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DEFINITION OF TERMS / OPERATIONAL DEFINITIONS

Intimate partner violence (IVP) (also known as domestic violence) is defined as: "Self-
reported experience of one or more acts of physical, sexual, and emotional violence by a current
or former male partner, whether cohabiting or not, since the age of 15 years" World Health
Organization [WHQO],2013; Semahegn and Mengistie, 2015; Breiding et al., 2015; Central
Statistical Agency [CSA], 2016). We measured IPV when women had experienced at least one
form of abuse of physical, sexual, and emotional violence by their male partner/husband. This

study used the term intimate partner violence, abbreviated as IPV, throughout this document.

Physical violence is defined as when a current or former partner of a woman "has ever slapped,
or thrown something at her that could hurt her, pushed or shoved her, hit her with a fist or
something else that could hurt, kicked, dragged or beaten her up, choked or burnt her on
purpose, threatened her with, or used a gun, knife or another weapon against her" (WHO, 2013;
Breiding et al., 2015). I considered that physical violence had occurred when women reported at

least one item from the physical violence questions.

Sexual violence is defined as: "being physically forced to have sexual intercourse when you did
not want to, having sexual intercourse because you were afraid of what your partner might do,
and/or being forced to do something sexual that you found humiliating or degrading” (WHO,
2013). | measured sexual violence as occurring when women reported at least one item from the

three sexual violence questions (Breiding et al., 2015).

Psychological/emotional violence is defined as "insults, belittling, constant humiliation,
intimidation (e.g. destroying things), threats of harm, threats to take away children” (WHO,
2012). I measured emotional violence as occurring when women reported at least one item

from the psychological violence questions.

Violence against women (VAW) is defined as: "Any act of gender-based violence that results
in, or is likely to result in, physical, sexual or psychological harm or suffering to women,
including threats of such acts, coercion or arbitrary deprivation of liberty, whether occurring in
public or private life" (United Nations [UN], 1993).

Controlling behaviour by an intimate partner is defined as: "isolating a person from family
and friends; monitoring their movements; and restricting access to financial resources,
employment, education or medical care" (WHO, 2012). I measured controlling behaviour by
an intimate partner as occurring when women reported at least one item from the controlling

behaviour questions.
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ABSTRACT

Background: Intimate partner violence (IPV) and Human Immunodeficiency Virus (HIV) are
overlapping or intersecting public health challenges. Intimate partner violence is considered to
be strongly related to HIV infection among women in Africa. However, the evidence is not
conclusive. Women who are abused physically by their partners seek medical treatment in
public institutions, yet, in Ethiopia, the experience of healthcare workers (HCWs) in screening

IPV among HIV-positive and HIV-negative clients is not fully understood

Purpose: This study aimed to map the evidence of IPV in Sub-Saharan Africa, to measure the
factors associated with IPV, to explore the experience of IPV against women living with and
without HIV, and the health care workers' IPV screening experience in Wolaita Zone, southern
Ethiopia.

Objectives

1. To conduct a scoping review of IPV among women living with HIV/AIDS in Sub-
Saharan Africa.
2. To explore the lived experience of IPV against women using antiretroviral therapy
(ART) and other outpatient services in Wolaita Zone.
3. To explore the experiences and challenges in screening for IPV among women who use
ART and other health services in Wolaita Zone.
4. To measure the prevalence and associated factors of IPV among women living with and
without HIV in Wolaita Zone.
Methods: This is a mixed-methods study. | conducted both qualitative and quantitative studies..
Initially, 1 mapped the evidence of IPV among HIV-positive women in Sub-Saharan Africa
using a scoping review. Then, | conducted an exploratory sequential design of mixed-methods
research. An interpretative (hermeneutic) phenomenological design was used to explore the
lived experiences of women who were living with and without HIV. Additionally, 1 used a
descriptive phenomenological study design to explore the IPV screening experiences of 16
HCWs. | also used a comparative cross-sectional study comprising 816 women between 18-49
years who were living with and without HIV for the quantitative study. | used the standard
questionnaire of the World Health Organization (WHO) multi-country study on women's health
and domestic violence against women (translated). The scientific rigour, dependability, and
credibility relating to this sensitive subject were maintained. | used STATA software, version 15

for the quantitative data analysis; NVIVO 12 assisted us in developing a framework, and
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Colaizzi's analysis for the qualitative data. | used the binary and multivariable logistic

regression model for the quantitative analysis.

Results: The scoping review provided a summary of the evidence of IPV experiences among
women with HIV/AIDS. As this review has shown, the HIV-positive women were at
considerable risk of IPV after disclosure of their serostatus to a male partner. Psychological and
emotional abuse was the most common form of violence reported by the review. Subsequently,
in the quantitative study, we found a high lifetime prevalence of IPV among all women in
Wolaita Zone, 487 (59.68%, [95% CI:56.31%-63.05%]. It was slightly higher among women
living with HIV, 250 (61.3%), than among those who were HIV negative, 238 (58.09%).
Factors associated with IPV were the controlling behaviour of husband/partner [AOR=8.13;
95% CI: 4.93-13.42], poor wealth index [AOR=3.97; 95% ClI.1.81-8.72], bride price payment to
bride’s family[AOR=3.46; 95% CI:1.74-6.87], women’s decision to refuse sex [AOR=2.99;95%
Cl:1.39-6.41], age group of women [AOR=2.86; 95% CI:1.67-4.90], partner’s family choosing
a wife [AOR=2.83; 95% CI:1.70-4.69], alcohol consumption by partner [AOR=2.36; 95%
Cl:1.36-4.10], number of sexual partners [AOR=2.35; 95% CI:1.36-4.09], and if a partner ever
physically fought with another man [AOR=1.83; 95% CI: 1.05-3.19]. Inappropriate legal
punishment of the perpetrator and the lack of a supportive women's network to avert IPV were
perceived as limitations by the women. There were HCW and health system-related challenges
in screening for IPV. These challenges comprised a gap in the medico-legal report provision,
absence of separate record-keeping for IPV cases, lack of client follow-up, and lack of

coordination with an external organisation.

Conclusions and recommendations: There was a high prevalence of IPV among women, both
living with and without HIV. The extent of IPV and its presentation in the different forms
(physical, sexual and psychological), which frequently overlapped, highlights the urgency of
intervention measures. Women reported terrifying experiences of violence, which affected their
health physically, mentally, and psychologically. There are also challenges concerning HCWs,
health systems, and the clients, relating to screening for IPV. Scoping review revealed evidence
of IPV experience among women with HIV/AIDS, evidence of how HIV status disclosure
influences IPV, and proof of the association of socio-demographic characteristics with IPV. It
was concluded that marriage arrangements should be by mutual consent of the marriage partners
rather than being made by parents; it is advisable to involve males in all programmes of gender-
based violence prevention to change their violent behaviours; there is a need for the

arrangement of separate record-keeping of IPV cases at the health facilities and for
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standardising the medico-legal reporting system. Finally, this study emphasises the importance

of executing more gender-equitable policies.

Keywords: Intimate partner violence, HIV, Women, Wolaita, Ethiopia
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CHAPTER ONE: INTRODUCTION

This chapter presents background information on intimate partner violence (IPV). It provides a statement
of the research problem, the rationale for the study, its purpose and objectives, the research questions, a

list of manuscripts and the thesis structure.

1.1. Background

Intimate partner violence among women living with Human Immune Deficiency Virus (HIV) is
progressively recognised as a severe, global public health concern (Karim and Baxter, 2016; Breiding et
al., 2015). According to the National Centre for Victims of Crime (NCVR) which was conducted in the
United States (U.S), IPV affects millions of individuals, irrespective of sexual orientation, marital status,

race, national origin, ethnicity, age, education, religion, or economic status (NCVR, 2018).

Globally, more than 35% of women have experienced one form of physical and/or sexual IPV or non-
partner sexual violence (World Health Organization [WHO], 2013). Intimate partner violence and HIV
are intersecting, or overlapping, challenges, with considerably high occurrence among women and girls
who are living with HIV/ acquired immunodeficiency syndrome[AIDS] (The White House Washington
Working Group, 2013). Therefore, it is a priority to address both the domestic HIVV/AIDS epidemic and
violence against women. For instance, a study in Zimbabwe showed that the total prevalence of HIV
among pregnant women was 32.8%, whereas the IPV prevalence among pregnant women living with HIV
was 40.5% (Shamu et al., 2014). According to the Demographic and Health Survey (DHS) studies of ten
sub-Saharan Africa countries, IPV, as a substantial public health problem, is associated with both
infections of HIV among African women and various types of abuse such as physical and emotional
violence and male controlling behaviour (Durevall and Lindskog, 2015). Moreover, IPV is statistically

associated with the HIV-positive status of women (Patrikar et al., 2017).

Most of the time, it is difficult to talk about HIV independently from IPV. Biological, socio-cultural and
economic factors explain the link between the two health problems. The intersection of IPV and HIV,
however, is complex to understand. Moreover, HIV status disclosure can lead to serious physical violence
(Durevall and Lindskog, 2015; Ashaba et al., 2017; Orza et al., 2015). It was shown in the body of
literature that about one in three women had experienced partner violence following HIV serostatus
disclosure a (Colombini, 2016). Women also experienced emotional abuse, controlling behaviour, blame,
with denial of communication, abandonment, sexual coercion (a denial to use safer sex methods), taking

away of marital support, stigma and violence from their husband/partner (Colombini, 2016). Although



there are negative consequences of HIV status disclosure, it has its positive benefits in HIV care such as
support from the partner, families and others. However, it is notable that HIV-positive women in
serodiscordant couples are severely susceptible to the negative consequences of HIV-test disclosure to a
partner (Maeri et al., 2016).

Previous studies have shown that Ethiopia is one of the nations with a magnitude of IPV, which is also
widespread in different regions in Ethiopia (Semahegn and Mengistie, 2015). A community-based study
in western Ethiopia showed that 44.5% of women had experienced IPV and that a substantial proportion
of women (55.5%) had experienced all three types of IPV (physical, sexual, and emotional violence)
(Abebe Abate et al., 2016). Intimate partner violence is thus a tremendous community health concern in
Ethiopia. Despite the Ethiopian government revising various documents to assure the rights of women,
there is a need of further reliable information to protect women's rights (Ethiopian demographic and
health survey [EDHS], 2016). The EDHS 2016 showed that more than 35% of ever-married women had
experienced emotional, physical, or sexual violence from their husband or partner. Similarly, in the
southern region of Ethiopia, 30.4% of ever-married women have suffered sexual, physical, or
psychological violence from a partner (EDHS, 2016). Therefore, based on the evidence of IPV from the
existing studies, this study aimed to explore the context of IPV through the perspectives of women and
healthcare workers (HCWSs), and to identify the various factors linked with IPV among women living

with and without HIV in Wolaita Zone in southern Ethiopia.

1.2. Statement of the research problem

Regarding the global picture, above one in three women (35.6%) had experienced physical and /or sexual
violence by a partner or by a non-partner (WHO, 2013). There is a high degree of variation in regional
estimates of IPV and non-partner sexual violence among the different regions in the world (27.2%-
45.6%). Among the various forms of violence, IPV is the most common. Its prevalence was reported by
the WHO to be highest in African, South-East Asian and Eastern Mediterranean regions, where 37% of
women describe experiences of sexual and or physical IPV at some point in their lives. The prevalence
decreased in developed countries to 23.2% (WHO, 2013). The global lifetime prevalence of non-partner
sexual violence was 7.2% (WHO, 2013). Furthermore, IPV can result in femicide and, globally, 38% of
all murders of women are perpetrated by their intimate partner, with 42% of women who have been
sexually abused by a partner or husband having experienced injuries (WHO, 2013). The magnitude of
lifetime IPV reported in this global study was 35.3%.

The scope of the IPV problem elsewhere in the world is equally large, revealed by a study in India, that

one in three women (35.3%) experienced lifetime IPV (Patrikar et al., 2017), and a study in Zimbabwe
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showing that IPV prevalence increased with women found to be HIV-positive (HIVV-positive prevalence
was 40.5%, compared to 31.5% IPV prevalence in HIVV-negative women). Therefore, being HIV positive
is associated with IPV. Moreover, gender inequalities, living with relatives and past IPV are also
statistically associated with IPV (Shamu et al., 2014).

It is evident that IPV has a harmful impact on mental health and on reproductive and sexual health.
Women who are exposed to IPV are twice as likely to develop depression, 16% more likely to have a low
birth weight baby, twice as likely to have alcohol use disorder, 1.5 times more likely to acquire HIV and
1.5 times more likely to acquire an STI (WHO, 2013). Along with the growing attention to IPV is an
increasing concern of its presence among serodiscordant couples. A study in Kenya revealed that some
husbands of serodiscordant women refuse to use safe sexual practices such as the use of condoms.
Women in serodiscordant relationships also experience negative consequences from serostatus disclosure
to their partner (Maeri et al., 2016).

Femicide, at the far end of the scale of violence is defined as "intentional murder of women
because they are women, but broader definitions include any killings of women or girls". It was
committed by partners or ex-partners and involved ongoing violence in the home, sexual
violence, where women have lowe income or fewer resources and less power than their male
partner (WHOD, 2012).

A study conducted in Tigray women in Ethiopia also revealed that HIV transmission is a form of IPV in
its own right. Poverty and lack of gender equality often did not afford women to protect themselves from
IPV and HIV (Ni Raghallaigh, 2015). The Northern Ethiopia qualitative study revealed that study
participant women reported that transmission of HIV from their sexual partners, including husbands, was
a form of abuse. Women also were aware of men who intentionally didn't disclose their HIV-positive
status from their partner (Ni Raghallaigh, 2015).

At this time, according to the EDHS 2016 report, IPV or domestic violence is considered to be of
significant concern from economic, health and human rights perspectives (EDHS, 2016). Along with the
emphasis on IPV, there is an increasing concern over its presence among women living with HIV after
their serostatus disclosure. Therefore, the aim of this study was to measure IPV among women who were
both living with and without HIV, to explore HCW experience of screening for IPV and to identify the

factors associated with IPV in Ethiopia.

1.3. Rationale and significance of the study



Recent studies of IPV have intensified the need to emphasise the eradication of all forms of violence
against all girls and women in public and private organisations. Such attention targeting violence
elimination is noted in the Sustainable Development Goals (SDGSs), which includes trafficking and sexual
and other types of exploitation (United Nations, 2015). Furthermore, the concern with IPV against women
who are living with HIV has received considerable critical attention (The White House Washington
Working Group, 2013). Thus, there is a need for assessing the factors that contribute to the increased risk
of violence against women and girls living with HIV. Moreover, it is essential to know the extent of the
association between HIV/AIDS and violence against women (VAW) and girls. These are the core
objectives to obtain due attention to develop effective action (The White House Washington Working
Group, 2013).

Thus, the importance of this study is to find answers to questions concerning IPV against women and to
find the hidden truths behind this research question. All research should have a purpose (Pandey et al.,
2015), and after exploring the experience of IPV against women and measuring the factors associated
with it, this research shows the relationships and interaction among the various factors linked to IPV
among women living with and without HIV in Ethiopia. Moreover, the knowledge generated in this study
can be used by researchers in other parts of the country, by policymakers and programme developers to
develop appropriate policy frameworks and programmes. Understanding risk factors will assist the
Ethiopian government to develop context based interventions including primary prevention of

violence and management and treatment of gender based victims.

1.4. Purpose and objectives

1.4.1. Purpose

This study aimed to map the evidence of IPV in Sub-Saharan Africa, to measure the factors associated
with IPV, to explore the experience of IPV against women living with and without HIV, and the health
care workers' IPV screening experience in Wolaita Zone , southern Ethiopia in order to contribute to

solutions to the problem of IPV.
1.4.2. Objectives

The study objectives were
1. To conduct a scoping review of IPV among women living with HIV and AIDS in sub-Saharan
Africa.



2. To explore the lived experience of IPV against women using ART and other outpatient services
in Wolaita Zone in Ethiopia.

3. To explore the health care workers experiences and challenges in screening for IPV among
women who use ART and other health services in Wolaita Zone in Ethiopia.

4. To measure the prevalence and associated factors of IPV among women living with and without

HIV in Wolaita Zone in southern Ethiopia.

1.4.3. Research questions

What is the existing evidence of IPV among women living with HIV? What is the experience, context,
and meaning and what are the factors associated with IPV against women living with and without HIV in
Wolaita Zone in southern Ethiopia? What are the screening practices of HCWs for IPV in this region?

1.5. List of manuscripts

The study consists of five manuscripts, including the protocol of the scoping review, all the manuscripts o
have been published. Two papers have been published in BMJ Open, one in PLoS One, one in
Reproductive Health, and the rest one in Journal of Multidisciplinary Healthcare, respectively. These

papers are detailed below.
Papers 1 and 2 (Protocol and the result of the scoping review)

Meskele M, Khuzwayo N, Taylor M. Mapping the evidence of intimate partner violence among women
living with HIV/AIDS in Africa: A scoping review protocol. BMJ Open 2019;9: e029284. doi:10.1136/
bmjopen-2019-029284

Meskele M, Khuzwayo N, Taylor M. Mapping the evidence of intimate partner violence among women
living with HIV/ AIDS in sub- Saharan Africa: a scoping review.BMJ Open 2021;11:e041326.
doi:10.1136/ bmjopen-2020-041326

Paper 3

Meskele M, Khuzwayo N, Taylor M (2019) Intimate partner violence against women living with and
without HIV, and the associated factors in Wolaita Zone, southern Ethiopia: A comparative cross-
sectional study. PLoS ONE 14(8): e0220919. https://doi.org/10.1371/journal.pone.0220919.

Paper 4



Meskele, M., Khuzwayo, N. & Taylor, M. 2021. Lived experience of intimate partner violence among
women using antiretroviral therapy and other outpatient services in Wolaita Zone, Ethiopia: a
phenomenological study. Reproductive Health, 18, 25. https://doi.org/10.1186/512978-020-01044-0.

Paper 5

Meskele M, Khuzwayo N, Taylor M. Healthcare Worker Experience and the Challenges in Screening for
Intimate Partner Violence Among Women Who Use Antiretroviral Therapy and Other Health Services in
Wolaita Zone, Ethiopia: A Phenomenological Study. J Multidiscip Healthc. 2020;13:1047-1059
https://doi.org/10.2147/JMDH.S269940.

1.6.Thesis structure
The thesis is presented in seven chapters; the summary of each is as follows:
Chapter 1: Introduction

This chapter provides the background information about the experience and prevalence of IPV, the
problem statement, and the significance of the study. It explains the purpose and objectives of the study,
and lists the research questions and the manuscripts resulting from the study.

Chapter 2: Literature review and Methodology

This chapter encompasses current literature on IPV, the conceptual framework and the theoretical and
philosophical foundations of the study. Moreover, the chapter describes the type of research, the phase,
design, study setting, population, sample size, sampling procedure, variables, inclusion and exclusion
criteria, definitions/operational definitions, data collection, management, analysis, data storage and

quality control, and ethical considerations.
Chapters 3 to 6: Publications

These chapters contain five published papers. These comprise one scoping review protocol and one
review of the first objective (Chapter 3) and the paper reporting on the quantitative results, objective four,
(Chapter 4). The paper reporting on the women's lived experience, objective two (Chapter 5), and the

paper on health workers' experiences in screening for IPV (Chapter 6) was published.
Chapter 8: Synthesis

This chapter discusses the main findings reported in the manuscripts, indicating how they are related to
each other. The chapter ends with recommendations for further studies and initiatives that can contribute
to reducing the risk of IPV.



Appendices

This section contains copies of the information and consent forms, the letters of permission, the

guestionnaire, interview guides, and ethical approval.



CHAPTER TWO: LITERATURE REVIEW AND METHODS

2.1. Introduction

This chapter presents the relevant reviewed literature on the epidemiology of IPV against women and its
relationship to HIV. It discusses not only the global but also the African and Ethiopian contexts and the
experience of IPV against women in these locations, particularly women living with HIV. Additionally,
the literature on HCWSs' experience of screening IPV cases in Ethiopia and regarding the related
associations of IPV among HIV-negative and HIV-positive women is reviewed. At the end of this
chapter, concluding the literature review, the research gap is identified, and the conceptual framework and

the theoretical and philosophical foundations used for the study, and the methods are presented.

2.2. The global prevalence of intimate partner violence (IPV)

Globally, IPV is a substantial public health problem (Freire-Vargas L., 2018; National Network to End
Domestic Violence [NNEDV], 2017). Data from the global and regional estimates, conducted in 79
countries and two territories by the WHO in 2013, have revealed that the worldwide prevalence of sexual
and/or physical IPV among ever-partnered women was 30% (WHO, 2013). The prevalence was highest,
at 37%, among African, South-East Asian and Eastern Mediterranean regions. However, a relatively
lower occurrence has been detected in developed countries (23%). Among European and the Western
Pacific regions, 25% of ever-partnered women stated lifetime IPV experience (WHO, 2013). A survey
conducted in Brazil in 2016 showed that there was a high prevalence of three forms of IPV, physical
(46.1%), emotional (52.7%), and sexual (13.6%), among women aged 15 to 49 (De Barros et al., 2016),
while a study conducted in Iran among 2091 women also showed different types of IPV prevalence,
reporting that about 57.1% of women had suffered psychological aggression, 26.6% suffered sexual
abuse, 27.6% suffered physical abuse, and 6.9% suffered an injury (Ahmadi et al., 2017).

2.3. The African prevalence of IPV

A study in the same country revealed that 132 (21%) of women had experienced IPV in 2016, including
physical, emotional, and or sexual violence (15%, 15%, and 2% respectively). Out of the 21% in this
study, 48% had experienced two or more types of IPV, and among women aged 18-24, emotional and

physical violence were the most prevalent forms (Bernstein et al., 2016).

In Tanzania, a survey showed that 61% of women had at some time experienced IPV and they
experienced a 27% prevalence of IPV in the year preceding the study. Moreover, the survey showed that

82% of the women had experienced partner controlling behaviour in their lifetime and 63% during the 12
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months prior to the study (Kapiga et al.,, 2017). A survey conducted among 894 HIV-positive
Cameroonian women showed an IPV prevalence of 29% for emotional violence, 22% for physical abuse,
and 18% for sexual violence (Fiorentino et al., 2019). In Togo, a survey conducted by Burgos-Soto et al.
(2014) revealed that the prevalence of lifetime physical violence among women infected with HIV
(63.1%) was considerably higher than among HIV-uninfected women (39.3%). Togo study also revealed
that any form of sexual violence among HIV infected women was 69.7%; while it was 35.3% among
HIV-uninfected. Moreover, 42% of these women revealed having had physical injuries due to IPV.
Among the injured women, only one-third had ever revealed the real cause of the injuries to medical staff,
and none of them had been referred to local institutions to obtain proper psychological care (Burgos-Soto
etal., 2014).

In 2016, Colombini et al. published a paper from a Kenyan study in which they reported that
approximately one-third of the participants admitted experiencing emotional and or physical violence

perpetrated by their husband or partner as a result of sero status disclosure(Colombini et al., 2016).
2.4. The magnitude of IPV in Ethiopia

Currently, according to the 2016 EDHS report, IPV or domestic violence is considered a significant
concern from the perspectives of economics, health, and human rights. It is significant that questions
about IPV or domestic violence were included in such a survey for the first time (EDHS, 2016).
Regarding the magnitude of the problem, in excess of one in three of ever-married women (35%) testified
that they had experienced either physical, emotional, or sexual violence from their husband or partner at
some point in their relationship (EDHS, 2016). Of these women, 24% experienced emotional violence,
25% experienced physical abuse, and 11% experienced sexual violence. Thirty-eight percent of women
overall had experienced physical, emotional, or sexual abuse from a husband or partner with a higher
prevalence among older women (40-49) (EDHS, 2016). More than one in four pregnant women in
Ethiopia experience IPV (Alebel et al., 2018). A review conducted among pregnant women showed that
the overall lifetime prevalence of IPV was 26.1% (95% CI: 20.0, 32.3) (Alebel et al., 2018). Moreover, a
systematic review of ten studies revealed that the lifetime prevalence of IPV by a husband or intimate
partner ranged from 20% to 78% (Semahegn and Mengistie, 2015). Furthermore, the lifetime domestic
physical violence perpetrated by a husband, the IPV, ranged from 31% to 76.5%; the lifetime domestic
sexual violence against women by the intimate partner or husband ranged from 19.2% to 59%; and the

mean lifetime prevalence of emotional violence was 51.7% (Semahegn and Mengistie, 2015).

The evidence presented concerning the global prevalence, evidence from Africa and the Ethiopian studies

in this section, suggest that IPV is a major public health concern prevalent in many parts of the world.



Given all that has been mentioned so far, one may suppose that the IPV prevalence differs from place to
place, but this has not been studied among Ethiopians living with HIV and after HIV status disclosure to

their intimate partner.

2.5.Factors associated with IPV

Although factors associated with IPV vary in different countries and regions, some of the recurring ones
are substance abuse, type of residence, and education. Several studies, thus far, have identified various
factors that are associated with IPV. A study conducted in Brazil showed that a partner's drug use and a
depressive-anxious mood were associated with IPV (De Barros et al., 2016). In Iran, a study presented
that among women less than 40 years of age, low education, being unemployed, a husband's addiction to
substances and being rented-householders were associated with IPV (Ahmadi et al., 2017). However,
physical violence and education were not associated with IPV in a Ugandan study, but the use of ARTs
was associated with all types of violence (Osinde et al., 2011). Research in Zimbabwe in 2014 amongst
pregnant women revealed that past IPV, lack of gender equality, risky sexual behaviour and living with a
relative were statistically associated with IPV (Shamu et al., 2014). A community-based study in
Ethiopian women showed that alcohol consumption by husbands, pregnancy status of women, having
decision-making powers, yearly income, family history of violence, occupation, and residence were
statistically associated with IPV (Semahegn et al., 2013; Semahegn and Mengistie, 2015). Moreover,
another study in Ethiopia revealed that mothers' educational status, intimate partners' alcohol use, and

partners' educational status were associated with IPV (Alebel et al., 2018).

2.6.The link between HIV/AIDS and intimate partner violence

Intimate partner violence against women is a public health problem which overlaps with HIV/AID
(WHO,2004). Intimate partner violence is a public health concern among HIV-infected women in many
countries. The existence of the link between these two public health problems is suggested in a national
survey conducted in India showing a dramatically higher incidence of HIV reported among women who
experienced IPV (Patrikar et al., 2017; Maimela., 2019). Studies thus far have linked HIV with violence
against women in South Africa, Togo (Burgos-Soto et al., 2014; Karim and Baxter, 2016) and Kenya. For
instance, a 2016 study conducted in health facilities in Kenya revealed that one-third of the study
participants experienced emotional and/or physical violence imposed by their partner after their HIV
status disclosure (Colombini et al., 2016). In 2016, the qualitative research conducted in Kenya by

Colombini et al. revealed that some women were reporting experience of partner violence, physical
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violence, controlling behaviour, emotional abuse, sexual abuse, and denial of material support after their
HIV status disclosure (Colombini et al., 2016). Moreover, the study in Togo showed that the factors
associated with higher numbers of HIV-infected women than uninfected are: experience of sexual abuse
before the age of 15, a history of non-partner violence, concurrent relationships, and being involved in
fighting with other men (Burgos-Soto et al., 2014). IPV perpetrators are more likely to be HIV positive

themselves (Jewkes et al., 2010).

A study also indicated that IPV perpetrators men were more likely to have HIV-risky behaviours that let
them acquire HIV. They were at increased risk of transmitting HIV to their partner (Fiorentino et al.,
2021).

In Ethiopia in the South Wollo Zone, IPV, experiencing a lifetime of violence by any perpetrator of

violence, and sexual violence, were all associated with HIV (Hassen and Deyassa, 2013).

The bi-directional nature of the two health problems (HIV and IPV) is also a challenge. Intimate partner
violence is a prevalent health problem in Africa, as shown in the following studies. A South Africa study
identified that the increased prevalence of infection of HIV might be exacerbated by gender-based
violence (Karim and Baxter, 2016). HIV status disclosure is a risk for stigma, abuse, and financial
withdrawal (Colombini et al., 2016). On the other hand, IPV also leads to HIV infection (Patrikar et al.,
2017; Maimela., 2019).

