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Chapter One

Introduction

1.1. Background of The Study

In situations of an HIV/AIDS epidemic that is cheterized predominantly by heterosexual
transmission, individuals of reproductive age goupEthiopia make fertility related decisions
and childbearing desires in an environment whichmisch more complex than in previous
generations. It is vital for health communicatossunderstand how HIV positive and high
prevalence, regardless of status, influence th@ede$ a person to have a child and fertility
related decisions so as to fully address the rejotdee health concerns of the public.

Over 90% of the people infected with Human Immurefiéency Virus (HIV), which causes
AIDS live in the developing world. The joint Unitédations program on HIV/AIDS (UNAIDS)
expects that this proportion will continue to risecountries where poverty, poor health systems,
and limited resources for prevention and caretluelspread of the virus (UNAIDS, 1999).

An estimated 70% of the global total of HIV pos&tigeople, 26 million out of 37.1 million, lives
in Sub-Saharan Africa. Sub-Saharan Africa contammly 11% of the global population. Since
the beginning of the epidemic, over 15 million A&ns have died from AIDS (Karen, 2002).
With an estimated 77 million inhabitants in 2008hiBpia is the third largest most populous
country in Africa and about 85% of the populatiores in rural area (CSA, 2008). The country
is among the least developed in the world, as"16 of 179 countries according to the 2008
human development report (UNDP, 2008). In additiorthis, the country is characterized by
high mortality, low life expectancy, high fertilityate, constant population movement, poor

health access and infrastructures.



Fertility is one of the principal components of ptgiion dynamics that determines the size and
structure of the population of a country, and hgwerful effect on its health and economic
success. Fertility continues to be relatively higlEthiopia, with women continue to marry and
give birth at a young age, have polygamous uniand,engaged to respect parental and cultural
pressures imposed on them as to marry and give tioira child. Yet more than three quarters of
married women report that they either want no nahiédren or want to wait at least two years
before their next birth. Despite high knowledge family planning currently only 15% of
married women are using any contraceptive meth&Rh(énd ORC Macro, 2006).

With access to prevention of parent-to-child traission (PTCT) and antiretroviral therapy
(ART), people living with HIV/AIDS are better abte consider childbearing and parenthood.
However, there is limited understanding of the oelpictive health care needs and the impact of
infection on the childbearing desires of womemlg/with HIV/AIDS because of the risk of HIV
transmission to children and sexual partners (HAPE@7).Women living with HIV/AIDS
must also consider many factors when making chddhg decisions, including support from
partners and health care providers.

An Ethiopian woman has about five children in her time. The total fertility rate, or TFR, is
5.4. This represents a large total reduction dverpiast two decades, from a TFR of 6.4 in 1990.
However, very little change has occurred since 2@@@n the Ethiopian Demographic and
Health Survey (EDHS) found a TFR of 5.5. In 2008i@&pian men and women were asked how
many children they would like to have, if they abwhoose. The ideal family size for women
was 4.5 children, and men would like 5.2. Ideal ifgraize has decreased by one child since
2000, when women reported an ideal size of 5.3Iddml and men desired 6.4 children (CSA and

ORC micro, 2006).



In general, the study is aimed at identifying thajon factors affecting the childbearing
intensions and desires of people (men and womeingliwith HIV/AIDS and at estimating the
extent of childbearing intensions and desires e$¢hpeople to some extent. The findings can be
used to promote the required efforts to a largerexand for provision of better solutions for the
factors affecting the childbearing intensions aediis of people living with HIV/AIDS, and to
create conducive environment for PLWHA in relatienthe study in particular and for their

future life careers in general.
1.2- Statement of the Problem

Women in Sub-Saharan Africa between the ages @nth24 years constitute 76% of those of
risk for contracting HIV, and the risk of infectidar this group is three times that of the general
population (Karen et al.2002).Because HIV affectssthly women in their reproductive years,
decisions about childbearing among women livinghwiliV/AIDS (WLHA) continue to be a
subject of debate in resource constrained settiDgspite advances in ART and prevention of
mother-to-child transmission services, many womgmd with HIV/AIDS in these settings
wrestle with the decision to have children (Che@dQD). Moreover, since it is perceived that
many health care workers are unsupportive of wolinerg with HIV/AIDS childbearing plans,

WLHA often are discouraged from having children.

Many findings show that HIV/AIDS and family plangnare intertwined-one could say,

integrated-in the minds of many developing coustas they confront the very real and present
danger posed by heterosexual transmission of the.\Given the dire economic conditions of so
many developing countries, economic exigencies vedszl as factors that led to have fewer

children, especially among men. Yet, many studyigpants-women and to a lesser extent men-



spontaneously mentioned the influence of HIV/AIDSreducing their family size as well as
their compatriots.

The report done in 2007 in Zambia examines the oblellV and AIDS in fertility decision
making, changing social norms about childbearindy @ntraceptive use, and it explores the role
of communication in that process. While research steown that social norms often discourage
HIV infected people from having children(RutenbeBgjdlecom and Kaona,2000:Feldman and
Maposhere,2003), many studies of HIV infected imials found that 28-29 percent of
respondents wanted children in the future(Chen &081) and a study of women in Zimbabwe
found that young childless women often wanted toobee pregnant(Feldman and Maposhere
et.al,2003).When one or both partners are infeahelividual factors in tandem with social ones
influence childbearing decisions.

As prevention from mother to child transmission(RBT) programs provide for both prevention
of HIV transmission from mother to child and ennadint of infected pregnant women and their
families into antiretroviral treatment, the goveemhof Ethiopia undertaken an effort to mitigate
the impacts of the epidemic in the general poputaéind amongst children in
particular(HAPCO,2007).1t is expected further telde if the present HIV preventive strategies
and treatments get continue and this directly diréctly might open doors for PLWHA to make

decisions concerning childbearing desires.

Given that the majority of HIV positive men and wamare in the reproductive age and major
modes of HIV transmission in Ethiopia is heteros#»and mother to child transmission, a better
understanding of reproductive choice of HIV postiindividuals is important especially as

Antiretroviral medication is becoming more accelgsiBccurate description of the childbearing



intentions and desires of HIV infected individussiecessary because it may help them achieve
their desires without scarifying the health andlethg of their new born baby.

In this paper, | examined the ways in which chilalireg intention and desires of PLWHA are
influenced by socio-economic factors, partnerstucal and even by health care workers, and
other associated factors. Moreover, the power tdkemauch decisions depends on the
information available to these PLWHA and how indggent or autonomous they are within

their families and society at large.
1.3. Research Questions

 How do socio-economic and demographic factors deter the decisions of people
living with HIVAIDS towards childbearing intentiorend Desires?
* What are the health related factors affecting #asions of people living with HIVAIDS
towards childbearing intentions and Desires?
* What are the cultural factors that influence theislens of people living with HIVAIDS
towards childbearing intentions and Desires?
The study will evaluate the childbearing intenti@ml desires of PLWHA and its determinants
among HIV-positive men and women in Tesfa-Goh dasioa in Bahir Dar town.
If this study shows that certain factors exhibitee affecting the childbearing intentions and
desires of PLWHA, then special programs like Incogenerating activities, Health care
programs and a call for restructuring care andrmeat services will make PLWHA to make the
right decisions and seek for alternative formsarecso that they will have the desired number of

children in their future career.



1.4- Study Objectives
The general objective of this study is identifyithgg determinants of the desire to have a child
among HIV positive men and women in general andesfa-Goh PLWHA association-Bahir
Dar in particular.
The specific objectives of this study are
» Examine how socio-economic and demographic facttermine the childbearing
intentions and desires among people living with FANDS.
» |dentify health related factors affecting childbagrintentions and desires of PLWHA.
» Explain the effect of cultural factors in affecticildbearing among people living with
HIV/AIDS.
» Assess the desire to give birth of women and mendiwith HIV/AIDS
1.5- Significance of the Study
This study is conducted in Tesfa-Goh PLWHA assamiain Bahir Dar town focusing on the
childbearing intentions and desires of HIV positimen and women in the association. The study
subject included both men and women living with F\DS who are the members of the
association.
This study is important for the following reasons-
» It supplies base-line data concerning the fertdityl childbearing desires of people living
with HIV/AIDS to
* The findings of the study will contribute to therrfwulation and execution of health
education programs on the fertility issues of PLWidAthiopia.
* The study tried to demonstrate childbearing intergiand desires of people living with

HIV/AIDS in spite of the sensitivity of the issue.



* The study will make the target groups to get bée@feconomically and with respect their
health statuses through the implementation ofitiairfgs.

1.6. Delimitations of the Study

In this study, | have gathered some statistics tblolldbearing intentions and desires of people

living with HIV/AIDS who are enrolled in Tesfa-Godssociation with respect to their socio-

economic, demographic, health related and cultissales. The sample selected for this study

was limited to People Living with HIV/AIDS enrolleth Tesfa-Goh association-Bahir Dar.

Thus, the ability to generalize to the entire pagioh of PLWHA and beyond its borders is

severely limited.

1.7. Limitations of the Study

* The study concentrated only on women and men liwitlg HIV/AIDS and who were
members of the association due to the difficulty geftting others who weren’t
members of this association. Thus findings may het generalizable to the
community of PLWHAs.

» Time and money were the main constraints not ttoparthe study as expected.

1.8. Definitions of Terms

PLWHA Association-is an association of people living with HIV/AIDSh ivolunteer

membership.

HIV positive Men and Women refers to women and men living with HIV/AIDS arded

between 15-49 and 15-59 respectively.

Childbearing-the process of giving birth to children



Partner childbearing desire- is the interest of a husband/wife/spouse to lzaskild

Self Reporting Health status is the perception of the HIV positive men and veonwhether

their health is improved or not as compared tqoidest

Mother —to-Child Transmission (MTCT)- refers to the transmission of HIV from the mathe

to child through various mechanisms like delivdmgast feeding and pregnancy

Prevention of Mother- to- Child Transmission (PMTCT)- refers to the methods that help to

decrease the chance of transmission of the virtisetahild by a certain percent

In Union- refers to women or men who are married or livith a partner

Not in Union- Women or Men, who not yet married, divorced, wigd, or separated at the time

of the survey.

N- Number of respondents or participants



CHAPTER TWO

2. REVIEW OF RELATED LITERATURE

The major mode of HIV-transmission in Ethiopia igowtected heterosexual intercourse which
accounts for 88% of HIV- infection and mother orgrd- to- child transmission accounts 10%

and the majority of new infection occurs in reproiie age groups 15-49 (MOH, 2006).

