service for youth have to be private,
confidential affordable, accessible and staffed wth sensitive
providers. In this study also youths frequently nentioned this
i ssue. Acceptability, accessibility and quality of health service
delivery evaluated in a variable "why youths prefer specific health
institution ?". 31 % for good treatnent, 18.5 % of youths said very
good technical conpetence of service providers, 18 % of youth said
because services are delivered at an affordable price, 7.4 % because
privacy is secured, accessibility in relation to closeness to hone
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was 6.8% , confidentiality 5.2 % Hence, these should be considered
when | aunchi ng youth-friendly health services.

The respondents were also asked their reasons why they need to
test for HYV if VCT service is charge-free: Among those who
responded positively they said just to know their status 127
(39.5%, to take care for the future 65 (20.2%.

Unstructured interview was conducted in Awassa VCT- centre. All
voluntarily visited this service. A young person was there with his
partner due to one event of unprotected sex with comercial sex
worker. If positive, he replied, he will try to adjust hinmself wth
this condition and join organisation for PLWHA. H's partner had
anot her boy friend three nonths ago. If both are negative they have
decided to live together. Another young person was there just to
know his status and he adnmitted that he is with no risk behaviour
for H'V. Another young fenale was there as a result of her husband
is AIDS patient. She requested himto test for HV for a long tine
due to his high-risk behaviour, he refused conpletely and she | ooks

hopel ess. If positive, she said "I look for ny last day to die,
nothing to do at all". A young student aged 18 who is a high schoo
student in 10" grade was visiting VCT centre as a result of doubt
about her boy friend; since his behaviours changed through tine

She gave up any relation with him four nonths ago, and finally she
came to know her status. If positive, when she was asked, felt very
di stress and disturbed. If negative she said | would have no- sex at
all until | found a person with negative status and good behavi our.

All these show that youth who visit VCT can be grouped in to two:
Those just to know their status with no risk exposure and those
after exposure to risks. Interview was conducted for a counsellor
at Awassa VCT- centre; she informed the investigator a one tinme
sensitisation by anti - AIDS club creates a crowd around the VCT-
centre. As a result, the role of anti-AIDS clubs for voluntary
counselling testing should intensified.

Two individuals in this study said they will not be tested even if
testing is free: their reason is they don’t have trust on efficacy
of diagnostic materials. The efficacy of diagnostic test should be
known to youth. It mght add sone youth to this service. 25 out of
321 respondents have no idea for a tine being whether they decide
to test or not.
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The nost and frequently nentioned factors (in qualitative and
guantitative study) which hinder youth to visit VCT service is "fear
of being positive". This is the best area to work on. The neani ng of
being - Positive should be clear for youth. The followi ng are sone
of the reasons why young people fear to test: The nature of the
di sease, " | know what | did" , deadly no neans of cure, nakes
onesel f hopel ess, peoples may ostracise ne, being burden to fanily
or famly may refuse to live together

Several other factors preventing youth from accessing thenselves to
health care and VCT service has been nentioned by respondents:
Negl i gence before and after the problem inconvenient tinme, fear to
be there, health service does not address needs of young people,
poor approach of service providers, |ow awareness anong youth about

service provision, youth addiction to alcohol and chat, unaffordable

fee for health service, inmmorality anong vyouth, in adequate
counselling specific to VCT service, culture and religion, lack of
awar eness about VCT service, famly influence, fear of being

positive. Studies in South Africa also shows that inconvenient hours
or location, unfriendly staff and lack of privacy are anong reasons
many young conplain for not using health institutions. Therefore
hel ping clinics to be friendly to youth is inportant. Sonme studies
enphasis that clinic based services alone can not serve the needs
of all youth. W have to design services that reach out in to the
community to where the youth are. Qherwi se nany young people wll
never get the services they need. In this study also, youths
strongly suggested that services should be accessible to youth as
nmuch as possible. This includes physical accessibility.

Respondents forwarded different suggestion to have a wde and
effective utilisation of health care and VCT services. These include

a wide and intensive provision of education, agreed by 132
participant out of 328, charge-free service; service providers
shoul d approach the client with respect and dignity, integration of
health services with recreational facilities, w de provision of VCT
service in areas where it is inaccessible, sustainable youth
sensitisation and nobilisation initiatives. In relation to this idea
the South Africa study( Famly health international.2000b) suggested
st andards shoul d have been devel oped based on research of what youth
say and they want in health service. The standards includes policies
and procedures that support youth's rights, a physical environnent
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conducive to the provision of adolescent friendly services and the
provi sion of psychosocial and physical assessnent of youth.