However, the evidence for the relationship between HIV and IPV is inconclusive. Though some studies
mentioned have linked HIV with IPV, in 2010, studies that were conducted in low-income countries
revealed that the two were not found to be consistently associated, at least among ever-married women
(Harling et al., 2010). Because of the need to understand the phenomenon, this study aimed to investigate
whether the association does exist. Few types of research have discovered this relationship, and little is
known about the experience of emotional, psychological and other types of violence among HIV-positive
women. Among a few studies, Northern Ethiopia revealed a transmission of HIV from their sexual
partners, including husband, was a form of abuse in itself (Ni Raghallaigh, 2015). In addition, little is
known about the experience of health HCWs screening for IPV among women, whether they are HIV-

infected or not.

2.7.Intimate partner violence screening experience of healthcare workers

A study showed that HCWs reported various challenges concerning IPV screening which included time

constraints, declining corporate support and services for IPV, and organisational expectations for
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increased productivity (D'Avolio, 2011). The study also showed that there is a need to have a supportive
environment and resources for IPV screening. The WHO expresses the need to build capacity for the
prevention of IPV through, for example, including these issues in the curricula for HCWs and providing
in-service training (WHO, 2010). Some studies have revealed a low rate of IPV screening by HCWs,
ranging from 1.5% to 12% in primary care settings (Agency for Healthcare Research and
Quality[AHCRQ)], 2015). The identified challenges for IPV screening by HCWs are the providers'
discomfort with the topic, the shortage of time to screen for IPV, fear of offending the client, and the need
for privacy (AHCRQ, 2015). Currently, no program are existing in Wolaita Zone to identify the
risk of violence and safety planning into ART services. However, studies stated that IPV
prevention program has to be integrated with other health care programs (WHO, 2013). Women
experiencing IPV and sexual assault should be integrated into the existing health care services
like ART, antenatal care (ANC), family planning and outpatient services rather than as a stand-
alone service (WHO, 2013). It is also a good strategy of preventing the identification of risk of
violence and safety planning into ART services. Therefore, this study aimed to discover the nature of
HCWs' practice of screening for IPV among women living with HIV and using ART and women

accessing other health services in Wolaita Zone in Ethiopia.

2.8. Conclusion of the literature review

Some studies thus far have identified various factors associated with IPV. However, the topic has not
been well studied comparatively among HIV-positive and HIV-negative women. Furthermore, IPV has
not been well studied and documented among HIV-positive women after their HIV-status disclosure.
Moreover, the service providers' point of view on IPV screening has not been addressed in detail among

these categories of client. Therefore, this research aimed to fill these gaps.

2.9. Theoretical background

The theoretical framework is a guide that builds and helps the study. It provides the structure of how the
researcher epistemologically, methodologically, philosophically, and analytically worked on the thesis.
There are different types of theories for various research problems, and one should select an approach

which fits the research problem (Osanloo, 2016). This study was based on social learning theory and

feminist theory.

2.9.1. Theoretical and philosophical foundation
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In this mixed-methods study design, the philosophical assumption, or the world view (the basic set of
beliefs and assumptions of this research), was constructivism for the first and then post-positivism in the
second phase. This pragmatic worldview helped us explore the women's lived experience of IPV, HCWs
IPV screening experience, and measure the factors associated with IPV. The philosophical assumption
of the research is important because it underlines the use of a qualitative design in addition to the
quantitative aspects. Moreover, it helped me formulate the problem, apply the research question to the
study and answer the queries in a proper manner (Creswell, 2013). The nature of reality or ontology
follows singular and multiple truth as to how we gain knowledge of what we know, or the epistemology.
It follows practically that the collection of the data is decided by determining what works, in order to
address the study question. The data collection entailed getting close to the participants in order to gather
the subjective evidence based on their individual reports, since knowledge is gained through peoples'
personal experiences (Creswell, 2013). The axiology includes both biased and unbiased perspectives and
the positionality of the researcher in the study (Creswell, 2013). This study focuses on an emancipatory
theory of social learning, with a theoretical stance which explores marginalised groups and uses feminist
theory calling for change (Creswell, 2011).

2.9.2. Social learning theory

Social learning theory, as it was established by Bandura, describes two ideas; the first one is the
mediating process which occurs between stimuli and the response. The second socially learned idea,
which relates to IPV, is a behaviour learned from the environment through the process of observation
learning (Bandura, 1971). An individual, who has in the past observed a partner who abuses women, such
as past adult abuse, childhood abuse, or who has witnessed partner abuse, may be influenced to hurt or
violate his own partner (Shamu et al., 2014). For instance, this theory explains that boys who have
witnessed their father abusing their mother are more likely to become abusers. However, the reverse may
be true, that children who have observed their father violating their mother during their childhood may
perceive this as bad behaviour and may not abuse women in adulthood. Social learning theory thus
suggests that a person's past abuse experience may have a negative influence on their development

regarding IPV, and this may occur against both women who are infected with HIV and those who are not.

A study also revealed that more than half of women and men experienced neglect in childhood, while
about 25% of all the women and men witnessed the abuse of their mother and sexual abuse. The study
shows that individual childhood IPV experiences and interpersonal experiences impact someone's
behaviour and attitudes in adulthood. This concept also supports the ecological model of IPV (Machisa et

al., 2011). Moreover, a study showed that childhood exposure to hardship influences women and men's
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health (Jewkes et al., 2010). Similarly, childhood trauma leads to IPV and further child abuse, which
increases the risk of experiencing violence during adulthood(Fulu et al., 2017).

A study of South Africa reported that women and men should be treated equally. However, 53.9% of men
believed that men should be the final decision maker in the family. The study also mentioned that women
need their husbands' permission to do paid work (Machisa et al., 2011). Therefore, it is essential to base

social learning theory to develop the conceptual framework and base our research questions.

2.9.3. Feminist theory perspectives on IPV

Feminism is characterised by the belief that women should be equal politically, economically, and
socially. The theory is also defined as the equality of both sexes regarding political, economic, and social
aspects. It is also explained as "organised activity on behalf of women's rights and interests” (Merriam-
Webster,2020). Feminist theory emphasises the underlying cause of women's subordination. The
approach also develops strategies to liberate or free women from any oppression. It explains the power
difference between men and women, the so-called lack of gender equality, to understand how this affects
women (Crossman, 2017). Therefore, this study investigated male-controlled behaviours influencing IPV
among women living with and without HIV, and how the inequality of decision-making affects women in
various ways in the context of IPV. As Hooks emphasised, feminist theory aims to end the ideology of
male dominance that operates over women, concerning economic and material benefits for men (Hooks,
1984). Feminist theory, in relation to IPV, relates to men's controlling behaviours because of the
inequalities between men and women. For instance, we can say that sexual violence against women can
happen because of male dominance and male refusal to engage in protective sexual practices, instead of

engaging in the practice of multiple sexual partners (WHO, 2010).

A study categorised feminist theory into three approaches(Anderson et al., 2005). These are individualist,
interactionist, and structuralist approaches to the study of gender. The first, individualist approaches to
the study of gender highlights to the study of gender propose that individual persons are gendered beings.
It shows that masculinity and femininity are traits that women and men incorporate into themselves, either
through a biologically determined predisposition to these traits or socialisation processes. However,
researchers who conceptualise gender from an individualist framework have used studies of partner
assault among homosexual couples to buttress their claims that partner violence is not a problem of

gender and power(Anderson et al., 2005).

The second approach, the interactionist approach, which emerged in the 1980s, criticised individualist

approaches. It states gender as a characteristic of social interaction rather than of individual persons. The
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position of interactionist, gender is viewed as an outcome of social practices rather than as a personal
characteristic that predicts behaviour. The third approach, structuralist, states a gender is a form of social
structure. It focuses that gender organises social institutions as well as identities, attitudes, and
interactions. It positions gender as a stratification system that places women and men into unequal
categories, roles, and occupation (Anderson et al., 2005).

A resource theory on IPV also suggests that male violence against an intimate partner is to be used as the
ultimate resource to gain power and control in case if there is an imbalance in resources (e.g., educational
attainment, income, occupation) favouring the other partner (Basile et al., 2013; Gelles, 2007 ). For
instance, a male partner who does not have high education, occupation or income may use abuse to
maintain a dominant household position ( Gelles, 2007; Gelles, 2007). It shows that social resource

theory related to social stress will exacerbate IPV risk (Basile et al., 2013).

2.10. Conceptual framework

After reviewing different kinds of literature and feminist and social learning theory perspectives on IPV,
the following conceptual framework was developed (Figure 1) as influencing women's experience of IPV.
The table categories are as follows: 1) Socio-demographic factors: income (employment), age of partner,
level of education of partner, residence, number of children, if the marriage was arranged/spouse chosen
by parents, and whether bride price was paid, 2) Individual characteristics of the woman and her partner :
witnessed violence as a child, experienced past adult abuse, childhood abuse 3) Community norms ,
expectations, gender equalities & sexual risk factors: partner's controlling behaviour, and having multiple
sexual partners, and STI treatment; 4) The partner's characteristics: employment, education, whether there
was an age discrepancy between the partners, heavy drinking of alcohol, partner previously violent (e.g.
men who had engaged in physical violence with other men) and consumption of alcohol and/or drugs by
partner or women.5) Women's attitude towards violence: acceptance of physical violence or wife-beating,
acceptance of sexual violence, decision making power of women. 6)HIV status: HIV positive/negative
status, disclosure of test result, and serodiscordant status, and 7. Broader social and economic context
(Specific laws to prevent IPV, women's economic empowerment). The influences that I have shown in

this framework interact and are the basis for whether women experienced IPV or not.
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Figure 1: Conceptual framework showing the relationship between various factors and IPV experienced

by women
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2.11. METHODS

This section describes the methods and materials, such as type of research, the approach and the phases.
The design of the study, the study setting and population, the definition of terms, and the perspectives are
presented. It then describes the sampling strategy and sample size calculation, variables, data collection,
instruments, data management, and data analysis. Moreover, this topic describes data storage and ethical

considerations. Finally, it provides references.

2.12. Type of research

In this mixed-method research, we used different approaches for collecting and analysing data. | used a
pragmatic worldview perspective, applying the different methods available to understand the research
problem, and a pluralistic approach to derive knowledge about the issue (Creswell, 2014). 1 also used a
scoping review with the mixed-methods study design, which included both quantitative (observational,
comparative cross-sectional) and qualitative methods, integrating the two data forms, philosophical
assumptions, and theoretical or conceptual frameworks (Creswell, 2014). The mixed-methods combined
both quantitative and qualitative research methods. The use of the quantitative and qualitative methods,
for data collection and analysis provided inference techniques that increased the breadth and depth of

understanding and the corroboration of the data (Schoonenboom and Johnson, 2017).

The first phase (qualitative) followed constructivist principles to assess multiple perspectives. This was
immediately followed by a post-positivist approach to identify and measure variables and statistics
(Creswell, 2011). In this exploratory follow-up design, the plan was to explore IPV phenomena among
women in Wolaita Zone in Ethiopia. This strategy was used to check for the truthfulness and validity of

both the qualitative and quantitative data (Creswell, 2014).

The primary purpose of this mixed design was to generalise the research findings, to explore the
phenomena in-depth, to measure the prevalence of the problem and to assess and to analyse the
quantitative results. Using both qualitative and quantitative methods helped to gain complementary views
of the same phenomena. Moreover, it helped to achieve completeness (to ensure the study obtained a
complete and accurate picture), development (to test a hypothesis for future research), expansiveness (to
expand the idea of a previous method), corroboration/confirmation (to assess credibility) and diversity (to

determine a different picture of the same phenomena) (Bergman, 2008).
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2.13. Approach and phase

This study was conducted in phases, and I followed an exploratory sequential mixed methods design. The

first step was the scoping review. The study of this sensitive problem was more qualitatively oriented in

order to understand the participants' experiences better. In the first phase of this study, I collected and

analysed the qualitative data, and then the quantitative data collection followed. Thus, data collection

began with and prioritised the qualitative data collection and analysis, then, to test and generalise the

results, I conducted the quantitative second phase after developing the study instruments from the

exploratory results.
Mixed methods research
Exploratory sequential design
Builds
Qualitative data
collection and :
analysis Quantitative data Interpretation
collection and
analysis

Point of interface

Figure 2.Diagrammatic presentation of exploratory sequential design
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Table 1. Presentation of research papers by using various methods

S.N | Research Topic Research | Setting | Study Sampling | Data  collection | Outcome | Independent
design population and and management/ | Variable/ | measures/cons
sample rigors phenome | tructs
size, non/anal
ysis
1. Mapping the evidence of intimate partner | Scoping | Sub- Women aged | 20 articles | Charting and use | IPV NA
violence among women living with HIV/AIDS in | Review Saharan | 15 and above | from SSA | of PRISMA 2009 | Thematic
Africa: A scoping review Africa living with | countries, | flow diagram | analysis
HIV/AIDS or | PRISMA |used to extract
receiving ART | diagram articles
was used
2. Intimate partner violence against women living | Compara | Wolaita | Women 18-49 | Multistage | Pre-tested WHO | IPV Socio-
with and without HIV, and the associated factors | tive Zone, years of age | sampling; | multicounty Logistic | demographic,
in  Wolaita Zone, southern Ethiopia: A | cross- Ethiopia | (408 HIV- | 816 study on women's | regressio | individual,
comparative cross-sectional study sectional positive, 408 health and GBV | n community
HIV-negative) study tool was norms and
used social and
economic
context
variable
3. Lived experience of intimate partner violence | Phenome | Wolaita | Women 18-49 | 43 women | In-depth IPV NA
among women using antiretroviral therapy and | nology Zone, years of age interview and | framewor
other outpatient services in Wolaita Zone, Ethiopia FGDs was | k
Ethiopia: A phenomenological study used/rigors used | analysis
4. Healthcare = Worker  Experience and the | Phenome | Wolaita | Health care | 16 HCWs | In-depth — | Screenin | NA
Challenges in Screening for Intimate Partner | nology Zone, workers(nurses, interview/rigors g of IPV
Violence Among Women Who Use Antiretroviral Ethiopia | midwives, considered
Therapy and Other Health Services in Wolaita health officers, Colaizzi's
Zone, Ethiopia: A Phenomenological Study medical analysis
doctors)
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2.14. Research design

2.14.1. Qualitative study design

We used a hermeneutic and a descriptive phenomenology study design for objectives 2 and 3,
respectively, for the qualitative aspects of the study. This design helped us to explore the lived experience
of women experiencing IPV and assisted in interpreting their life text (Creswell, 2014). In-depth
interviews and focus group discussions (FGDs) were held with the women and HCWs until data
saturation was achieved. This assisted our understanding of the individuals' collective experiences. These
interactions focused on what members of the study populations have in common regarding their IPV
experience, the explanation of their IPV experience and how it upset their lives. They also related to the
interpretation that mediates between the diverse meanings that participants attach to their experiences.
These experiences entailed what the HIV-positive women experienced in respect of IPV after their HIV
status disclosure and the IPV experiences of HIV-negative women. Additionally, the contexts that
influenced the women's experience of IPV were explored (Creswell, 2007). Reflexivity is very
important in IPV study. Therefore, I identified with the women who were researched and must,
therefore, constantly aware of my own experience that can potentially affect the result. Thus, the
current study was not influenced by my own experience. | followed the three phases of
bracketing. These are bracketing pre-action, bracketing in-action, and bracketing on-action. The
first type of reflexivity was aimed at sustaining objectivity. It also reflects a strong positivist
influence. The benefit of bracketing is the suspension of all kinds of biases and beliefs related to
the phenomenon being researched before collecting data. The second was conducting a specific
interview, and methodological development was undertaken. Third, | have implemented the new

IPV experience from women can be utilised during subsequent interviews (Dowling, 2006).

2.14.2. Quantitative study design

| used a cross-sectional comparative survey for objective 4. This comprised a single examination of a
random cross-section of a population at a single point in time. It aimed to study the attitude and
behaviour, the prevalence, and estimate community needs. The cross-sectional aspect of the study was
undertaken to assist in identifying the associations between different factors or diseases. However, this
type of design cannot determine temporality; that is, which element might have occurred first. However,
the results of this aspect of our study may be of valuable assistance in planning services or proper health

education and screening programmes (Daly and Bourke, 2000; Laake et al., 2007).
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2.15. Study area and setting

I conducted the current study in Wolaita Zone, one of 14 zones (states) in southern Ethiopia. In this part

of Ethiopia, Wolaita inhabitants are categorised as one of the Omotic language-speaking population

groups, the native language of this zone being Wolaita, while the Amharic language is an official

language in this zone. Wolaita Sodo, the capital town of the zone is 330 km southwest of Addis Ababa,

the capital city of the country. It is also 160 km from the southern regional capital, Hawasa. In the

northeast, Wolaita is bounded by Kambata Hadiya and Tambaro zones and the Oromiya state. In the year

2016, according to the world population data sheet, the population of Ethiopia was 101.6 million.

Wolaita, with a total area of 438 370 hectares or 4 471.3 square kilometres, has the highest population

density of 385 persons per square kilometre (PPKM2). The population of the zone contributes around
2.3% (United Nations Population Fund [UNFPA], 2008) to the projected national population of 114.9

million people in 2020 (Worldometer, 2020). Based on the projection, the zone will have more than 2.6

million people in 2020. Of this number, 24.3%, or 631800, are estimated to be women of reproductive

age.
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The source population were all women, aged 18 to 49, who were living with HIV and using ART and
those who were without HIV who were attending health institutions for antenatal (ANC) care, postnatal
care (PNC) and family planning care services. There was no testing for HIV conducted for the current
study. | used already available HIV test documentation and reports of women using ART, ANC, PNC and
family planning from health facility registrations with permission. Those women whose HIV test results
were negative among ANC, PNC, and family planning users were included and categorised as HIV-
negative. Women on ART were randomly selected and included in the study as HIV-positive. The
women, plus the HCW who were providing services for these clients, which included women who were
peer counsellors or educators, were the study population for qualitative research. The study population for
the quantitative research was women who were HIV-positive and HIV-negative, who were attending the
identified health facilities.

2.17. Study population

For the quantitative study, | randomly selected adult women aged 18 to 49, who were infected with HIV
and using ART drugs, and HIV-negative women who were using ANC, PNC and family planning
services. Besides this, purposely selected women living with HIV, women living without HIV, and
HCWs (nurses, midwives, medical doctors or health officers) who were involved in the provision of care

for women comprised the study sample for the two aspects of the qualitative study.

2.18. Inclusion and exclusion criteria

2.18.1. Inclusion criteria for the quantitative study

1. Adult women, aged 18 to 49, living with HIV and using ART
2. Adult women living without HIV (already tested for HIV for other purposes) who were using

health services of ANC, PNC and family planning

2.18.2. Exclusion criteria for quantitative study

I excluded women aged under 18 and over 49 years, those mentally ill, or those with critical
health concerns which would prevent the client from participating in the study. However, the
excluded individuals have the right to benefit from these research findings in the same way as
participants.
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2.18.3. Inclusion criteria for the qualitative study

1. Purposely selected health professionals who were involved in the provision of care for women
living with HIV, ANC, PNC and family planning.

2. Purposely selected adult women, who were living with HIV, aged 18 to 49, and using ART.

3. Purposely selected adult women who were living without HIV (already tested for HIV for other
purposes) who were using health services for ANC, PNC and family planning.

2.18.4. Exclusion criteria for the qualitative study

I excluded women who had any illness which prevented them from being involved in the
interview. However, the individuals who were excluded from this study are entitled to receive the

benefits of the research findings in the same way as the participants.

2.19. The phenomenon to be investigated

The investigated phenomenon was IPV against women.

2.20. Sampling strategy and size

2.20.1. Sampling strategy

I used a multistage sampling technique for the second phase, which was the quantitative study. A total of
12 districts (woredas) and three recognised towns were included, in which 68 health centres and seven
hospitals are providing health services. Among these health facilities, two health centres and two hospitals
are non-governmental. Since this study focused on women who are using ART, a total of 19 health
institutions serving ART in the zone were included in the study (12 health centres and seven hospitals). |
stratified health facilities by health centres and hospitals; | stratified hospitals into governmental and non-
governmental. Therefore, | randomly selected a total of nine health facilities, thus including in the study

six health centres and three hospitals.

| allocated the sample size for each health institution based on the probability proportional to the size
(PPS) of their preceding six months of client flow. | used the Kth(k=N/n), where n= the sample size
calculated (n=817), and N=number of women in the nine health institutions (N=5 301). | interviewed

every sixth woman until the required sample size was obtained at each institution (Figure 3).
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Sample (SRS based on client flow)

Figure 4.Schematic presentation of sampling techniques for quantitative study
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2.20.2. The sample size for the qualitative study

| used purposive sampling methods of a maximum variation sampling type. This method is known to
produce a well-matched group for a study. Another benefit of the process is its utilisation of the best
available knowledge regarding the study participants in order to obtain a wide range of perspectives
relating to the topic that I am interested in studying (in this case the views of both HIV-positive and HIV-
negative women) and to have better control of significant variables. A disadvantage is that it will be
difficult to generalise the findings from this qualitative study. The participants were selected purposely
from the nine health facilities from urban and rural districts until information saturation was achieved
(Alvi, 2016). For both the in-depth interview and FGDs for the study, the participants were women living
with and without HIV and HCWs.

2.20.3. Sample size calculation for quantitative study

I calculated the sample size by using the calculator designed for clinical research (Kohn et al., 2020).
Therefore, | used: total cluster=19, the number of health institutions which were serving ART, the margin
of error=0.05, the prevalence of women exposed to abuse in south-west Ethiopia=0.415 (Deribe et al.,
2012), power=80%, the prevalence of women unexposed to abuse=0.585 (Deribe et al., 2012), confidence
interval=95%, and within-cluster correlation coefficient=0.29. Thus, the sample size calculated by using
the formula to calculate sample size with adjustment for clustering (fixed cluster) was 817. The online
calculator indicated automatically included design effect and non-response rate in the sample. Finally,
408 women who were living without HIV, and 408 women who were living with HIV and using ART

services were interviewed (Appendix 1).

2.21. Variables

2.21.1. Dependent variable

Intimate partner violence against women was the dependent variable.

2.21.2. Independent variables

I listed all the independent variables as follows:

Socio-demographic variables: income, the age of partner, education of partner, residence, number of

children, and arranged marriage
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Partner's characteristics: age discrepancy, heavy drinking by a male partner, alcohol or drug use,

employment, education (low), partner prior involvement in a physical fight with other men.
Past violence: a history of past adult abuse, childhood abuse, witnessed violence as a child.
Gender inequalities and sexual risk factors: partner controlling behaviour, multiple sexual partners.

2.22. Data collection

This study followed an exploratory sequential design, and women who participated in the first qualitative
stage of data collection did not participate in the next quantitative study. The purpose of the quantitative
research was to be able to generalise the results to a population; in this study, women living in the Wolaita
Zone of Ethiopia (Creswell, 2006).

2.23. Qualitative study data collection

The investigator developed the semi-structured questionnaire, the open-ended, in-depth interview
guestions and the FGD guides. | adapted these tools from the WHO’s multi-country study on IPV
(Ellsberg, 2005). As well as the semi-structured tool guide, further information was sought, and probes
were used. Data collection was done by the principal investigator (PI), who was assisted by experienced
female research assistants (RAs) who spoke the local languages Wolaita and Amharic fluently. Each RA
had a bachelor’s degree in health science with a rich experience of qualitative data collection. Each
participating RA had been asked to provide certificates of qualitative data collection experience. |
provided two days of training for the RAs on the tool for them to familiarise themselves with the study.

Therefore, they were involved in preparing for the note-taking, in-depth interview and the FGDs.

I used FGDs, gathering 8 to12 women from similar backgrounds or experiences together to discuss the
participants’ experiences of IPV. The FGDs were used to ask specific questions to explore participants’
perceptions, beliefs, attitudes, opinions and ideas. In the discussions, women were free to talk with other
group members. The FGD method suited this study because it obtained different perspectives of the
women about IPV. It also provided insights into women’s shared understanding of their day to day lives
and how others can influence individuals in a group situation (Baral et al., 2016). Focus group discussions
were conducted at the meeting rooms of the health facilities in order to maintain the women’s privacy and
comfort. Eight to 12 women were purposively selected for each FGD. | also arranged the FGD schedules
at the women’s preferred times. In order to minimise the limitations of the FGD, the facilitator
provided equal chances for all FGD participants to talk. Moreover, | selected a private room

preferred by participants and respected every participant's opinion during the FGD session.
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Regarding confidentiality issues, I didn’t include male in the interview and aware of all women
to keep matters discussed in secrete. The number of FGDs was determined by data saturation. |
provided refreshments for FGD participants. | obtained the written informed consent from all the
participants. The Pl and one female research assistant undertook the probes and took notes to ensure the

data quality, as indicated in the scientific research guides (Pandey et al., 2015).

In addition to the FGDs, | used in-depth interviews. These helped us to obtain a more detailed, rich
understanding of our phenomenon, IPV. The in-depth interview method was used to understand the
participant’s experience, feelings, behaviour, and attitudes and allowed deep probing to identify the
underlying concepts of IPV (Morgan et al. 2016). The HCWs and ART adherence counsellor assisted the
recruitment of the study participants. | conducted all the in-depth interviews at the offices or their
preferred settings to maintain confidentiality and privacy. Conversations were recorded by digital
recorder after obtaining consent from the participants. In a few cases, where the participating women or
HCWs refused to consent to the recording, | took notes instead, and the results were incorporated into the

other data.

Some of the questions included in the interview were: When did your problems with your husband start?
How long has this problem continued? Can you tell me the times in which this problem has got worse or
improved? What was its effect on your physical well-being? How has it violated your feelings about
yourself? In what ways? How did it affect your children? How has it affected your capacity to deliver for
the family or to go to a job? How it affected your meeting relatives or friends? Explain to me whether you

ever discussed your problems with others? How did they respond?

Finally, notes by the researcher, logbooks, interview notes, recordings of the digital voice recorder, and
transcribing data for computer input were carefully entered and confidentially stored (Pandey et al.,
2015). As per the developed in-depth interview and FGD guides, further probing questions were used to
obtain more information on IPV against women. The RAs assisted with some of the data transcriptions.

The PI (student) did the transcriptions, translation, and the complete analysis of the qualitative data.

2.24. Measures to ensure scientific rigour and trustworthiness

The following criteria for scientific integrity and rigour were used (Billups, 2014):

Credibility: I ensured that the data shown in the research reflects the opinion of the participants. At the
period of data collection, | had peer debriefing, and, subsequently, the principal investigator and the co-
authors did the data analysis and presented the verbatim quotes in the results section. | also provided

transcripts to some participants to approve the comments.
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Transferability: The thick explanations of the participants were provided in the results section to permit

other scholars to decide on the transferability of the findings to their context.

Dependability: | conducted an audit trail with the co-supervisors and supervisor to ensure the analysis is

based on the data.

Confirmability: | triangulated the data collection methods, the FGDS and in-depth interviews and
analysis methods, in this research.

2.25. Quantitative study data collection techniques and instruments/tools

| adapted and adopted the questionnaire for quantitative study from the WHO’s multi-country research
study on domestic abuse against women (Ellsberg, 2005). | prepared the tool in English first and then
translated it to Wolaita Donna and Amharic, the local languages. In order to check consistency, the tool
was translated back to English. | made the wording of the questionnaires unambiguous and clear. |
administered the interviews in either Amharic or Wolaita Dona. The interviewer-administered
guestionnaire was then used to collect data. Eight female HCWSs were recruited to collect the data. The
recruited data collectors were not employed at the selected health institutions, to minimise interviewer
bias. I then assigned four supervisors with various backgrounds (BSC or MPH) to supervise the data
collectors. | provided two days of training to the supervisors and data collectors to ensure their familiarity
with the aim and objectives of the study. This training was also intended to standardise the interviewing

skills of data collectors and supervisors and ensure the interviews were completed consistently.

Prior to data collection, a pre-test was done in a comparable setting, but outside the actual study area. |
conducted Cronbach’s Alpha to maintain the internal consistency of the questionnaire and to decide the
reliability of the test; its result was > 0.80. The Pl and the supervisors managed the work of the data
collectors (interviewer, face to face), the quality of the fieldwork and the post fieldwork. The supervisors

checked the completed tools daily.

2.26. Validity and reliability

Validity: Before the actual data collection, | conducted a pre-test among 5% of the total sample size to
ensure that what was being asked made sense (face validity). | supervised the data collectors to assess

whether they had collected real information from the participants. The supervisors checked the

guestionnaire to ascertain whether it measured what it intended to measure.
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Reliability: | made random checks of the data collection process in the field. Amid the data collection
period, after the interview completion, supervisors of the data collectors administered the instrument to
the same subjects under the same conditions to check reliability. | enrolled a sizeable random sample
(816) for the survey. We included 9 out of 19 districts, enough to increase the representativeness of the
findings (external validity or generalisability). The questionnaire also was constructed using simple

language. The survey was undertaken either in Amharic or Wolaita.