A good understanding of behavior changes on clalting behavior within the context of social
,economic ,demographic ,health related and insiital factors helps to observe how population
changes and to identify determinant factors fomgireg childbearing behavior. The following

review of related literature shows how differenttéas affect childbearing intention and desires

of people living with HIV/AIDS.

2.1 .Factors that Affect Childbearing Intention andDesire among HIV

Positive Men and Women

Antiretroviral treatment has improved health statod life expectancy of PLWHA making them
enjoy life similar to uninfected individuals (Mooesmd Johnson 2002). Some studies have even
repeated that some anti retro viral drugs may aszesexual activity among women increasing
their likelihood of pregnancies (Ewilson ,2004).8taup of ART is currently underway in Sub

— Saharan Africa increasing survival of PLWHA wiititie attention on their reproductive health

needs (UNAIDS ,2011).

Unprotected sex has been discouraged among PLWIdAalusk of transmission or acquisition

of new viral strains and vertical transmission, eaver, policies and stigma have discouraged



reproductive intentions of PLWHA .However, studssgest that PLWHA desire and continue
to have children equally to those without HIV iiea (Cooper, Myer, and Ogilvie, 2007). A
limited number of studies mostly in developed coestinvolving selected groups of people
such as women in ART centers and/or urban settitgse socio-cultural pressures are less have

speculated that most pregnancies of PLWHA coulohtamtional( Ogilvie et al.,2007).

In rural areas, cultural values are attached tiifgrand a significant social status is assigbted
people with children (Dyer, Hoffman, 2002). In tleisa of HIV infection, the level of desire and
intention to have children in the rural general ylafion is not well understood. Additionally
there are a few insights into factors affectingieand intentions to have children among
PLWHA in Africa. Lack of information has slowed dovefforts to integrate reproductive health

services in the routine HIV/AIDS care and treatment

The report done in 2007 in Zambia examines the oblellV and AIDS in fertility decision
making , changing social normal about childbeaand contraceptive use , and it explores the
role of communication in that process. While reskeahas shown that social norms often
discourage HIV — infected people from having chalur(Rutenberg , Biddlecom and Kaona
,2000: Feldman and Maposhere ,2003), many studiéd\b — infected individuals found that
28-29 percent of respondent wanted children inftitare (Chen et al.,2001); a study of 250 men
in Brazil living with HIV found that 43% wanted dtiren (Pavia ,2003 ); and a study of women
in Zimbabwe found that young childless women oftemted to become pregnant ( Feldman and
Maposhere et al.,2003).When one or both partnersrdected , individual factors in tandem
with social ones influence childbearing decisiohsecent article in the Lancet (Myer, Morroni,

and Sadr, 2005) called for more research to uraleisthe factors that influence HIV- infected

10



women’s reproductive decisions. The study discussgd in also explores the impact on men’s

reproduction decisions.

This stands in contrast to a number of other studiecase in point is a qualitative study carried
out in Ndola, Zambian ,in 1997 ,which found thatrtipant's high a awareness and concern
about HIV and AIDS were not directly reflectedtimeir childbearing decisions. Instead, the
most important and most common factor that infleehchildbearing decision was economic
conditions; especially, women and men said thalitylo provide for their children determined

their childbearing decisions (Rutenberg et al.,(00

Similarly, other studies that have explored thatrehship between an HIV — positive diagnosis
and subsequent fertility behavior have found thaivn HIV status has little association with
child bearing .For example interventions with HI\dsgive women in Africa have not been
found to motivate a significant change in reprotdgcbutcomes. in depth interviews a among
women in Cot d’lvoire who had known their HIV statduring pregnancy revealed that most
women (12 out of 15) with fewer than four childrelended to become pregnant again even
though they had been advised not to have morerehildecause of their infection (Aka- Dago —
Akribi, 1999). Similar findings fewer reported frodaire, where a study of fertility rates in 238
HIV infected women followed for 3 years postpartdiound “disappointingly high” fertility
rates in women who had been provided with a congmeive program of HIV counseling and

birth control (Ryder, 1991 ).

At least one study, however, did not point exclaiiin this direction. In a study conducted in
Zambia in 1995, researchers found that no one omedi HIV/ALDS “as a factor influencing

their preferred family size during the initial seg/ (Baylies, 2000) .Further investigation |,

11



however , found that 17 of the 65 individuals reetmiewed did mention that the threat posed by

HIV/AIDS had led to the decision to have fewer dnéin Among those individuals, it was

primary worries about unduly burdening others waitimor children they would leave behind and
secondly, an effort to reduce their own risk tleat to this decision (Baylies et al.,2000).Where
as earlier studies found a wide spread beliefubgtcal transmission of HIV/AIDS from mother
to infant was inevitable( Rutenberg et al.,2000}trad which were conducted prior to the wide
spread availability of PMTCT programs. The studyambia in 2007 was found to be quite the
opposite; many respondents seemed to believe thatrAnsmission would be avoided if the
delivery was “properly handled "with only a fewecognizing that this risk of transmission in
Zambia remains high, moreover recent research agsmvertical transmission between 18 and
30 percent in resource —constrained setting suchinaZzambia (Eure and Martison,
2006).Accurate information about transmission ragm not to have been widely disseminated

—or understood in Zambia.

Of the sixteen HIV-positive interviewees, only ttvord of whom had no children —expressed a
clear desire for children. To explore the fertilitgeds and concern of young women and men,
which differ from their older counterparts a fewMHpositive interviewees mentioned that they
would consider another pregnancy if they could &ain the child would be born “AlIDS-free”.
For the most part, the interviewees mentioned thay “weren’t allowed “to have children,
because of their poor health conditions, the unatebde risk of infecting their partners, or the
high probability of having an HIV- positive infariVhile stigma remains a serious problem, it
seemed to be an obstacle more with respect taodiag one’s status than limiting one’s fertility

desires (Carol, 2007).
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The findings reported herein clearly support thedeim of integrating HIV/AIDS testing and
counseling with family planning. Increasingly, tpablic tends to think of the two in tandem:
most people want to know how to protect themseltresy partners, and their children from HIV
transmission, recognizing that it may well inclugentraceptive use. Access to counseling and
testing should therefore be a standard part oflfjaptanning services. Integrating, counseling
and testing into family planning service can therefreduce the stigma associated with HIV,
and increase access to and use of voluntary congsehd testing (VCT) services. Family
planning programs have both an opportunity and ldigation to assist individuals in making

informed choices that will enable them to safegubeir well-being.

As has been emphasized in recent internationalecss, statements issued by WHO ( Glion
Call to Action, 2004) and UNFPA (New York Call too@mitment, 2004),the integration of
reproductive health(of which family planning is angponent ) and HIV/ALDS policies and
programs will save lives and money, and help sopland speed up urgent effective responses.
The challenge to service provides is, therefoneréanote not only access but also consistent and
correct use of condoms in addition to bringing tiitidinal changes. The available literature
suggests that most unplanned pregnancies and HIMY&ismissions occur because condoms
are not used consistently and correctly (Stein@99) .Consistent and correct condom use is
estimated to be as much 97 percent effective iteptimg against both unintended pregnancy

and HIV transmission (Trussell and Kowal, 1998; Mtednd Davis, 2002; Mann, 2002).
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2.2. Theories Related to Fertility Desire

Theories on fertility desire indicated that chiloearing desire of people is affected by Economic
and Socio —Cultural factors in addition to theirgmmal preferences. Different theories see these

factors from different perspectives as indicateldwe
2.2.1. Demand or Rational Choice Theory

It states that in deciding to have a child peopékena considered calculation that the benefits of
an additional child outweigh the costs. The franmknis the maximization of utility; if greater
utility can be obtained from an alternative to alditional child, then that alternative will be
chosen (Becker 1981 as cited in McDonald 2001).ibedh fertility thus implies that on the
general population on average the costs outweigh#mnefits of additional child or the utility

will be maximized by choosing another alternativart having a child.
2.2.2. Risk and opportunity theory

This theory used the assumption of demand theoaylmse and states that the costs and benefits
are mainly future costs and benefits and we clndw with certainty what the costs and
benefits will be (McDonald et al., 2001). In haviagchild people are making a decision to
change their future life course and hence thewr&rientation. If there is a perception that
economic, social, intimate or personal futures aneertain, decision makers may make a
mistake on the side of safety in order to avelt os they may pursue an opportunity that is

within their reach.
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2.2.3. Post —Materialist Values theory

It mainly focuses on changing values and more @&ssatwith a sociological approach. This
theory stipulates that changes in social and deapigral behavior have been driven by the
growth of values of individual self — realizaticsgtisfaction of personal preferences, liberalism
and freedom from traditional forces of authoritgrgcularly religion (McDonald et al.,2001). It
encourages low fertility .The lesson from this stt low fertility is a societal phenomenon
related to those women who are more highly educatss religious, more urban or more liberal

in their attitudes and values.

2.3. Conceptual Framework

Figurel. Conceptual Framework on factors that infllence Childbearing intentions and

desires among people living with HIV/AIDS

Child bearing intension and desire

Social-economic Cultural factors Demographic factors Heath related factors
factors .
r *  Attitude of the health . Age * Contraceptive
¢ |ncome professionals towards «  Marital status use
* education child- bearing . Number of +  Self reporting
health status

e Porters fertility desire living children

2.4. Impact of HIV/AIDS on Fertility and Childbeari ng Desire

Adult mortality due to AIDS can create several idist population level effects on fertility and
childbearing desires. Probably the most importapiutation level effect is the loss of substantial

reproduction potential due to adult female mowa(Gregson et al., 1994). AIDS mortality

15



occurs primarily in the adult reproductive ages mehthe selective loss of reproductive-age
adults can be expected to reduce the Crude Birte EGBR)-the ratio of total births to total
population-because the death of reproductive agsdtsagvould have a larger proportionate
impact on the numerator than the denominator &f thiio. Zaba and Gregson (1998) propose
that the mortality from a mature AIDS epidemic ntiglet to increase the General Fertility Rate
(GFR), due to higher AIDS mortality at the oldepmaductive ages where fertility rates are
relatively lower. This assumes an age pattern &f-idfection and a distribution for the elapsed
time from infection to death that jointly producisgtoportionate rates of AIDS mortality at the
older reproductive ages. Further the above analglgiarly shows that, fertility rates in the
reproductive ages are highly affected by HIV/AIDSsuch a way that its epidemic has made
people to be worried, biased in decision makingaee a child and lead their healthy life styles

in their future careers.