The involvenent of parents was strictly stressed in group
discussions ; wth out creating awareness for parents, VCT -
service would not be possible. In focus group discussion a girl
aged 18 said; If at all | tell nmy parents that | am going to test
for H'V, surely they think that | have contracted with HV or | am
sexually active. Mst of youth have the sane idea. |Innovative
services for youth that involve parents have been developed in
general clinical settings in many countries. In Zanbia, according to
Ahertage (1997), for exanple, the Lusaka urban youth friendly health
service project wused participatory need assessment and | earning
exercises to involve community |eaders and parents, The nunber of
youth using the service doubled or as a result of the project
involving parents, wth significantly nore non- preghant teenage
girls seeking counselling and contraceptive services. In this study
26.8% respondents agreed on the need to create awareness anong the
conmuni ti es.

There are sonme differences anong the towns studied in the existing
VCT service. For instance there is a very good comunity awareness
and VCT- service delivery in Wlkite town, all heard about H V/ Al DS
which is not the case in other towns. Mre individuals who negl ected
the inportance of VCT service are found nore in other towns than in
Wl ki te.

Factors that force to indulge in unsafe sex are investigated anong
towns: Inaccessibility of condom by one or another reason stated by
respondents 36.5% in Awassa, 26.8% in Yirgalem 21.9% in Leku and
14.6% in Wlkite. Wlkite is still better based on the above
information. |naccessibility towards condom could be by negligence
or |low awareness about condom use. Hence there is encouraging
awar eness and community interventions in GQurage Zone. Especially in
Wl kite town no parents are willing to have marriage of their sons
or daughter with out a certificate of H V- status. Wich is not the
case in Awassa, Yirgal em and Leku

Al nost all young people in Wlkite town accept strict rule to test

for H'V before marriage; even nost before any sexual practice, again
which is not the case in other study areas.

51



The physician at Wl kite HC said “ It is shameful having a crowd of
young people for voluntary testing and counselling; after strong
intervention with little or no diagnostic —-Kit” . In addition, he
said alnbst 70 % of clients are young. In fact the prioritisation of
Wl kite VCT-service is nore to pre-marriage. Service providers also
give due attention for pre-narriage. Sone young people reported that
they couldn't get the service in tinme of need.

The difference of tinme taken for result is due to using different
di agnostic test in Awassa and Wlkite. WlIlkite HC uses rapid
di agnostic kit. where as Awassa uses ELISA test and it is exam ned
i n Regional Laboratory, re-checking also done in this area.

CHAPTER- 7
SUMVARY AND RECOMVENDATI ONS

7.1 SUMVARY

According the investigation made in the survey and group discussion
youth's overall know edge of H VAIDS was found to be encouraging
and alnost all of the youth recognised HV/AIDS as a major public
health problemas well as that it is a social and devel opnent issue.

Most youth have heard of and have sonme idea about VCT service.
Littl e knowl edge prevailed about what it means, its purpose, scope,
how it is delivered, by whom where and when it is provided.
Ceneral ly, young peoples' orientation about VCT service is poor.
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WIllingness to use VCT services is rated to 84.1% of participant.
94% young people confirned the inportance of the service. It should
be designed and organised to neet the SRH needs of youths. To this
effect the following neasures should be taken: integration of
recreational facilities wth health service, involve parents,
| aunching strong awareness creation initiatives. As frequently
mentioned by participants quality of health care depends on
techni cal competence of service providers, age difference between
providers and clients, quality of diagnostic facility and
envi ronment at whi ch service provided.

The issue of affordability of health care and VCT Service was
di scussed. It has been identified as hindering factor. Those who
couldn't attend health service in tinme of need due to |ack of nobney
are 39% A suggestive fee that could be paid for VCT service is 10
Birr, of course alnost 23 % did not suggest any anount of fee to
pay. Simlarly 26% suggested charge free service. 21.8% of youth
are not willing to pay any fee for this service.

Most participant agree that the current health service delivery
couldn't address the need of the youth. Mboreover nmost of them
agreed that, there is no easy access to health service in tinme of
need.

Chal | enges and obstacles that prevent youth from using health care
and VCT service are also outlined: Lack of noney, geographical

i naccessibility, lack of trust (confidentiality) on service
providers, fear of famly, lack of confidence in the quality of
treatnment and counselling, lack of information on |[|ocation of

services and | ack of privacy, fear of exposure. In addition |ack of
awar eness, orientation and sensitisation on VCT service, service
wi thout entertai nnent, addiction to alcohol or chat are sone of
those chal | enges and obstacl es .