2.27. Data management and storage plan

For both quantitative and qualitative data storage, any information from the participants, including audio
or taped records and raw data, was stored securely and kept confidentially. Moreover, the EPI data and
STATA version 15 files were stored in the investigator’s password-protected computer. Back-up files
were copied to CDs, marked and filed in the locked file cabinet along with paper files. All data have been
stored securely for five years and will finally be discarded appropriately. The publications that arose from
this study and the other submitted manuscripts exclude any information that would make it possible to

identify the participants’ names or identities.

2.28. Data analysis: Quantitative study

Double entry of the quantitative data was done in EPI data. Then the data were transferred to STATA
version 15 for cleaning and analysis. The identified errors were corrected after reviewing the stored raw

guestionnaires. | computed frequencies, mean values and presented the tables and graphs.

I used binary, and multivariable logistic regression analysis with 95% confidence interval and odds ratio
to find the statistical associations. | did the post-estimation test of Hosmer-Lemeshow goodness-of-fit,
and it was confirmed that the model fitted when the null hypothesis was true (p-value>0.05). Moreover,
we did the Receiver Operating Characteristics (ROC) graph. It indicated discrimination (0.8796) to show
whether the model discriminates between the two groups which experienced IPV and the other group
which did not. Furthermore, to differentiate the intercorrelation between independent variables, a

multicollinearity test was done. Further details are presented in Chapter four.

2.29. Data analysis: Qualitative study

| used the framework and Colaizzi’s descriptive phenomenological method for data analysis (The details
are presented in in Chapters five and six. The Pl and RAs transcribed the data verbatim and translated into

English. Then the PI repeatedly read the transcripts in order to recognize the content of the recording.
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NVIVO software was used to assist with the data organisation and analysis. In inductive data analysis, the
analysis builds the categories and patterns from the bottom up, organising the data to achieve more
abstract information. The process involves exploring back and forth between the database and a theme;
hence, a complete set of themes was prepared. To get additional information, deductive analysis was
done, that is, looking back at the data from the perspective of the theme. The process starts inductively
and, also, deductive thinking has an additional role as the analysis goes forward (Creswell, 2014).
Moreover, to ensure accuracy and consistency in the application of codes, we considered the

credibility, dependability, transferability, and reflexivity components of the scientific rigours.

2.30. Ethical considerations

The Postgraduate and Research and Higher Degree Committee of the School of Nursing and Public
Health at the University of KwaZulu-Natal (UKZN) approved this research for a PhD study (Appendix
2). | submitted and presented the proposal to the UKZN, School of Nursing and Public Health and
received ethical clearance from its Biomedical Research Ethics Committee (BREC) (Appendix 3) and the
Institutional Review Board (IRB) from the local Wolaita Sodo University in Ethiopia (Appendix 4). |
also obtained formal permission from the Zonal Health Department of Wolaita Zone, and further
permissions from the health facilities that participated in the study (Appendices 5-7). | explained the
information concerning the informed consent to the participants clearly in their own language, and we
obtained their written consent. | maintained respect for the person and the protection of vulnerable
participants. | maintained the confidentiality of the participants by not writing their names in any part of
the results (anonymity was ensured). Moreover, the interviews were held in private rooms (office of the
service provider or a meeting room) in order to ensure the privacy of the participants. All individual
interviews and FGDs were held in a safe place, somewhere that did not draw unnecessary
attention and did not raise suspicion, and where participants cannot be overheard (WHO, 2007).
Moreover, | and all members of the data collection team understood and were sensitive to the
political, socio-cultural, security and economic factors that may affect the safety and security of
those involved in the data collection process (WHO, 2007). Moreover, | arranged a referral sites
like hospitals and counselling center at other health facilities and psychologist to link the client

in case encountered emotional problem during interview.

In order to achieve reflexivity criticality, it emphasizes the diverse field of representations. | gave due
attention to an examination of the political and social constructions in this IPV research process. | also

provided field notes and transcripts of interviews to participant women for feedback. However, it related
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with some difficulties like participants inadequate grammatical expression. Moreover, | engaged in a
continuous self-critique and self-appraisal and explain how my own experience has not influenced the
stages of the study process (Dowling, 2006). In order to achieve reflexivity criticality, it emphasizes the
diverse field of representations. | gave due attention to an examination of the political and social
constructions in this IPV research process. | also provided field notes and transcripts of interviews to
participant women for feedback. However, it related with some difficulties like participants inadequate
grammatical expression. Moreover, | engaged in a continuous self-critique and self-appraisal and explain
how my own experience has not influenced the stages of the study process (Dowling, 2006). Through
reflexivity, the researcher's capacity to recognize forces of socialization and change their place in the
social structure, and by bracketing, | was always the protector of my own biases, beliefs, and
assumptions that | might bring to the study. | was also aware that complete bracketing is not possible in
interpretive phenomenological design (Brigitte, 2017). | implemented a high level of reflexivity to reduce
my own biases. A high level of reflexivity would result in shaping me mainly by the study of community

norms. Moreover, the Pl also knows the norms of society very well.

Though, it is the ethical obligation to maximize the benefit to participants. The interviews used as an
intervention; hence it is the opportunity for the participants to discuss their stories of trauma, which can
be a transforming experience for both the researcher and the respondents. Most women welcome this
opportunity to discuss their story when they are asked in the manner of non-judgmental and
sympathetically (Ellsberg, 2005). The Pl made reimbursement to the expense that the participant incurred
for transportation paid where appropriate (WHO, 2016). | also reimbursed the costs incurred (such as

refreshment). Further details are provided in the following chapter.
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CHAPTER THREE: MAPPING THE EVIDENCE OF INTIMATE PARTNER VIOLENCE
AMONG WOMEN LIVING WITH HIV/AIDS IN AFRICA: A SCOPING REVIEW

PROTOCOL
Status: 1. Protocol published in BMJ Open.

Meskele M, Khuzwayo N, Taylor M. Mapping the evidence of intimate partner violence among women
living with HIV/AIDS in Africa: a scoping review protocol. BMJ Open 2019;9: e029284. doi:10.1136/
bmjopen-2019-029284

2. Result of the Review: Published in BMJ Open.

Meskele M, Khuzwayo N, Taylor M. Mapping the evidence of intimate partner violence among women
living with HIV/AIDS in sub- Saharan Africa: a scoping review.BMJ Open2021;11:e041326.
doi:10.1136/bmjopen-2020-041326

Introduction: Before beginning this PhD project, we mapped the evidence of IPV experiences among
women living with HIV in Africa. It also helped us to map the evidence of how their HIV status
disclosure leads to IPV and the evidence of socio-demographic factors associated with IPV in sub-
Saharan Africa. This review showed us further of the need to conduct primary research based on the gaps
we identified through the review—the protocol was published in BMJ and the results of the review were

submitted to BMJ Open where it is under review.
Doctoral student’s contribution

1. I conceived and formulated the project.

2. Study design: | designed the study with my supervisors.

3. Study selection and data analysis: | formulated the study question, identified the relevant studies, made

the study selection, charted the data, summarized the results
4. Write up: | wrote the manuscript together with my co-authors/supervisors
These papers are presented below.

3.1. Mapping the evidence of intimate partner violence among women living with HIVV/AIDS in Africa: A
scoping review protocol. Page 41

3.2. Mapping the evidence of intimate partner violence among women living with HIV/AIDS in Africa: A
scoping review .Page 47.
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ABSTRACT

Introduction Among women living with HIV, intimate
partner violence (IPV) is increasingly recognised worldwide
as a serious public health concern. The understanding of
the link between IPV and HIV is currently inconclusive and
information concerning the IPV experiences of HIV-infected
women is insufficient. This protocol aims to map evidence
of IPV against women living with HIV/AIDS in Africa.
Methods and analysis We will search and review peer-
reviewed and review articles. The comprehensive search
will include the electronic databases PubMed, MEDLINE
with full text via EBSCO host, Google Scholar, Science
Direct and Scopus. The advanced search will use MeSH
terms. Grey literature will also be included. The titles of the
studies from the database searches will be screened, and
duplicates will be removed. The abstract screening will be
done independently by two reviewers, followed by the full-
text screening which will be based on the eligibility criteria.
The six methodological stages in this review will be to:
identify the research questions; identify relevant studies;
select the studies; chart the data; collate, summarise and
report the results; and thereafter undertake consultations.
The quality of studies included in the review will be
determined by the Mixed Methods Appraisal Tool. NVIVO
software V.11 will be used to undertake a thematic
analysis of each of the studies and to extract the relevant
outcomes.

Dissemination The results of this study will be
disseminated through publication, and presented at
conferences related to IPV.

Scoping review registration Currently, a scoping

review is not eligible for registration on the International
Prospective Register of Systematic Reviews.

INTRODUCTION

Women who are living with HIV and who
disclose their HIV serostatus are more likely
to experience intimate partner violence
(IPV) than women who are HIV ncgative.'
Among the former IPV and HIV may provide
overlapping or perhaps intersecting chal-
lenges.” The reason that women experience
such violence is that the abusers have been
shown to usually want to establish and main-
tain power and control over another person.

Strengths and limitations of this study

ubAdoo Aqg pejoejoid 1senb Ag 6102 1snbny ¢ uo wodfwq uadofwaq/:diy woly pepeojumoq "61L0Z 1SNBNy Z Uo ygZ6z0-6L0Z-Uadolwaygct L 0l se paysiignd is1y :uedQ ring

» The links between HIV/AIDS and intimate partner
violence (IPV) are complex and not well understood;
hence, this review aims to assess in-depth any as-
sociations among women living with HIV and the
evidence obtained will provide a baseline for future
research in gender-based violence.

» One of the limitations of this review will be that it
only includes the literature published in the English
language. Since the studies published in other lan-
guages will be missing, other evidence about IPV in
women infected with HIV will be lacking.

» It is possible that our review will not include all ar-
ticles which have been published in every journal
since some may not be accessible.

This is often reflected in the imbalance of
power between the women and their abusers.®
IPV is defined as *...any behaviour within an
intimate relatonship that causes physical,
psychological or sexual harm to those in the
relationship’. This also includes ‘emotional
abuse and controlling behaviour by an inti-
mate partner”.*

Worldwide, IPV is of public health and
social concern. The prevalence of IPV in the
WHO’s different regions varies, but is similar
in the Eastern Mediterranean and South
East Asian regions (where IPV was reported
to be 37% and 37.7%, respectively), to that
in Sub-Saharan Africa, where the prevalence
was 36.6%.” Over a third of women in these
regions reported IPV, and this high preva-
lence of IPV both among women and girls is
of concern.?® The deleterious consequences
of IPV among women and young girls are
well documented, and this has been shown
to affect their mental, sexual and reproduc-
tive health.™ Studies on IPV and depression
show that women who are exposed to phys-
ical violence, childhood sexual abuse, mild or
severe emotional violence, and where there is
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high spousal control are more likely to be dcprcsscd,M
more likely 1o abuse alcohol,™ give birth to babies of
low weight.':'~7 Since they may not be able to negotiate
condom use,” they are also at risk of being infected with
sexually transmitted infections (STIs) including HIV.>7?

The relationship of IPV and HIV among women and
girls is a topic of intense debate within the scientific
community.” '’ Some researchers consider that IPV
increases women’s vulnerability to HIV infection,] 7
while other researchers suggest that HIV positive status
among women may influence PVt A study conducted
in Zimbabwe among pregnant women living with HIV
revealed an IPV prevalence of 40%." Further, a study in
Kenya showed that after post-HIV serostatus disclosure,
one in three women experienced partner violence."
Moreover, both the combination of physical and sexual
IPV (OR: 2.00; 95% CI: 1.24 to 3.22), but also experi-
encing any type of IPV were associated with HIV infection
in women (OR=1.41: 95% CI: 1.16 to 1.73).1*

IPV and HIV/AIDS are thus two pandemics that
require integrated and collaborative interventions. The
Joint United Nations Programme established new targets
for the scale-up of HIV treatment by 2030, including
increasing the number of people who know their HIV
status by 90%, increasing the number of people who
receive sustained antiretroviral therapy by 90% and
aiming to ensure that 90% of all the people who are HIV
sero positive receive ART."” These new targets are prom-
ising but achieving these goals could be compromised
by women and young girls experiencing IPV. Therefore,
this scoping review aims to map evidence of IPV among
women living with HIV in Africa.

The information generated through this scoping review
can be used by researchers, policy-makers and programme
developers to develop appropriate programmes and
policy frameworks.

METHODS

This review is part of a large-scale study on IPV among
women living with and without HIV in Ethiopia. The
review will use the framework which is proposed by Arksey
and O’Malley'® which has six stages. These are: (1) iden-
tifying the research questions and defining the eligibility
criteria, (2) conducting an extensive search and identi-
fving relevant studies, (3) making the study selection and
appraising the quality of the study (4) synthesising the
included studies (charting the data) and presenting the
findings by using a Preferred Reporting Items for System-
atic Reviews and Meta-Analyses (PRISMA) chart, (5)
collating, summarising and reporting and (6) consulta-
tion (box 1).

Stage 1: identifying the research questions

This scoping protocol is based on the following research

questions:

1. Is there evidence of IPV experiences among women
living with HIV in Africa?

Box 1
steps

The proposed scoping review will follow the below

Stage 1: Formulating the study question.
Stage 2: Identifying the relevant studies.
Stage 3: Study selection.

Stage 4: Charting the data.

Stage 5: Collating, summarising and reporting.
Stage 6: Consultation.

N

. Is there evidence that shows that HIV status disclosure
influences IPV among women in Africa?

3. Is there evidence that socio-demographic characteris-

tics are associated with IPV among women living with

HIV in Africa?

Eligibility criteria

Inclusion criteria are:

» Studies with study participants aged 15 years and
above.

» Studies with evidence of IPV against women.

» Studies with evidence about HIV positive persons.

Year of publication: from 1 January 2009 to 1 April

2019. In order to obtain the maximum amount of

updated information, studies on IPV over the past 10

years will be reviewed.

» Peerreviewed literature, grey literature, government
documents, policy briefs, systematic reviews and
meta-analysis.

» Studies conducted in Sub-Saharan African countries
(namely, all the countries in Africa except Algeria,
Djibouti, Egypt, Libya, Morocco, Somalia, Sudan and
Tunisia).

Exclusion criterion: Articles published in a language
other than English.
The elements of the Population, Concept and Context

criteria to map studies'” (table 1).

v

Stage 2: identification of the relevant studies
To search the literature, a Google form will be created
to record the topic of the study, author and date, and a
review questionnaire will be created. The Google form
will enable screeners to record studies for screening that
have been included in the endnote library. The keywords
will be inserted into the PubMed advanced search menu
and the results that appear will be selected and exported
to Endnote. Furthermore, using a comprehensive search
strategy, published evidences will be searched and
included in this study. A variety of literature, including
peer-reviewed articles and grey literature will be retrieved.
The PubMed advanced search will use Mesh terms using
terms such as I[PV, women, HIV, Africa, domestic violence
and date of publication after 1 January 2009 will be
sought.

In addition to PubMed, MEDLINE with full text via
EBSCO host, Google Scholar, Science Direct and Scopus
will be used. As a result of the search to date, a total of 697
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Table 1 PCC frame work
PCC Description

P=Population Women living with HIV: The population for this study
will be all women aged 15 years and above, who are
either living with HIV and/or receiving antiretroviral
treatment.

C=Concept  IPV (physical and/or sexual and/or emotional/
psychological violence) or domestic violence.
C=Context Sub-Saharan African countries, where most of the

problem of IPV exists among women living with HIV.

IPV, intimate partner violence; PCC, Population, Concept and Context.

articles have been found from the PubMed search. The
search was conducted on 8 April 2019 (table 2).

Stage 3: study selection

Screening

The search strategy will be piloted in order to check the
appropriateness of the selected electronic database and
the keywords we decided to include. The title screening
will be conducted by the principal investigator and the
abstract screening will be done independently by two
reviewers. The purpose of the title screening is to assess
the titles for eligibility and to remove duplicates. An
Endnote library will be created and all the eligible titles
will be exported to the library. Any duplicates which
are identified will be removed before the screening of
abstract. Relevant articles based on the inclusion criteria
of the scoping review will be selected.

In order to minimise reporting bias, the abstract
screening will be done independently by two reviewers.'”
Moreover, the full-text article screening will be done inde-
pendently, based on the eligibility criteria. Authors will be
contacted for articles not available electronically. During
the full article retrieval, the University of KwaZulu-Natal
library will be used. When a disagreement arises among
two reviewers, the third reviewer will make the decision.
Update of the findings will be presented using a PRISMA
chart (figure 1).

Quality assurance of the study

To determine the methodological quality, the Mixed
Methods Appraisal Tool (MMAT) 2018 version will be
adapted and used. Hence, each study will be evaluated
using the MMAT tool." Moreover, the Preferred Reporting
Items for Systematic Review and Meta-Analysis-Protocol

2015 and PRISMA extension for Scoping Reviews check-
lists will be used to check whether the recommended
items will be used.” * Moreover, during analysis, we
will review the checklist of the COnsolidated criteria for
REporting Qualitative research: a 32-item checklist for
interviews and focus groups will be used.?!

Stage 4: charting the data

Data charting table (table 3) will be used to extract the
necessary background information and to extract infor-
mation from each selected study. Data charting will be
done using an Excel spreadsheet. The data charting
form will highlight important ideas regarding the vari-
ables from the background. The research questions will
be answered by the variables and the themes included in
the form. We will continuously update data charting form
during the duration of the study.

Stage 5: collating, summarising and reporting the result
Qualitative data analyses using thematic and NVIVO
software V.11 will be used to collate, summarise and
report the results. The researchers will read and
reread the articles thoroughly noting down the initial
ideas in order to find codes. Coding interesting
features of the data in a systematic fashion across the
entire articles and collating data relevant to each code
will be done. We will develop the codes into potential
themes. Finally, defining and naming of the themes
and producing the report will be done.” The descrip-
tion of the coding tree and thematic content analysis
will be used to analyse the data. Data related to the
IPV experience among HIV positive women will be
extracted and coded. Emerging themes will be iden-
tified and the data will be coded according to the
identified themes. The analysis process will use the
following steps (1) Coding data from the selected
articles, (2) categorising the codes into themes, (3)
displaying the data, (4) identifying key patterns in the
data and identifying sub-themes, (5) summarising and
synthesising.

Stage 6: consultation

There will be consultation of the stakeholders, such as
policy-makers, clinicians, patients and families, and any
other appropriate group which has conducted research
on IPV, in order to obtain more references and to

Table 2 Results of pilot search in PubMed

Date of Search engine  Number of publication
Keywords searched search used retrieved
((((“intimate partner violence”(MeSH Terms) AND “women”(MeSH 8 April 2019  PubMed 697
Terms)) AND hiv(Title)) OR “domestic violence”(MeSH Terms)) AND
“africa”(MeSH Terms)) AND (“2009/01/01”(PDAT): “3000”(PDAT)
Intimate partner violence and its associated factors among Google scholar 7430

women living with HIV/AIDS in Sub-Saharan Africa
Intimate partner, HIV, Sub-Saharan, Africa

EBSCO host 48
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Figure 1
Source: Moher et al."®

Studies included in
qualitative synthesis

(n=)

excluded, with reasons

(n=)

Studies included in
quantitative synthesis (meta-
analysis)

provide insights on what the literature fails to highlight

(table 3).%

DISCUSSION

Understanding evidence of the experience of IPV among
women living with HIV in Africa is vital. The evidence
from the current review may provide a framework that
can improve the health of HIV positive women, develop
advocacy strategies and strengthen women’s rights. The
links between HIV/AIDS and IPV against women are not
completely understood. Moreover, IPV poses an indirect
risk of HIV infection in different ways. IPV may increase

The Preferred Reporting Items for Systematic Reviews and Meta-Analyses 2009 flow diagram to update screening.

sexual risk-taking and women with a history of violence
may not be able to discuss condom use.®” Fear of violence
may prevent women from seeking HIV test, and this also
prevents disclosure of their HIV status. Furthermore,
women who experienced violence may delay in accessing
to antiretroviral treaument (ART) for fear of further
violence.® ” Therefore, it is important to study violence
against women who are living with HIV.

As revealed in the Sustainable Development Goals
(SDG), gender discrimination is still a social norm in many
nations. Achieving gender equality and empowering all
women and girls were given due attention and emphasis

4
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Table 3 Sample data extraction table
Authors

Year of publication

Country of origin

Aims of the study

Sample size

Methodology

Intervention

Qutcomes measured

Duration of the intervention

Key findings which match the review
questions

Briefly specify

by the SDGs.”* The current scoping review will map and
document the existing evidence of IPV among HIV-pos-
itive women. The information from the review will help
to understand the evidence of IPV among HIV-positive
women in Africa. It will also map the evidence that HIV
status contributes to IPV in Africa and the evidence as
to whether disclosure of HIV-positive status leads to I[PV,
This review will focus on the studies published between
2009 and 2019. We chose these years because we want to
obtain updated information; hence, we used the litera-
ture over the past 10 years, particularly focusing on the
studies of women who are living with HIV. This is because
their health needs have to be prioritised. The results from
this scoping review will highlight key evidence of IPV
against women who are living with HIV, and the evidence
will also highlight the gaps and opportunities for future
research. The result of the scoping review will also help to
identify the priority areas for primary research on gender-
based violence.

Dissemination

This study will be disseminated through publication in an
open access peer-reviewed journal, printed and presented
in international and national conferences related to IPV.

Definition of terms

IPV can occur among two people in a close relationship.
The perpetrators include current and former spouses
as well as dating partners. IPV includes four behaviours,
namely physical violence, sexual violence, stalking and
psychological aggression.®” Similarly, the WHO document
on IPV includes physical and sexual violence, emotional
abuse and controlling behaviours by partner.Qﬁ The defi-
nitions are detailed below.

Intimate partner violence
‘Any act or omission by a current or former intimate
partner which negatively effects the well-being, physical
or psychological integrity, freedom, or right to full devel-
opment of a woman.’*’

Physical violence
“The intentional use of physical force with the potential
for causing death, injury, or harm.'®’

Sexual violence

‘Any sexual act, attempt to obtain a sexual act, unwanted
sexual comments or advances, or acts to traffic, or other-
wise directed, against a person’s sexuality using coercion,
by any person regardless of their relationship to the
victim, in any setting, including but not limited to home
and work.'®

Psychological violence

This ‘occurs when someone says or does something to
make a person feel stupid or worthless™.*

Controlling behaviours by an intimate partner

‘Controlling behaviours, include acts to constrain a
woman’s mobility or her access to friends and relatives,
extreme jealousy, etc’.%

Emotional abuse by an intimate partner

Emotional abuse, or mental abuse (psychological abuse)
‘is a form of abuse, characterized by a person subjecting
or exposing another person to behaviour that may result
in psychological trauma, including anxiety, chronic

) : - 50
depression, or post-traumatic stress disorder’.

CONCLUSION

The evidence of the link between IPV and HIV is
currently inconclusive, and information regarding the
IPV experience among HIV-infected women is inade-
quate. This review is part of a large-scale study on IPV
among women living with and without HIV in Ethiopia.
This study has a particular emphasis on IPV against
women living with HIV in Africa. The review will use a
framework which has six stages. It aims to assess whether
there is evidence of IPV among HIV-positive women,
whether HIV status contributes to IPV in Africa, and
if the disclosure of HIV-positive status to one's partner
leads to IPV in Africa. The result of the scoping review
will also help to identify priority areas for primary
research in gender-based violence.

Patient and public involvement

This study is a scoping review which was done without
patient involvement. Patients were not invited to
comment on the study design and were not consulted
to develop patient-relevant outcomes or interpret the
results. They were also not invited to contribute to the
writing or editing of this document for readability or
accuracy.
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ABSTRACT

Objectives The present study undertakes a scoping
review aimed to map the evidence of intimate partner
violence (IPV) against women living with HIV/AIDS in Africa.
Design We used the online database to identify papers
published from 1 January 2009 to 1 April 2019, from
which we selected 21 articles from Uganda, Nigeria,
Kenya, South Africa, Zambia, Ethiopia, Cameroon, Tanzania
and Swaziland that used IPV as an outcome variable
among women living with HIV/AIDS.

Data sources PubMed, MEDLINE, EBSCO host, Google
Scholar.

Eligibility criteria We included women who were aged
15 years and above, living with HIV/AIDS in sub-Saharan
Africa.

Data extraction and synthesis We conducted the
abstract screening with two independent reviewers.

We also performed full-text screening. We used the six
methodological frameworks proposed by Arksey and
0'Malley. The Mixed Method Appraisal Tool was used

to determine the quality of the studies. We used NVIVO
software V.12 to undertake a thematic analysis.

Results Of the studies, the majority, 57.1%, reported
cross-sectional results. In comparison, 23.8% examined
qualitative studies, 9.5% were clinical trials, 4.8% were
cohort studies and the remaining 4.8% covered grey
literature. This review revealed evidence of IPV experience
among women with HIV/AIDS, evidence of how HIV
status disclosure influences IPV, proof of the association
of sociodemographic characteristics with IPV and
implications for practice. Moreover, the review revealed
that following the serostatus disclosure, there is evidence
of heightened risk for IPV.

Conclusions This study found evidence of IPV amang
women living with HIV/AIDS. The HIV-positive women
were at considerable risk of IPV after disclosure of their
serostatus to a male partner. Therefore, further research
is needed to promote action to reduce IPV among HIV-
positive and HIV-negative women and to determine
healthcare workers’ IPV screening experience.

INTRODUCTION

Women living with HIV/AIDS who disclose
their HIV serostatus are more likely to expe-
rience intimate partner violence (IPV) than
women who are HIVenegative.! Among the

.12 Nelisiwe Khuzwayo,? Myra Taylor
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Strengths and limitations of this study
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» This review aimed to assess in-depth associations
among women living with HIV/AIDS, and we ob-
tained baseline evidence for future research in inti-
mate partner violence (IPV).

» One of the limitations of this review is that it only
included the literature published in the English
language.

» The studies published in other languages were not
included and the additional evidence of IPV among
women infected with HN/AIDS was not part of this
review's assessment is also a limitation.

» We did not include all the articles in our review be-
cause some were published in journals inaccessible
tous.

former, IPV and HIV/AIDS may provide
overlapping, or perhaps intersecting, chal-
lenges.” The reason that women experience
this violence is that the abusers have usually
been shown to want to establish and maintain
power and control over another person. This
is often reflected in the imbalance of power
between the women and their abusers.” [PV is
defined as any behaviour within an intimate
relationship that causes physical, psycholog-
ical or sexual harm to those in the relation-
ship. This also includes emotional abuse
and controlling behaviours by an intimate
partner,*

Worldwide, IPV is of public health and
social concern. The prevalence of IPV in the
WHO'’s different regions varies but was similar
in the Eastern Mediterranean and South-East
Asian regions, where IPV was reported to be
37% and 37.7%, respectively, to that in sub-
Saharan Africa (SSA), where the prevalence
was 36.6%. Over a third of women in SSA
reported IPV, and because this high preva-
lence of IPV was among both women and
young girls, it is of concern.”? The harmful
consequences of IPV among women and

BM)
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Box1 The proposed scoping review following the six

Arksey and 0'Malley steps

Stage 1: formulating the study question.
Stage 2: identifying the relevant studies.
Stage 3: study selection.

Stage 4: charting the data.

Stage 5: collating, summarising and reporting.
Stage 6: consultation.

young girls are well documented and have been shown to
affect their mental, sexual and reproductive health.” In
response to stress due to abuse, the immune system can
be compromised, which later exacerbating the spread
of cancer and viral infections.” To the biological stress
response, there are behavioural and other risk factors
that also influence the link between IPV and adverse
health outcomes.”