At present, the effect of HIV/AIDS on fertility anchildbearing desire among those person
infected with HIV is far better understood, andhwihore precision, than the corresponding
effect for uninfected persons. As evidence syn#eesfrom six African studies conducted in the
early and mid 1990s: three in Uganda, two in Zamaia one Tanzania, one can conclude that
over all fertility of HIV- positive women is 25-4f@ercent lower than that of HIV- negative
women for reasons associated with their statusvadd spread distribution of HIV, and other
determinant factors like-socio-economic, cultudgmographic, and health related issues at large

( Zaba and Gregson et al.,1998)
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CHAPTER THREE

3. METHODOLOGY

3.1 Study Design

The aim of the research is to investigate the detemt factors affecting the childbearing
intention and desires of PLWHA (both men and womem)esfa-Goh association of PLWHA in

Bahir Dar town.

To accomplish this task, the researcher used thstgative and qualitative methods in which
guestionnaire involving both open-ended and closked items were employed as to gather the
required data through active involvement of theaeld participants during the survey. In
addition to this, the researcher used structureshirew method and Focus Group Discussion

(FGD) to collect data from the sample size.

3.2. Universe of the Study

The universe of the study included all men and woineng with HIV/AIDS in Tesfa-Goh
PLWHA association which is found in Bahir Dar tovidahir Dar is located in North-Western
part of Ethiopia and is 549 kilometers away frond&dAbaba. It is the capital city of Amhara
region and according to Genomes geographical det@ D011, the total population number of
Bahir Dar town was around 168,899. The study asa&lected for reasons that it is so close to
the researcher and access to make frequent uisitsantacts with the intended participants and
concerned bodies so that the research under stilidyeviheld as required and helps to reach to

the desired outcomes at large.
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Tesfa-Goh PLWHA association in Bahir Dar has tgta0D06 members who are living with
HIV/AIDS and this digit is to be taken as the tqtapulation size of the study by which the
required sample size for the research study istagtied by selecting representative participants
from the total population number (size) using randg&ampling method for the research study at

hand.

3.3. Sample Size and Sampling Techniques

The target population included in the study areppee@VMen and Women) living with HIV/AIDS

in Tesfa-Goh PLWHA association in Bahir Dar towteTtotal population numbers (size) of the
study were 1006. Since the whole populations werg large to manage, representative samples
were taken to administer the questionnaire. Soptmilation taken as the sample size of the
study was 100, among these 49were men and the5festere women; both living with

HIV/AIDS in Tesfa-Goh association in Bahir Dar town

The numbers of participants are taken from the aason through considerations of the
reproductive ages of men and women and using eorarghmpling method as a core point.
Thus, a total of 100 people living with HIV/AIDS wig form the sample. The participants are

randomly selected and the age intervals for fematdaded from 15-49 and 15-59 for males.

The sampling method used is random sampling. Témsping method is selected in order to
minimize sampling errors in collecting data ands&ve time. In addition to this, the method
makes the participants get involved and benefitech fthe study, and the study would have true

and accurate data since they all know each othlieasnpart of the case under study.
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3.4. Variable Specification

The study included both dependent variable andpedéent variables in order to show how
these variables are correlated, affected with edlolr and to reach to a certain set of conclusion

with respect to the study subject at hand.

3.4.1. Independent Variables

The independent variables for this study are:

Socio-economic Variables

e [ncome

* Education

Demographic Variables

* Age
* Marital status

e Number of living children

Health related variables

« Contraceptive use

» Self Reporting Health status

Cultural variables

» Attitude of health professionals towards childbegri
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» Husband/Wife/Partner fertility desire

3.4.2 Dependent Variable

The dependent variable is the Childbearing Intentiod Desire of HIV-positive Men and
Women in Tesfa-Goh association in Bahir Dar towme @ependent variable will be computed
and analyzed in relation to the independent vaggbke-socio-economic, demographic, health

related issues and cultural factors as to gettaioeset of findings for the study.

3.5. Source of data

The data for the study is collected from Tesfa-GAUWHA association found in Bahir Dar
town. As to develop a near accurate understandiribeotopic of research, different tools are

used to collect the data and as to mention thecbbgs of the research study at hand.

The study used both Primary and Secondary datae®uihe Questionnaire and Focus Group
Discussion (FGD) guidelines are used as to coReichary data. The participants were gathered
and mobilized by the help of the coordinator inf&eSoh, individuals and other administrators
as to get them for information gatherings and apliffierent methods of data gatherings during
the study. While previous works related to the sabjBooks, Journals, Publications and other
resources are used as Secondary data sourcesw@gsptmt and strengthen the study. In addition,
Audio-tape recordings are also used to gathernamétion during group discussion and interview
sessions. The Questionnaire is used to collecttgatve data and the Focus Group Discussion

(FGD) is used to collect qualitative data and it as to strengthen the quantitative data
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3.6. Data Collection Methods

The participants for both the questionnaire andusdgroup Discussion (FGD) were randomly
selected from the association of HIV positive mad women in Tesfa-Goh PLWHA-Bahir Dar
in order to collect the required data and exedwgaésearch study towards bringing the desired

outcomes at large.

Both open-ended and close-ended questionnairassareto collect data from issues associated
with independent variables such as socio-econotatases, demographic, fertility related, HIV
and health related issues in general ,and otheéortaof PLWHA in affecting the dependent
variable(childbearing intention and desire of PLWHAVhile the Focus Group Discussion
(FGD) is used to investigate how and why socio-eonin, demographic, health related and
other factors affect the childbearing desires obpbe living with HIV/AIDS. During the
discussion, the participants’ feedbacks are auaped and recorded with their most commonly
used or spoken language that is, Amharic and mstaged into English since the research study

is done in English and for better organizationhef tlata obtained through the discussion times.

Ninety-eight participants are actively involvedhandling the questionnaires and in responding
voluntarily towards the items (issues) that aratesl to the variables provided to them in order
to gather data with respect to these variables d@henmgh two of the participants were
unavailable and couldn’t bring back the questioresaduring the expected time for the study.
On the other hand, eleven of the participants wh® lewing with HIV/AIDS are actively
participated during the Focus Group Discussion iandepth interview session so as to gather

gualitative data in relation to the research urstiedy.
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3.7. Techniques of Data Analysis

Percentage, mean, variance and other descriptiistits, as well as graphic illustrations were
used to describe the main characteristics like ep@®me, and numbers of eligible respondents
and others for the study subject. Participantsaesgs during data gatherings (qualitative or
guantitative) are converted to percentages whilamig used to compute the average age of the
participants. The magnitude of the association betwthe predictor variables in relation to the

study subject were examined separately using biogigtic regression analysis.

Co-relational analysis like chi-square was usedcdmpute and illustrate the relationships
between the dependent variable (childbearing irdardnd desire of PLWHA) and independent
variables such as socio-economic status, demograpbntraceptive use, self reporting health

status, and other health related issues in détaithe study at hand.

3.8. Ethical Considerations

The objectives of the study were explained to tadigipants and they were assured that any
information concerning them would never be paseezhy individual or institution without their
agreement. Their names will not be recorded. Maggothey were told that it is their right to
participate or not to and that one can terminageirtkerview or questionnaire anytime if he/she

feels uncomfortable with it.
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CHAPTER FOUR

4. ANALYSIS AND DISCUSSION OF THE RESULT

From the total of 100 men and women living with HNDS included in the study, two of the
selected participants’ responses towards the giuestionnaire cases were excluded because of
the incompleteness of the responses. Analysistivaefore made on the basis of 98 completed

guestionnaires (that gives a response rate of 98%).

4.1. Socio-economic and Demographic Characteristicd Respondents

The socio-economic and demographic variables takerconsideration for this study were-

Age, Religion, Ethnicity, Marital status, Literastatus, Income and Number of living children.
As indicated in table 1 almost half of the resparide7 (47.96%) were found in the age group
of 25-34 followed by 31 (31.63%) and 20 (20.41%jtef respondents in the age group above 35

and 15-24 respectively.

Respondents were mainly Orthodox Christians 766%%) followed by protestant 18(18.37%)
and then Muslim 4 (4.08%). When you come to thaietgroups; the Amahara ethnic group
made up of almost half of the respondents 72 (28)4dllowed by Agew 15 (15.31%), Oromo
7 (7.14%) and Tigre 4 (4.08%) respectively (tabl&nong the study population 35 (35.71%)
were married/ living with a partner while 63 (64%2Pwere not in marital/ consensual union. 47
(47.96%) of the respondents had no children, faldwy those who had between 1 and 2
children 38 (38.78%) those who had above 2 child@(13.27%). Among the respondents

those who had a monthly income of 201birr or moeeenb2 (53.06) and those with monthly
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income 200 birr and below were 46 (46.94%). Alnadkof the respondents were literate 86

(87.76%) while only 12 (12.24%) were not literasairadicated in table 1.

Almost half 27 (52.94%) of female respondents v&&€34 years old followed by 16 (31.37%)
in the age group 15-24 and then 8 (15.69%) in geegroup 35 and above.39 (76.47%) of
female respondents of were Orthodox Christiang¥ad by 10 (19.61%) Protestant and 2
(3.92%) Muslims. Most of female respondents werehAra followed by Agew, Tigre, and
Oromo with a total 37 (72.55%), 8 (15.69%), 4 (P@4nd 2 (3.92) of female respondents

respectively as indicated in table 1.

Married female respondent and unmarried respormterdtitute almost equal in number, 44
(86.27%) of female respondents were literate aaddimaining 7 (13.73) were illiterate. Female
respondents with monthly income below 200 birr wa2&62.75%) and those with 201 or more
average monthly income were 19 (37.25%). Most efffmale respondents 45 (88.24%) had at
least one or more living children and the remairr(@1.76%) had no living children during the

study time as indicted in table 1.

Half of male respondents were 35 years old andabaiowed by 20 (42.55%) whose age was
between 25-34 and 4 (8.51%) with 15-24 years olaleMrthodox respondents constituted 37

(78.78%), Protestant 8 (17.02%) and 2 (4.25%) o$livhs in their order.

Most of male respondents were Amhara 35 (74.46%@wA7 (14.89%), Tigre 2 (4.25%) and
Oromo 3 (6.38%). 36 (76.59%)of male respondent weten Union and the other 11 (23.41%)
were in Union.24 (51.06%) of the male respondeatsore than 2 living children 16 (34.04%)

of the male respondents had 1-2 children and B@24) had no living children of all (table-1).
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Almost all 42 (89.36%) of male respondents werzdite while 5 (10.64%) were illiterate.
Respondents whose income were 201 and above wéi® 23 %) and the remaining 14

(29.79%) had an income of 200br or less as indicat¢able 1.