The <current practice in preventing HV at first -sex is very
di scouragi ng. Mst youth did not use condom or other preventive
action. This indicates that the |evel of awareness do not correspond
with practice.

Some service providers from their experience strictly advocate for
handling or sustainable follow wup of HV- negative status
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i ndividuals. These group need strict follow up since they usually
are proud of their status, and they nay dare to involve in unsafe
sex. Wth regard to this issue, it is suggested that VCT should not
only concentrate on identifying the status but also on how to
foll ow up

Integration of voluntary counselling and Testing (VCT) wth other
health service is not still given due attention. The culture of
integration and looking it as part of routine activities is stil
underdevel oped. Integration should start by allocating financial,
human and all resources. The investigator has seen VCT services with
no stationary and furniture where as HWAIDS is increasingly
becom ng social and devel opnmental issue.

However behavi oural change intervention and preparing youth for
future reproductive challenges is crucial. Voluntary counselling and
testing service should give priority to those people who are
sexual Iy inactive.

In this study town differences have been observed and strategies
should be designed accordingly. For instance, Leku and Yirgalem
towns need primarily youth awareness creation and sensitisation
what, how, when, where VCT service is delivered, where as Awassa and
Wl kite need nore of strengthening and organising current VCT
service to put it in sustainable way. Specially Wlkite's service is
fully acceptable but not accessible” in terns of lack of
di agnostic material and selection of clients.

Increased famliarity wth sexual partner often Jleads to a
perception of decreased risk. A 23 years age commercial sex worker
in Wlkite town said during early relation with her client she was
usual ly wusing condom However, through tine she gave up using
condom The sanme happened in Malawi, girls perceived little risk in
havi ng sexual relations with a boy whose nother new their famly

Finally, w se decision nmust be nade about how to allocate the very
limted human and financial resources to reach all youth. Many
interventions reach youth long after they need the information
rather than when the information is nost crucial. Practica

behavi oural change interventions should be enphasised. This problem
has been revealed in this study. Most youth experience unsafe sex
during first sex. Youth in sone places try to delay their sexual
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debut but others begin to have sex quite early. This is inportant
because teenagers who have an early sexual debut are nore likely to
have sex with high risk partner or nulti- partners and are |ess
likely to use protection

Ri sk perception should be addressed correctly, even youth who have
accurate know edge about H'V, often do not heed warnings to reduce
ri sky sexual behaviours, and sone youth at high risk for exanple do
not adopt safer behaviours because they incorrectly perceive as
their risk is low Perceived risk can also decrease as relationship
mat ur es.

7. 2 RECOVENDATI ONS

Vol untary counselling and testing is one of the preventive actions
to prevent H V/ AIDS pandenic. Knowing one's HV status has a great
i ndi vidual and collective advantage to tackle the problem fromits
roots through different approach

It is obvious that identification of gaps, challenges and obstacles
that prevent youth from health care and VCT is essential to plan an
effective and sustainable programme. In this study different issues
were investigated and discussed, and on the basis of the findings
the foll owi ng reconendati ons are forwarded:

1. Behavi our Change Commruni cati on (BBC)

In this study npbst youth suggest a need of intensive provision of
i nformation educati on and conmuni cation  for effective and
sust ai nabl e progranme. To have inproved VCT service youth should be
enpowered to challenge and cope with attributes of puberty. Thi s
power could be achieved only through strong BBC progranme. Awareness
creation initiative should be designed about what VCT neans, how,
when, and where VCT is delivered . Devel oping self-esteem a sense
of hope and goals for the future and respect for others should also
be part of the process to defeat hopel essness.

BBC ains at positively influencing the behaviour of individuals and
groups wth the nost effective education, conmmunication and
information strategies. The goal of BBC is to influence youth's
sexual behaviour and ensure their adoption of and adherence to
recommended health practices in order to prevent HV infection and
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its associated norbidity and reduce its social effects. BBC is
better delivered through peer education, since youths are generally
i nfluenced by their mates.

2- Service provision should be tailored according to sex and
age

Respondents in this study conplained about age difference between
heal th service providers /counsellors and youth. As a result young
people are afraid to disclose their problem . Sonetines providers
act |ike parents and bl ane and judge on problem presented by youth.
Sonmetines they could not weasily probe or conprehend the youth
problemfromits root.

Based on the findings in this study one nmust consider sex
differences in ternms of perceptions of risk and notivations for
behavi oural change when designing a programme for H V/AlDS. In
group discussion, surprisingly alnost all-comercial sex workers in
Wl kite preferred to have male service providers and counsell ors,
probably they pass nost of their tine wth male partners.