Studies on IPV and depression show that women who
are exposed to physical violence, childhood sexual abuse,
mild or severe emotional violence and high levels of
spousal control are more likely to be depressed,”™ to abuse
alcohol®” and give birth to babies of low birth wcight.‘=k7
Since they may not be able to negotiate condom use,™’
they are also at risk of sexually transmitted infections,
including HIV/AIDS.*

The relatonship between IPV and HIV/AIDS among
women and young girls is a topic of intense debate within
the scientific community.” ' Some researchers consider
that IPV increases women's vulnerability to HIV infec-
tion," "7 while other researchers suggest that HIV-positive
status among women may influence IPV.* ' A study
conducted in Zimbabwe among pregnant women livin
with HIV/AIDS revealed an IPV prevalence of 40% 1°
Another study in Kenya showed that after HIV-positive
serostatus disclosure, one in three women experienced
IR Moreover, both the combination of physical and
sexual IPV (OR: 2.00; 95% CI 1.24 to 3.22) and the expe-
rience of any type of IPV were associated with HIV/AIDS
infection in women (OR=1.41; 95% CI 1.16 to 1.73)."*

IPV and HIV/AIDS are thus two pandemics that require
integrated and collaborative interventions. The Joint
United Nations Programme established new targets for
the scaling up of HIV/AIDS treatment by 2030. Among
its aims are to increase the number of people who know
their HIV/AIDS status by 90%, to increase the number
of people who receive sustained antiretroviral therapy
(ART) by 90% and to strive to ensure that 90% of all
people who are HIV/AIDS seropositive receive ART.'
These new targets are promising, but achieving them
could be compromised by women and young girls expe-
riencing IPV. Therefore, we conducted a scoping review
to systematically map the IPV research conducted among
women living with HIV/AIDS to identify the existing gaps
in knowledge. The information generated through this
scoping review can be used by researchers, policymakers

and programme developers to foster appropriate
programmes and policy frameworks.

METHODS

The protocol™ of this review was published in the BMJ
Open. Currently, the International Prospective Register
of Systematic Reviews does not register a scoping review.
This review is part of a largescale study on IPV among
women in Ethiopia living both with and without HIV/
AIDS. We used the six frameworks proposed by Arksey
and O'Malley'”: (i) identifying the research questions and
defining the eligibility criteria; (ii) identifying relevant
studies by conducting an extensive search; (iii) making the
study selection and appraising its quality; (iv) synthesising
the included studies (charting the data) and presenting
the findings by using a Preferred Reporting Items for
Systematic Reviews and Meta-Analyses (PRISMA) charg
(v) collating, summarising and reporting; (vi) consulting
(box 1).

llti

Stage 1: identifying the research questions

This scoping protocol is based on the following research

questions:

1. Is there evidence of [PV experience among women liv-
ing with HIV/AIDS in Africa?

2. Is there evidence that shows that HIV/AIDS status dis-
closure influences IPV among women in Africa?

3. Is there evidence that sociodemographic characteris-
tics are associated with IPV among women living with
HIV/AIDS in Africa?

Eligibility criteria

Inclusion criteria

1. Studies with study participants aged 15 years and above.

2. Studies with evidence of IPV against women.

3. Studies with evidence about HIV-positive persons.

4. Studies on IPV over the past 10 years for the maximum
amount of updated information: years of publication
from 1 January 2009 to 1 April 2019.

5. Peerreviewed literature, grey literature, government
documents, policy briefs, systematic reviews and meta-
analysis.

6. Studies conducted in sub-Saharan African countries
(all the countries in Africa except Algeria, Djiboud,
Egypt, Libya, Morocco, Somalia, Sudan and Tunisia).

Exclusion criteria
Articles published in a language other than English.

The elements of the population, concept and context
criteria to map studies Corrcctlym (table 1).

Stage 2: identifying the relevant studies

We created a Google form to search the literature in
which we included the topic of the study, author and date
and a review questionnaire. The Google form enabled
screeners to record studies for screening that have been
includedin the Endnote library. We inserted the keywords
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Table 1 PCC framework

PCC Description

P=Population The population for this study were all
women aged 15 years and above living with
HIV/AIDS or receiving ART

C=Concept IPV (physical, and/or sexual and/or
emational/psychological violence) or
domestic violence

C=Context Sub-Saharan African countries where the

problem of IPV mostly exists among women
living with HIV/AIDS

ART, antiretroviral therapy; IPV, intimate partner violence.

into the PubMed advanced search menu, and the results
that appeared were selected and exported to Endnote.

Inaddition, using a comprehensive strategy, we searched
for published evidence and included it in this study. A
variety of literature, including peer-reviewed articles and
grey literature, were retrieved. In the PubMed advanced
search, we used MeSH terms such as IPV, women, HIV,
Africa, domestic violence, and focused on dates of publi-
cation after 1 January 2009.

In addition to PubMed, we used MEDLINE with full
text via EBSCO host, Google Scholar, Science Direct and
Scopus. We found a total of 750 articles from the PubMed
search and identified 128 additional records through
other sources. We completed the search on 8 April 2019
(online supplemental file 1).

Stage 3: study selection

Screening

In our search strategy, we piloted to check the appro-
priateness of the selected electronic databases and the
keywords we decided to include. The principal author
conducted title screening, and two reviewers conducted
the abstract screening independently. The purpose of the
title screening was to assess the titles for eligibility and
to remove duplicates. We created an Endnote library to
which all the eligible titles were exported. We removed
any duplicates before the screening of the abstract. Rele-
vant articles based on the inclusion criteria of the scoping
review were selected.

The independent reviewer abstract screening was to
minimise reporting bias.'® Moreover, we undertook the
full-text article screening independently, based on the
eligibility criteria. We contacted the authors for the arti-
cles that were not available electronically and requested
these be sentto us directly. During the full article retrieval,
we used the University of KwaZulu-Natal library. When a
disagreement arose between the two reviewers, a third
reviewer made the decision. We presented the update of
the findings by using a PRISMA chart.

Quality assurance of the study
To determine the methodological quality, we adapted and
used the Mixed Methods Appraisal Tool (MMAT) 2018

version to evaluate each review.' Additionally, we used
the Preferred Reporting Items for Systematic Review and
Meta-Analysis Protocols 2015 and PRISMA Extension for
Scoping Reviews checklists to check whether the recom-
mended items were included or not.?* ! During analysis,
we reviewed the checklist of the Consolidated Criteria for
Reporting Qualitative Research, a 32-item checklist for
interviews and focus group discussions.”

Stage 4: charting the data

We used the data charting table (table 2) to extract the
necessary background information and to extract infor-
mation from each selected study. We used an Excel
spreadsheet for the data charting. This form highlighted
essential ideas regarding the variables from the back-
ground and included the research questions which were
addressed by the variables and the themes. Twvo reviewers
jointly developed the data charting form to decide which
variables to extract, which they charted independently.
We continuously updated the data charting form during
the duration of the study.

Data items

We abstracted data on the article characteristics (eg, year,
country of origin), aim of the study, IPV and population
(HIV-positive women), sample size, age group, and the
study design.

Stage 5: collating, summarising and reporting the result

We undertook qualitative data analyses using NVIVO soft-
ware V.12 to collate, summarise and report the results.
First, the researchers read and reread the articles thor-
oughly, noting down the initial ideas to find codes. The
notable features of the data across the entire article were
systematically coded, and data relevant to each code was
collated. We then developed the codes into potential
themes and finally defined and named the themes and
produced the I‘L‘POI‘[.QS We used the description of the
coding tree and thematic content analysis to analyse the
data. We extracted and coded the data that were related
to the IPV experience among HIV-positive women, iden-
tified the emerging themes and then coded the data
according to these themes. The analysis process used the
following steps: (i) coding data from the selected articles;
(ii) categorising the codes into themes; (iii) displaying
the data; (iv) identifying key patterns in the data and the
subthemes; (v) summarising and synthesising.

Stage 6: consultation

We held consultations with the stakeholders, such as
policymakers (two), clinicians (three), patients (five)
and families (two), in addition to other appropriate
groups who researched IPV, in order to obtain more
references and to provide insights on what the litera-
ture failed to highlight* Moreover, these consultations
helped in mapping the evidence of the existence of phys-
ical, emotional and sexual violence among HIV infected
women. The talks helped to gain further insight into IPV.
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Open access

‘!

Sample Age group
Author Country Study aim Population  Size (vears) Study design

Bernsteineta®®  South Africa  To assess the prevalence Women 623 18-44 Cross-sectional
and correlates of IPV
among HIV-infected
pregnant women

Colombini et a'®  Kenya To explore women'’s Women 30 15-49 Qualitative
experiences of IPV risks
following disclosure to their
partner

Emusu et a® Uganda To explore the experiences Women 26 Not Qualitative
of sexual violence among mentioned
women in HIV-discordant
unions

Ezechi et al*! Nigeria To determine the Women 652 <20-240 Cross-sectional
prevalence, types and
correlates of IPV

Hampanda et a/®®  Zambia To determine how IPV Women 320 18+ Cross-sectional
against HIV-positive women
affects safe infant feeding
practices
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liyasu et af*® Northern To assess prevalence and  Women 300 18-70 Descriptive and
Nigeria risk factors of domestic cross-sectional
violence among HIV-
positive women

Mulrenan et a”’  Swaziland To explore the risks of Women 19 18-44 Qualitative
experiencing IPV after HIV
infection among women
with HIV

Continued
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Author

Country

Study aim

Onu et a®®

Kenya

Population

To examine SV against HIV- Women 25 18+
positive women enrolled in
HIV care in Kenya

Sample
Size

Age group

(vears) Study design

Qualitative

Wilson et al'! Kenya To assess the prevalence
and correlates of IPV in

the past year by a regular
male partner in HIV-positive
female sex workers in

Mombasa, Kenya

Women

357 18+ Cross-sectional

United Nations Tanzania To discuss the links
Educational, between gender-based
Scientific violence and HIV and AIDS
and Cultural in conflict and post-conflict
Organization** situations in the Great

Lakes Region

Women

N/A N/A Workshop report

ART, antiretroviral therapy; HCT, HIV Counseling and Testing; IPV, intimate partner violence; SV, Sexual Violence; WLWH, Women Living
With HIV.

RESULTS

Screening results

We found 750 articles in the original data search. A total
of 159 publications remained after we removed duplicates
and other unrelated topics. A 136 articles were excluded,
which did not meet our inclusion criteria, and 23 items
were included for full-text screening. After the full-article
screening, we excluded two studies, providing reasons
for this, and a final 21 articles remained from which to
extract data (figure 1).

Characteristics of the included siudies

Out of the 21 included studies, 20 were published in
peerreviewed journals," *** while the remaining one
was categorised as grey literature.” From the included
studies, 12 were T.lanﬁtativc and crosssectional in
nature,?® % 3050340 B e ::[ua]itatiw:,1326 2379 was a
clinical trial,” ** 1 was a cohort design** and the remainin
one was grey literature (a conference discussion report)*
(figure 2).

Out of the 21 studies, 5 were conducted in
Uganda,%ﬂ.‘l294(]42 4in Nigeria’?-(] 31 35 36 3 in Kenya,lg 30 41
2 in South Africa,”*” 2 in Zambia,**** 1 in Ethiopia,™ 1
in Camerc;on,?’2 1 in Tanzania® and the remaining 1 in
Swaziland®’ (figure 3).

Study findings

Four themes emerged from the identified studies:
evidence of IPV experience among women with HIV/
AIDS, evidence of HIV/AIDS status disclosure influ-
encing IPV, evidence of the association of sociodemo-
graphic characteristics with IPV and implications for
future practice.

Evidence of IPV experience among women with HIV/AIDS

We found evidence of IPV experience from almost all of
the 21 included studies in the 11 countries in the Sub-
Saharan African region.” ®™* The prevalence of TPV
varied among countries; we identified the highest prev-
alence of IPV in South Africa (67.3%)% and the lowest
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£ Records identified during . Addilonal reodrds
g database searching identified through other
% (=750) sources
E (n=20)
=
—
Records after duplicates removed
(n=92)
e
E Records screened by abstract Rocuu(i::;}cluded
5 (n=25)
=) |
I
Full-text articles Full-text articles excluded, with
assessed for eligibility reasons (n=3)
£ (n=23) G
Z ¥ Study population included
= t women with no evidence of
= l HIV/AIDS (n=1)
¥ Population included men (n=1)
Studies included in ¥ Phenomenon was not IPV
qualitative synthesis (n=1}
('Ir|=20)
Z !
= Studies included in
= quantitative synthesis
(meta-analysis)

Figure 1 The Preferred Reporting ltems for Systematic
Reviews and Meta-Analyses 2009 flow diagram. Source:
PRISMA Group: doi: 10.1371/journal.pmed.1000097.2°

prevalence in Kenya (14.6%).*' [PV was also identified
in Nigeria (65.8%),*" in South Africa, overall, 56.3%
reported having experienced either psychological or
physical IPV,*Uganda (29%)," another study in South
Africa, (21%},Qﬁ Nigeria, (23.6%},33 Kenya, nearly one-
third of women in the study, ¥ Cameroon (23%),% Nigeria
(22.1%)™ and Uganda (29.3%).* On average, one-third
(30.2%) of HIV-positive women experienced IPV among
the included studies. Psychological, emotional or verbal
abuse was the most common form of violence reported

14

Number of designs
IS o

R

Cross-sectional Qualitative

study

Figure 2 Distribution of study designs used in the study (n=20).

among HIV-positive women and ranged from 12.1% to
51.7% 2% % One study showed that physical violence
had a more pronounced effect on status disclosure than
sexual or emotional violence.™ Sexual violence was found
to be the least common type of abuse among HIV-positive
women, ranging from 2% to 44.8%.° % 9%

Three studies showed evidence of further abuse
following IPV, such as the difficulty of engaging in HIV/
AIDS care, interruption of ART adherence, partner stigma
and abuse, and financial withdrawal."* ® *2 There was also
evidence showing that physical weakness, economic and
social dependence on a partmer and alcohol abuse by a
male partner were the leading causes of [PV, *

Evidence of HIV/AIDS status disclosure influencing IPV
Evidence of IPV after HIV/AIDS status disclosure was
reported from six studies, ! #38 Following the sero-
disclosure, there was evidence of heightened risk for IPV,
stigma, abuse, marriage disruption and financial with-
drawal."***132® 3% puidence from one study showed about
74% of abuse coming after HIV/AIDS status disclosure.™!
However, some studies found that sero-concordance is
protective of emotional or verbal abuse.” Women who
had their own income, those who did not have a stig-
matising attitude towards people living with HIV/AIDS,
those who had attained secondary level education and
above, those with a positive attitude towards counsellors,
and those able to access health facilities were all associ-
ated with positive partner reaction.”® On the other hand,
having an HIV-negative spouse and disclosure of HIV/
AIDS status was associated with abuse.”

Studies also explored the expectation of adverse reac-
tions related to HIV/AIDS in the community, including
gossip and discrimination.” * Evidence even existed
that some women did not disclose their HIV/AIDS status
because of expected fear of rejection, abuse and antici-
pated loss of trust from their partner.”*' * For instance,

12
10
8
5 I =] kS N

Clinical trial

Cohort Others
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Figure 3 Distribution of countries represented in the included studies (n=20).

studies showed thatsome women kept their HIV serostatus
a secret to prevent an adverse reaction.” * One study also
presented evidence of early mixed feeding following the
disclosure of an HIV-positive status.”® Findings show that
physical violence is the most prevalent form of IPV that
occurs after status disclosure rather than sexual abuse.**
Evidence of the association of sociodemographic
characteristics with IPV

We found evidence of sociodemographic characteristics
which were associated with IPV in four studies.” " #2
One study identified that older age groups of women,
those >40 years, were at risk for v Contrary to this, a
study in Uganda showed that being older was associated
with a lower risk for IPV.* Similarly, one study in Nigeria
showed that younger partners (20-39 years) were more at
risk for IPV.%®

A study from Nigeria showed that multiparity, being a
respondent with an HIV-positive child, and marital status
(divorced women) were associated with IPV.* However,
a study in Uganda showed that being married was associ-
ated with a higher risk of IPV.*

Two studies revealed that non-formal education of
hushbands (ie, lack of education) was associated with
PV Contrary to this, a study in rural Uganda showed
that there was a significant, but inverse, the association
between educational level and physical partmer violence.*”
There was also an inverse association between the educa-
tional level of the respondent and sexual/psychological
abuse, as well as psychological /sexual violence.

Only one study from Uganda reported that a higher
household asset index score was protective from PV
The sociodemographic factor of alcohol abuse by male
partners was an essential factor associated with 1PV
among HIV-positive women.” ** * Additionally, IPV was
associated with the experience of violence before women

had an HIV-positive diagnosis.™” Moreover, a Ugandan
study reported that the use of ART was associated with
an increased prevalence of PV."" One study result also
showed that women experiencing controllinq behaviour
by the index partner was associated with IPV.*

Implications for future practice

Evidence from four studies indicated that the preven-
tion of IPV is through the integration of parmer violence
identification and care into other healthcare services
(sexual and reproductive services and services such as
HIV testing and counselling). LY study in Uganda
recommended the integration of various stakeholders,
including partners, family, policymakers, community
members and funders and programme implementers
who could work together to prevent IPV.*

Healthcare workers (HCWs) should ensure safe disclo-
sure to avoid postdisclosure abuse. Safe disclosure,
including couple counselling, mutual disclosure between
partners, separate counselling sessions for men and facili-
tated disclosure were recommendations.* ©* A study also
reported that HIV/AIDS counsellors should evaluate the
advanta%qes and disadvantages of status disclosure among
women.” Furthermore, a Zambian study indicated that
IPV prevention required training counsellors to facilitate
discussions with women about IPV.** Moreover, evidence
from two studies showed the importance of ensuring
that women'’s decisions to disclose their HIV serostatus
are fully informed and voluntary."”® * Evidence from five
studies reported that routine screening for IPV to identify
abused women during HIV/AIDS care services is neces-
s;arjy.gﬁ HWARAPR Furthermore, evidence from a Ugandan
study also highlighted that HCWs should inform HIV-
discordant couples appropriately on their reproductive
options and referral systems and link couples with coun-
selling services on sexual violence.™
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Open access

A study also proposed a way forward by improving
public awareness and family counselling as a strategy
of IPV prevention.”” Four studies recommended that
promoting gender equity, empowering women economs-
ically, as well as promoting positive masculinities that
support and protect women are measures to prevent
IPV.* #3741 Moreover, two studies reported the involve-
ment of men in programmes of IPV prevention.” *’

DISCUSSION

This scoping review was aimed at mapping the evidence
of IPV against women living with HIV/AIDS in SSA. It
revealed evidence of IPV experience among women
with HIV /AIDS, how HIV/AIDS status disclosure influ-
ences its prevalence, and proof of the association of
sociodemographic characteristics with IPV. The impli-
cations for future practice and recommendations were
also made evident.

The experience of IPV varies among SSA countries. On
average, 30.2% of HIV-positive women had experienced
IPV. This overall finding corresponds to the results of
Ugandan and Kenyan studies.” *** Of the types of IPV,
emotional abuse was the most common form of violence
reported among HIV-positive women®*™ % 10,
violence was found to be the least common type ofabuse
among HIV-positive women.” *' ¥ % Aq a result of this
type of violence, women delayed accessing ART for fear
of further violence, experienced denial of healthcare
or discrimination in healthcare settings, employment,
education, housing and enforced HIV testing.” " ** In
light of these findings, studies highlighted strategies to
protect women from IPV by the integration of violence
identification and care into other healthcare services
(sexual, reproductive and HIV/AIDS-related services
such as HIV testing and counselling services) JB2a0:54
It was suggested that the integration of the family, poli-
cymakers, community members, as well as funders and
programme implementers in genderbased violence
prevention programmes, were a way forward.®

The WHO data in 2018 showed that 25.7 million
people are living with HIV/AIDS in Africa,” indicating
that HIV/AIDS continues to be one of the significant
causes of disease burden in $SA,* 49 causing substantial
health problems in the region. However, studies have
highlighted that the effect of the HIV/AIDS epidemic
varies in different countries of SSA.* Significant to this
study, research in Africa has also shown that there is
a strong association between HIV infection and IPV.*
This relationship between the two health problems is
complex and itcrativc“; because of this, countries with
a high HIV/AIDS prevalence, for instance, South Africa
and Nigeria, account for a high prevalence of violence
(67.3%)" and (65.8%)," respectively. The studies in
this review included countries with a varying range of
HIV/AIDS prevalence; as reported in 2016, these were
Swaziland (27.2%), South Africa (18.9%), Zambia
(12.4%), Uganda (6.5%). Kenya (5.4%), Tanzania

sexual

(4.7%), Cameroon (3.8%), Nigeria (2.9%) and Ethi-
opia (1.1%)." Moreover, IPV can itself also be both
a risk factor for and a consequence of HIV/AIDS.™
Therefore, IPV needs safe monitoring, screening and
intervention among HIV-positive women in healthcare
scttings.‘m

Evidence of IPV following HIV/AIDS status disclo-
sure was found in nine studies reviewed.'? 2 31 9233 ¢
our study had searched only for the effect of HIV/AIDS
disclosure without IPV, more evidence of the conse-
quences of HIV/AIDS status disclosure could have come
to light. Moreover, stigma, abuse, marriage disruption
and financial withdrawal were evident consequences of
HIV test result disclosure,'® 2?31 32936 Therefore, there
is a need for safe disclosure such as couple counselling,
mutual disclosure between partners, separate counsel-
ling sessions for men and facilitated disclosure.'® 2 %
One study also reported that HIV/AIDS counsellors
should evaluate the advantages and disadvantages of
status disclosure among women.* The Zambian study
suggested training counsellors to facilitate discussions
with women about 1PV.** Moreover, evidence from two
studies showed that ensuring women’s fully informed
and voluntary decision making to disclose their HIV/
AIDS serostatus is required.'®**

A study in Uganda showed that the sociodemographic
status of being married was associated with a higher
risk of IPV.? Another type of marital status, such as
being divorced, was also associated with IPV in another
context."” Hence, the prevention strategy for IPV
should be emphasised for both married and divorced
women. Age could also be a risk factor, depending on
the country. A study in Zimbabwe identified that older
women, >40 years, were at increased risk for Pyt
Contrary to this, a study in Uganda showed that older
age represented a lower risk for Py Corresponding
with this, a survey in Nigeria showed that younger
partners (20-39 years) were at increased risk of IPV."
However, from these findings, we realised that violence
could affect all age groups; hence, the importance of
improving public awareness and providing family coun-
selling as a strategy for IPV prevention.'

Women who are living with HIV/AIDS not only
experienced with IPV but also other type of violence /
stigma/discriminations. A study in South Africa showed
that higher levels of depressive symptoms and greater
perceived stigma were associated with physical and
psychological IPV.* It also showed that psychological
IPV and physical IPV were also individually associated
with high perceived stigma and higher levels of depres-
sive sympmms.‘”

Studies that other sociodemographic
aspects, such as higher household asset value were
protective against IPV.* To this end, promoting gender
equity, and empowering women economically, as well
as promoting positive masculinities that support and
protect women should be considered to protect against
IPV. #3741 Concerned bodies are also aware that

revealed
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traditional masculine norms, for instance, aggressive-
ness and male suppression of emotional vulnerability,
can lead to physical violence.” Moreover, a male part-
ner’s heavy drinking and aggressive behaviour, that men
believe to be an accepted norm of masculinity lead to
violence.”? Hence, wise disclosure of HIV/AIDS status
assisted by HCWs, mutual disclosure and involving men
in programmes for IPV prevention is advisable.

Health systems should address violence because of
its significantly harmful effects on women’s health and
well-being, including their mental, sexual and repro-
ductive health.” IPV seems to be a preventable health
problem. Thus, the health system needs to develop a
response that can provide women with a multisectoral
and women-centred response providing privacy, confi-
dentiality and accountability, empowerment of women's
deci_sa}ion making and immediate assistance in a holistic
way.”

Strengths and limitations

We used an approved MMAT to check the quality of
appraisal of the included studies. We also used public
health and social science databases for title screening.
By doing so, we obtained all relevant published studies;
however, we could have found additional pertinent
articles if other bibliographical databases had been
searched. Other terms, rather than the keywords we
searched, could have existed in a different database.
In our search, we included articles published in the
English language only; therefore, we may have missed
critical points published in studies presented in another
language. Furthermore, this scoping review was a huge
undertaking, and it only includes results up to the date
of 10 April 2019.

CONCLUSION

Overall, this scoping review provides a summary of
the existing literature showing the evidence of IPV
experiences among with HIV/AIDS. We
found evidence of IPV experience from almost all of
the studies included. On average, one-third (30.2%)
of HIV-positive women experienced IPV among the
included studies. Psychological, emotional or verbal
abuse was the most common form of violence reported
among HIV-positive women. Furthermore, two other
relevant categories of evidence reviewed are the nega-
tive influence of HIV/AIDS status disclosure on IPV
and the association of sociodemographic characteris-
tics with IPV and what the resulting implications are
for practice. Psychological and emotional abuse were
the most common form of violence reported. Sexual
violence was found to be the least common type among
HIV-positive women. The review showed the difficulty
of women who experienced IPV in engaging in HIV/
AIDS care, the interruption of their ART treatment, and
that stigma, abuse and financial withdrawal were some
of the consequences that followed from IPV. As this

women

review has shown, IPV was associated with HIV/AIDS
status disclosure and having an HIV-negative spouse was
a risk factor for IPV. In particular, there is evidence of
a heightened risk for partner violence, shame, abuse,
marriage disruption and financial withdrawal following
serostatus disclosure.

Therefore, the review highlighted the need for strat-
egies such as the integration of [PV screening and care
into other healthcare services (sexual, reproductive and
HIV/AIDS services). Moreover, safe disclosure such as
couple counselling, mutual disclosure between part-
ners, separate counselling sessions for men and facili-
tated disclosure is vital. The review has also emphasised
routine screening for IPV to identity abused women
attending HIV/AIDS care services. Most importantly,
there is a need for further research among special
population groups and on health systems barriers to
screening for IPV and for a focus on how victims are
treated.

Recommendations for future research

For future research, we suggest investigating the differ-
ences and similarities of the IPV experiences for women
living with or without HIV/AIDS and the associated
factors in the different regions of the various countries
in SSA. The lived experience of women, both living with
and without HIV/AIDS, and the HCW’s experience of
IPV screening and its barriers still need to be further
studied.
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Abstract

Objectives
This study aimed to measure the prevalence and associated factors of Intimate Partner Vio-
lence (IPV) among women living with and without HIV in Wolaita Zone, Southern Ethiopia.

Methods

A comparative cross-sectional study design was used to interview the 816 women between
18-49 years of age (408 = HIV positive, 408 = HIV negative). Using a multistage sampling
technique, participants were recruited from nine health facilities based on probability propor-
tional to the number of clients. After data entry (EpiData version 4.4.2.0) the data were
exported to STATA/SE 15 software. Binary and multivariable logistic regression analysis
were undertaken and the odds ratio (OR) and 95% confidence interval (Cl) are presented.

Results

The lifetime prevalence of IPV among all women was 59.7%, [85% Cl: 56.31%-63.05%].
IPY was slightly higher among women living with HIV, 250(61.3%), than those who were
HIV negative, 238(58.1%). Lifetime prevalence of emotional violence 413(50.6%:), physical
violence 349(42.8%), sexual violence 219(26.8%), and controlling behaviours by husbands/
partners 489(59.9%) were reported. Associations were found between IPV and controlling
behaviour of husband/partner [ACR = 8.13; 95% CI: 4.93-13.42],income [AOR = 3.97; 95%
Cl:1.81-8.72], bride price payment [AOR = 3.46; 95% CI:1.74-6.87], women's decision to
refuse sex [AOR = 2.99; 95% CI: 1.39-6.41],age group of women [AOR = 2.886; 95%
Cl:1.67-4.90], partner’s family choosing wife [AOR = 2.83; 95% Cl:1.70-4.69], alcohol con-
sumption by partner [AOR = 2.36;95% Cl:1.36-4.10], number of sexual partners [AOR =
2.35; 95% Cl:1.36-4.09], and if partner ever physically fought with another man [AOR =
1.83; 95% CI:1.05-3.19].
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Conclusions

There is a high prevalence of IPV against women both living with and without HIV. Policy pri-
arities should therefore involve males in programs of gender-based violence prevention in
order to change their violent behaviour, and interventions are required to improve the eco-
nomic status of women. Both sexes should be advised to have a single partner and marriage
arrangements should be by mutual consent rather than being made by parents.

Introduction

Intimate Partner Violence (IPV) is increasingly recognized as a serious, worldwide public health
concern. Violence Against Women (VAW) occurs in almost all countries, among women and
girls of all ages, cultures, races, religions, educational levels and sexual orientation [1]. Asa
result, in the ever-partnered women, physical or sexual violence or both, by an intimate partner
ranged from 15-71% [2]. The global prevalence of physical and or sexual abuse was 30%,[3].
The prevalence was highest in the World Health Organization (WHO) African, Eastern Medi-
terranean and South East Asian regions, where 37% of women reported sexual and or physical
violence. The magnitude decreased in high-income countries to 23.2% [2]. The elimination of
such violence against women is emphasized in the Sustainable Development Goals (SDG) [4].