Table-1: Socio —economic and Demographic Charactistics of the respondents

Sex
Male Female Total
Characterstics N % N % N %
Age (n=98)
15-24 4 8.51 16 31.37 20 20.41
25-34 20 42.55 27 52.94 47 47.96
35 and above 23 48.93 8 15.69 31 31.63
Religion (n=98)
Orthodox 37 78.78 39 76.47 76 77.55
Protestant 8 17.02 10 19.61 18 18.37
Muslim 2 4.25 2 3.92 4 4.08
Ethnicity (n=98)
Amhara 35 74.46 37 72.55 72 73.47
Agew 7 14.89 8 15.69 15 15.31
Oromo 3 6.38 4 7.84 7 7.14
Tigre 2 4.25 2 3.92 4 4.08
Marital status (n=98)
No_t in marriage/consensual 36 76.59 27 52.94 63 64.29
union
Married/ living with partner 11 23.41 24 47.06 35 5.8
Literacy status (n=98)
llliterate 5 10.64 7 13.73 12 12.24
Literate 42 89.36 44 86.27 86 87.76
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Income (n=98)

Below 200 14 29.79 32 62.75 46 46.94

201 and above 33 70.21 19 37.25 52 53.06

Living children (n=98)

0 7 14.89 6 11.76 13 13.27
1-2 16 34.04 22 43.14 38 38.78
3 or more 24 51.06 23 451 47 47.96

4.2 HIV/AIDS Related Characteristics of Respondents

HIV related characteristics in this study werecttisure to husband/wife/ partners, current

husband /wife/ partner HIV status, HIV diagnosisation, recent CD4 count, receiving ART

and treatment

Out of 63 married people or living with a partn@most all 57 (90.48%) disclosed their HIV-
status for their spouse or partner. While a verglsgroup 6 (9.52%) did not disclose their HIV
status to their spouse or partner. Moreover, 55@2) of the married or those living with a
partner had an HIV- positive partner/spouse whi(@.94%) of the same group had spouse/
partner with no HIV on their blood and the remag61(9.52%) do not know their spouse/

partner HIV- status as indicated below in table 2.

From all the respondent almost 58% had a CD4 c®vhtand above and the rest 42% had a
CD4 count of 350 and below. Those who followed Hiégnosis for 2.5 years and above were
75 (76.53%) while the remaining 23 (23.47%) follantbe diagnosis between 0.5 and 2 years

before the study. The mean HIV diagnosis duratias 28 months as clearly indicated in table 2.
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Eighty three (84.69%) of the respondent were on ARifle 15 (15.3%) were not on ART till
the study time. From those who received ART 6390%) had a treatment duration 3 years and

below and the remaining 20 (24.1%) had a treatrfuer8.5 years above as indicated in table 2.

Majority of female respondents, 25 (92.59%) diseltreeir HIV status for their husband/ partner

while very small 2 (7.41%) didn’t disclose theiatsts to their husbands/partners.

Twenty two (81.48%) of female respondent had gasth husbands/ partners were HIV positive
and 2 (7.41%) of their husbands/partners were Higative and 3 (11.11%) of female
respondents do not know their husband/ partner $t&is. Thirty six (70.59%) of female
respondents took HIV diagnosis for 2.5 years armabvhile the rest 15 (29.41%) took the
diagnosis for 0.5 to 2 years. Thirty one (60.78%female respondents had a CD4 count 351
and above and 20 (39.22%) had a CD4 count 350 bé&lemale respondents who receive ART
were 40 (78.43%) and those who didn’t receive ARSFenll (21.57%). Moreover almost 74%
of female respondents were on ART for 3 years atoMband 23 (%) of the respondents were

on ART for 3.5 and above years as indicated iretabl

Eighty nine percent of male respondents disclosi HilV status to their wife / partners and
11% didn’t disclose. Most husbands 30 (83.33%)HBRd positive wives/partners and 3 (8.33%)
of the husbands had HIV-negative wives and als&306) of husbands do not know their

wires/partners HIV-status.

Thirty nine (82.98%) of male respondents follow Hl\agnosis for 2.5 years and above and 8
(17.02%) of male respondents for 0.5 to 2 yearseritwsix (55.32%) of male respondent had a

recent CD4 count of 351 and above while 21 (44.688&46) 350 and below. Majority of male

27



respondents 43 (91.49%) receive ART of which 315%j within the last 3 years and 9 (22.5%)

receive for 3.5 and above year in reference teetabl

Table-2: HIV/ AIDS Related Characteristics of the Respondents

Characterstics
Sex
Male Female Total
N % N % N %
Disclosure of HIV/AIDS status to
husband/wife/partner (n=63)
Yes 32 88.89 25 92.59| 57| 90.48
No 4 11.11 2 7.41 6 9.52
Current Husband/ Wife/ Partner HIV status (n=63)
Positive 30 83.33 22 81.48| 52| 82.54
Negative 3 8.33 2 7.41 5 7.94
Do not know 3 8.33 3 1111 6 9.57
HIV diagnosis duration (years) (n=98)
05-2 8 17.02 15 29.41| 23| 23.471
2.5 and above 39 82.98 36 70.59 [7156.5%
Recent CD4 count (n=98)
350 and below 21 44.68 20 39.22| 41 41.84
351 and above 26 55.32 31 60.f8 57 .1668
Receiving ART (n=98)
Yes 43 91.49 40 78.43| 83| 84.69
No 4 8.51 11 21.57| 15| 15.3%
Treatment duration (years)(n=83)
3 and below 31 77.5 32 74.42| 63| 75.90
3.5 and above 9 225 11 2268 p04.12

4.3. Fertility Related History of the Respondents

Out of 51 female respondent only 6 (11.76%) knesirtHIV status for the first time during

pregnancy. From those who knew during pregnancystitvo third of them decided to give

28



birth. Avery small proportion 11 (21.57%) of femaéspondents encountered pregnancy after
being tested HIV positive of which 8 (72.73%) wahtke pregnancy and the remaining 3

(27.27%) unwanted pregnancies.

Out of all pregnancies that occurred after being Hpositive 6 (54.55%) of females had no
children while 5 (45.45%) had only one child, frémose who had one child half of the children

were born HIV —positive as indicated in table 3.

Table-3: Fertility Related History of Female Respodents

Characterstics Frequency Percent

Timing of knowing HIV-positive for the first time (n=51)

During pregnancy period 6 11.76
During non-pregnancy period 45 88.24
Fate of pregnancy (n=6)
To give birth 4 68.6
To abort the pregnancy 2 33.33
Pregnancy after HIV-positive(n=51)
Yes 11 21.57
No 40 78.43
Pregnancy (n=11)
Wanted 8 72.73
Unwanted 3 27.27
Complication due to pregnancy(n=11)
Yes 3 27.27
No 7 63.64
Do not know 1 9.09

Number of living children after knowing being HIV-
positive(n=11)

0 6 54.55

1 5 45.45
Give birth to an HIV positive child (n=5)

Yes 1 20

No 3 60

Do not know 1 20
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Out of 47 male respondents two third knew their Ktetus at the first time after getting
seriously sick. Only 1 (2.13%) knew while they wbrng recruited for employment in an
organization. Only 11 (23.4%) of male respondeats$ d child after knowing their HIV positive

status, of these 4 (36.36%) were unwanted 1 (2586)wwanted or aborted.

Among male respondents, 8 (72.73%) had only ond ehd 2 (18.18%) has only two children.

Of these two categories the majority7 (70%) wer€&-Hilositive as indicated in table-4.

Table-4: Fertility Related History of Male Respondats

Characterstics Frequency | Percent
Timing of knowing HIV-positive for the first time (n=47)
Voluntary check uj 12 25.5¢
On blood transfusic 1 2.1
After getting seriously sic 31 65.9¢
To go abroac 1 2.1
To be recruited in an organizati 1 2.1
To get marrie( 1 2.1z
Did you have any child?(n=47)
Yes 11 23.4C
No 3€ 76.6(
Child (children) (n=11)
Wante( 7 63.64
Unwantec 4 36.3¢
Fate of unwanted child (children)(n=4)
To give birth 3 75
Not to give birtl 1 25
Number of living children after knowing being HIV
positive (n=11)
0 1 9.0¢
1 8 72.7:
2 2 18.1¢
Your wife gives birth to an HIV- positive child? (n=10)
Yes 7 7C
No 3 3C
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4.4. Contraceptive History of the Respondents

61 (62.24%) of the respondents were using any dygentraceptive at the study time and the
remaining 37 (37.76%) were not using any contracephethod at all. From those who were
using any contraceptive method, the most commasoreaf the respondent were fear of health
problem and the respondent least common reasonbwénesither the respondents or their

spouse/ partner had no desire for children asatektin figure-1.

According to table 5, majority of the respondei@®(79.59%) had future intention to use
contraceptive, 14 (14.29%) of the respondents loafditure desire to use contraceptive and the
rest; 6 (6.12%) were not decided about their futlegire to use or not to use contraceptive

method.

Table-5: Contraceptive History of the Respondents

Characteristics Frequency | Percent
Current contraceptive use (n=98)
Yes 61 62.24
No 37 37.76
Future desire of contraceptive use
(n=98)
Intention to use 78 9.59
No intention to use 14 14.29
Undecided 6 6.12

For those not using contraceptive method, the redgrats most common reason not to use any
contraceptive were that they had no sex duringthéy time with 70.27% of the respondents

and their least common reason was infertility vitih1% as indicated in chart 2.
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Chart 1: Reasons for using Contraceptive of PLWHA
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According to the table 6 below, 29 (56.86%) of fé&ar@spondents were using any contraceptive
method at the time of study. The most common re&sousing contraceptive was due to fear
of health problems and desire for no children asnted by 26 (89.66%) of female respondents
followed by fear of leaving orphan reported by 82.76%) of female and to the contrary the
least common reason to use contraceptive waslthsband /partner didn’'t have a desire for
children as indicated in table 6. 22 (43.14%) oh&e respondents didn’t use any contraceptive
and the most common reason responded by 15 (68.d884males was they didn’t practice sex
at the study time and the least common reasonspsmeed by 3 (13.64%) of females was due to
lack of access to contraceptive. Majority 14 (63®4f females didn’t have any intention to use

contraceptive or not to use (abstinence) as inelicet table 6.