3-Integration of VCT service wth ent ert ai nment and
recreational facilities
(create youth- friendly environnment)

This idea is presented by al npbst all-young people. It helps youth to
be acquainted with the situation and service providers easily.
Hence, through tine youth accept the service as part of his/her

life . The challenges frequently nmentioned by the respondents *“
plain fear to test for H'V' could be resolved through this approach
Through entertainnent and recreational facilities there is a

possibility of getting nany youth and to conduct effective nessage
by creating stories, parables and dramas. Besi des, one who needs the
VCT service can not be easily identified by others.

4- Parental and Community invol venent

56



Most of the successful programme has included strong parental and
community involvenent and clear nessages about how H V/ AIDS is
prevented. One of the obstacles to access youth to VCT service as
outlined in this study is a wi de gap between youth and parents.
Parents should be aware of what VCT neans and finally they should
encourage their sons and daughters to test for HV. Parental
i nvol verent should be in the phases of planning, inplenenting and
evaluation of the programme. Community as a whole should have a
correct perception of VCT services. This could be achieved through
sustai nable intervention in this respect.

5- Training of service providers

Quality of service provision mainly is influenced by technical
conpetence of the providers. The level of training is directly
related to the acceptance of the service by youth. Intensive and up
to date training on how to conduct counselling, how to effectively
address the problem of youth, and how to provide youth-friendly
servi ce shoul d be consi der ed.

6- Heal th pronotion initiatives

Health pronotion is not IEC. Health pronotion is pronoting healthy
life style by creating conducive environment for young people.
Pronoting health through creating good environment by involving the
community , policy makers and governnment institution. For exanple
application of rules and regulations such as no snoking, no chat
chewi ng, no alcohol under 20's regulations in school, restaurant
wor kpl ace, shops, and supernarkets and in different settings could
be considered as health pronotion initiative..

7-Pronoting VCT service through anti- AIDS cl ubs

The investigator found out the role of anti- AIDS clubs in
pronoting VCT service to be great. Many youth are volunteers for VCT
service as a result of strong youth sensitisation. A nost 72% youth
volunteers for testing are initiated through anti- AIDS cl ubs.

8-Establishing pre and post -VCT interventions.
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It is a matter of wearly age counselling and post-VCT skill
devel oprment initiatives for deprived groups. It has been discussed
previously that nost of the information has reached youth I ong after
young people entered to the problem VCT service should not only
target or aimat to “ Know ones- status” , but what to do before?
and what to do then? Should also be recognised. The findings in this
study show that some youth especially out of school youth and
commerci al sex workers were concerned with what after HV status is

known: If negative; commercial sex workers said “ How do | earn ny
life?” . If positive what are the opportunities to earn one’'s life.
Hence, VCT service should be supported by post-VCT initiatives such
as : creative, skill developnent, enabling youth to earn -life
should al so be recognised. Counselling should also be provided at
early age . In this study late child hood (7-13 age) unsafe- sexua

practice has been observed.

9-Introduction of hi gh-tech and well-organised service
del i very.

Some of the diagnostic materials are with low specificity and
sensitivity; and takes a long tine to know the result. Sone youth
are conplaining of false- positive result and long waiting tine
during case study at Awassa VCT- Centre. This mnmight result in
i ncreasi ng nunber of dropouts. Hence introduction of high quality
di agnostic facilities at nost wll inprove the uptake of VCT
servi ce.

Wel | -organi sed service delivery is a rational managenent system
Thus , attention should be given to how facilities are organised

i ncluding operating hours, location and privacy, staff performance,
including respect shown to clients, confidentiality and adequate
time of interaction, administrative procedures, such as whether fees
are affordable or not.

10- Targeting high risk groups

Vol untary Counselling and testing should target at those high-risk
groups and help them to know their status. This consequently is a
good opportunity to play a role in preventing HV with known status.
It should include those practising nmultiple sexual cont act,
commerci al sex workers, youth addicted to Al cohol and chat.
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11-VCT pronotion and inplenentation through social and
cul tural institutions.

Organi sing young people through their involvenent in social and
cultural settings, such as church, npbsque, youth associations ,clubs
and supports groups is of paranpbunt inportance according to the
findings of this study.

12- Inproving affordability of service and indi genous resource
nmobi | i sati on.

I dentification of | ocal resour ces is cruci al to ensure
sustainability of the programme. Establishing subsidised fee schene
could also be an opportunity for deprived groups (conmercial sex
workers and street youth). It enables themto earn their I|ivelihood
wi thout risky- life style, especially during post-VCT.