[PV is defined as “Any act or omission by a current or former intimate partner which nega-
tively affects the well-being, physical or psychological integrity, freedom, or right to full devel-
opment of a woman”[5]. IPV is a major public health problem strongly associated with HIV
infection among women in Africa and includes different types of violence such as emotional
and physical violence and the controlling behaviour by males of their partners.[6].

Recent developments concerning [PV have heightened the need to emphasize the elimina-
tion of all forms of violence against women and girls in public and private institutions [4].
Moreover, the issue of [PV against women who are living with HIV is of concern and has
received considerable critical attention [7].

Ethiopia is one of the countries with a large burden of Gender-Based Violence (GBV). In
the international survey, the lifetime prevalence of sexual violence ranged from 6% (in Japan,
Serbia and Montenegro), to 59% in one of the Ethiopian provinces; while physical or sexual
violence, or both in Ethiopia has been reported at 54% among women [1]. In addition, a study
conducted in Ethiopia by Semahegn, et al.,(2015) showed that the lifetime prevalence of IPV
ranged from 20 to 78% [&]. The 2016 Ethiopian Demographic and Health Survey (EDHS) also
reported that more than one-third (35%) of ever-married women have experienced physical,
emotional, or sexual violence by their partner, and this was supported by a study where 30.4%
of ever married women in the southern region of Ethiopia had experienced physical, sexual or
emotional violence by their partner [9].

Some studies have identified particular factors associated with IPV, but in Ethiopia IPV has
not been well documented amongst women living with and without HIV. Therefore, this
study aimed to assess the prevalence and factors associated with I[PV among women living
with and without HIV, in Southern Ethiopia.

Materials and methods
Study area and setting

This study was conducted in Wolaita Zone, one of the 14 Zones in the Southern Nations,
Nationalities and People’s Regional State (SNNPR) of Ethiopia. Wolaita is one of the Omotic
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languages spoken in Southern Ethiopia and is the native language of the Zone. The Amharic
language is the official language of the region and the Zone. The capital city of the Zone,
Wolaita Sodo, is 330 km south west of Addis Ababa, the capital city of Ethiopia. Currently,
Wolaita Zone has a total of 19 health facilities which are providing ART services. The overall
HIV prevalence in Ethiopia among men and women aged 15-49 was 0.9%, (CI: 0.7%-1.1%]).
It is higher among women than men (1.2% versus 0.6%). However, the prevalence of HIV was
lower in Southern Ethiopia, 0.4% [10]. Regarding poverty, Ethiopia is one of the low- income
countries and Wolaita Zone is categorized as such. The total population of the Zone was
2,492,887 as estimated on February 8, 2019 [11].

Design and population

A comparative cross-sectional study design was used to conduct the study among the 19
selected health facilities in Wolaita Zone, from November 2018-December 2018. The target
population was all adult women (aged 18-49 years) who were known to be living with HIV,
since they had already tested for HIV and were taking Anti-Retroviral Therapy (ART). The
comparison group was women without HIV. These were women who were attending health
facilities for PMTCT, antenatal care, postnatal care, family planning, and other health services
and their HIV sero-status was already documented and it was known that they were HIV nega-
tive. No new HIV testing was conducted for this study, since there was available HIV testing
information. Women were approached to give their permission to participate.

Inclusion criteria

There were two groups comprising a) Adult women, aged 18-49 years, who were living with
HIV, and using Anti-Retroviral Therapy (ART), b) HIV negative women who were using the
different health services mentioned above. The study enrolled women who currently had male
partners, whether married or not.

Exclusion criteria

‘Women, below 18 and above 49 years, mentally ill or having any other severe illness which
hindered the client from being interviewed were excluded. Women excluded from the study
could however, also potentially benefit from the research findings.

Measurement and operational definition.

Intimate Partner Violence (IPV): Is an outcome variable and was measured when the
women reported one or more acts of physical, sexual, and/or emotional violence by a current
or former male partner, whether cohabiting or not, since the age of 15 years’ [1, 3, 8 12, 13].

Physical Violence: This was measured when women reported at least one experience of a
current or former partner who had “ever slapped her, or thrown something at her that could
hurt her, pushed or shoved her, hit her with a fist or something else that could hurt, kicked,
dragged or beaten her up, choked or burnt her on purpose; threatened her with, or actually
used a gun, knife or other weapon against her”[1].

Sexual Violence: This was measured when women reported at least one experience of the
three sexual violence questions. “Being physically forced to have sexual intercourse against her
will, having sexual intercourse because she was afraid of what her partner might do, and being
forced to do something sexual she found degrading or humiliating™[1]

Psychological Violence/emotional violence: This was measured when the women reported
at least one emotional vielence item from the four questions listed in the WHO multi-country
women and violence study questionnaire. Emotional vielence occurs when someone says or
does something to make a person feel stupid or worthless [1].
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Controlled behaviour: This was measured when the women affirmed at least one item of
the seven controlled behaviour questions set in the WHO multi-country women and violence
study [1].

Sample size calculation

The sample size was calculated by using the sample size calculator for designing clinical
research (http:/fwww.sample-size.net/means-sample-sizeclustered/). Hence, the number of
health facilities which are providing ART (clusters = 19), rejecting the null hypothesis (margin
of error = 0.05), power = 80%, proportion of women exposed to [PV in South West Ethio-

pia = 0.415 [14], proportion of women unexposed to [PV = 0.585 (14), within-cluster correla-
tion coefficient = 0.29, confidence interval = 95%. The sample size calculated by using the
above formula was adjusted for clustering, and the fixed cluster was 817. The non-response
rate and design effect were included in the 408 HIV negative women and the 408 HIV positive
women who are using ART.

Sampling strategy

A multistage sampling technique was used for this study. In Wolaita Zone there are 12 woredas
(districts) and three town administrative systems in which 68 health centers and 7 hospitals
provide health care services. Though, Wolaita Zone has 68 health centers and seven hospitals,
only 19 health facilities (12 health centers and 7 hospitals) which were providing ART in the
Zone were included. The reason for this was this study focused on women who were living
with HIV and using ART services. In order to compare similar populations, the comparison
group, women who were not HIV sero positive were also selected from these 19 health facili-
ties. We randomly selected half of these, namely, nine health facilities from the 19. The health
facilities were stratified by the health centers and hospitals. Hospitals were further stratified
into governmental and non-governmental. In total 9 health facilities (6 health centers plus 3
hospitals) were randomly selected and included in the study. The sample size for each health
facility was allocated based on the probability proportional to the size of their previous six
months’ client flow. In order to determine this number, the previous 6 months’ report of the
Zonal Health Department was used. Finally, the K™ interval (k = N/n), where N = total num-
ber of women who were receiving health services in the nine health facilities (N = 5301), was
divided by the calculated sample size (n = 817). Every 6™ client was interviewed until the
desired sample size was reached at each facility.

Data collection management and storage

The structured questionnaire was adapted from the WHO's multi-country study on women'’s
health and domestic violence [3]. The structured questionnaires were prepared first in English
and then translated to the local language (Wolaita Donna and Ambharic) (51, 52 and 53 Files).
The wording of the questionnaires was adapted to be clear and unambiguous. In order to
maintain consistency in the translation with the English version, the questionnaire was back-
translated into English by another language expert. The contents of the questionnaire included
socio-demographic variables, wealth index, controlling behaviour of partner, emotional, physi-
cal, and sexual violence, past violence experienced by husband/partner, and attitudes towards
beating one’s partner.

Two days’ training was given to supervisors and data collectors in order to make them
familiar with the objectives, the techniques, and the methodology of the research. The training
aimed to standardize their interviewing skills and ensure interviews were done in a consistent
manner.
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Data were collected through interviewer-administered questionnaires in either the Wolaita
Dona or Amharic language. Data collection was conducted by eight female health workers.
Moreover, four supervisors (BSC/ MPH based on experience) supervised the data collectors.

Before the actual data collection, a pre-test was conducted on 5% of questionnaires in a sim-
ilar setting but outside the intended study area. In order to maintain the internal consistency
of the tool and to determine the reliability of the test, Cronbach’s Alpha was applied. If the
alpha was high (>0.80) the item is considered to be reliable and the test is internally consistent.
If the items in the test had a low correlation, rejecting the item that is inconsistent with the rest
and retaining the item with the highest average inter-correlation was done via item analysis
[15]. The supervisors and the principal investigator, in particular, closely supervised the per-
formance of the data collectors. The completed questionnaires were checked by the supervisors
on a daily basis. The raw data has been stored securely and confidentially, and will be kept for
five years before being finally discarded appropriately.

Data analysis

Double data entry was done in EpiData software version 4.4.2.0. The data were then exported
to STATA/SE 15, Texas 77845 USA software for cleaning and analyses. The errors identified
were corrected after checking the questionnaires. Summary measures such as frequencies,
and the regression analysis were computed. Binary and multivariable logistic regression analy-
sis which provided odds ratio and 95% confidence interval were used to identify statistical
associations. The variables from the binary logistic regression with (P-value <0.25) were
entered one at a time in the multivariable logistic regression to control for possible confound-
ers. Finally, those variables with p-</0.05 were considered as statistically significant. The Hos-
mer-Lemshow goodness of fit test was done as a post-estimation test by using the STATA
command ‘estat gof, group (10)" and it was not statistically significant (Prob > chi2 = 0.8654).
The Receiver Operating Characteristics (ROC) graph was done and the result showed dis-
crimination (0.8796), indicating the model’s ability to discriminate between those subjects
who experienced [PV and those who did not. Therefore, we concluded that the model fits.
Multicollinearity was investigated using regress and VIF commands, and showed no multicol-
linearity as none of the variables’ VIF was more than or equal to ten and tolerance was less
than 0.1.

Ethical approval and consent to participate

Ethical approval was obtained from the Biomedical Research Ethics Committee (BREC) from
the University of KwaZulu-Natal (BREC Ref No: BE387/18) (54 File). Ethical clearance was
also obtained from the Institutional Review Board of Wolaita Sodo University under Ref No:
WSU15/04/147 (12 Sep. 2018) (55 File). Formal permission was obtained from the health
departments of Wolaita Zone and the respective health centers and hospitals where the study
was conducted. The information regarding informed consent was explained to the participants
in their own language. Respect for the person (autonomy) and protection of vulnerable partici-
pants were maintained. The purpose of the research, and the expected duration for the partici-
pant to complete the interview/questionnaire (25-30 minutes) was communicated. Referral
for psychological support was made for some individuals. This study maintained the confi-
dentiality of the participants; their name was not written on any result (anonymity was
ensured). The participant had the right to withdraw or to interrupt their participation at any
time without penalty or loss of benefits. We obtained the written consent from each of the par-
ticipants. To maintain complete privacy, only one woman at a time in a private room or place
was interviewed, except for children under age two years.
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Results
Socio demographic characteristics of women living with and without HIV

A total of 816 women (408 HIV positive and 408 HIV negative) participated in this study. Over
half of the women living with HIV, 238 (58.3%), were under the age of 29-39 years. Nearly half,
190 (46.57%) of the women without HIV were in the age group 18-28 years. More than three-
quarters of women 324 (79.41) living with HIV were living in urban areas, as were 285(69.85) of
HIV negative women. The majority of women who were living with HIV193 (47.3%) had primary
education (grades 1-8), whereas the majority of women without HIV 154(37.75%) had secondary
education (grades 9-12). The majority, 371(90.93%) of HIV negative women were currently mar-
ried or lived with a man, whereas, among HIV positive women there were 252 (61.76%) with
partners. Many of the HIV positive women were widowed 59 (45.38%). Bride price had been paid
for 297 (90%) HIV negative women, while among HIV positive women the figure was lower 191
(71%). Regarding the wealth index, many of the HIV positive women, 165 (40.44%) were poor
and few of them, 97 (23.77%) had a high wealth index, whilst many of HIV negative women had
a higher wealth index 156 (38.24%) and relatively lower poverty, 118 (28.92%). Other than ethnic-
ity, HIV status and a trend for differences in religion there were the significant socio-demographic
differences between the HIV positive and negative respondents (Table 1).

Controlling behaviours by an intimate partner against women in Wolaita
Zone

If the women reported at least one of the seven controlling behaviour questions listed in
Table 2 below, then the woman was considered as reporting controlling behaviour. The com-
posite prevalence of controlled behaviour among HIV positive women was thus reported by
more than half of the women surveyed, 227 (55.64%), 95% CI (50.80%-60.49%), while nearly
two-thirds of HIV negative women, 262(64.22%}, 95% CI (59.54%-68.89%), experienced con-
trolled behaviour. The overall prevalence of contrelled behaviour among both groups was 489
(59.93%) (Lable 2)

Magnitude of emotional violence in Wolaita Zone, Ethiopia

If women reported at least one of the four emotional violence questions in Fig 1 below, they
were considered as having experienced emotional violence. Accordingly, half of the women
living with HIV, 204(50%), [95% CI: 45.13%-54.87%)] had experienced lifetime emotional vio-
lence, with a similar proportion, 209(51.23%), [95% CI: 46.35%-56.10%)] found among HIV
negative women. The overall lifetime prevalence of emotional violence among all women
(n=816) was 413(50.61%).

Of the total number of participants who had experienced emotional violence in the past 12
months, (n = 60), 22(36.62%) [95% CI: 24.11-49.22] were among women living with HIV,
whereas among HIV negative women (n = 18), there were 8(44.44%), [95% CI: 19.02-69.87].
The overall prevalence of emotional violence in the past 12 months among all 78 women was
30(38.46%) (Fig 1).

Prevalence of intimate partner violence in Wolaita Zone, Ethiopia

Lifetime physical violence among women living with HIV (n = 408) and without HIV

(1 = 408) was respectively 185(45.34%) [95% Cl: 40.49%-50.19%] and 164(40.20%) [95% CL:
35.42%-44.97%)]. Lifetime sexual violence among women living with HIV and without HIV
was respectively 114(27.94%) 95% CI: 23.57%-32.31%] and 105(25.74%) [95% CI: 21.48%-
29.10%).
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Table 1. Socio demographic characteristics of Women living with and without HIV in Wolaita Zone, Southern Ethiopia, from November-December 2018,

Characteristics {n = 816) Women HIV Positive (n = 408) | Women HIV Negative All women P-value
(n = 408) (816)
Frequency Percent (%) Frequency % Number (%)
Age P<0.001
18-28 119 2920 190 46.57 309(37.9)
29-39 238 5830 193 473 431(52.8)
40-49 51 12.50 25 6.13 76(9.3)
Residence
Urban 324 79.41 285 69.85 GO9{T4.6) P<0.001
Rural #4 20.59 123 3015 207(25.4)
HIV sero-status (HIV+ vs HIV-) 250 6127 237 58.09 S16(100) P=0.354
Women education
No Education 118 2898 a5 15.93 183(22.4) P00l
Primary Education {1-8) 193 4730 139 3407 333(40.8)
Secondary (9-12 Grade) 75 1838 154 37.75 229(28.1)
Higher (Abaove 12) 2 5.39 50 12.25 71(B7)
Current ital status
Currently married or lived with a man 252 6176 371 90.93 623(76.4) P =0.004
Living with a man or not married or having a regular partner 4 5.88 10 245 34(4.2)
Not currently married or living with a pariner 132 3235 27 6.62 159{19.4)
Payment of bride price
All paid 191 71 297 S0 488(81.5)
Partially paid or Non paid 78 29 33 10 111{18.5) P<0001
Religion
Orthodox 183 4LE5 135 33.09 318(40.0) P=0.073
Muslim 19 4.66 16 392 35(4.3)
Protestant 178 4363 207 50.74 385(47.2)
Cathalic 15 368 10 245 25(3.1)
Traditional 13 3.19 1 0.25 1(0.1)
Apostalic - - 39 9.56 52(6.3)
Ethnicity P=0.593
Wolaita 337 826 350 85.78 687(84.2)
Ambara 27 662 16 3.92 43(5.3)
Gurage 12 1594 21 5.15 35(4.0)
Others 32 784 21 5.15 53(6.5)
House wife 212 51.96 192 47.06 404(49.5) P<0001
Trader 67 16.42 6 16.18 133(16.3)
Student 21 5.15 52 12.32 73{9.0)
Government or NGO employ 41 10.05 87 21.32 128(15.7)
Draily labourer 62 1520 10 245 72(8.8)
Others 5 1.23 1 0.25 6(0.7)
Wealth Index
Poor 165 40.44 118 28.92 283(347) P<0.001
Middle 146 3578 134 3284 280(34.3)
High 97 2378 156 38.24 253(31.0)
hupsidol.oraf0.1371/fournal. pone.022091 9.1001
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Table 2. Controlling behaviours by an intimate partner against women living with and without HIV in Wolaita Zone, Southern Ethiopia, November-December

2018.
Characteristics (n = 816) Women HIV positive Women HIV negative All women P-value
Yes, # (%) Yes, # (%) Yes, # (%) p=0.001
Tries to keep you from seeing your friends 127(31.13) 130(31.86) 257 (31.50) p<0.001
Tries to restrict contact with your family of birth 110{26.96) 110{26.96) 220 (26.96) p<0.001
Insists on knowing where you are at all times 169(41.42) 188(46.08) 357(43.75) p<0.001
Ignores you and treats you indifferently B0{19.61) 35({8.58) 115(14.09) p<0.001
Gets angry if you speak with another man 153(37.50) 185(45.34) 338(41.42) p<0.001
Is often suspicious that you are unfaithful 99(24.26) 47(11.52) 146(17.89) P00l
Expects you to ask his permission before seeking health care for yourself 135(33.09) 187(45.83) 322(39.46) p=<0.001
Controlled behavior (composite) 227(55.64) 262(64.22) 489(59.93) p<0.001

ttps:iidoi.org/10.1371/jounal. pone. 0220919.1002

The lifetime prevalence of physical and sexual violence among all the women interviewed
(n = 816) was respectively 349(42.77%) [95% CI: 39.37%-46.17%)] and 219(26.84%) [95% CI:
23.79%-29.88%].

The lifetime prevalence of IPV (women who had reported at least one incident from physi-
cal, sexual, and emotional/psychological violence) among all women surveyed (n = 816) were
487(59.68%), [95% CI: 56.31%-63.05%). Although, the prevalence of IPV was a little higher
among women living with HIV, 250(61.27%), [95% CI: 56.53%-66.02%] than women who
were HIV negative, 238(58.09%), 95% Cl: 53.28%-62.90%], there were no statistically signifi-
cant differences (P = 0.354)

In the 12 months preceding the survey, the prevalence of IPV (physical, sexual, emotional /
psychological violence) among all women, n = 230, was 78(33.91%). The physical violence in
12 months among all women, n = 81, was 25(30.86%), 95% CI: 20.59%-41.14%] while sexual
violence in the same period amongst all the women, n= 71, was 23(32.39%), 95% CI:
21.24.43.55%] (Fig 2).

Emotional violence in the past 12
mamnths(Compaosite)

Life time emotional Violence
(Composite)

Threatened to hurt you or someone you

care about
| | = All women
Drone things to scare or intimidate you 335 ; m HIV Positive
00 puTpaGSs 039

= HIV Negative

Belittled or humiliated you in front of
other people

Insulted you or made you feel bad about ;sb-s'
yoursell 48,53

0 10 7O 30 40 50 &0
o of emotional violence

Fig 1. Emotional violence against women in Wolaita Zone, November-December 2018,
https:#idoi org/10.137 1 fournal pone. 022001 9.0001
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Fig 2. Prevalence of intimate partner violence in Wolaita Zone, Ethiopia, November-December 2018,
hitps-ifei.org10.1371/journal pone. 0220919.002

Prevalence of lifetime physical and sexual violence among women in
Wolaita Zone

Different features of physical and sexual violence were identified among women living with
and without HIV in Wolaita Zone. Among the features of physical violence, more than one-
third of the partner slapped women or thrown something at their partner that could hurt them
among women living with HIV, 163(39.95%), while such figure was lower among women liv-
ing without HIV, 151(37.01%). Moreover, some features of physical violence like male partner
choked or burnt their spouse/ partner on purpose was relatively one of the lowest physical vio-
lence types among both of the women living with HIV, 9(2.21%), and also the women living
without HIV, 4(0.98%), in Wolaita Zone.
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Table 3. Prevalence of lifetime physical and sexual violence among women living with and without HIV in Wolaita Zone, Ethiopia, November-December 2018.

Characteristics of physical violence

‘Women HIV | Women All women | P-value
+ HIV- (N = 816);

(N = 408); (N = 408); Number (%)
Number (%) | Number (%)

Slapped you or thrown something at you that could hurt you 163(39.95) 151(37.01) 314(38.48) | p=0.001
Pushed you or shoved you or pulled your hair 115(28.19) 90(22.06) 205(25.12) | p<0.001
Hit you with his fist or with something else that could hurt you 96(23.53) 62(15.20) 158(19.36) | p<0.001
Kicked you, dragged you or beat you up 95(23.28) 68(16.67) 163(19.98) | p<0.001
Choked or burnt you on purpose 92.21) 4(0.98) 13(1.59) P=0.003
Threatened to use or actually used a gun, knife or other weapon against you 24(5.88) 11(2.70) 35(4.29) p<0.001

Characteristics of Sexual Violence

Your current husbandfpartner or any other partner ever physically force you to have sexual intercourse when | 86(21.08) 66(16.18) 152(18.63) | p<0.001

you did not want to

Had sexual intercourse which you did not want to because you were afraid of what your partner or any other | 93(22.79) 88(21.5) 181(22.18) | p<0.001
partner might do

Your partner or any other partner ever forced you to do something sexual that you found degrading or 57(13.97) 33(8.09) S0(11.03) p<0.001
humiliating

hitpsJ¥doi.orgf10.1371 journal pone.0220919.4003

Regarding the features of sexual violence, their current husband/partner or any other part-
ner ever physically force women to have sexual intercourse when they did not want to practice
was more common among women living with HIV, 86(21.08%), than women who were living
without HIV, 66(16.18%). Similarly, women’s male partner or any other partner ever forced
them to do something sexual that the women found degrading or humiliating was more com-
mon among HIV positive women, 57(13.97%) than their counterpart of women living without
HIV, 33(8.09%) (Table 3).

Women'’s attitudes towards partner beating

In order to better understand the attitudes of women they were questioned the reasons why a
man would / could hit/beat his wife. The prevalence of an overall positive attitude towards wife
beating among all women was 393 (48.16%)_This attitude towards wife beating was somewhat
higher among HIV negative women 211(51.72%) than women living with HIV, 182 (44.61%).
However, the women's positive attitude towards wife-beating regarding a refusal of sexual rela-
tions in circumstances such as sickness etc. was higher among HIV positive women, 352
(86.27%) than those HIV negative, 306 (75%). The overall prevalence was 658 (80.64%) among
both groups of women who reported a positive attitude towards wife-beating as a result of the
wile’s refusal to have sexual relations in some circumstances such as sickness etc.,(Table 4)

Factors associated with intimate partner violence against women living
with and without HIV in Wolaita Zone, Ethiopia

To identify factors associated with IPV, the independent variables were analyzed in bivariate
and multivariable logistic regression models. A total of 23 variables were included in the multi-
variable logistic regression model. Women who were in the age group 29-39 years were 2.86
times more likely to experience [PV than those in the age group 18-28 years, [AOR = 2.86;
95% CI: 1.67-4.90]. Women with low-income were nearly four times more likely to have expe-
rienced [PV than the women with high income, [AOR = 3.97, 95% CI: 1.81-8.72]. Women
whose bride price as requested by her parent was partially paid or not paid at all were 3.46
times more likely to experience [PV, than women where the requested bride price had been
paid, [AOR = 3.46; 95% CI: 1.74-6.87]. Women who indicated that a married women has no
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Table 4. Women's attitudes towards partner beating in Wolaita Zone, Ethiopia, November-December 2018,

Characteristics wife beating HIV Positive HIV Negative |All women | P-value
Frequency (%) | Frequency (%)
When she does not complete her houschold work to his satisfaction Yes 111(27.21) 89(21.81) 200(24.51) | p=0.001
No 297(72.79) 319(78.19) G16(75.49)
When she disobeys him Yes 137(33.58) 164(40.20) 301(36.89) | P =0.001
No 271(66.42) 244(59.80) 515(63.11)
Whin she refuses to have sexual relativns with him Yes 101(24.75) 120(29.41) 221(27.08) | P = 0.008
No 307(75.25) 288(70.59) 595(72.92)
When she asks him whether he has other girlfriends Yes 104(25.49) 88(21.57) 192(2353) |P=0.003
No 304(74.51) 320{78.43) G24(76.47)
When he suspects that she is unfaithful Yes 128(31.37) 38(21.57) 216(26.4) | P=0.006
No 280(68.63) 320{78.43) GO0(73.53)
When he finds out that she has been unfaithful Yes 149(36.52) 165(40.44) 314(38.48) | P=0.024
No 259(63.48) 243(59.56) 502(61.52)
Attitude towards wife beating No wife beating 226(55.39) 197(48.28) 423(51.84)
(compasite) Beat wife 182(44.61) 211(51.72) 393(48.16)
Characteristics refusal to have sex
When she doesn't want to Yes 241(59.07) 137(33.58) 378(46.32) | P=0.004
No 167(£0.93) 271(66.42) 438(53.68)
When he is drunk Yes 256(62.75) 157(38.48) 413(3061) | p<0.001
No 152(37.25) 251(61.52) 403(49.39)
When she is sick Yes 319(78.19) 271(66.42) 590(7230) | p=0.001
No 29(21.81) 137(33.58) 226(27.70)
When he mistreats her Yes 296(72.55) 204(50) 500(61.27) | p<0.001
No 112(27.45) 204(50) 316(38.73)
When she suspects he has extra-marital sexual relations with another woman | Yes 293(71.81) 207(50.74) 500(61.27) | p<0.001
No 115(28.19) 201(49.26) 316(38.73)
When she suspects her husband has an STI/HIV Yes 293(71.81) 235(57.60) 528(6471) | p=0.001
No 115(28.19) 173(42.40) 288(35.29)
Attitude towards refusal of sexual relation(Composite score) Unable to refuse sex | 56(13.73) 102(25) 158(19.36) | p<0.001
Casi refse sex 352(86.27) 306(75) 658(80.64)

https-idod orgy10.1371fjournal pone. 0220919.1004

right to refuse to have sex with her husband in some situations such as sickness etc. were thrice
as likely to experience IPV as women who believed a woman could refuse sex in some situa-
tions, [AOR = 2.99; 95% Cl:1.39-6.41]. Women whose partner drank alcohol were 2.36 times
more likely to experience IPV than those whose partner did not drink alcohol, [AOR = 2.36;
95% CI: 1.36-4.10]. Similarly, women who had between two and nine sexual partners were
2.35 times more likely to experience IPV than women, who had one sexual partner, [AOR =
2.35; 95% CI: 1.36-4.09]. Women, whose partner had ever been involved in a physical fight

with another man, were 1.83 times more likely to experience IPV than those women who did
not report this, [AOR = 1.83; 95% CIL: 1.05-3.19].