Table-6: Contraceptive History of Female Respondest

Characteristics Frequency | Percent

Current contraceptive use (n=51)

Yes 29 56.86
No 22 43.14

Reasons for using contraceptive (n=29)

Limiting the number of children 7 24.14
Advised by health worker 19 65.52
Husband/ partner / wife didn’t have desire 2 6.90
| don’t need children 4 13.79

Fear of health problem 26 89.66
Fear of leaving orphan. 24 82.76
Reasons for not using contraceptive
(n=22)

| need children 9 40.91
My wife/husband need children 4 18.18
Wife and husband need children 9 40.91
Lack of access to contraceptive 3 13.64
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Fear of contraceptive complication with 7 31.82

ART

Pregnant 3 13.64

No sex 15 68.18

Menopause 2 9.09
Infertility 2 9.09
Abstinence 14 63.64

Future contraceptive use new (n=51)

Intention to use 40 78.43
No intention to use 8 15.69
Undecided. 3 5.88

Most 32 (68.09%) male respondents were using angraceptive at study time. The most
common reason not to use contraceptive by 29 (20)@3 male respondents was fear of health
problem followed by fear of leaving orphan by 24.@%) of males and the least common
reason was male respondents didn’t need any dhitde). The Remaining 15 (31.91%)of these

respondents didn’t use any contraceptive duringthdy time. The most common reason was

that they were abstaining themselves from sex lamdetast common reason was infertil8g

(80.85%) of male respondents intend to use contaveein the future,6 (12.77%) had no future

intention to use it and the rest 3 (6.38%) wereegidked (table-7).
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Table-7: Contraceptive History of Male Respondents

Characteristics Frequency | Percent
Are you using contraceptive method?(n=47)
Yes 32 68.09
No 15 31.91
Reason for using contraceptive (n=32)
Enough number of children 9 28.13
Advised by health worker 22 68.75
Husband wife didn’t have desire 7 21.88
| don’t need children 5 15.63
Fear of health problem 29 90.63
Fear of leaving orphan 27 84.38
Reason for not using contraceptive (n=15).
| need children 5 33.33
My husband /wife need children 4 26.67
wife and husband need children 2 13.33
Lack of access to contraceptive 3 20
Fear of contraceptive complicates with 6 40
ART
Pregnant 4 26.67
No sex 11 73.33
Abstinence 10 66.67
Menopause 2 13.33
Infertility 1 6.67
Future contraceptive use new (n=47)
Intention to use 38 80.85
No intention to use 6 12.77
Undecided 3 6.38

4.5. Knowledge, Intention, Desire and ExpectationfcChildbearing among the

Respondents
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Almost all of the respondents 88 (89.80%) know thit positive people can give birth while 5
(5.1%) of the respondents know that HIV positivegde can’t give birth and the rest 5 (5.1%) of
the respondents responded that they don’t knowhenéilV —positive people can give birth or

not.

From the respondents, for three out of five pedple intentions to have a child did not change
even after knowing their HIV-status, while for alshdwo out of five the intention to have a
child changed after knowing their HIV-status and(25.53%) of these respondents decided not
to have a child (table). 29 (29.59%) of the resgmtsl didn’t have a desire for children and 63
(64.29%) of the respondents had a desire for @mléven after knowing their HIV-status. From
those who didn’t desire for children the most commeason was fear of leaving orphans
responded by 21 (72.41%) respondents and thedeashon reason was fear of mother- to-
child transmission with 16 (55.17%). 41 (65.08%jJedpondents in the case of husband/wife/
partner fertility desire for future childbearingdaé (9.52%) of the respondents didn’t know their

husbands /wives /partners desire for children dieated in table 8.

Most of the respondents agree that health profeslsialiscourage towards childbearing and 15
(15.31%) of the respondents said that health psaieals neither discourage nor encourage

HIV-positive people towards childbearing as indéchin table 8.
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Figure 2- Fertility desires of PLWHA
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Majority of female respondents 48 (94.12%) knew Hbdsitive women can have a child.35
(68.63) of female responded their intention to hawhild after knowing HIV didn’'t changed
and 16 (31.37%) changed their intention. From thvaise changed their intention 10 (62.5%)

were not to have a child.

Around 36 (70.59%) of female respondents desirdtate another child, 13 (25.49%) didn’t
desire to have a child and the rest were unde@déuk time of the survey. For those who didn’t
desire to have children the most common reasorfegaiof leaving orphans followed by fear of
complicated health problem and the least commosorewvas that health workers do not advise

them to have children. From those who desire fddidm, 29 (80.56%) expect 1-2 children and
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7 (19.44%) expect 3 and above children. Moreove{52978%) desire a child within two years,

15 (41.67%) after two years and 2 (5.56%) undecided

Majority 19 (70.37%) of female responds had hushzarther who desire a child 5 (18.52%) of
husbands/ partners of female respondents didnittedfes a child and 3 (11.11%) do not know
their husband/ partners fertility desire. On thgecaf health professionals attitude towards child
bearing 43 (84.31%) of female respondents respohdalth professionals discourage
childbearing, 5 (9.8%) said they neither discoufagreencourage the respondents, 2 (3.92%) do
not know health professionals attitude and onl§.26€%) agree that health professionals

encourage child bearing as indicated in table-8.

About 40 (85.11%) of male respondents agreed thét pbsitive women can have a child 29
(61.70%)of male respondents responded their itent have a child after knowing HIV-
status not changed and 18 (38.3%) changed themtion. From those whose intention changed

15 (33.33%) was not to have a child as indicatetdldte 8.

Around 27 (57.45%) of the male respondents degit@ve a child, 16 (34.04%) didn’'t desire to
have a child and the rest undecided. From thosedidrot desire to have children the most
common reason was husbands had already achievesiradinumber of children and the least
common reason was no adequate income. From thaseledire for children 22 (81.48%)
expect 1-2 children and 5 (18.52%) expect 3 or nobilelren. Moreover, 16 (59.26%) desire a
child within two years while 11 (40.74%) of the pesdents expect after two years. Almost 22
(61.11%) of male respondents have wives /partnbsdesire a child, 11 (30.56%) didn’t desire

for a child and the rest didn’t know their wiveamers fertility desire as indicated in table 8.
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On the case of Health professional attitude towahdslbearing 32 (68.09%) of male
respondents responded health professionals diggmehaldbearing 10 (21.28%) said they
neither discourage /nor encourage the respondgBt&4%) encourage childbearing and the rest

did not know health professional attitude in refieeeto table 8.

Table 8-Knowledge, Intention, Desire and Expectatios of Childbearing

among the respondents

Sex Total
Characteristics Male Female
N % N % N %

HIV positive people can have a child

(n=98)

Yes 40 85.11| 48 94.12 88 89,8
0

No 3 6.38 | 2 3.92 5 5.1

Do not know 4 851| 1 1.96 5 5.1

Intention to have a child after

knowing HIV-status (n=98 )

Not Changed 29 61.70 35 68.63 64 65.3
1

Changed 18 38.3| 16 313y 34 34.6
9

The way the intention

changed(n=18+16=34)

To have a child 3 16.67 6 37.5 9 264
7

Not to have a child 15 83.33 10 62.5 25 73.5
3

Do you have a desire to have (another

child?(n=98)

Yes 27 57.45 36 70.59 63 64,2
9

No 16 34.04| 13 25.49 29 29.6
9

Undecided 4 851| 2 3.92 6 6.12

Number of children

expected(n=27+36=63)

1-2 22 81.48| 29 80.56 51 80.9
5

3and above 5 1852 7 19.44 12 19.0
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5
Duration to have a(another)
child?(n=63)
Undecided 0 0 2 5.56 2 3.1f
Within two years 16 59.26 19 52.78 35 55.5
6
After two years 11 40.74 15 41.6Y 26 41.2
7
Reason for not wanting another
child(n=16+13=29)
Already had desired number of children 12 75 7 853 19 65.5
2
Fear of mother- to- child transmission 9 56.25 7 3.85 | 16 55.1
7
Fear of leaving orphan 10 62.5 11 84.62 21 7R.4
1
Advised by health worker not to have |9 56.25| 6 46.15| 15 51.7
child 2
Fear of complicated health problems 11 68|75 9 23%9. 20 68.9
7
No adequate income 7 4315 8 61.54 15 51.7
2
Husband /wife/ partner fertility
desire(n=36+27=63)
Yes 22 61.11 19 70.37 41 65/0
8
No 11 30.56| 5 1852 16 25.4
Do not know 3 8.33| 3 1111 6 9.52
Health professionals approach towards
childbearing (n=98)
Encourage 4 851 1 1.96 5 5.10
Discourage 32 68.09 43 8431 75 76.5
3
Neither discourage nor encourage 10 21,28 5 985 1 |153
1
Don’t know 1 213 | 2 3.92 3 3.06

4.6 Self Reporting Health status and Intention to ave Children

Almost all of the respondents 93 (94.9%) resporttattheir current self-reporting health status

as compared to the past was improved. 83 (84.69%eoespondents changed their intention to
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have children due to change in current self repgrtiealth status of which 76 (77.55%) were to

have children as indicated in table 9.

Almost 48 (94.12%) of female respondents agreettiiesr current self reporting health status
had improved as compared to the past, 3 (5.88%bpneked it did not improve, 43 (84.31%) of
their intention to have a child changed due to egdbrted health status of which 42 (82.35%) to

had a child ,as indicated in table 9.

Around 45 (95.74%) of male respondent agreed tst current self reporting health status had
improved as compared to the past, 2 (4.26%) resgbitdlid not Improve. 40 (85.11%)of the
respondents said their intention to have a chikhged due to self reporting health statues of

which 34 (72.34%) to had a child as indicated bie®.

Table-9.Self reporting Health status and Intentionto have Children

Sex
Characteristics Male Female Total
N % N % N %

Current self reporting
health status (n=98)
Improved 45 95.74 48 94.12 93 94.9
Not Improved 2 4.26 3 5.88 5 5.1
Intention due to self
reporting health
status (n=98)
Changed 40 85.11 43 84.31 83 84.69
Not changed 4 8.51 6 11.76 10 10.21
Undecided 3 6.38 2 3.93 5 5.1
The way the intention
changed (n=98)

To have children 34 72.34 42 82.3b 76 77.55

Not to have children| 9 19.15 7 13.783 16 16.82

Undecided 4 8.51 2 3.92 6 6.13
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4.7. Knowledge and Attitude of MTCT and PMTCT of Respondents

Majority of the respondents 78 (79.59%) knew aldTCT of which 71 (91.03%) also know
about PMTCT. Again from those who knew about MTET(94.87%) responded HIV transmits
from mother-to- child through breast feeding .Outh@se who knew about PMTCT 69

(97.18%) responded PMTCT reduces transmission @fuitus as indicated in chart 4 below.