13 -lInvolve all stakeholders in planning, inplenenting and
eval uati on of the
progr ame.

In this study the involvenent of different groups from different
areas ( teachers, parents, religious |eaders and youth clubs or
associ ations etc) was discussed by participants. Besides, partners
involvement in all the process brings strong- comitnent for
sust ai nabl e, effective, acceptable and high quality VCT service.

APPENDIX-A
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Dear Participant,

This is an assessment to identify challenges and obstacles that prevent youth

from health care and VCT services.

This study is conducted by Family Guidance Association of Ethiopia (FGAE),

Awassa branch.

At present HIV/AIDS pandemic brought social, development and public
health burden in our society. We lost so many of our friends as a result of
H1V infection. HIV/AIDS cast a shadow on the future generation who are

supposed to nurture the next generation to come and future hope for their

country.

Your participation in this study is a great input in the process of preventing

HIV/AIDS.

would you please complete the questionnaire by giving care and due attention

Thank You

Questionnaire for assessment of challenges and obstacles to access health care
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and VCT of HIV to youth.

Notice : Circle the choice

Section : 1 Demographic Information|

01- Survey No
02- Town 1. Awassa 2. Yirgalem 3. Leku 4. Wolkite
03- Sex 1. Male 2. Female
04- Age year.
05- Marital status 1. Married 4-separeted
2. Single 5. Other specify
3. widowed
06- Religion 1. Orthodox 4. Catholic
2. Muslim 5. Other specify
3. Protestant
07- Educational status 1. In- school 2. Out-of school
08- Educational grade 1. Iliterate 3. Junior school
2. Read and write 4. High school
09- Economic status 1. No job at all 6. Commercial sex worker

2. House wife 7. With parents

3. Student 8.Shoe shiner

4. Government employee 9. Party traders

4. Lottery and news paper 10. Daily labourers
distributors 11. Other specify

\SECTION : 2 HIV/AIDS Knowledge, Attitudes and Practice\
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10- Have you ever heard of HIV/AIDS ?

(If no stop here)

1. Yes

11- If yes, what was the source of information ?

1. Mass media 4. Church
2. Reading materials 5. Mosque

3. Health professionals 6. Friends

12-

2. No

7. Family
8. Anti-AIDS club
9. AIDS-Day

10. School

11. Other specify

AIDS transmitted Agree | Disagree | Don't know
1. Sexually 1 2 3
2. Not from mother to child 1 2 3
3. Through contaminated blood 1 2 3
4. Gating together 1 2 3
5. Insect bite 1 2 3
6. Other specify 1 2 3
13- Have you ever heard of condom ? 1. Yes 2. No
(If no go to Ques. 16)
14- Have you ever seen condom ? 1. Yes 2. No

(more than one choice is possible)

15.Why using condom ? 1.Prevent from sexually transmitted infection

2.Prevent HIV-infection

3.Prevent pregnancy

4.For all of the above

5.0ther specify

16.
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To prevent HIV Agree Disagree Don't know

1. Abstinence 1 2 3
2. It is good to use condom 1 2 3
3. One-to-one 1 2 3

17.Do you think a person thought to be healthy could have HIV?
I. Yes 2. No 3. Don't know

18.Do you think you might be infected by HIV?
1. Yes 2. No 3. Don't know

19.Do you want to nurse malaria patients

1. Yes 2. No 3. Ifitismust 4. Never even if is must

20. Do you want to nurse AIDS patient

1. Yes 2. No 3. Ifitis must 4. Never even if it is must

21 Age at which you did first sex is: -------------

22- What was the action to prevent HIV at first time sex?

1. Condom 2. Nothing 3. Other specify------------------

23. Do you have boy/girl friend ? 1. yes 2. No
(If no go to ques 29)

24 If yes, Did you ever have sex with your friend? 1. yes 2 No.
(If no go to ques. 26)

25. If yes, what w as the action to prevent HIV ?
1. Condom 2. Nothing 3. HIV- testing 4. Other specify---------------

26. Why don't you have sex with your friend ?
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27.

28.

29

30

(more than one choice is possible)

NS AR -

1. Not before marriage
2. Not before HIV-testing
3. To avoid pregnancy

4. To protect from STD

Did you practice multi-partner sex ? 1. yes 2. No

Have you ever discussed about HIV/ AIDS with your boy/girl friend ?
1. yes 2. No. 3. Don’t have friend

Have you ever discussed about HIV/AIDS with your family?
1 yes 2. No

What conditions forced youth to do unsafe sex ?