Women who had experienced their behaviour being controlled by their husband were 8.13
times more likely to suffer [PV than those women, who did not report this, [AOR = 8.13; 95%
CI: 4.93-13.42). Women whose partner’s family arranged their marriage were 2.82 times more
likely to experience IPV, compared to those couples who chose marriage together
[AOR = 2.82; 95% CI:1.70-4.69] (Table 5).
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Table 5. Logistic regression model of factors associated the lifetime IPV

L)

living with and without HIV in Ethiopia, November-December 2018,

Characteristics (n = §16) Lifetime physical, sexual and COR(95%CI) AOR(95%CI) P-value
emotional violence (IFV)
Yes No
Age group of women
18-28 141{45.63) 168(54.37) 1.00 1.00
29-39 287(66.59) 144(33.41) 137(1.76-3.21) 2.86(1.67-4.90)" p<0.001
40-49 59(77.63) 17(22.37) 4.14(2.31-7.42) 1.86(0.70-4.93) P=0211
Wealth Index
Poor 207(73.14) T6(26.86) 275(1.91-3.94) 3.97(1.81-8.72)° P =0.001
Middle 154(55) 126(45) 1.23(0.88-1.73) 1.46(0.82-2.59) P=0.1%
High 126{49.68) 127(50.20) 1.00 1.00
Women's Education
No Education 128{69.95) 55(30.05) 4.03(2.26-7.17) 0.63(0.20-1.98) P =0.451
Primary Education {1-8) 206{61.86) 127(38.14) 281{1.65-4.77) 0.72(0.28-1.86) P =0.503
Secondary (9-12 Grade) 127(55.62) 102(44.54) 215{1.24-3.73) 0.96(0.39-2.40) P=0.943
Higher (Abave 12) 26(36.62) 45(63.38) 1.00 1.00
Payment of bride price
All paid 267(54.71) 221(45.29) 1.00 1.00
Partially paid or Non paid 81(72.97) 30(27.03) 2.23(1.42(3.52)) 3.46(1.74-6.87)" p<0.001
Attitude to refuse to have sex in some situati
Believe no right to refuse 121{75.58) 37(23.42) 261{1.75-3.89) 2.99(1.39-6.41)" P =0.005
Can refuse sex in some situations 366(35.62) 292(44.38) 1.00 1.00
Partner o d alcohol
Yes 243(75.23) BO(24.77) 3.10{2.28-4.22) 2.36(1.36-4.10)" P =0.002
Nao 244({49.49) 249(50.51) 1.00 1.00
Number of sexual partner
Ome(l) 284(53.28) 249(46.72) 1.00 1.00
Two-ninc(2-9) 203(71.73) B0(28.27) 222{1.63-3.03) 2.35(1.36-4.09)" P =0.002
Partner ever involved in a physical fight with another man
Yes 203(76.32) 63(23.68) 3.45(2.47-4.82) 1.83(1.05-3.19)* P =0.034
Na 229{48.31) 245(51.69) 1.00 1.00
Do not Know 55(72.37) 21(27 63) 2.80(1.64-4.78) 1.61(0.65-3.40) P =0.306
Controlled behaviour of husband {Compesite score)
Yes IBNT9.55) 100{20.45) 9.09(6.58-12.55) B.13(4.93-13.42)° p<0.001
Na 98(29.97) 229(70.03) 1.00 1.00
Who chose marriage
Both chose 199{49.63) 202(50.37) 1.00 1.00
Respondent chose 17(58.62) 12(41.38) 1.44{0.67-3.09) 1.57(0.49-5.06) P =0.452
Respondent’s family chose 19(70.37) B(18.18) 2.41(1.03-5.64) 1.34(0.27-6.74) P=0.716
Pariner chose 9{81.82) 2(18.18) 4.57(0.97-21.41) 2.94{0.21-41.82) P =0.427
Pariner’s family chose 2370.71) 99(29.29) 2.45(1.81-3.33) 2.82(1.70-4.69)" p<0.001
Others 4{40) 6(60) 0.68(0.19-2.43) 0.55(.01-49.53) 0.794

* = Statistically significant in multivariable logistic regression (AOR)

https:ifdoi.org/10.1371 fjournal. pone. 0220919.1005

Discussion

This study assessed the prevalence of [PV among women living with and without HIV and the
associated factors, and demonstrates a significant burden of I[PV among women, amongst
both groups in Wolaita Zone, Ethiopia. The study found that the overall lifetime IPV among
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all women surveyed was 487 (59.68%), [95% CI: 56.31%-63.05%], whereas ten previous studies
reported IPV prevalence from 20 to 78% [16]. This study from Southern Ethiopia confirms the
high prevalence of IPV in this region. In Ethiopia Dhairyawan et al. (2013) reported lifetime
IPV prevalence of 52% [17], and Yigzaw et al. in Northern Ethiopia in 2004 found an IPV
prevalence of 50.8% [18]. These statistics are higher than the WHO African, Eastern Mediter-
ranean, and South-East Asian regions study which reported a lower IPV prevalence of 37%
[3]. A possible explanation for these results may be the lack of adequate awareness about wom-
en’s reproductive health rights among the current study population and also differences in the
study setting.

The current study found no significant differences in lifetime prevalence of IPV among
women living with HIV, 250(61.3%), [95% CI: 56.53%-66.02%| compared to women who were
HIV negative, 238(58.1%), 95% CI: 53.28%-62.90%] (p = 0.354). This finding is in agreement
with the study conducted in ten developing countries by Harling, et al., (2010), in which there
was no association found between HIV infection and IPV[19].

The lifetime prevalence of each of the factors, emotional, physical, and sexual violence
among all women interviewed (n = 816) was 413 (50.61%), 349(42.77%), and 219 (26.84%),
respectively, indicating that emotional violence was the most common form of violence. The
present findings appear to be consistent with other research which found that the mean life-
time prevalence of domestic emotional violence was 51.7% [8]. However, the findings of the
current study were lower than a study conducted in North West Ethiopia, in which the psycho-
logical, physical, and sexual violence were 73.3%, 58 4% and 49.1%, respectively [16]. A possi-
ble explanation for this result may be that the North West Ethiopia study was conducted only
in a rural setting, with a small sample size and cultural differences.

The prevalence of IPV among all women in the last 12 months preceding the survey was 78
(33.91%) (n = 230).This finding is in agreement with the WHO global study, where the preva-
lence was 30%, and for the study in India, 35% [20], and alse 35% for the Ethiopian DHS 2016
study [2]. However, a prevalence of IPV (21%) was found in a study in Cape Town, Southern
African, among 623 HIV-infected pregnant women in 2016 [21]. A possible explanation could
be that in the Cape Town study, the participants were only from urban areas, where the
women may have been more empowered and they may have different awareness levels to the

women in this study.

The reported physical and sexual violence in the last 12 months among all the women in
this study was, 30.86% and 32.39% respectively. The present findings seem to be consistent
with other research which found similar prevalence of physical and sexual violence in the past
year (28% for each) [14]. However, the findings of the current study are higher than that of the
South African study in which the reported physical and sexual violence was 15% and 2%,
respectively [21], and the Ethiopian DHS study, in which the prevalence of physical and sexual
violence in the past 12 months preceding the survey was 15% and 7%, respectively [9]. A possi-
ble explanation for this might be differences in the study areas, and the beliefs and culture of
the societies. This finding emphasizes that IPV is of public health concern in Ethiopia. The
magnitude of the problem is not just from a human rights’ perspective, but also because of the
negative economic and health aspects affecting women in Ethiopia [12].

The results of this study did not show any significant association between the HIV status of
the women (COR = 1.14; 95% CI: 0.86-1.51), nor their own or their husbands'/partners’ edu-
cation level or occupation, residence, or religion. These findings seem to be consistent with
studies of South West Ethiopia and other research in ten developing countries [14, 19]. Con-
trary to this finding, the residence, occupation and educational status of women were signifi-
cantly associated with IPV in the study conducted in Ethiopia among women of reproductive
age [8]. Such differences may be related to the difference in the study setting among the
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Ethiopian populations and their different cultures. The lower income and older age group of
women (29-39 years) were significantly associated with IPV among the socio-demographic
variables. These results are similar to those observed in earlier studies concerning the associa-
tion of women with lower income with IPV [16]. Income is a key factor to assist women to
protect themselves from violence. If women are less dependent on their partner and empow-
ered economically, they are less likely to be abused, and hence women need to be assisted to
engage in income generating activities [22-24]. When women start to earn their own income,
they are less dependent upon their male partners, and this provides less opportunity for male
partners to control their wives and the men may lose some of their power [22].

In contrast to this finding, a study conducted in the UK showed that the older age group of
women was not significantly associated with IPV [17]. It could perhaps be explained by the dif-
ferences in the study setting and economic independence of women in UK compared to
Ethiopia.

The current study found that women whose husband/partner controls their wives’ behav-
iour were more likely to experience IPV than women who did not experience such control
over their behaviour. This finding is consistent with the studies conducted by Deribe et al.
(2012) and Shamu et al.2014 [14, 25]. Such controlling tactics are a risk for women'’s physical
and mental health promoting pain / discomfort, sadness or depression, and perhaps even sui-
cidal ideation (26). Controlling behaviours may restrict women from seeking medical care and
contact from family and friends. Their partners’ suspicions that women are unfaithful are also
part of such controlling behaviours[26].

This study found that having a male partner who drank alcohol was significantly associated
with IPV. This finding is in agreement with the previous research done by Semahegn (2015) and
Yigzaw (2004) [16, 18]. A possible explanation for these results may be that a person who con-
sumed alcohol might be likely to be aggressive and angry and to abuse women emotionally,
physically and for sexually. Different studies have shown that alcohol leads to IPV and sexual
risk taking, such as engagement with commercial sex workers and reduced condom use [27, 28].

An interesting finding regarding the prevalence of violence was that the women who
reported risky sexual behaviour, particularly having least two or more partners, and those
whose partners had been involved in a physical fight with another man were at increased risk
of IPV. These findings of the current study are consistent with those of Shamu et al. (2014)
[25] who found that if a partner ever fought with another man this was statistically associated
with IPV. Women who have multiple sexual relations with several partners appear to be at
increased risk of experiencing abusive behaviour from their partners.

Regarding the decision making powers of a woman, those women who reported that they
were unable to refuse sex in some situations, were at significant risk of being abused by their
partner. This was associated with IPV and suggests these women’s powerlessness placed them
at risk (P = 0.005). This finding is in agreement with the study by Shamu et al. 2014 [25] who
explained that women endorsing three to six sexual abuse attitudes, were more likely to experi-
ence [PV than those women who were less likely to have positive attitudes to abuse.

Women, whose bride price payment was only partially paid or not paid at all, were more
likely to have experienced IPV than their counterparts. This is also in agreement with the find-
ing of the study conducted in Western Ethiopia, 2016 [29]. This may occur since the cultural
obligations have not been met and as marriages in Ethiopia are often arranged by the parents
of the bride and groom, these require much negotiation. At the time of the wedding ceremony,
the bride’s parents give the groom a dowry. When the expected bride-price was not paid, the
family or the groom might act violently. Women whose partner’s family arranged their mar-
riage were statistically more likely to experience IPV. In a marriage arranged by their parents,
there might be difficulties as the couple had not known each other before such arrangement
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[30]. In summary, IPV is highly prevalent in southern Ethiopia and mainly highly associated
with male controlling behaviour, their alcohol drinking and low income of women. Therefore,
changing male attitudes through awareness creation and involving them in [PV prevention
programs are important. Moreover, the economic empowerment of women is a very crucial
intervention (24).

Strength and limitations

The present study provides additional evidence with respect to IPV among women living with
and without HIV and reports a high prevalence of IPV in southern Ethiopia. The strengths of
this study are that it included the special population of women who are living with HIV. It also
gave an opportunity for women living with and without HIV to share and explain their experi-
ence of violence to others and to contribute to the recommendations provided by this study.
The study benefitted from the use of a large stratified random sample and the use of the stan-
dard WHO questionnaire. On the other hand, the generalizability of these results is subject to
certain limitations as it is an institutionally based study. Women who have not tested for HIV
and women who are HIV positive but not taking ART were not included when selecting the
study sample. Further, a cross-sectional study cannot establish the temporal relationship,
though the design helps to examine the association with a number of variables. The cross-sec-
tional study thus cannot support conclusions regarding the inference on causality or on the
risk of diseases or in this study, IPV.

Conclusion

These results indicate that there is a high prevalence of IPV against women in Wolaita Zone,
both those living with and without HIV. Emotional violence was the most common form of
IPV followed by physical and sexual violence. These results suggest an association between
IPV and the age group of women (older women are at increased lifetime risk). Women's lack
of power is indicated by the association of IPV and income, bride price payment, and women’s
attitude to refuse to have sex. [PV was also associated with alcohol consumption by the hus-
band/partner, number of sexual partners, whether husband/partner ever physically fought
with another man, the controlling behaviour of the husband/ partner, and the husband’s fam-
ily arranging their marriage. In order to tackle IPV there is a need to empower women to
make their own decisions about their reproductive health. A key policy priority should be to
involve males in programs of gender-based violence prevention in order to change their vio-
lent behaviour. Additionally, improving the economic status of women, advising women /men
to limit the number of sexual partners and that marriage arrangements should be by mutual
consent rather than made by parents, are also recommended. Further investigations are
needed to monitor the physical and mental health impact of IPV among different groups of
women and different regions.

Supporting information
$1 File. English questionnaire.
(PDF)

$2 File. Amharic questionnaire.
(PDF)

53 File. Wolaita language version.
(PDF)

PLOS ONE | hitps://doi.org/10.1371joumal. pone.0220919  August 23, 2019 15/18

74



@ PLOS |o N E Intimate partner violence against women living with and without HIV

$4 File. Ethical Approval.
(PDF)

$5 File. IRB Approved WSU Ethiopia.
(PDF)

Acknowledgments

We would like to acknowledge the University of KwaZulu-Natal, South Africa for the opportu-
nity they created for this study. I would like to extend my gratitude to Wolaita Sodo University,
Ethiopia, Wolaita Zone Health department and the respective hospitals and health centers for
their all aspects of unreserved support when I required. My acknowledgment also goes to data
collectors, supervisors, and study participants.

Author Contributions

Conceptualization: Mengistu Meskele.

Data curation: Mengistu Meskele.

Formal analysis: Mengistu Meskele, Nelisiwe Khuzwayo, Myra Taylor.
Investigation: Mengistu Meskele.

Methodology: Mengistu Meskele, Nelisiwe Khuzwayo, Myra Taylor.
Project administration: Mengistu Meskele.

Software: Mengistu Meskele.

Supervision: Mengistu Meskele, Nelisiwe Khuzwayo, Myra Taylor.
Validation: Mengistu Meskele, Myra Taylor.

Visualization: Myra Taylor.

Writing - original draft: Mengistu Meskele.

Writing - review & editing: Nelisiwe Khuzwayo, Myra Taylor.

References

1.  WHO.WHO Multi-country Study on Women's Health and Domestic Violence against Women report Ini-
tial results on prevalence, health outcomes and women's responses 2005. URL: https fwww who int/
reproductivehealth/ipublicationsiviolence/24159358X/en/: [Cited on: 24 April 2019]

2.  WHO. Summary report: WHO Multi-country Study on Women's Health and Domestic Violence against
Women: Initial results on prevalence, health cutcomes and women's responses. 2005:URL: https.//
www . who.int/gender/violence/who multicountry study/summary report/summary report English2.
pot: [cited on 24 April 2018].

3. WHO. Global and regional estimates of viclence against women: prevalence and health effects of inti-
mate partner violence and non-partner sexual violence. WHO, 2013.URL:https:iwww who.int/
reproductivehealth/ipublicationsiviolence/d 78924 1564625/en[Cited on: 24 April2019).

4. UN. Resolution adopted by the General Assembly on 25 September 2015. Transforming our world: the
2030 Agenda for Sustainable Development.2015.URL: hitp://www.un.org/ga/searchiview doc.asp?
symbol=A/RES/T0M1 &Lang=E:{Cited on:12/01/2019].

5. ElisbergM, Heise L. Researching Violence Against Women: A practical guide for researchers and activ-
ists. Washington DC, United States: World Health Organization, PATH;2005. https://www.who.int/
reproductivehealth/publications/violence/924 154647 6/en/[cited on: 24 April 2019].

6. ShiCF, Kouyoumdiian FG, Dushoff J. Intimate partner violence is associated with HIV infection in
women in Kenya: a cross-sectional analysis. BMC public health. 2013; 13:512. https://doi.org/10.1186/
1471-2458-13-512 PMID: 23711189

PLOS ONE | https://doi.org/10.137 1.foumal. pone.0220919  August 23, 2019 16/18

75



@ PLOS|ONE

Intimate partner violence against women living with and without HIV

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

21.

Interagency Federal Working Group Report. Addressing the Intersection of HIV/AIDS, Violence against
‘Women and Girls, & Gender-Related Health Disparities. Washington 2013:URL: www.hoccprograms.
orgivaw-hiv_working group_report final - 9-6—2013.pdf:[Cited on: 24 April 2019].

Semahegn A, Mengistie B. Domestic violence against women and associated factors in Ethiopia; sys-
ternatic review. Reproductive health. 2015; 12:78. https-//doi.org/10.1186/512978-015-0072-1 PMID:
26319026

Central Statistical Agency (CSA) [Ethiopia) and |CF. Ethiopia Demographic and Health Survey 2016:
Key Indicators Report. Addis Ababa, Ethiopia, and Rockville, Maryland, USA. CSA and ICF.2016.
URL:http://evaw-global-database.unwomen. org/-/mediafiles/un%:20womenfvaw/vaw3c20survey/1%
20ethiopia®:20dhs%:202016.pdttws=4831 [Cited on 24 Apnl 2019].

Central Statistical Agency/CSA/Ethiopia and ICF. Ethiopia Demographic and Health Survey 2016 HIV
Report: Addis Ababa, Ethiopia. The DHS Program ICF Rockville, Mary land, USA. January 2018. URL:
hitps-fdhsprogram.com/pubs/pdt/FRI2AFRIZR. HIV.pdf. [Cited on: 24 April 2019].

Central Intelligence Agency. Ethiopia people 2019: Source: 2019 ClA world fact book and other sources
2019, 03 March 2019. URL: hitps:/fwww.theodora.com/wibcurrent/ethiopia/ethiopia people.htmi.
[Cited: 03/03/2019].

Central Statistical Agency/CSA/Ethiopia and ICF. Ethiopia Demographic and Health Survey 2016.
Addis Ababa, Ethiopia, and Rockville, Maryland, USA: CSA and ICF.2016:URL:https://dhsprogram.
com/pubs/pdt/FR328/F R328. pdf. [Cited on: 24 April 2019).

Breiding Matthew J., Basile Kathleen C., Smith Sharon G., Black Michele C.. Reshma Mahendra. Intimate
Partner Violence Surveillance: uniform definitions and recommended data elements. Centers for Disease
Control and Prevention, National Center for Injury Prevention and Control. Atlanta, Georgia. 2015.

Deribe K, Beyene BK, Tolla A, Memiah P, Biadgilign S, Amberbir A. Magnitude and correlates of inti-
mate partner violence against women and its outcome in Southwest Ethiopia. PloS one. 2012; 7(4):
836189, hittps.//doi.org/10.1371/journal. pone.0036189 PMID: 22558376

Ho R. Hand book of univariate and multivariate data analysis and interpretation with SPSS. Rock
Hampton, Australia: Central Queensland University; 2006. URL: http:/fwww.fao.orgftempref/ AGS
Reserved/PPL PFitpOUT/Gianluca/stats/Handbook%2001%:20Univariate %20and%20Multivariate %

20Data%20Anakysis%:20and%20interpretation:20with%20SPSS.pdf. [Cited:24 April 2019).

Semahegn A, Belachew T, Abdulahi M. Domestic violence and its predictors among married women in
reproductive age in Fagitalekoma Woreda, Awi zone, Amhara regional state, Morth Western Ethiopia.
Reproductive health. 2013; 10:63. https-iidoi.org/10.1186/1742-4755-10-63 PMID: 24308763
Dhairyawan R, Tariq S, Scourse R, Coyne KM. Intimate partner violence in women living with HIV
attending an inner city clinic in the UK: prevalence and associated factors. HIV medicine. 2013; 14
(5):303-10. hitps:/idoi.org/10.1111/hiv. 12009 PMID: 23217089

Yigzaw T, Yibric A, Kebede Y. Domestic violence around Gondar in northwest Ethiopia. Ethiopian Jour-
nal of Health Development. 2004; 18(3):133-9.

Harling G, Msisha W, Subramanian SV. No association between HIV and intimate partner violence
among women in 10 developing countries. PloS one. 2010; 5(12):e14257. hitps:fdoi.org/10.1371/
journal. pone. 0014257 PMID: 21170389

Silverman JG, Decker MR, Saggurti M, Balaiah D, Raj A. Intimate partner violence and HIV infection
among marmied Indian women. Jama. 2008; 300(6):703-10. https://doi.org/10.1001/jama. 300.6.703
PMID: 18638068

Bernstein M, Philips T, Zerbe A, Mcintyre JA, Brittain K, Petro G, et al. Intimate partner violence experi-
enced by HIV-infected pregnant women in South Africa: a cross-sectional study. BMJ open. 2016; 6(8):
2011999, https://doi.org/10.1136/bmjopen-2016-011999 PMID: 27531735

International Women Development Agency. Economic Empowerment, Gender Norms and Violence
Against Women December 13, 2018. URL: https:/iwda.org. au/economic-empowerment-gender-
norms-and-violence-against-women/. [Cited on: 18 /04/2019]

Jewkes R. Intimate partner violence: causes and prevention. The Lancet Global health. 2002; 359:
1423-29.

Pronyk PM, Hargreaves JR, Kim JC, Morison LA, Phetla G, Watts C, et al. Effect of a structural interven-
tion for the prevention of inimate-partner violence and HIV in rural South Africa: a cluster randomised
trial. Lancet. 2006; 368: 1973—83. PMID: 17141704

Shamu S, Zarowsky C, Shefer T, Temmerman M, Abrahams N. Intimate partner violence after disclo-
sure of HIV test results among pregnant women in Harare, Zimbabwe. PloS one. 2014; 9(10):2109447.
https-fdoi.org/10.137 1/joumnal. pone.0109447 PMID: 25350001

Krantz G, Vung ND. The role of controlling behaviour in intimate partner viclence and its health effects:
a population based study from rural Vietnam. BMC public health. 14 May 2009; 9(143).

PLOS OME | https://doi.org/10.1371/ijoumal.pone.0220919  August 23, 2019 17/18

76



T PLOS |ONE

Intimate partner violence against womnen living with and without HIV

Schulkind J, Mbonye M, Watts C, Seeley .J. The social context of gender-based violence, alcohol use
and HIV risk among women involved in high-risk sexual behaviour and their intimate partners in Kam-
pala, Uganda. Culture, health & sexuality. 2016; 18(7):770-84.

Pitpitan EV, Kalichman SC, Eaton LA, Cain D, Sikkema KJ, Skinner D, et al. Gender-based Violence,
Alcohol use, and Sexual Risk Among Female Patrons of Drinking Venues in Cape Town, South Africa.
J Behav Med Author manuscnpt. 2013; 36(3):295-304.

Abebe Abate B, Admassu Wossen B, Tilahun Degfie T. Determinants of intimate pariner violence dur-
ing pregnancy among married women in Abay Chomen district, Westemn Ethiopia: a community based
cross sectional study. BMC women's health. 2016; 16:16. hitps:/fdoi.org/10.1186/512905-016-0294-6
PMID: 26960962

Armranged Marriage: Advantage and Disadvantage. 2019. URL: hitp://www yourarticlelibrary. com/
marriage/aranged-marnage-advantage-and-disadvantage/47627. [Cited on: 19/02/2019).

PLOS ONE | https://doi.org/10. 1371 foumal. pone.0220919  August 23, 2019 18/18

77



CHAPTER FIVE: LIVED EXPERIENCE OF INTIMATE PARTNER VIOLENCE AMONG
WOMEN USING ANTIRETROVIRAL THERAPY AND OTHER OUTPATIENT
SERVICES IN WOLAITA ZONE, ETHIOPIA: A PHENOMENOLOGICAL STUDY

Bridging Statement

Authors: Mengistu Meskele, Nelisiwe Khuzwayo, Myra Taylor

Status of the manuscript: Submitted on 11 February 2020. Now it is accepted for publication on 15
August 2020.

Journal: Reproductive Health
Introduction

Chapter three provided evidence of the IPV experience among HIV positive women and their experiences
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Abstract

Background: Ethiopia is one of the nations which has an enormous burden of intimate partner violence {IPV), and
where it is usually difficult to talk about HIV separately from [P,

Objectives: This research aimed to explore the lived experience of IPV against women using antiretroviral therapy
(ART) and other outpatient services in Wolaita Zone, Ethiopia

Methods: We used an Interpretive (hermeneutic) Phenomenological Analysis design among purposhvely selected
adult women aged 18-49 years. A total of 43 women participated in this study, of whom 30 were using ART, and

13 women were using other health services. We used an in-depth interview and focus group discussions until data
saturation, while conscious of the need to maintain the scientific rigor, dependability, and credibility. The data were
transcribed verbatim and translated into English. We read the transcripts repeatedly to understand the content. We
used NVivo 11 software to assist with data organisation, and also, we used the framework analysis method.

Results: We identified five themes, namely: “women's terrifying experiences of violence™the effect of violence on
women's health“support/lack of support /partner’s controlling behaviours, women's feelings about the available ser-
vices, and “IPV prevention strategies from the perspective of women”Interviewees described their violent experiences
which included wife-beating, being stigmatised in front of others, having material thrown at the woman's face, wife's
hand and teeth were broken, forced sex, restriction of movement, name-calling, threats to hurt, being insulted, being
left alone, and the withdrawal of finances. The negative health impacts reported included abortion, infection with HIV
and other sexually transmitted diseases, disability, child’s death, and depression. The disclosure of HIV test information
resulted in violence. Inappropriate punishment of the perpetrator and the lack of a supportive women's network to
avert IPY were perceived as legal limitations.

Conclusions: IPV is a considerable health burden, varying in its presentation and its negative impact on women's
health. Improved laws should provide justice for all victims. Establishing a women's network to assist women at risk of
violence, should be emphasised. Unwise HIV test result disclosure leads to IPV: hence HIV disclosure should be facili-
tated through health care providers.

| Keywords: Intimate partner violence, Phenomenaology, HIV, Wolaita, Ethiopia
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Plain English summary

Intimate partner violence (IPV) and HIV infection pre-
sent as an overlapping/ intersecting challenge. There
are gender gaps in the justice system in Ethiopia, and to
date, IPV and rape cases have been delayed and given low
priority.

We interviewed 43 women who were using antiretro-
viral therapy andfor other health services from the 19
health facilities in Wolaita Zone, Southern Ethiopia. One
or two women were picked from each facility purposively
until we reached information satiety for the in-depth
interviews. We also conducted four focus group discus.
sions with different women.

We found five main themes from this study: “Wom-
en's terrifying experiences of violence,” “The effects of
violence on women’s health,” “Support/lack of support /
controlling behaviours/," “Women's feelings about the
available services,” and "IPV prevention strategies from
the perspective of women” Women who were HIV
positive, suffered further at the hands of their partners.
Alcohol consumption and the use of substances by male
partners took a heavy toll on women’s experience of IPV,
and the psychosocial consequences of IPV reported were
fear, discrimination and divorce.

The available legal system, women's affairs office, and
the roles of women leaders were seen as ineffective.
Besides that, the participants believed that there was an
absence of a women's network actively working on 1PV,
They recommended that health care workers should
assist women in the disclosure of HIV test results to their
partners. Further, there existed weak and inappropriate
punishment for perpetrators of violence.

In conclusion, IPY is a considerable health problem
in Wolaita. There is a need to examine the relation-
ship between IPV and HIV in the different parts of the

country.

Background
Violence Against Women (VAW) takes place in almaost
all eountries, amongst girls and women of all cultures,
ages, race, educational level, religions and sexual orienta-
tion [1]. Accordingly, in the ever- partnered women, the
prevalence of physical or sexual violence or both, by an
intimate partner ranged from 15 to 71% [2]. The World
Health Organization (WHO) defines VAW as "any act of
gender-based violence that leads to or is probably going
to end in, sexual, physical, or psychological suffering or
harm to women, including threats of such acts, bullying
or arbitrary deprivation of liberty, whether oocurring
publicly or privately in life,” perpetrated by a current or
former partner [1].

Globally, intimate partner violence (IPV) is a tremen-
dous public health problem with a global prevalence of

Page2of 11

30% for physical andfor sexual IPV among ever-part-
nered women [3]. Intimate partner violence is associ-
ated with HIV infection among women in Africa [4, 5].
Intimate partner violence and HIV are overlapping/inter-
secting challenges, with a significantly high prevalence
among women who are living with HIV/AIDS [4-6].

To protect the rights of women and to promote gen-
der equality and equity, Ethiopia revised its family law in
2000, as well as its eriminal code in 2005 [7]. Moreover,
Ethiopia is a signatory to the convention on international
human rights. However, there are gender gaps in the
justice system, insufficient investigations, and a lack of
special handling of the cases involving women and chil-
dren. Furthermore, to date, IPV and rape cases have been
delayed and given low priority [8, 9].

In Ethiopia, some women and men tolerate and accept
wife-beating, which makes IPV prevention difficult. For
instance, 28% of men and 63% of women agreed that a
husband is justified in beating his wife [10]. Although the
government of Ethiopia is trying to empower women,
some traditional and conservative elements in society
still need an attitudinal change (both men and women),
in their belief that wife-beating is normal, and in the
practice of harmiul traditions like marital rape, and the
idea that women are not equal to men [9].

Currently, according to the 2016 Ethiopian Health and
Demographic Survey (EDHS) report, IPV affects the
economy and the health, and human rights of women. In
Ethiopia, more than one in three of ever-married women
{35%) reported that they had experienced physical, emo-
tional, or sexual violence from their husbands or part-
ner at some point in time. One quarter (24%) of women
experienced psychological abuse, a quarter (25%) experi-
enced physical violence, while (11%) experienced sexual
violence. Most IPV incidents (38%) occurred amongst
women in the older age groups (40-49 years) [10, 11].
Earlier studies also revealed that after HIV serostatus
disclosure, one in three women experienced partner
violence [12, 13]. Some women experienced controlling
behaviour by their partner, including emotional abuse,
denial of communication, blame, abandonment, refusal
to use safer sex methods, withdrawal of marital support,
and marriage dissolution, stigma, and violence [12, 13].