Chart 3.Respondents knowledge about MTCT
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during pregnancy  through breast feeding don’t know during labor

Almost 40 (78.43%) of female respondents had tleevkedge of mother- to- child transmission
(MTCT) of which 37 (92.5%) had a knowledge of pratien of mother- to- child transmission
(PMTCT). Of those who know about MTCT, most 38 (95%sponded that the transmission was
due to breastfeeding from those who knew about PM&IC(100%) replied the service reduces

the transmission as indicated in table 10.
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38 (80.85%) of male respondents had the knowlefigsother- to- child transmission (MTCT)
of which 34 (89.47%) had a knowledge of preventbmother- to- child transmission
(PMTCT). Of those who knew about MTCT, most 36 {@4%) of male respondents responded
that the transmission was due to breast feedindrandthose knew about PMTCT 32 (94.12%)

replied the service reduces the transmission asated! in table10.

Table-10.Knowledge and Attitude of MTCT and PMTCT d the respondents

Sex
Characteristics | Male Female Total %
/
N % N % N % /
Knowledge of
MTCT(n =98)
Yes 38 80.85 40 78.43 78 79.59
No 6 12.77 7 13.73| 13 13.27
Do not know 3 6.38 4 7.84 7 7.14
Method of
transmission(n
=78)
During 34 89.47 36 90 70 89.74
pregnancy
During labor 32 84.21 35 87.5 67 85.9
Through breast | 36 94.74 38 95 74 94.87
feeding
Don’t know 0 0 2 5 2 2.56
Knowledge of
PMTCT(n=78)
Yes 34 89.47 37 92.5 71 91.03
No 2 5.26 3 7.5 5 6.41
Do not know 2 5.26 0 0 2 2.56
PMTCT
reduces
transmission(n=
71)
Yes 32 94.12 37 100.00 69 97.18
No 2 5.88 0 0 2 2.82
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4.8. Differentials in Childbearing Intention and Desire of Men and Women

Living With HIV/AIDS

To see the association between the dependent Ma(cdldbearing intention and desire of
PLWHA) and different predictor variables, bivariamalysis was done by cross tabulating each

variable with the dependent one. Moreover, Chi-sgjtest was applied.

4.8.1. Differentials of Childbearing desire by Soo-economic and

Demographic characteristics of the respondents

The Cross tabulation with Chi-square test of anslystable-11showed that all the Socio-
economic and demographic variables have statiltisgnificant association with Childbearing

desire except marital/relationship status.

Respondents of the age group 15-24 had desiréniioiren of 15 (23.81%),the age group 25-34
had desire of 30 (47.62%) for children, and thdsgears old and above had, a desire of 18

(28.57%). Therefore, as age of the respondentsases, the desire for children decreases.

In the case of literacy status of the respondémése who are literate had 58 (92.06%) of desire
for children and the illiterate ones had 5 (7.94/Réspondents who earn an estimated monthly
income of 450 birr and below had a desire of 4819%), those who earn a monthly income
between 450 and 850 birr had a desire of 15 (23)&i# those who earn 851 birr and above
had no desire for children totally. From this, m@sgents with lower incomes have desired more

and there is nothing that makes them happier thamg children.

Respondents who didn’t have any living children bathildbearing desire of 38 (60.32%)
followed by those having 1-2 children with a desif1 (33.33%) and those who had 3 and
above children had a desire of 4 (6.35%).From #sghe number of living children increases,

the childbearing desire decreases.
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Table 11:- Cross tabulation with Chi-Square Signiftant Test of Childbearing Intentions
and Desires of the Respondents by Background Charegistics

Characterstics Desire for children Don't Desire for
children
X2
Frequency | % Frequency % value
Age(years) (n=92)
15-24 15 83.3 |3 16.7
25-34 30 68.2 | 14 31.8 | 2.841
35 and above 18 60 12 40
Marital/ relationship
status (n=92)
Union 42 68.9 | 19 31.1] 0.012
Not union 21 67.7 |10 32.3
Literacy status (n=92
)
Illiterate 5 41.7) 7 58.3 459
Literate 58 7285 22 27.6
Estimated monthly
income (N=92)
450 and below 48 77.4 | 14 22.6 | 9.524
451-850 15 53.6| 13 46.83
851 and aboved 0 2 100
Number of living
children(n=92)
0 38 86.4 |6 13.6 | 26.526
1-2 21 724 | 8 27.6
3 and above 4 21.1 | 15 78.9
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4.8.2. Differentials of Childbearing desire by somélealth, Fertility, HIV and

Cultural related characteristics of the respondents

From the chi-square analysis of selected charatityi Receiving ART, HIV-diagnosis
duration, contraceptive use and Husband/Wife/Pafemglity desire are significantly associated
with the dependent variable (Childbearing intentaoil desire of PLWHA) as indicated in table-

12.

Almost all of the respondents Husband/Wife/Partiesired for children, and the remaining of
Husband/Wife/Partners of respondents didn’t ddsirehildren.43 (68.25%) of the respondents
who were currently using any contraceptive methad & desire and among those who didn’t
use any contraceptive 20 (31.75%) had the desih@nthose receiving ART were considered,
of those who didn’t receive ART, 12 (19.05%) hadkaire for children. The last variable which
had a significant association with childbearingigeewas HIV diagnosis duration. In the case of
HIV diagnosis duration, 15 (23.81%) of those whokt@ 0.5 to 2 years ago had a desire and 48
(76.15%) of those who took it for 2.5 years ago abdve had a desire for children. From this, as

the duration of HIV diagnosis increases, the ddsirehildren also increases.
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Table 12:- Cross tabulation and Chi-square Signitiant Test of Childbearing Desire by
Some Health, Fertility, HIV and Cultural Related Characteristics of the Respondents

Desire for Don't Desire for
Children Children

Characterstics X? Value

Frequency | % Frequency %
Recent CD4
count(n=92
350 and below 28 44.44 |11 37.93 0.345
351 and above 35 55.56 |18 62.07
Receiving ART (n=92)
Yes 51 80.95 |27 93.10 2.273
No 12 19.05 |2 6.9
HIV diagnosis
duration (n=92)
Between 0.5 and 2 yrs | 15 2381 |4 13.79 1.216
2.5 and above 48 76.19 |25 86.21
Current Contraceptive
(n=92)
Yes 43 68.25 |14 48.28 3.363
No 20 31.75 |15 51.72
Husband/Wife/partner
fertility desire (n=61)
Yes 37 94.9 2 5.1
No 2 11.11 |16 88.8 4.342
Do not know 3 75 1 25
Knowledge of PMTCT
(n=92)
Yes 42 66.7 24 82.8 1.356
No 21 33.3 5 17.2
Self-reporting health
status (n=92)
Improved 61 96.83 |26 89.66 1.987
Not improved 2 3.17 3 10.34

66% of respondents who knew about PMTCT had a@esid among those who didn’'t know

about PMTCT 33.3% had the desire. Among those @i count of 350 PLWHA had a desire
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of 28 (44.44%) and among those with CD4 count df 86d above had a desire of 35 (55.56%)
for children. The last variable in this analysisswself-reporting of one’s health status. 61
(96.83%) of the respondents whose self-reportiragthetatus improved as compared to the past
had desire for children and 2 (3.17%) of those whu=malth status didn’t improved had desire for

children.

4.8.3. Determinants of Childbearing Intention and [@sire among Men and

Women Living with HIV/AIDS

Since the dependent variable childbearing intentiod desire has two categorical responses
binary logistic regression is the appropriate moudeich is applied to analyze the effect of each
independent variable on childbearing intention dedire when the effect of other factors was

controlled.

Health related factors, Socio-economic and demdugcagariables were included in the analysis.
In this section, two models are used: Model | ideluboth men and women living with
HIV/AIDS and Model Il includes married men and wamkving with HIV/AIDS. Model 1

shows the effect of marital status independently abildbearing intention and desire by

controlling for all other factors.

In Model I, those in the age group 15-24 years vietienes more likely to desire children than
those in the age group 35 and above. Also thoieeilmge group 25-34 years were 2 times more
likely to desire children than those in the ageugr85 and above as seen in the computer using

the application.
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Results of the study showed that current contraseptise is statistically significant.
Respondents who were using contraceptive were 8stimore likely to desire children than
those who were not using contraceptive. Those vdtbro living children were 12 times more

likely to desire children than those who had 3 orarliving children.

Also Health professional attitude towards childloggamas statistically significant. Respondents
who said health professionals’ attitude toward$dti@aring encouraged HIV-positive people to
have a child is 9 times more likely to desire farldren than those who responded that health
professionals were discouraging the patients frasirohg for children when computed in the

computer process.

In binary logistic regression analysis of modeléspondents of the age group 15-24 were 1.6

times more likely to desire for children than thase¢he group 35 and above. Those in the age
group 25-34 were 0.1 times less likely desire faldcen than that in age group of 35 and above.
Respondents who had no children were nearly 22stimere likely to desire for children than
those who had 3 or more children. Those who hadchi@ren were nearly 11 times more likely
to desire for children than those who had 3 or matéldren. Respondents whose
husband/wife/partner children were 46 times mdelyito desire children than those respondent
who did not know their husband/wife/partner fetyildesire. Respondents whose husband /wife
/partner didn’t desire for were 0.03 times leslljkto have additional children than those
respondents that didn’t know their husband/wifanmardesire for future children as computed in

the computer.

In the model |, age current contraceptive use, rarrobliving children, and health professionals

attitude towards childbearing were found to haatigtically significant effect on fertility desire
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of men and women living with HIV/ALDS whereas agember of living children, and literacy
status were found to statistically significant etfen fertility desire of married men and women

living with HIV/ALDS in model Il as observed in tlmomputer using the application.

From the above analysis, the results show thatedfall the study participants had a desire to
have children. The comparison between this studyodimer studies abroad showed that, a lower
percentage (28-29%) of HIV positive women desigetave children. The relatively higher
percentage of HIV positive men and women to haueréudesire for children in this study could
be the introduction of PMTCT in the last six yeamsl the higher knowledge about PMCT

among participants of the study.

Almost 65.3% of the respondents in this study didhange their intention to have a child after
knowing their HIV status while 34.69% changed theiention. Of these 73.53% changed their
intention not to have a child. This indicates tiat childbearing intention and desire of HIV

positive men and women is going to remain high.

In-depth interviews among women in Cote Di'vore wiadl known their HIV status during
pregnancy revealed that most women (12 out of 1%) fewer than four children intended to
become pregnant again even though they had beéseddwt to have more children because of

their infection (Aka-Dago-Akribi H ,1999).

To the contrary, most participants in the FGD andepth interviews responded that their desire

for future birth changed after they knew theirssads HIV positives.
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4.8.4. Demographic and Socio-economic Factors anchi@lbearing Intention

and Desire

One of the major predicting demographic variabéeage of the respondents. As you see here in
the study, as the age of the respondents incréasehildbearing desire decreases as indicated in
table 11. This clearly shows the existence of aatieg relationship between age and

childbearing desire.