(more than one choice is possible)

Condom is not accessible in time of need

Lack of money

Negligence

Alcohol

chat

All of the above

Other specify

\SECTION: 3 Voluntary Counselling and Testing for HIW

31.

Is there any means to know HIV - status ?

1. yes2. No 3. Don't know

32. Do you know about Voluntary Counselling and Testing service?

I. Yes 2. No (If no go to ques. 36)

33. What was the first source of information about this service?
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1. Health service providers 4. School
2. Mass media 5. Anti- AIDS club
3. Friends 6. Other specify

34. Where do you get voluntary counselling and testing service?
(more than one choice is possible)

1. Hospital 4. Family guidance clinic

2. Health Centre 5. Red cross clinic

3. Private clinics 6. other specify

35.  Which place is preferable for VCT service?

1. Hospital

2. Clinic

3. Health Centre

4. Family Guidance clinic
5. Other specify--

36. Is VCT service is important?

1. Yes 2. No 3. Other specify

37. If it is important why?

(more than one choice is possible)
1. To Know HIV- status
2.  Totake care

3. Other specify

38 If it is not important why ?

39 When voluntary counselling and testing is important ?

(more than one choice is possible)
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1. Any time 4.To go abroad
2. Intime of illness 5. In- doubt

3. Pre- marriage 6. Other specify---------------

40. If no charge for VCT; who should be tested ?

(more than one choice is possible)

1. Commercial sex workers 6. Per -marriage couples
2. Drivers 7. Young people

3. Student 8. All but children

4. Pregnant women 9. Other specify----------
5. Adult women

41. If a person with positive HIV- status what should be the next action ?

(more than one choice is possible)

1. Abstinence 5. medical following-up
2. Give-up bearing child 6. Commit suicide

3. Prayer 7. Hopeless, nothing

4. Condom use 8. Other specify

42. Would you test for HIV if it is charge free?
I. Yes 2 No 3 Notsure 4. Don't know

43. If yes or no. Why?

44. If you are with negative HIV- status, what will be the next action?
(more than one choice is possible)
. Take care of my self 5. No change at all
Condom use 6. Other specify

1
2
3. 1 will have sex partner
4. Abstinence

45. If you are with positive HIV- Status what will be the next action ?

(more than one choice is possible)
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A e

46.

47.

48.

49.

50.

51.

52.

53

Abstinence Commit suicide

Avoidance

6

Give-up being child 7 Medical follow-up
8 prayer
9

No marriage at all No change once happened

Condom use 10 Other specify

If your boy / girl friend is with positive HIV status what will be your action?

(more than one choice is possible)
1. Abstinence 5. Go to HIV - testing
2. Condom use 6. medical follow -up

3. Take care of my friend 7. Other specify

4.Avoid any sex partner

If charge for testing is to be requested; will you pay ? 1. Yes

If yes how much ?

Do you think to VCT or testing is Stressful ?

1. yes 2. No 3. Seriously stressful.

Why stressful to test for HIV?

If you decide to test for HIV; will you inform for some body?
1. Yes 2. No
If No why ?

Do you inform the result for some body ?

1. yes 2. No
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54. If No why?

55. Do you have risk behaviour for HIV ?
I. Yes 2. No

56 Have you ever heard of Anti- AIDS club 1. Yes 2. No

57. If yes do you take- part in Anti- AIDS club 1. Yes 2. No

58. Have you ever visited ( for help) any health institution

1. Yes 2. No.

59. If yes ? which one of the following ?
Private clinic

Government Hospital, Health centre etc.
Private pharmacy

No where

A

Other specify

60.Why do you prefer this health institution ?

1. Good care 6. Confidential

2. Attractive environment 7. Privacy secured

3. Good technical competence 8. Near to home

4. Treat with respect and dainty 9. Other specify

5. Affordable

61.Have you ever remembered that you missed health service support in time of

need? 1. yes 2. No.

62. If you remembered, why you missed ?
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(more than one choice is possible)

I. No money
Fear of family

Because it is far

2.
3.
4. Being there is shame 9. Other specify
5.

I don't know where to go

6. Confidentially may not secured

7. Privacy may not secured

8. Technical Competence may be poor

Questions Strongly | Agree | Disagree | Strongly
No agree disagree
63 | Most health organisations are with 1 2 3 4
attractive environment
64 | Health  service providers are trust full | 1 2 3 4
(confidential)
65 | Health service providers treat me with respect | 1 2 3 4
and dignity
66 | Generally health service delivery is not 1 2 3 4
address a need of young people
67 | 1 have an easy access to health service in | 1 2 3 4
time of need
68 | Privacy is secured in most health facilities | 1 2 3 4

69. What are the challenges and obstacles towards health care service for young

people ?