Ethiopia is no exception since the occurrence of VAW
is also high. The government of Ethiopia has been revis-
ing different documents to guarantee the rights of
woimen, and the country has highlighted that further reli-
able information is needed to protect these rights [11].

Therefore, this study aimed to explore the context and
the lived experience of IPY among women who were
using ART and other health services in Wolaita Zone,
Southern Ethiopia.
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Methods

Study area and setting

This study was conducted in Wolaita Zone, one of the 14
Zones in the Southern Nations, Nationalities, and Peo-
ple's Regional State (SNNPR) of Ethiopia. The Wolaita
language is the native language of the Zone. Wolaita
Sodo, the capital town of Wolaita Zone, is 330 km south-
west of Addis Ababa, the capital city of Ethiopia. Accord-
ing to the 2007 Central Statistical Agency of Ethiopia
(CSA), a total of 2,473,190 populations are living in the
Zone [14]. In Wolaita Zone, we have 19 health facilities
which were providing ART, from which we randomly
selected nine health facilities.

Study design

We used an Interpretative (hermeneutic) Phenomeno-
logical Analysis (IPA) design to explore the lived experi-
ences of women and to document the participants’ lives
[15]. We chose this method because it is very good at
bringing out what is usually hidden in human experi-
ence and human relations. The IPA design requires the
interpretation of the narratives provided by participants,
and the expert knowledge on the part of the researcher is
valuable. The IPA design can go beyond the descriptive,
in looking for the meaning hidden in standard life prac-
tices [16, 17]. The use of IPA helped us understand how
individuals make sense of their IPV experience [18]. The
study participants were actively engaged in interpreting
the events, objects, and people in their lives.

Moreover, we tried to understand our participants’
perspectives of IPV to make the analysis more produc-
tive and more comprehensive [18]. We undertook the in-
depth interviews and Focus Group Discussions (FGDs)
with women until we achieved data saturation. These
assisted in the understanding of their personal experi-
ences, and several individuals shared such experiences
[18]. These focused on what the participants have in
common concerning their IPV experiences, the descrip-
tion of such events and how it affects their lives. The dif-
ferent meanings that women attach to their experiences
were studied. The research questions were “What have
the women who were using ART, and family planning,
prevention of mother to child transmission (PMTCT),
and antenatal care (ANC) experienced concerning [PV
and what contexts have influenced their experience of
IPV™ [19].

Selection of study sample

We selected the participants for the in-depth inter-
views and focus group discussions (FGDs) from the 19
health facilities which were providing ART. One or two
women were picked from each facility purposively until
idea saturation was reached for the in-depth interviews.
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Moreover, for the four FGDs, each FGD included eight to
12 participants who were also selected purposively. Three
of the FGDs were with women who were using ART,
while one of the FGDs was with HIV negative women
who were using ANC and family planning services. The
health care providers assisted in the selection of the
study participants to obtain a rich explanation about the
phenomenon.

We also included peer educators and adherence coun-
selor supporter women who were using antiretroviral
therapy (ART) in our FGDs. In total, we conducted 13
in-depth interviews and four FGDs among women who
were using antiretroviral therapy (ART) and family plan-
ning, ANC, and PMTCT. A total of forty-three women
participated in this study, of whom 30 were using ART,
and 13 women were using other health services.

Data collection and procedures

We conducted the data collection from October to
November 2018. The facilitator guides were adapted
from the World Health Organizations {(\WHO) practical
guide on researching violence against women [20] (Addi-
tional file 1: 51_file). The principal investigator (P1) con-
ducted face to face in-depth interviews and facilitated the
four FGDs. During the meetings and discussions, where
necessary, the PI probed to get further clarity from the
participants. Four experienced female research assis-
tants (RAs), who were able to speak the local language
Wolaita and the Amharic language fluently, assisted the
PI with note taking and recordings during the FGDs. We
conducted all in-depth interviews at offices in the health
facility or the participants’ preferred places to maintain
privacy and confidentiality.

The PI initiated “warm-up” discussions to reduce the
tension among the participants. After we had examined,
analysed, and understood the first interviewee women's
IPV experience in detail, we then moved to an equally
attentive exploration of subsequent interviews until
data saturation [18]. We purposively selected eight to
12 women for each FGD. We scheduled meetings based
on women’s preferences. The number of interviews was
determined by achieving saturation of the ideas. We also
provided refreshments for the FGD participants. We
used the scientific rigor and integrity [21] to maintain
trustworthiness of the study.

Data analysis

We used a framework analysis method, which followed
seven steps. These were transcription, familiarisation with
the interview, coding, developing a working framework,
applying an analytical framework, charting data into the
framework matrix, and interpreting the data [22, 23]. In
the first transcription stage, the data were audio-recorded
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and transcribed verbatim and translated into the English
language by the principal investigator and research assis-
tants. In the second familiarisation phase, the authors read
and re-read the transcripts several times. This stage was
followed by listening to the audio recordings a few times
to get new insights. Also, we took notes and considered
our observations and reflected on the interview experi-
ences. The initial interpretive comments made were iden-
tified and recorded. Thirdly, we identified codes, which
we produced from reading the texts of the transcripts. We
used NVIVO 11 software to assist with the data organi-
sation and analysis. Fourthly, we developed a working
framework, in which we compared the labels and agreed
on the set of codes to apply in the subsequent transcripts.
Then the codes were grouped into categories. The pro-
cess formed the working analytical framework. In the fifth
step, we performed the analytical framework by indexing
the succeeding transcripts using the available codes and
categories. In the sixth step, we charted the data into the
framework matrix, using a spreadsheet. It involved sum-
marising the data by groups from the transeripts of the
study. The final and seventh step was interpreting the
data, which began with writing a narrative account of the
study. Then themes were derived from the data. It also
clarified each of the identified themes by describing them,
and examples were given from interview(s), followed by
analytical comments from the researchers.

Results

Socio-demographic characteristics of the study population
Of the total of 43 women, aged between 20 and 45 years,
thirty of the participants were living with HIV. Over
half of the participants were married, 25 (58.1%), but 9
(20.9%) were widowed, 6 (14%) were divorced, and the
remaining 3 (6.9%) were separated. Most of the partici-
pants lived in urban areas, 90.6% (39 out of 43). Almost
a fifth of the participants, 9 (18.6%), were not educated
(Additional file 2: 52_file).

From the analysis, the following five themes emerged.
“Women’s terrifying experiences of violence, “The effects
of violence on their health”; *Supportflack of support /
controlling behaviours/," “Women's feelings about the
available services,” and “IPV prevention strategies from
the perspective of women." The first two themes explain
the women's terrifying experience of physical, sexual, and
psyvchological violence and the multiple health effects on
the women, as reported below (Additional file 3: 53_file,
Additional file 4).

Women's terrifying experiences of violence
Types of violence

Women's terrifying experiences of violence is a major
theme of this study. The data revealed that most of the
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participants had experienced mixed or overlapping types
of terrifying abuse from their intimate partners. The
interviewees reported recurrent physical and emotional
abuse, but relatively few participants reported sexual
abuse. According to the participants, they were beaten
with sticks, had material thrown at their faces, and some
even had their hands and teeth broken.

Additionally, some indicated that their partners had
extramarital relationships, but male partners restricted
women in socialising and having contact with other
people. As reported by the participants, their extramari-
tal relationships led some women to the acquisition of
HIV. The behaviour of their intimate partners included
repeated name-calling, threats to hurt, hostility, with-
drawal of finances, and forced sex. Women in rural and
urban areas shared the same experiences. Both younger
and older women reported terrifying experiences of vio-
lence by an intimate partner; however, HIV positive sta-
tus exacerbated [PV

One of the in-depth interview participants explained:

"My husband was an aleoholic, and he was older
than me. He used to stab wme with a knife. One
day I stayed the whole night with a knife in my
Body because no one can take it out of ny body.
He used to purich me in my face, and my teeth
also changed their normal place. Here, the scars
in iy body that you see emerged because of the
bleeding after he had beaten me. He used to drag
mie oit the ground by wy hair, and my hair disap-
peared in his hands two times. Also, my bone in
the chest broke after he had beaten me” { Woman
living with HIV; Q%2, aged 32).

A discussant from one of the focus group discussions
also explained:

“In public, when I am around wy family and
extended family, he belittles and insults me because
af my HIV status, he says, you can't take care of
your children, you are going to die because you have
AIDS” He discloses my HIV status to everybody
including my friends” (Participant S1#6, woman

aged 37).
The discussant with HIV discordant result explained:

“We tested for HIV, and my results come back posi-
tive, but wiy husband was not. He decided to divoree;
avid torched me psychologically, mentioning, “You
are living with HIV infection” Now [ do not want
to tell all the insults he heaped on me! (Participant
52#3, wontan aged 40).

There were concerns in the interviews about the sever-
ity of the violence and the threats commonly used by
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(11, 24,25). Participants reported similar experiences of
IPV, including physical, sexual, and psychological vio-
lence. However, the findings of our study further showed
that HIV positive women were more vulnerable to IPY
than their counterparts. Furthermore, women from rural
areas reported many cases of traumatic violence.

We found that IPV in Woloita district was exten-
sive, and the analysis of the results of our study identi-
fied and documented women'’s terrifying experiences of
IPV, including physical, sexual, and psychological vio-
lence. Most of the time, such violence was experienced as
mixed or overlapping types of violence. Qur study further
identified that the women reported recurrent physical
and emotional violence, but relatively few participants
reported sexual abuse. Such violence is not a new occur-
rence in Ethiopia [11, 24, 25], and it affects both women
living with and without HIV. Our research found that
the bullying behaviours of the husbands/ partners wear
down the women's self-esteem, and the consistent pat-
tern of abusive words undermines their mental health.
A study in South Africa showed that emotional violence
was the most prevalent form of abuse reported [24], and
the qualitative research in Kenya also reported women's
terrifying experience of [PV in that country [12], indicat-
ing the need for further work to address this significant
problem in many African countries. Researchers in the
WHO study agree that between 10 and 69% of women
reported physical abuse, while between 6 and 47% of
adult women worldwide reported sexual violence [26].
The overall world estimate of physical and [ sexual vio-
lence experienced by an intimate partner was that one in
three women (30%) had been affected [26].

Previous studies conducted on HIV and IPV in coun-
tries, including Kenya [12] and Swaziland [27], show that
HIV disclosure of sero-status increased the risk of stigma
and withdrawal of financial support to the affected
women. The finding that emerged from our analysis indi-
cates that an HIV discordant result and unwise disclo-
sure of an HIV test result to the male partner, also lead
women to IPV and stigma. Therefore, it is sensible that
women who are planning to disclose their HIV status to
their partners must use caution while they are reveal-
ing their HIV status, to avoid being physically abused by
their partner. Our study participants also emphasised
that health care providers should assist in the disclosure
of the women’s HIV results to prevent abuse from their
partners. These current study findings were also con-
firmed by previous studies [13, 28].

We report the negative effects of violence on the
women's health, and that they had reported many
adverse health effects arising from IPV. Consumption
of too much alcohol was an important factor exacerbat-
ing the women's IPV experience. Other substance use,
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complementing the alcohol consumption that emerged
from our study included the use of khat' (from a tree,
Catha ecdulis, which is a stimulant and causes excitement
and euphoria) and ‘shisha’ addiction, (which is a way of
smoking tobacco mixed with molasses sugar or fruit,
through a tube) by male partners. This result supports
the finding observed in previous studies by WHO, South
Africa, South Western Uganda, and the Center for HIV
law policy study [6, 7, 24, 29=31]. Other earlier studies
also revealed that men who are alcoholics quickly become
aggressive, which contributes to IPV [32]. The physi-
cal violence that occurred during the fighting or quar-
reling among couples can lead to severe health impacts
like abortion, child injury, and death. The previous WHO
study of global and regional estimates on I[PV confirmed
our results [6]. Earlier studies conducted in Togo [33] and
South Africa [34] show that IPV has resulted in depres-
sion. In this study, the women emphasised the physical
suffering to which they were exposed through 1PV, but
IPV also had severe adverse effects on women's mental
health. Women who live with HIV reported it most fre-
quently. Victimisation by an intimate partner has been
shown to lead to mental health problems, including anxi-
ety, depression, and attempted suicide [35, 36]. However,
this study did not include the harmful effects of IPV on
children in the household who grow up in such a milien
[37].

Earlier studies in South Africa and Zimbabwe also
support the idea that gender inequality and the lack of
decision-making power of women resulted in women
experiencing IPV [28, 29]. An innovative study by Pronyvk
et al. reported a reduction in IPV as a result of women
being economically independent [38]. Therefore, elimi-
nating gender inequalities and strengthening women's
economic and legal rights, needs to be encouraged and
facilitated by governments [6].

Our study found the controlling behaviour of their
partners had a debilitating and frustrating effect on
women's lives. The previous study conducted in Addis
Ababa, Ethiopia, shows that partner controlling behav-
iour was one of the most prevalent types of violence [39].
It disconnected women from any possible support that
they could obtain from neighbors, friends, relatives, and
health care providers. It is also a violation of a person's
human right (as promulgated in the Ethiopian national
revised family law in 2000 and the criminal law in 2005
[7, 9]}, to be free from interference regarding one's pri-
vacy, regarding one’s family, and home. The FGD dis-
cussants in this study suggested the need to enforce and
teach both women and men together about human rights
and IPV.

Women in this study believed that the legal ser-
vice exists in Ethiopia to prevent violence, but that the
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implementation is weak, in that punishment on the
ground is insufficient to teach the perpetrators a lesson
to prevent them from continuing to engage in violent
actions. Currently, however, this is a significant concern
in many countries since the available law was not able
to provide legal protection for women from violence
in India, Sub-Saharan Africa, in the Middle East, nor
in Ethiopia [9, 40]. Violence elimination is recognised
as one of the international community's priorities, and
women have a right to live free from IPV [41]. In coun-
tries around the world (Brazil, Nepal, Spain, the United
Kingdom, Uruguay, Venezuela, and several states in the
USA), the government has set up special courts to deal
expeditiously with these urgent cases since the health and
lives of women are at stake [41, 42]. In Wolaita, however,
women did not benefit from the legal services as they
expected. Ethiopia needs a special court that deals with
the IPV cases separately, and there is a need to decen-
tralise the system as well as to train the legal bodies. The
Sustainable Developing Goals (SDGs) emphasised the
unacceptability of IPV by stating that all forms of dis-
crimination and violence against women and girls will be
eliminated (SDG, goal 5, article 5.2) [43]. The elimination
process also proposed to engage men and boys, and Ethi-
opia can use this strategy in developing effective inter-
vention programs for the prevention of violence against
WOMen.

Most of the women who were living both with and
without HIV infection reported that educating women
and men together about IPV is the best solution to pre-
vent IPV. This finding accords with the World Develop-
ment Report, which indicated that education should
include both men and women and that the entire com-
munity should participate [40].

Finally, the new lessons learned from this study are
the overlapping existence and nature of IPV and its pre-
vention strategy. The prevention strategy proposed by
women was that even when women knew their positive
HIV status before their partners (in the case of very vio-
lent and aggressive partners), health care workers should
test the women again as a new case along with their
male partners and assist with the disclosure. Further,
the results that emerged from this study highlighted the
existence of weak and inappropriate punishment for per-
petrators of violence, the absence of a women's network
working effectively on IPV, and that the existing groups
of one leader to five women lacked an IPV prevention
role. The women's affairs office involvement in IPV was
also found to be weak. However, the study found that the
religious leaders’ role in [PV prevention is beneficial in
Wolaita Zone.
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Strengths and limitation

The IPA design in this research allowed a detailed and in-
depth description of Wolaita women's 1PV experiences
and its meanings. Among other strengths, the unigue
perspective of the design provided a comprehensive
understanding of the IPV phenomenon as experienced
by the women, and the findings reported from the study
result from the rich data and the open-ended structured
guide that permitted the participants to talk freely so that
the investigator gathered rich data for the analysis. Our
research also provides evidence from multiple sources of
the benefits from incorporating two methods of data col-
lection namely, in-depth interviews and FGDs, and using
data triangulation of the different sources of information
(women on ART, family planning ANC/PMTCT users,
ete. ) We addressed the scientific rigor such as the credi-
bility of the study to ensure that the data presented in the
study reflects the views of the participants. During the
data collection period, the team had peer debriefing, and
the Pl and the co-authors conducted the data analysis,
and in the results section, we provided verbatim guotes.
Moreover, we also offered transcripts to some partici-
pants to confirm their comments. To ensure transferabil-
ity, we provided thick deseriptions in the results section,
to allow other researchers to decide whether the results
are transferable to their context. The team conducted
an audit trail with the supervisor and co-supervisor to
ensure that the analysis is grounded in the data to main-
tain dependability. To ensure confirmability, this study
triangulated data collection using in-depth interviews
and FGDs.

However, our research has some limitations. Among
these are the transferability and generalizability of these
findings. Since we made every attempt to keep the
descriptions faithful to the raw data, pure bracketing can-
not be possible because the investigators interpreted the
data based on their phenomenological world and experi-
ence. Hence, this process, in turn, may bring investigator-
induced-bias to the study, but the researchers were aware
of this and took note, and tried to avoid this possibility.

Conclusion

The evidence from this study confirms that IPV is a con-
siderable problem in Wolaita Zone and the extent of the
different forms of violence (physical, sexual and psy-
chological) which frequently overlapped, highlights the
urgency of intervention measures. The five themes that
emerged are: “women’s terrifying experiences of vio-
lence’, “the effects of violence on their health’, "support/
lack of support feontrolling behaviours/”, “women’s feel-
ings about the available services' and “IPV prevention
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strategy in the perspective of women” Unwise disclosure
and discordant results of HIV testing also exacerbated
IPV. Women reported that the legal service exists but
that the available punishment of perpetrators is insuffi-
cient and does not act as a deterrent. The study identified
the lack of strong women's networks, explicitly working
on violence to resolve the conflict between partners and
to punish the perpetrator. Among IPV prevention strat-
egies, the participants mentioned that women should
discuss the abuse they experienced with their neighbors,
they should generate income in order not to be depend-
ent on men, and they should teach their friends who lack
awareness, how to obtain legal services. The law needs
to be applied strictly and provide justice for all victims.
Establishing women's networks, which explicitly work
on violence prevention, should be emphasized. Where
women knew their serostatus before their husband/part-
net, they should be tested as a new patient together with
their partners and disclosure should be assisted by health
care providers. It would be essential to provide additional
training for the health care providers giving counseling
in such complex situations. Further investigation of the
relationship between IPV and HIV should be examined
in different parts of the country, to develop situation-spe-
cific approaches that may be needed.
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Introduction

Chapter five identified IPV as a considerable problem in Wolaita Zone, the lived experience among
women and the extent of the different forms of violence (physical, sexual and psychological), which
frequently overlapped. The study highlights the urgency for intervention measures. However, the need to
explore the experiences and challenges in screening for intimate partner violence among women who use
antiretroviral therapy and other health services in Wolaita Zone in Ethiopia is essential, in order to obtain
an overall picture of the phenomenon from the health system’s perspective. Accordingly, this chapter
identified the healthcare worker related challenges in screening for IPV. Besides this, it explored the
health systems’ related IPV screening challenges; the types of IPV observed in victims by the healthcare
workers on their first visit to a health facility, and proposed interventions and strategies for prevention of
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Background: Intimate partner violence is a crime against humanity. This study aimed to
explore the experiences and challenges in screening for intimate partner violence among
women who use antiretroviral therapy and other health services in Wolaita Zone in Ethiopia.
Methods: A descriptive phenomenological qualitative study design was used, and 16 in-depth
interviews were conducted with healthcare workers from 19 health facilities who were providing
healthcare services in Wolaita Zone. We selected participants purposively until data saturation
was reached. Colaizzi’s descriptive phenomenological method was used for the data analysis,
and the Open Code software was used to assist with the data coding. We maintained the scientific
rigour of credibility, transferability, dependability, and confirmability.

Results: Analysis of the study data identified the following five themes: type of IPV identified
by HCWs among women, provider-related barriers, healthcare system barriers, patient-level
barriers, and providers’ recommendations for improvements. Issues that emerged from these
findings were a gap in medico-legal report provision, absence of a separate record-keeping for
IPV cases, lack of client follow-up, absence of routine assessment of violence for women who
have injuries, and lack of specific coordination with an external organisation. Moreover, the
absence of staff training, weak referral systems, and a shortage of necessary medical equipment
challenged 1PV screening.

Conclusion: This study has shown that there are healthcare provider and health system
challenges relating to screening clients for intimate partner violence in Wolaita Zone.
Provision of separate record-keeping of intimate partner violence cases in the healthcare
facilities, standardising the medico-legal reporting system, improving women's access to
education, and executing more gender-equitable policies, are needed. Moreover, the inclusion
of intimate partner violence-specific policy frameworks in national legislation is necessary.
Keywords: healthcare workers, intimate partner violence, screening, Wolaita Zone

Background

Intimate partner violence (IPV) is a challenging public health problem that affects
the health of women in different ways. Intimate partner violence “refers to any
behaviour within an intimate relationship that causes physical, psychological or
sexual harm to those in the rclalionship“,] The World Health Organization (WHO)
multi-country study showed that 13-61%:; 4-49%; 6—59%; and 20-75% of women
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reported ever having experienced physical, severe physi-
cal, sexual, and emotional violence, rcspcctivc]y.’ The
adverse health effects ranged from physical injury, to
emotional harm, disability, mental health problems, sui-
cide, and even death."” Intimate partner violence entails
different forms of violence that aim at exerting control
over an intimate partner. The most visible are injuries
sustained from physical assault. However, some victims
disguise evidence of these injuries by wearing less reveal-
ing clothes or by denying an attack has happened.®

The World Health Organization’s international study
shows that in different countries, there are multiple chal-
lenges at different levels of the health systems while
screening for IPV. Among these difficulties concerning
IPV screening, the service providers’ attitudes and their
lack of knowledge about IPV were significant challenges.
Besides these, non-inclusion of [PV-specific training in the
national medical curricula, lack of coordination among
various actors, and a lack of departments involved in
planning integrated services also affected a country’s
response.* The WHO study stated the importance of the
health sectors to ensure the efficient provision of health-
care related services to victims of IPV.* It also emphasized
the vital policies and practices for IPV screening which
could aim to integrate responses to violence, into the
existing services in low- and middle-income countries.*

Studies have, however, revealed a low rate of IPV
screening by healthcare workers (HCWs), ranging from
1.5% to 12% in primary care settings.>® The identified
challenges of IPV screening by HCWs are lack of provider
education on IPV, the shortage of time to screen for IPV,
the absence of effective IPV interventions, client reluc-
tance to disclose their experiences of violence, and their
fear of the perpetrators.*® Similarly, a study conducted in
the north-eastern United States showed a low rate of IPV/
sexual violence screening at 15%.7 Moreover, a study
conducted in Tanzania also showed that lack of adequate
resources, ethical dilemmas, staff competency, lack of
consultation rooms, and healthcare worker wviews that
IPV screening was a waste of time, were systemic limita-
tions for [PV screening.®

In Ethiopia, more than one in three ever-married women
(35%) reported that they had experienced IPV inflicted by
their husband or partner at some point in time. This finding
showed that the rate of I[PV was high in Ethiopia. Intimate
partner violence in Ethiopia is, therefore of great concern
from the perspectives of economics, health, and human
rights.>!® In a study conducted in East Gojam Zone in

Ethiopia, the majority of nurses had not received training
on the detection of IPV.'! However, there is limited informa-
tion concerning healthcare worker experiences of screening
for [PV in the country. Therefore, this study aimed to explore
healthcare workers’ experience of screening for [PV among
the special population group of women living with HIV,
using antiretroviral therapy, and accessing other health ser-
vices in Wolaita Zone in Ethiopia.

Methodology
Study Area and Setting

We conducted the study in Wolaita Zone, which is in south-
ern Ethiopia. Most of the people in this area speak Wolaita,
the native language. The total population is 2,473,190, of
whom 578,726.46 [23.4% of the total population] are
women of reproductive age.'” From the 19 health facilities
we included in this study, we recruited a total of 16 HCWs
for the interviews. We chose the special population, women
living with HIV and following ART. We have noticed that
violence leads to HIV infection and we wanted to investi-
gate these experiences; as well as IPV screening among this
population groups that were previously not studied in
Ethiopia.

Design

The design for this study is a descriptive phenomenological
qualitative one. This design helped us to gain the essence of
the lived experiences and allowed detailed descriptions of
the HCWs' [PV screening and the barriers that they
experienced.'” In descriptive phenomenology, the percep-
tion of researchers is set aside or bracketed, to obtain the
real experience of the participants.'* In this study, the mean-
ing attributed to the 16 purposively selected HCWs were not
influenced by the researchers’ experiences and beliefs.'

Selection of the Study and Sample

We selected the HCWs (medical doctors, nurses, health
officers, and midwives) purposively. We interviewed those
who were providing healthcare services in the 19 health
facilities (both private and government) until saturation of
ideas was reached and no new information was presented.
In doing this, we conducted 16 in-depth interviews.

Data Collection and Procedures

The data collection for this study took place from October
to November 2018. We adapted the interview guides from
the World Health Organization’s (WHO) document on
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researching violence against women'® (Supporting file
section 1). We included the interview guides based on
the challenges of HCWSs' IPV screening, the role of
HCWs, follow-up care, documentation and medico-legal
report provision. The guides included the following ques-
tions. What are the most common types of abuse that you
identify? Do you or your staff members routinely ask
questions to determine if the patient was a victim of family
violence? Why? How? What instruments do you use for
the examination? How often? What tests or examinations
do you routinely perform when a woman indicates that she
has been the victim of violence? What are the challenges
in screening for abuse? Were you trained to screen for
abuse? What types of abuse do you detect? Do women
disclose, without being asked, the abuse they experienced?
What is the procedure for obtaining an official report from
the medical examiner? Do you have a way of keeping
records of cases? Is there a form and procedure for record-
ing them? Do you or your staff provide follow-up care to
women who have been victims of family violence? Are
there mechanisms for referring them to other institutions?
Do you think the record-keeping system is adequate to
identify women affected by family violence, refer them
to the appropriate services, and provide timely follow-up
services?

The principal investigator conducted face-to-face, in-
depth interviews by using the local languages of the
HCWs, Wolaita and Amharic. During the meetings, the
investigator probed to get further clarity from the partici-
pants. Two experienced research assistants supported the
principal investigator with note-taking and digital record-
ings during the interviews. To maintain the privacy of the
healthcare workers, we conducted in-depth discussions at
the participants’ offices or their preferred venue.

Trustworthiness

We maintained the scientific rigour and trustworthiness of the
data collection based on five criteria'® Credibility: To ensure
that the study reflected the participants’ views, the principal
investigator spent time in the field and collected the data from
the healthcare workers. The results’ section provides verba-
tim quotes to document the participants’ perspectives, and
we undertook peer debriefing after each of the interviews.
Transferability: We provided thick descriptions to allow
readers to determine whether or not the findings were trans-
ferable to their context. Dependability: The research team
conducted an audit trail with the supervisor and co-
supervisor to ensure that the analysis was grounded in the

data and that the findings would be consistent and stable over
time. Confirmability: Applying the audit trail (the primary
researcher maintained detailed procedural records of the
research process) helped us assess the accuracy of the results
truthfulness of the participants’
Reflexivity: The results show that the principal researcher
thought about himself and the participants, and continuously
recorded, as a way to offset predetermined thinking about the
research that might interfere with the data analysis. By doing
so, we aimed to prevent our motives, perspectives, experi-
ences, backgrounds and prior hypotheses influencing the data

and perspectives.

interpretation.

Data Analysis

We used the seven steps set in Colaizzi's descriptive phe-
nomenological method, which is used in health science
research, for the data analysis.'” The steps are 1)
Familiarisation (reading all the participants” data and famil-
iarising oneself with the data): 2) Identifying significant
statements (recognising the pertinent statements related to
the phenomenon); 3) Formulating meanings (identifying the
meanings close to the event with the researchers bracketing
their knowledge about the meaning); 4) Clustering themes
(clustering the meanings into themes); 5) Developing an
exhaustive description (writing complete and inclusive
explanations of the phenomena, including all the themes
that were developed); 6) Producing the fundamental struc-
ture (ensuring that the reports cover the essentials); 7)
Seeking verification of the underlying structure (returning
the primary structure statements to all the participants for
confirmation). We used Open Code software for the data
analysis, and we used the Consolidated criteria for Reporting
Qualitative research (COREQ) Checklist, for maintaining
the quality of data.