In this study although marital status has no gtesity significant association with childbearing
desire, it shows that, higher proportion of HIV piee men and women in Union have more
childbearing desire(68.9%) than those who werembinion(67.7%). The qualitative study has
also similar findings and showed that HIV positimen and women not in union responded if
they are married, they have children since they lvélin a better condition economically and
had a partner who could care about all conditi@gporting this study in the United States
showed that, woman/man who desired children wenettikely either to get married or to have

a partner than were those who didn’t (Chen et aL0

The other important variable which affects childireg desire is the number of living children.
About 13.27% of the respondents in this study haahildren and the rest 86.74% had one or

more living children as indicated in table 1.

Also, there is a strong statistically significassaciation between number of living children and
childbearing desire(x2=26.526, p<0.001). As the bemof living children increases, the
proportion of HIV positive people who want childrelecreases in reference to table 11. The
gualitative study also showed that, men/women waitleast one child were less likely to desire
children than were men/women with no children (Céeal.)
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Income, an economic variable, was found to havéisstally significant association with
childbearing(x2=9.524, p<0.01). As the income & tespondents increased the proportion of
the respondents who desire children decreases fi#a%to 0% as indicated in table 11 While,
in the qualitative study, most respondents said thahey were economically well, then they
would have more children. Literacy status of thepondents also found to have strong

significant association with childbearing desire{#2%596).
4.8.5. Health Related Factors and Childbearing Deas

Respondents, that have husband/wife/partner withitiedesire, have more desire for children
(88.1%) than those respondents whose husband/attagy without fertility desire (10.53%)
(table12). In the qualitative study it is also sleovthat majority of the respondents agreed that if

their husband/wife/partner desire for childrenthigey are motivated to have a child in future.

Current contraceptive use also has significant@ason with fertility desire
(x2=3.363,p<0.001).The proportion of the responsl@rito desired children and were using
contraceptive (68.25%) were more than non-user§%84) (tablel2).lt seems the two ideas are
contrary; it's not the case here. Since contragepisers are useful to limit or to space
childbearing, in this study the respondents maycosgraceptive for spacing their future

children.

Most respondents in the qualitative study resporadietter CD4 count is vital for their
childbearing desire than other variables. Altho@gh¥ count is strongly agreed health related
variable to have effect on childbearing desiredgpondents of qualitative study, it had no

significant association with childbearing desiref@2345, p>0.05) (table 12).
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In support of the above, the desire for childrers wat significantly related to HIV progression

(either the lowest CD4 count or viral load) in eittmen or women (Chen et al., 2001).
4.9. Qualitative Findings

Here in this sub-section quantitative studies appkemented by qualitative study using findings

from FGD and in — depth interview.
4.9.1. Factors affecting the desire to have childre

Like the findings from the quantitative study, tiesult of the qualitative study similarly
demonstrates that health related factors, econ@nitcultural factors were the major causes to
affect fertility desire of people with HIV/AIDS. Ithe following sub- sections all the factors

described here are discussed in detail below.
A. Health related factors

The discussants in the FGD and in —depth intergaid that their health status affect their
fertility desire than other factors. This is sugpdrby a number of those who patrticipated in the

depth interview.

An unmarried woman aged 27, said that “Even iflll nave a husband in the future, | don’t

want to have any child since my CD count is low &nént to survive”.

A31 years old unmarried man stated “My CD4 cowninia good situation | feel | have the

capacity to have a child *'.

A54 years old married man who was on ART, said ‘thgtCD4 count is more than one
thousand, | believe that is very important fact@rt any other factor to have a child”.
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Moreover, 4 of the discussant believe that, therception towards health status when compared

with previous one is a very important parameteteoide their future child bearing.

Avery important factor a gain on health relateddacs knowledge of PMTCT. Five of the six
discussants in which three females and two malpsesged that there is a positive relation

between knowledge of PMTCT and desire to have ld @nfuture.

A married woman aged 27 said that, “thanks totdehnology of PMTCT, nowadays most HIV
positive people want to have a child including nmes it's safer to have a negative child than

before.”

Fifty four years old married man said that,” | ditthave an interest to have a child before but
now | know about PMTCT and | realize that | candawegative child which increases my

interest on having a baby”.

Almost every interviewees and discussants knewHili¥dtcan be transmitted from mother- to-
child through breast feeding and during labor. Meer they knew that PMTCT services exist in
health institutions including the referral hosgtahlthough parents follow PMTCT services

some believe that a child may be born being pasdivd expressed their fears as follows:

A 25 years old married woman with one child saat thEven though | know about the existing
PMTCT services, | am not totally certain whetheah have HIV free child so | prefer not to

have a child”.

The other important parameter is attitude of healbhkers and all interviewees and discussants

agree that health workers discourage HIV positeepte from having children. In support of
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this, A married woman aged 40 said that, “I alwagsr every health workers saying that it's

better not to have sex since it deteriorates yeatth condition.

From the above data, it is possible to see thaitigrieeds of interviewees and discussants being
directly linked with availability of and knowledgdout PMTCT. However, the data on the other
hand indicates that the poorer the level of CDAt®of an HIV patient, the lesser the need to

have a child. The quantitative data also verifiesgame result.

B. Economic Factors

Most (9 out of 11) of the interviewees and discussagree that there is a positive relation
between average income and childbearing desireuBsants both in FGD and in-depth
interviews agreed that people living with HIV/AlD8peatedly caught with different diseases
and this has a serious impact on their earningaiyp@ help themselves and their new born
children. Almost all participants of the in-deptitarview stated that due to the current situation
of price increase, not only feeding a new borncating, taking care of his/her health but it is
also difficult to maintain past health status. Momgortantly, too much expensiveness of

formula milk “made unthinkable to desire for a lyab

From the in-depth interview, an interview with amaho currently is married and only had one
living child described how income insufficientlyfects his future fertility said, | have one child
due to scarce financial resource and | decidedise my child rather than adding another one”.
My wife is a volunteer worker in the associatidn. were negative, | would have additional

children. Being HIV positive has a negative inflaeron my source of income as well.

A 27 years old woman who participated in an in-egatid: If | were to have a child, | have to

afford to buy a formula milk and other items fooand 270 birr for three days of consumption
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and the schooling fees which escalates more thableld within few years, which | can’t even

imagine to afford it. So, | prefer not to have ddth

Another participant who was currently married aad A living children said,” | have 4
children, even if | need to have more childrené®nomically more difficult to raise children

nowadays than before, therefore | choose to rasene | already had”.

C. Cultural Factors

It is equally important to study cultural factossany other factors that affect childbearing desire
of PLWHA since in our country the familial influem@nd to a lesser extent the societal
influence was high to decide to have or not to haehild in the future. Even though nowadays
the attitude of the community was being changedtigely, the respondents in the interview
agreed that most community members discourage ldBitige people to have a child. This

finding is supported with such explanation from iféerviewees and discussants.

An interviewee from the in-depth interview agedv@io is not married and had no child said
that,” The community believes that,

HIV positive people can’t do anything. They relateng HIV positive with immediate death”.

This idea was shared by married woman aged 27 \aH®he child said that, "Not only me but
also my families are in rough relation with thegidiors especially with the elderly because of

my HIV status”.

In contrast to this, a married woman aged 40 withitren from the in-depth interview said,”
GOD willing I need to have another child. The conmityphas no effect on my interest to have

future birth”.
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CHAPTER FIVE

5. SUMMARY, CONCLUSION AND RECOMMENDATIONS

5.1. Summary

In Ethiopia, HIV/AIDS has been spreading throughthigt country and cases have been reported
from every regions of the country as its impactesiously affecting the lives of women and
children among the different groups of the societygeneral. The major mode of HIV
transmission in Ethiopia is unprotected heteroskexuercourse and mother or parent- to- child
transmission. The majority of new infection occursreproductive age groups (15-49) which
hinders to attain the Millennium Development GaqMGs) of the country as a whole and the

future of the family in particular.

HIV positive men and women may have fertility desiand may intend to have children. The
extent of these desires and how they may vary Givisluals’ Socio-economic, health related
issues, demographic and cultural characteristiesnat understood. But this study has clearly
indicated the outcomes in relation to these factora large extent and open up doors for

PLWHA to decide and take measures with respedtastudy at hand.

Fertility desires of PLWHA would vary by age, rigkoup, fertility history, health related issues,
relationship status and HIV status of the primaaytmer in accordance with their reproductive
decisions. Additionally, fertility desires diffelylsex, women desiring more children than men.
Personal health status significantly affects wormeatesire for children in the future but not

men’s, while health status more strongly influentes’s expectations to have children.
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The study area Bahir Dar town is situated in thetiNon part of Ethiopia, Amhara region about
598 kilometers away from Addis Ababa. In Bahir Dawn there are associations of PLWHA
that are working in different streams for the weiilg of PLWHA and for the society as a whole.
Tesfa-Goh association is one of them with great bemof members. The participants for the
study were 100 and selected randomly for the stlidgse participants live in different areas and
have a difference in their educational backgrowag#®, health status, economic backgrounds, in

culture and in others.

This study used both primary and secondary datecesuThe primary data sources are collected
from questionnaire, Focus Group Discussion (FGDjigine and in-depth interview guideline.

The secondary data sources are collected from Bdokisnals and related literatures.

Qualitative and Quantitative methods are usedersthdy. The quantitative parts are collected
using questionnaire and the qualitative ones bygaroup discussion and in-depth interview
guidelines. The qualitative data were categorined different major themes, sub-themes and

summarized manually.

A total of 98 people living with HIV/AIDS were thgtudy participants with 98% response rate.
Chi-square significant test is used to analyzeaisociation between each independent variable
and childbearing desire of PLWHA, whereas logistigression is used to analyze the
association between the association between edependent variable and childbearing desire,

controlling the effect of other independent vareshl

In Chi-square significant test: Age, Literacy sgtestimated monthly income, and number of
living children were found to have significant asistion with childbearing intention and desire

but not with marital status. On other selectedalags: receiving ART, HIV-diagnosis duration,
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current Contraceptive use and Husband/Wife/Padiiéatbearing desire have statistically
significant association with the dependent vari@hidbearing intention and desire of
PLWHA) while recent CD4 count, knowledge of PMTCOTdeSelf Reporting Health status

found to have no significant association.