70. What are the challenges and obstacles
Testing for HIV in youth ?

towards

69
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71. What do you suggest for intensive use of health care service by young people?

72. Generally what do you suggest for intensive and widely use of Voluntary

Counselling and Testing service by young people ?

\Section :4 Only for a person with known HIV - Status ( VCT - clients )\

73. What was your initiative for HIV- testing -

1. Pre -marriage testing 4.  Just to know
2. To go to abroad 5. Other specify
3. In- doubt

74.  Was it voluntarily ? 1. Yes 2. No

75.  What was the result ? 1. HIV - positive 2. HIV- negative
(If HIV- negative go to ques. 80)

76 ~ What was your action about having sex ?
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(more than one choice is possible)

1. Separated from my friend

2. Encourage my friend for HIV- testing
3. Abstinence

4. Condom use

5. No change At all

6. Other specify

77. Who was the first person to know your result ?

(more than one choice is possible)

1. My partner 6. Sisters

2. Mother 7. Family

3. Father 8. My best friend
4. Brother 9. No body

5. Relative 10. Other specify

78. What was your action after being HIV-positive
1. Disclosure my status
2. Join organisations (Such as dawn of hope or OSSA)

3. No disclosure at all

79 Do you think you had risk behaviour for HIV?
(more than one choice is possible)
I. Yes 2. No.

80. Ifyou are with HIV negative status, what was your action having sex?

1. Abstinence

2. Encourage my friend for HIV testing
3. Condom use

4. No Change at all

5. Other specify

81. What time is convenient for VCT service delivery ?

1. Morning from 6am - 8 am
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From 8 am - 12 am

3. Afternoon 1pm -5 pm
4. From 6pm- 9 pm
No Question Strongly | Agree | Disagree | Strongly
agree disagree
82 Generally I have benefited and satisfied with | 1 2 3 4
pre-counselling .
83 Generally I have not benefited and satisfied | 1 2 3 4
with post- counselling.
84 Service providers treated me with dignity | 1 2 3 4
and respect
85 Counselling room was comfortable and | 1 2 3 4
privacy was secured
86 Service providers were confidential and | 1 2 3 4
trustful
87 I was not satisfied with the technical | 1 2 3 4
competence of service providers
88 Time at which VCT service delivered was
not counselling 1 2 3 4
89 Generally there is still a lot to do with | 1 2 3 4
VCT service
90. Since you are a client for VCT service what makes you annoyed and inconvenient?

91. Any recommendation, suggestion and comment about VCT service for future

interventions ?
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APPENDIX-C

FOCUS GROUP DISCUSSION (FGD) GUIDE TOPICS FOR YOUTH

1- How far the existing health care service !s in accordance with the need of

youth?

2- Whatis the attitude of young- people towards health service providers?

3- The extent of Knowledge, Attitudes and Practice of HIV /AIDS among
youth ?

4- What is known about or knowledge about Voluntary Counselling and

Testing (VCT) among young- people ?

5- Where should be Voluntary Counselling and Testing be delivered? what are pre-

conditions for efficient and effective delivery of this service ?

6- What are challenges and obstacles that prevent youth towards voluntary

counselling and testing ?

7- What are the strategies to establish acceptable, accessible, quality and

affordable VCT service among youth ?
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8- Recommendations, suggestions any comment for future interventions.

APPENDIX-D
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xgLG1lOT t-”, XNAYcN y AGCT CGECA XNQIeC MNDNAcW)

7 YH xgLGlOT bwEtS$ tgEYnT XNA!Ag"% bflg g!z@ yxgLGlOts t-",
XNA!cNY ySq xgLGlOT XA ywEtSN xQOM AgAzb XNA!CN MN »>YnT SLT
mayS x1bT)
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8 wddT wEtS bsdy bf”’d"nT SY ytm\rt yMKRA ydM MRm% xgLGlOT t-
7 XNA!cN MN YSSL) MN Y=mR) bx-”SY MN YdrG) x-"SY xStAyT
Ys bT

APPENDIX-E

IN--DEPTH INTERVIEW GUIDE TOPICS FOR SERVICE PROVIDES

1. Whatis service provider's attitude towards youth?

2. What is the extent of health service consumption by young people relative to
other groups ?

3. How service providers see the Knowledge, Attitudes and Practice of HIV/AIDS

among youth ?