In binary logistic regression, there were two med&odel | describes about all respondents in
the study while Model Il describes only about liyiwith partner/married men and women living
with HIV/AIDS in the association. In Model |, Ag&ontraceptive use, Health professionals
attitude towards HIV-positive people and numbehwhg children have significant association
with the dependent variable (childbearing intentaod desire of PLWHA) controlling for effects
of other variables but Marital status, estimatechthly income, knowledge of PMTCT, Self-
reporting health status and Literacy status hadsigaificant association with Childbearing
intention and desire. In Model Il : Age, Numberliwing children, and Husband/Wife/Partner
Childbearing desire had an association with feytitlesire and estimated monthly income,
Contraceptive use and Self reporting health stdtad no significant association with
childbearing intention and desire. From these twmlahs, Age and Number of living children
had a significant association with childbearingigkssin both models while Contraceptive use,
Health professionals’ attitude towards HIV-positiveeople and Husband/Wife/Partner

childbearing desire had a significant associatigh Vertility desire in one of the two models.

Generally, age, estimated monthly income and nundfeliving children had a negative
relationship with childbearing intention and desard also those in union had more desire than
those not in union, the literates had more debiae the illiterate ones from socio-economic and
demographic variables. From the selected charatitexi recent CD4 count and HIV diagnosis

duration had a negative relation with childbeardegire, those using contraceptives had more
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desire for children than non-users, those who digiceive ART had more desire than those who
receive ART, and those respondents whose HusbafelR@rtner with fertility desire have more

desire to have children than those whose Husbare/f4rtner with no fertility desire.
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5.2.Conclusion

The result of this study in general showed thatjonty of HIV-positive men and women in
Tesfa-Goh PLWHA association-Bahir Dar have desarechildren and it is influenced by age,
number of living children, contraceptive use andaltie professional attitude towards

childbearing of HIV-positive peoples.

The fact that many HIV adults desire and expedtawee children has important implications for
the prevention of vertical and heterosexual tragsimn of HIV, the need for counseling to
facilitate informed decision making about childbegrand the future demand for social services

for children born to infected parents is so crucial
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5.3. Recommendations

In this study (especially in the FGD) it has beeand that, Income is the most frequently raised
reason for people living with HIV/AIDS to influenceheir childbearing desires. Therefore,

Income generating activities should be introduced.

» In this study, Husband/Partner fertility desire lsadreat impact on childbearing desires
of the respondents. Therefore, involvement inlfgritounseling among husbands should
be started.

= As the study showed, the knowledge of people livimigy HIVV/AIDS about prevention
from Mother to Child transmission is high, but #hés a problem of the required
activities to prevent their child from being HIV-gtve. Therefore, Information,
Education and Communication (IEC) strategies agaired to change HIV-positive
peoples’ behavior towards PMTCT.

» Integrating family planning services and HIV/AID&sting and counseling reduce the
stigma associated with HIV, and increase acce¥®lontary Counseling and Testing
(VCT) services and therefore it made People Liviity HIV/AIDS (PLWHA) capable
of making informed choices that will enable thens&feguard their wellbeing.

» Finally, more diversified and detailed study shoogddone on effect of family planning
variables (like Contraceptive use) on childbearirigntion and desire of people living

with HIV/AIDS in Ethiopia in general.
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APPENDIXES
In this part, tools that are used in seeking infation from the respondents or participants during
the study are arranged accordingly. The questioasaised for Interview session and for Focus

Group Discussions (FGD) are presented separateysample below.

INTERVIEW SCHEDULE FOR SEEKING INFORMATION FROM MEN AND
WOMEN LIVING WITH HIV/AIDS

1. Personal Information of the respondents

Age 15-24 yrs 25-34 yrs 35 and above

Sex Male Female

Religion Orthodox Protestant Muslim

Ethnicity Amhara Agew Oromo/Tigre
Marital Status Married Not married Consensual unipn
Income Below 200 br. 201br. and above

Living children 0 1-2 3 or more

Literacy status llliterate Literate

2. Are there health centers around you?

i. Yes ii. No

3. How often do you go to Hospitals/Clinics to chep your health status?

i. Monthly iii. When yayot sick iii. Not at all

4. What is your current health status with respecHIV?



i. Positive ii. Negpedt iii. Do not know

5. What is your CD4 count?

i. 350 and below ii. 351 and above

6. Do you think that you are open to your husbaifd/partner?

i. Yes ii. No

7. Have you told your HIV test result for your paat/Husband/wife?

i. Yes ii. No

8. When did you know that you are HIV positive?

i. During pregnancy ii. Duringn pregnancy period

9. What was fate of pregnancy?

i. To give birth o abort

10. Is your pregnancy intentional?

i. Yes ii. No

11. Is your pregnancy i. wanted ii. Not wanted?

12. Are you receiving ART?

i. Yes ii. No

13. When did you start ART?



i 1-3 years ago . 3ib and above years ago
14. Have you given birth to an HIV positive child?
i. Yes ii. No iii.dnot know
15. How did you know that you are HIV-positive?
I. By making voluntary check ups
ii. After getting seriously sick
lii. To go abroad
iv. Other reasons, please mention-----——
16. Do you have a child?
i. yes ii. No
If yes, is it wanted or unwanted?
If No, please mention your reasons
17. Are you using Contraceptives? i. Yes ii. No
18. How many Children do you have even after kngwour HIV status?
i. 0 ii. 1 iii. 2
19. Do you feel that people are rejecting you bseaf your HIV status?

i. Yes iioN iii. Do not know



20. Do you think that HIV can affect -

I. Social interactions i. Hconomy iii. Demograph

iv. Culture iXll of them

QUESTIONNAIRESUSED DURINGFOCUS GROUP DISCUSSIONS(FGD) FOR
SEEKING INFORMATION FROM THE PARTICIPANTSINCLUDE 6THE

FOLLOWING ASASAMPLE

1. What will you say about your interest in givingthito a new born baby?

2. What affects more when you are thinking of havirzphy?

3. Do you want to have a baby in the future? Discostetails

4. What makes you worry when you think of having ayb@bthe future?

5. Do you think that the attitude of Health worker&/éwds you has a significant effect on
your decision to have/not to have a baby? Disauskeiails

6. Are your families/friends/community discouraginguiyoecause you are HIV-positive?

7. What are the best methods used tohandle your ¢comslin situations like when you are
discouraged by some individuals, families or ewemfthe community?

8. Which ine afffects you more when you think of haymbaby? CD4 count, Economic
problems or others? Discuss

9. Do you have the access in getrting the treatmi&#RT from Health centers? If yes,
discuss about the benefits; and if no, mentiorptioblems associated with it?

10. Discuss about pregnancy with respect to HIV-posiivomen and Men in details

11.Compare and discuss about the possibilities ohgibirth to an HIV-positive/negative

baby?



12.Do you think that HIV can limit your intetrest frohaving a baby? If yes,in what way?
Please discuss in details

13. Mention the ways how HIV can affect you culturabpcially, economically and your
health status in general. If possible support yhsecussion with real moments that have

happened to you personally?



APPENDIXES
In this part, tools that are used in seeking information from the respondents or participants during
the study are arranged accordingly. The questionnaires used for Interview session and for Focus

Group Discussions (FGD) are presented separately as a sample below.

INTERVIEW SCHEDULE FOR SEEKING
WOMEN LIVING WITH HIV/AIDS

INFORMATION FROM MEN AND

1. Personal Information of the respondents

Age 15-24 yrs 25-34 yrs 35 and above
Sex Male Female

Religion Orthodox Protestant Muslim

Ethnicity Amhara Agew Oromo/Tigre
Marital Status Married Not married Consensual union
Income Below 200 br. | 201br. and above

Living children 0 1-2 3 or more
Literacy status [lliterate Literate

2. Are there health centers around you?

i.Yes

ii. No

3. How often do you go to Hospitals/Clinics to check up your health status?

i. Monthly

4. What is your current health status with respect to HIV?

iii. When you got sick

iii. Not at all




i. Positive ii. Negative iii. Do not know

5. What is your CD4 count?

i. 350 and below ii. 351 and above

6. Do you think that you are open to your husband/wife/partner?

i.Yes ii. No

7. Have you told your HIV test result for your partner/Husband/wife?

i.Yes ii. No

8. When did you know that you are HIV positive?

i. During pregnancy ii. During non pregnancy period

9. What was fate of pregnancy?

i. To givebirth ii. To abort

10. Is your pregnancy intentional ?

i.Yes ii. No

11. Isyour pregnancy i. wanted ii. Not wanted?

12. Areyou receiving ART?

i.Yes ii. No

13. When did you start ART?



i 1-3 years ago ii. 3.5 and above years ago

14. Have you given birth to an HIV positive child?

i.Yes ii. No iii. Do not know

15. How did you know that you are HIV-positive?

i. By making voluntary check ups

ii. After getting seriously sick

iii. To go abroad

iv. Other reasons, please mention-----------------

16. Do you have a child?

I.yes ii. No

If yes, isit wanted or unwanted?

If No, please mention your reasons

17. Are you using Contraceptives? I.Yes ii. No

18. How many Children do you have even after knowing your HIV status?

i. 0 i. 1 ii. 2

19. Do you feel that people are rejecting you because of your HIV status?

i.Yes ii. No iii. Do not know



20. Do you think that HIV can affect -

i. Socia interactions ii. Economy iii. Demography

iv. Culture iv. All of them

QUESTIONNAIRESUSED DURINGFOCUS GROUP DISCUSSIONS(FGD) FOR
SEEKING INFORMATION FROM THE PARTICIPANTSINCLUDE 6THE

FOLLOWING ASASAMPLE

1. What will you say about your interest in giving birth to a new born baby?

2. What affects more when you are thinking of having a baby?

3. Do you want to have ababy in the future? Discuss in details

4. What makes you worry when you think of having a baby in the future?

5. Do you think that the attitude of Health workers towards you has a significant effect on
your decision to have/not to have a baby? Discuss in details

6. Areyour families/friends/community discouraging you because you are HIV-positive?

7. What are the best methods used tohandle your conditionsin situations like when you are
discouraged by some individuals, families or even from the community?

8. Which ine afffects you more when you think of having a baby? CD4 count, Economic
problems or others? Discuss

9. Do you have the access in getrting the treatments like ART from Health centers? If yes,
discuss about the benefits; and if no, mention the problems associated with it?

10. Discuss about pregnancy with respect to HIV-positive Women and Men in details

11. Compare and discuss about the possibilities of giving birth to an HIV-positive/negative

baby?



12. Do you think that HIV can limit your intetrest from having a baby? If yes,in what way?
Please discussin details

13. Mention the ways how HIV can affect you culturally, socially, economically and your
health status in generdl. If possible support your discussion with real moments that have

happened to you personally?