4. What is the extent of Voluntary Counselling and testing service consumption

by young people relative to other groups ?

5. How service providers offer VCT service ? How do they measure the outcome

and impact of this service ?

6. What are the challenges and obstacles in delivery of VCT service ?
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Recommendation, suggestion and comment to establish effective and efficient
future interventions relation to

-Young people

-Service providers

-Health facilities

APPENDIX-F

bf”d"nT S§Y ytm\rt yx@DS yMKRA ydM MRm% xgLGlOT btmlkt xgLGLT

sAEC %-QA EI1NA&CY% S1 xgLGlOt$$ AScWN x-”SY |uB 1¥ AT ytzUj yGL

7”1 m-YQ mn8 _Aq&aC

(In-depth interview Gude topics for service providers)

xgLG1lOT sAW -@A EINAW wEtSN 1¥glgL AlW ZNE1@xQRiT

MN YmSSL)

kwETnT XD»A EHRY UR tAYy wEtS b-@A xgLGlOt$S ym-gN h#n@-
k1@10C UR s!nEiR MN YmSSL)

wEt$S S1 xQC.xY.v!.%x@DS AlW GN2b@ ZNE1QRA LMD xgLGlOT sA
XNdmcNH m-N XNAT TmZnélH)

wEtS bf”d"nT §Y ytm\rt yx@DS yMKRA ydM MRm% xgLGlOTN AW”L)
pwgS t-"¥nt$ MN AHL dRO*

1z'H xgLGlOT ¥xgLGlOT sA XNdm¢NH m-N bzRG EIW |% yMTs-#T
xgLG1lOT XNAT nW) MN AHL taKalL TS1H)

bz!H xNER b|% zRFH MN CG&C xU mW!L) XANANCN bZRZR BTnGr")
wddT wEtS bsdW y-@A xgLGlOtSA btlYM bf”d"nT SY ytm\rt yMKRA
ydM MRm% xgLGlOT t-"”, XNA!¢N MN mdrG x1DbT
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kwEeC xNER

k-@A EI1NAZC xNER

k-QA DRJeC xIM xNER wzt
x="§Y xStAyT S bT

APPENDIX-G

ymr© xsEsB mmrA

s w N

10

11

¥N34WM mr© sBub! S1,sbSbW mr© -NQO ¥wQ x1bT

ALtrAW ngR pl kwA'!h# -Y& ymrAT GA- x1bT

t-AgE&cSN bmjmJA S1xaS1# ¥SrAT x1bT

t-AgE&cSN y,s—-#T mr© bEM ,S-!%8E XNdcn SY¥cW XNA¥YUF: 1¥N34WM
11@S wgN xtLe XNd¥Ys ¥SrAT x1bT

m-YgSN kmNS—-cW bOT y AtS$N MNnTh xSY¥WNis AtSN ¥N XNd, K ApyDs
x@DS bxh#n# g!z@ y,AdRsSWN xSkd&nT b¥SrAT yXnRs# tuTe x@DSN
ImkSkL b, pydW xNQS”s@ WS kFt3 xStéAd xNALW ¥SrAT x1bT

mr©®© sBUb!W ysbsbWN mr© 1¥NM ¥uyT ylbTM

mr® sBUb!W t-AgEWN bTHTA mQrB x1bT

t-AgEW mrOWN ks- b“§ bTKKL maSt$N ¥rUg vy dl ngR pl t-AgEWN
b¥SrAT maST AlbT Xz!AW mStpkL x1bT

¥NbBA mUF vy AScG%cW t-AgEACN mr®© sBub!W XAnbbScW vy, 6 s-#TN
mLS mNST x1DbT

D¥N%WM h#n@- mr© sBub!W t-AgEW mLS b,s bT ngR S§Y xStAyTi
mS-T ytlAy yXJ% yDMA: MLKTA GAT ¥udR mLS m-6M bFi#M ytklkl
nwW

t-AgEW yflgWN mLS 1lmmlS nE mcN x1bT ¥N%WM GAT xYfgDM
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12 bz!H AT WS_ XD»AcW 24 XA k24 b-C ycn# 1xQm m-N ydrs# wEeC
YatIl#

13 mr®© b,sbsBbT wQT kmr© sBUb!WA kt-AgEW bStgR ¥NM sW bxpEb!W
mcN moM xStAyT mS-T ylbTM Slz!H 1lmr© msBsB xmcE y¢n I-
mflG ASfLUL

14 ¥N3WM  Ags ulis tOEEIWN m-yQ YgEL
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