Ethical Consideration

Ethical clearance was obtained from the Biomedical
Research Ethics Committee (BREC) of the University of
KwaZulu-Natal (BREC Ref No: BE387/18) and from
Wolaita Sodo University Institutional Review Board (IRB),
RefNo: WSU15/04/147 (12 Sep. 2018). Permission was also
obtained from Wolaita Zone Health Department and the
respective healthcare facilities. Written, informed consent
was received from individual participants. The participant
informed consent included the publication of anonymized
responses. Permission also was obtained for audio recording,
and in cases where the participants refused permission to
record, notes were taken instead, and the results were
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incorporated into the other data. Each interview took 50
minutes, and before beginning, the purpose of the research
was communicated. This study maintained the confidential-
ity and privacy of the participants. To this end, they were
conducted at the participant’s offices, and nothing was writ-
ten on any part of the results that could reveal their identities.
It was the participant’s right to interrupt or withdraw their
participation at any time without penalty or loss of benefits,
but this did not occur.

Results

Overall, we conducted a total of 16 in-depth interviews
among HCW s with different educational backgrounds. Six
(37.5%) were females, while the other 10 (62.5%) were
males. Healthcare workers involved in this study were
aged between 24 and 42 years. They had different roles
and responsibilities at their respective healthcare facilities
such as ART focal person, emergency department leader,
outpatient worker, obstetrics and gynaecology department
coordinator, and mother and child health (MCH) clinic
workers (Table 1).

Themes

Analysis of the study data identified the following five
themes: Types of IPV identified by HCWs among
women; provider related barriers; healthcare system bar-
riers; patient-level barriers; and providers’ recommenda-
tions for improvements (Supporting file section 2).

Theme |. Types of IPV Identified by

HCWs Among Women

Most HCWSs reported that they observed two to three IPV
cases per month. However, few healthcare facilities
reported more than five to ten IPV cases per month.
According to the report from the HCWs, most of the
women were visiting their clinic after physical violence
trauma, followed by rape. However, they reported that sex-
ual violence victims visited their clinic infrequently.
Healthcare workers discussed the reason for fewer incidents
of sexual violence being reported to them. They reasoned
that this was because the women did not as openly disclose
sexual abuse as they did physical abuse.

Healthcare workers reported traumatic experiences of
violence that they usually see when screening victims of
IPV. These included physical, sexual, and psychological
cases of violence. Most HCWs indicated that in mostly,
they screen many physical abuse victims and also other

Table | Socio-Demographic Features of Healthcare Workers in
Wolaita Zone in Ethiopia, November-December 2018

Participant’s Education Role of Healthcare

Code Workers (HCWs)

#1 Health officer ART focal persen

#2 Health officer ART focal person

#3 Health officer Emergency case team

#4 Health officer ART focal person

#5 BSC Nurse ART focal person

#o MSc in Reproductive | ART focal person

Health

#7 Health officer OPD case team

#8 Medical doctor Gynecology department, GPs
coordinator

#9 Nurse ART focal person

#10 Medical doctor Clinician

#11 Clinical nurse Murse at emergency
department

#12 Midwifery MCH coordinater

#13 Health officer OPD case team

#14 Health officer Under-five OPD and ART
focal

#15 Health officer Coordinator of MCH case
team

#16 Health officer ART focal person

Abbreviations: OPD, out-patient department; ART, antiretroviral therapy; MCH,
mother and child health; GF, general practitioner.

victims that experienced traumatic rape. Few health pro-
viders reported that instances of violence were uncommon
in their facilities.

One of the HCWs Explained

For example, | have seen during my examinations a woman
with a head injury, pregnant women who miscarried, and
hair follicles removed during a fight. | observed during my
physical examination that a man beat his spouse in her birth
canal, and 1 referred her sample [case] to Black Lion
Hospital. Usually, women hide such cases. [ know
a woman who has been suffering from pain for six years
due to the violence that she experienced from her husband
(HCW, #6)

Another HCW Stated

When I was working in the emergency department, | saw
physical violence cases. I also observed a husband who
stabbed his wife with a knife. 1 haven’t seen any other
sexual violence cases. | remember a sexual violence case
where four people raped the 28-year-old woman. She was
unconscious when she visited [was brought to] our clinic.
(HCW, #5)
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Another HCW Stated

There were women on ART who disappeared from their
follow-up. When 1 searched for the reasons in detail,
1 identified that most of them were discordant, and they
disappeared due to stigma/violent pressure from their part-
ners. (HCW, #6)

Theme 2. Provider Related Barriers
Training

According to the HCWs, most of them had not received
on-the-job training on gender-based violence, and it was
one of the significant challenges that hindered them in
screening cases of abuse. They also highlighted that the
lack of training limited them in providing the required
quality of care for clients. However, there were very few
trained as only one healthcare provider from a private
hospital had received training on gender-based violence.

I was not trained and also no one [else is] trained on
gender-based violence in this hospital. (HCW, #4)

We did not get training, but there are some staff who were
working in the youth-friendly health service who got train-
ing. There is also a training manual there. (HCW, #13)

I didn’t train on gender-based violence, but I tend to

receive training in gender-based violence. (HCW, #3)

Medico-Legal Issues

Most of the HCWSs reported that they offered a medico-legal
certificate at the client’s request. However, some of them
said that the provision of the medico-legal story of their
patient was the responsibility of senior staff, and it was one
of the significant challenges for clients to receive it time-
ously. Moreover, most of the HCWs reported their difficulty
in reporting sexual violence after a rape case. The HCWs
mentioned various factors that influence screening and pro-
vision of the accurate medico-legal report to the victims of
IPV. Most healthcare providers explained that rape survi-
vors delay seeking medical help to the degree that on their
arrival in the health facility when HCWs conduct a physical
examination, they do not find new lacerations or bleeding.
The challenge arises when health providers are expected to
give a medico-legal report in court.

One of the HCWs Explained This Thus

Sometimes, we may not observe any sign of physical injury,
even if they are affected by physical abuse. We have to

report it medico-legally, but we couldn’t. Some women who

had previous sexual experience come to our clinic and
report their rape; however, we couldn’t observe the recent
signs of laceration or bleeding of rape. We observe only an
old scar, but women report they have no previous sexual
experience. It is the biggest challenge when women take the
case to court; the report can’t help them. I have seen 18-year
-old lady two weeks back who reported a rape case and no
previous history of sexual experience. During the physical
examination, 1 observed that the hymen did not tear
recently, and I saw an old scar. I haven’t even written her
report. She denies it, and the examination report is different
from her report. Both physical and sexual violence cases are
difficult to report. (HCW, #8)

Another HCW Explained Thus

Since the issue is medico-legal, it puts pressure on the care
providers. The victims ask you to over-report while their
counterparts ask to under-report the level of damage.
(HCW, #10)

Disclosure of physical violence, but not on sexual abuse
was explained by another HCW thus:

Yes, women disclose physical violence cases, but they
don’t disclose sexual violence cases, but we probe them.
(HCW, #11)

Theme 3. Healthcare System Barriers
According to healthcare workers, there are many health
system-related problems in testing for IPV. Among these,
HCWs reported that there was no separate record-keeping,
nor were there registration mechanisms for IPV cases, IPV
specific referral systems, or follow-up care for IPV vic-
tims. A few HCW:s also reported that there was a shortage
of medical equipment such as HIV kits, pregnancy kits,
ultrasound, and x-ray machines to diagnose IPV.
Moreover, HCWs explained that there was no collabora-
tion with external organisations established to prevent [PV
cases. Furthermore, HCWs also reported that there was
a gap in providing medico-legal reports timeously for their
clients. Besides this, HCWs confirmed that it is challen-
ging to do follow-up and routine assessments of [PV
clients, because of poor record-keeping.

Follow-Up

HCWs reported that they did not follow up on their clients
who were victims of IPV. Moreover, they were not routi-
nely asking questions of patients who were victims of
family violence.
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One of the HCWs Explained

No follow-up for the IPV affected clients. I do not know if
there exists any registration book. Since emergency sur-
geons manage cases, they know about it. 1 don’t know
whether they have a follow-up or not. (HCW, #3)

There is a shortage of material/fequipment. For example,
there is a shortage of HIV test kits as well as pregnancy
test kits. Also, there was a shortage of equipment for hae-
moglobin and haematocrit tests. We usually refer such cases
due to the shortage of such equipment. (HCW, #12)

Record-Keeping

Healthcare workers also mentioned that there was a gap in
the issuing of medico-legal certificates to their clients. The
scenario was explained thus:

Only senior physicians write a medico-legal report, and
a formal letter with an institutional stamp in a sealed
envelope will be sent directly to the requesting legal
body, whether to the police or justice office. There is
a gap in providing timely medical reports. (HCW, #10)

A Healthcare Provider Also Explained

We don’t have a separate register for violence. We manage
them as any other case. I don’t think that the record-
keeping is adequate because there is no one trained on
gender-based violence, and we do not start to give suffi-
cient services. Also, we don’t have ultrasound and x-ray
[machines]. We consider a case as a violence case based
on the client’s report, and there is no other device to detect
the violence case. (HCW, #7)

There is no form for keeping records of violence cases
separately. 1 don’t think that the record-keeping system is
adequate. It is [would be] good if there is [was] a separate
registration book. We don’t do screening routinely of the
women who are the victims of family violence. I routinely
ask them when they come in for their monthly follow-up.
(HCW, #2)

We don’t register it separately; rather, we register it as
a trauma case in the Health Management Information
System (HMIS). (HCW, #4)

Lack of Inter-Sectoral Support
HCW:s Also Mentioned

No organisation or person is working on partner violence

except the women’s and children’s affairs office. The

women’s and children’s affairs office did not come to
me, and I did not go to them. (HCW, #2)

There are no organizations specifically working in gender-
based violence. Also, many non-governmental organizations
are working in other health programs, but not specifically on
gender-based violence. (HCW, #15)

Theme 4. Client-Level Barriers

HCWs reported that disclosure related problems, inequality
of power between women and men, female beliefs concern-
ing male rights to abuse women, and fear and stigma were
patient level barriers to screen IPV. Most of the HCWs
reported that women do not disclose their history of abuse
unless they are asked by the HCWs. They explained that
women were trying to hide their violence experiences
because they feared the social challenges. Moreover, they
reported that this situation affected HIV-positive women’s
adherence to medication, its discontinuation, and family
intrigue among all the women. Healthcare workers also
said that women'’s absence of income limits their disclosure
and decisions about an exit plan. This is because they fear
that a husband could withdraw his wife’s financial support if
he heard about her complaint. Similarly, they reported that
there is male dominance in Wolaita society. The same action
was feared if husbands became aware of their wives® dis-
closure to others about the abuse they experienced. The
participant expressed this issue in this way:

One of the challenges is that women who faced sexual
violence or rapes do not report their case appropriately due
to fear and cultural sensitivity. It makes the screening of

sexual violence difficult even though it exists. (HCW, #2)

HIV Disclosure

Mostly in our clinic, women do not disclose due to the fear
of the consequence of disclosure. Some women do not
have an income, and they fear that if they divorce, they
have no place else to go. (HCW, #6)

Most of the time, women don’t disclose their cases with-
out being asked. They have a fear of social stigma. They
also fear the confidentiality of their status. (HCW, #9)

One of the HCWs Also Mentioned That

Most men hide their test result from their spouse. They
take ART from other health facilities or us, and they don’t

want to bring their wives. Some women have a fear of
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disclosing their status to their husbands. [ usually appoint
them to bring their husbands, and we screen them together.
Then we inform [them of] their test results together. It is to
safeguard their marriage. (HCW, #2)

Culture Promoting Male Superiority

Most of the HCWs explained that there is inequality
between men and women. They said that women hide
reports regarding their issue of violence to male HCWs
because of the fear of male dominance. Healthcare work-
ers also reported that husbands’ violent behaviour
occurred after consuming alcohol and from having multi-
ple sexual partners. Moreover, they said that women had

no decision-making power.

One of the HCWs Explained Further

Since most women live under the influence of men, they
don’t tell us. Usually, men have more than one partner, and
they treat one of the women in a better way, but they
mistreat the other woman. There is violence, but they
don’t tell us. 1 have seen a case where both the husband
and wife came after fighting. (HCW, #3)

Healthcare workers explained that women believed that a man
has a natural right to abuse women, to insult them and force
sex. Hence, they hide their abuse; this made the screening
process very difficult for healthcare workers, who believe that
to avert this mindset, awareness creation is needed.

One of the HCWs Explained Thus

In our community, it is believed that men are above
women in marriage. Some men exploit women financially;
however, they did not consider it as violence. Forcing
women for sex without their consent is not believed to
be violence. Insulting wives is also not considered as
violence. There is a saying: ‘If a man does not insult and
beat women, he is not a man.” Women also consider this as
men’s natural behaviour. (HCW, #3)

‘Women don’t think that they are equal to men; they always
believe in male dominance and give priority to males.
Females don’t feel that they are equal to men in any matters
like decision making. Therefore, training on gender equal-
ity should be given in all circumstances. (HCW, #16)

Theme 5: Provider Recommendations for

Improvements
Most of the HCWs mentioned different IPV prevention stra-
tegies. Among these was a need for improved legal,

community, and spiritual support for the violence victims
and involving males in programs of violence prevention.
They reported the need for collaboration with other stake-
holders in the violence prevention programs, capacity building
of staff through in-service training, the importance of treating
clients with respect and dignity, the need for a separate unit or
clinic to treat gender-based violence victims together, and
improving the equality of women and men through women’s
empowerment. Most of the HCWs also mentioned awareness
creation, and that efforts to establish the economic indepen-
dence of women should be aggressively made.

Women's Empowerment
One of the Interviewers Reported

For me, the most important intervention is empowering
women. The government should empower women in every
aspect. The concerned bodies should educate women to
the level of men, and the economic and social gap between

men and women should be minimized. (HCW, #1)

HCWs suggested that in cases where women do not know
how to get help from legal, local, and religious leaders, the
HCWs should be able to guide women in that regard.
Moreover, HCWs reported that consulting seniors, and
linking the victims with local and religious leaders might
help resolve the conflicts.

Community and Partner Participation
One of the HCWs Explained Thus

‘When they report physical violence, we assess the level of
damage, and if the problem is significant, we consult our
seniors. If she decides to take the case to court, community
elders, or to the church and women do not know the
process; we guide them. (HCW, #2)

Most HCWSs highlighted the importance of the participa-
tion of husbands and wives together in education programs
aimed at violence prevention. Moreover, they emphasized
that special education programs should be established for
male partners to tackle their violent behaviours, such as
excessive alcohol drinking and extra-marital sexual rela-
tionships, which lead couples into conflicts.

One HCW Explained Further

1 believe that education should be given for husband and
wife together on the roles and responsibilities of both. The
responsibility of women is so heavy, and husbands don’t
think that they have the responsibility of raising their
children and preparing food. They should be advised
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how to support their wives in all activities as well as in
sharing responsibility. (HCW, #2)

The study participants explained that collaboration with dif-
ferent stakeholders, for instance, legal services, schools and
health facilities, is essential. Additionally, they highlighted
the importance of educating men, ensuring proper documen-
tation and reporting of violence cases, and aggressively
improving the referral systems. One of the participants stated:

The health facilities should work with legal services,
schools, and others. If we integrate the work, we can be
effective. We should also educate men and make them
responsible. We usually focus on women, and we neglect
men in different areas. Gender-based violence education
should be implemented independently in schools and other
institutions. Reporting, documentation, and referral sys-
tems should be strengthened. (HCW, #3)

Role of HCWs

According to the participants, HCWs provide care and
respect for the victims of violence and treat these clients
compassionately. As most HCWSs reported, routine assess-
ment of [PV with women with injuries from violence, coun-
selling of both women and men together and respectfully
approaching clients, was an excellent strategy for treating
clients. Besides this, addressing the [PV problem, and sup-
port and advice from the case manager and adherence coun-
sellor should be beneficial to prevent marriage dissolution
and violence. One of the participants was of the opinion

It is better if HCWs provide compassionate care. It
depends on the behaviour of individuals. No matter how
good the healthcare worker, if he/she does not respect the
clients, the clients are not willing to disclose their violence
experience. Therefore, there should be rapport/good rela-
tions between the two. (HCW, #14)

Another Healthcare Provider Also Supported This View

HCWs should see violence cases as if it happened to them.
They should give the victim good care and ease their
psychological feelings. If we mistreat them, they may not
come to us because of our behaviour. (HCW, #3)

Another Healthcare Provider Gave Suggestions About
Prevention of IPV

It is good if we educate young girls about violence, at
school. We can also give education to local media. Fliers

can also transmit a lot of information. (HCW, #8)

A few HCWs mentioned the need for special legislation
and policy to treat IPV cases in separate clinics, at the
given health facilities. They also pointed out that the
economic gap between women and men should be mini-
mized, and that there is a need for decentralizing the
programs to all facilities, and mainstreaming [PV preven-
tion into schools and other social spaces. Moreover, they
highlighted the need for particular prevention strategies
such as community-based interventions, a focal person at
health facilities for IPV, the establishment of clubs work-
ing on IPV, and home-to-home visits and follow-up educa-
tion through health extension workers.

Other HCWs Expanded on This

The government has a poor focus on violence cases, and it
is good if they form a special unit for better follow-up,
reporting, and psychiatric or psychosocial management.
For example, TB and HIV have a separate system, and it
is good if violence has a similar separate unit with trained
healthcare workers. It is also good to have a reporting and
recording system. (HCW, #8)

Discussion

This research identified IPV screening challenges at the
different levels of the health system, and from the per-
spectives of HCWs and their clients. The current study
also proposed different prevention strategies. The findings
in Wolaita Zone confirmed the results of the WHO and
other studies.”>® However, the significant results that
emerged from the current study were about the delays in
medico-legal reporting for the victims, the absence of
separate record-keeping for IPV cases, the absence of
referral systems for IPV victims, and a lack of follow-up
care for [PV-affected women.

Types of IPV

As far as the types of IPV identified by HCWs are con-
cerned, physical violence trauma was most common, fol-
lowed by rape. However, HCWs reported that sexual
violence cases visited their clinic infrequently. These find-
ings are supported by the WHO global and regional esti-
mates, South African studies and EDHS 2016 reports,
confirming the findings that higher numbers of women in
Ethiopia (25%) experienced physical violence, while
1920 & probable
explanation for these findings is that the women did not
as openly disclose sexual abuse as they did physical abuse.

fewer (10%) experienced sexual abuse.
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It may also be due to the women’s fear of blame and
shame in speaking of sexual violence issues, whereas this
is not the case for physical trauma. The body of literature
also revealed that victims do not even report their abuse to
friends, the police, and others, because they do not trust
others, and do not think the police will help them.'
Therefore, capacity building is needed to equip HCWs to
counsel and assess their clients wisely to allow them to
disclose the level of their abuse.

Provider Related Barriers and Training
The findings of this study show that there are many
healthcare worker-related challenges for screening IPV in
Wolaita Zone. The literature revealed that a considerable
gap exists in HCW in-service training, and there is an
absence of specific education regarding IPV cases.”?'*
Therefore, we suggest on-the-job training of staff and the
establishment of IPV-specific education for HCWs in
Wolaita Zone. However, contrary to our findings, earlier
studies found another challenge was the attitude of HCWs
towards performing IPV screening, which was seen as an
unreasonable activity.”! Moreover, the body of literature
has shown the lack of provider education regarding IPV,
the lack of time, and the lack of effective interventions for
IPV cases.” The WHO report recommended that HCWs
should give adequate time to examine IPV cases.” In the
current study, HCWs had not received any training about
IPV. Therefore, we suggest that the government of
Ethiopia should give due attention to on-the-job training
for IPV screening.

Moreover, there is a need for HCWs to be trained to
help women to develop a safety plan as the best strategy to
prevent violence. Women who have experienced [PV are
likely to have fears about their safety, but women may not
expect that violence will happen again. HCWSs need train-
ing to teach their client that IPV is not likely to stop on its
own. Violence tends to continue and may become worse.
Therefore, assessing and planning for safety is an ongoing
process.??

The literature highlighted the need for HCWs to be
open-minded, ready to listen to their clients, unhurried,
and to respect confidentiality.>* The HCWs in this study,
however, did not meet this recommendation of WHQO’s
IPV prevention strategy.”® Therefore, we suggest that
HCWs should give particular emphasis by taking adequate
time in screening IPV at all healthcare facilities. Despite
all the challenges reported by the HCWs, there has been
little information about the clients’ difficulty in obtaining

medico-legal reports from their service providers after IPV
screening. The lack of IPV patient follow-up is another
concern needing attention. The concerned body in the
country should provide specialized training for staff and
initiate follow-up care for clients; for example, home
visits. The victims of [PV may have different requirements
from other healthcare patients since they require
a response to their emotional needs - they may also be
frightened and need reassurance and support. Women may
not need physical, but emotional care instead, and they
may require this on an ongoing basis.”*

Healthcare System Challenges

Concerning health system-related challenges to screening
for IPV, the health facilities in Wolaita Zone had several
problems, including the absence of separate record-
keeping for IPV, the absence of a referral system for IPV,
and a lack of follow-up care for IPV victims. Comparable
to the results of the current study, a north-eastern United
States study also showed that there were health system-
related challenges for [PV screening. However, the health
system challenges in the present research are different
from the United States” study. In that investigation, there
was a limited time for patient visits, absence of a screening
strategy in the health system, and clinicians were so busy
with other activities that they took no responsibility for
IPV screening.® The discrepancy in these studies could be
due to the economic and health system structural differ-
ences between the two countries. The findings of a Togo
study is similar to the current result since none of the
victims had been referred to local organizations to receive
appropriate support™’ Our study found that there were, in
fact, no local organizations to support violence prevention.
Furthermore, the body of literature showed that only
15.8% of victims were referred for IPV assistance by
HCWs.** The current study found a shortage of medical
equipment, which is in line with research in Tanzania.®
The current study findings also showed that there was no
collaboration with external organizations to prevent [PV
and that a gap existed in the medico-legal reporting sys-
tem, match a study in Serbia,”! in which there was a weak
support network for screening IPV. This is despite the
body of literature in the WHO document revealing
a need for immediate referral and the need for resources
to treat [PV victims.>* Therefore, Ethiopia has to arrange
medico-legal reporting and referral systems for counsel-
ling victims in the short term. In addition, establishing
external collaboration with stakeholders who work on
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gender-based violence in the medium term, and ensuring
all the necessary medical equipment to screen IPV cases,
is required for the longer term.

The women/partner-related challenges in our study
revealed that the clients chose not to disclose their history
of abuse to the HCWSs. This is because women fear the
potential social challenge after their disclosure. Similarly,
an earlier study revealed that patient non-disclosure of
their abuse was one of the IPV screening challenges.’®
Another study also revealed that only half of the women
disclosed their IPV experience to HCWs.?” The strategy
for the non-disclosure is that HCWs should not pressure
women, but give them time to decide what they are willing
to disclose. When clients disclose their abuse to HCWs,
they need to receive emotional counselling and treatment
support, and HCWs should also advise women on
a strategy to protect themselves from the perpetrators.
Disclosure of HIV status appears to place women at
increased risk of IPV, and IPV may prevent them from
regular attendance to obtain ART. IPV is not the common
medical reason women seek health care more than trauma,
car accidents and other emergency cases. However, gen-
der-based violence, and particularly physical violence and
sexual violence cases do visit the health facilities in
Ethiopia. It is one of the prevalent health problems that
may affect the health of women negatively. Women may
require counselling, trauma care, and other examinations
related to their specific cases.

Client Level Concerns and Follow-Up

Care

This study suggests the need for the provision of follow-up
care and information on the effects of violence on
women’s and children’s health, and as was indicated in
the literature™ Besides this, our research found that the
inequality of power between women and men and
women’s mindset in accepting a man’s natural right to
abuse women were IPV screening challenges related to
the clients. There is a need to change these perceptions in
the Wolaita communities. HCWs have a counselling role
in this regard, which they should enact during IPV screen-
ing at their clinic. The government of Ethiopia should train
their HCWs regarding 1PV through specific on the job
training. There is also a need for a referral system to link
clients to more specialized counselling. This finding
matches a study in Bangladesh in which attitudes toward
wife-beating, and men who believed wife-beating to be

acceptable, were risk factors for 1py230 Additionally, the

current study is similar to another study in which male
dominance, low social and economic status of women,
gender inequality, and men having multiple partners were

all factors that challenged IPV scrccning.z‘25

Strategies to Prevent IPV

In our study, regarding the proposed interventions and
strategies for the prevention of violence, HCWs suggested
a number of different prevention strategies. A feasible
short-term strategy is addressing the need for spiritual
support, and male involvement in the programs of violence
prevention. In the medium term, HCWs also suggested
that the government should enhance legal services and
empowerment of women. These results are supported by
an earlier study by the WHO, in which changing laws that
discriminate against women, increasing their access to
education, implementing more gender-equitable policies,
and reducing acceptance of violence were stated as [PV
prevention strategies.™ The current study also revealed
the need for collaboration with other stakeholders, staff
training, and treatment of clients with respect. These find-
ings have also been reported previously where the need for
collaboration with other stakeholders, advocacy and
awareness creation, integration of services, and the use
of behavioural change communication for social change,
was found to be important.® For instance, the involvement
of the law office in developing IPV-specific laws, the
involvement of the health sector in implementing and
treating the cases, and involvement of the psychological
and social work departments in counselling IPV victims
are considered crucial. Specific laws for IPV are not yet
developed and in practice in developing countries; how-
ever, the findings of this study suggest the need for
a separate unit to treat gender-based violence victims.
This would be made feasible by allocating the HCWs
who are trained to deal with [PV.

Moreover, our study found the need for different doc-
umentation of IPV cases in the healthcare management
system. A survey in Togo revealed that screening of IPV
in healthcare facilities should be systematic.?” This could
make it easier to access the available data for implemen-
ters and in the intervention of IPV cases. Also suggested
by HCWs is the need for resources for IPV prevention.
Similarly, the body of literature strongly suggests availing
possible resources (crisis centres, helplines, social work-
ers, support groups, legal support, mental health counsel-
lors, and psychologists) in a particular health system, to
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manage 1PV victims.” Therefore, we suggest that the
collaboration and the availability of the various resources
mentioned here should tackle IPV.

Furthermore, the HCWs confirmed that [PV is a public
health problem that is exacerbated by male dominance in
the society, by alcohol consumption, and discordant HIV
test results, a finding in line with other literature. >
Therefore, a comprehensive strategy to reduce alcohol
consumption in Wolaita society is needed.”® Among the
specific approaches which may help to curtail alcohol
drinking is for men to record in writing reasons to reduce
drinking (e.g. for improved health and sleep) and keeping
a diary of drinking habits for three to four weeks; in
addition, avoiding keeping alcohol in the home, choosing
drink-free days, and deciding not to accept peer pressure is
also suggested.*”

Strengths and Limitations

Our study has the following three strengths. Firstly, we
attempted to put our knowledge and personal biases aside.
This means that in the descriptive phenomenological
design, the meaning of the research findings was not
influenced by our belief systems and experiences. This
bracketing also supported the validity of interpretation.
Secondly, a profound and detailed understanding of 1PV
screening challenges were identified and illustrated in the
results. Thirdly, the HCWs appear to have contributed well
to the study in their support and interest, in that they
revealed a delay in medico-legal reporting to the victims,
an absence of separate record-keeping for IPV cases, and
the lack of follow-up care for IPV and the lack of specific
laws for gender-based violence prevention.

However, we can also consider a possible limitation of
this study. Although we tried to maintain pure bracketing
in placing our presumptions aside, it may, in reality, be
difficult to ensure complete bracketing and avoid
researcher-induced bias entirely. We also cannot generalize
the qualitative finding to other settings.

Conclusions

This study has shown that there is healthcare worker, health
system, and client-related IPV screening challenges in
Wolaita Zone for women who have injuries or conditions
that they suspect may be related to IPV. The issues that
emerged from the findings are the gap in medico-legal report
provision, absence of separate record-keeping for IPV cases,
lack of client follow-up, absence of routine assessment of
violence victims, and lack of specific coordination with an

external organization. Moreover, the absence of staff train-
ing, a weak referral system, and shortages of necessary
medical equipment were other challenges. In the Wolaita
Zone, among the types of [PV, physical violence trauma was
the most commonly reported abuse, followed by rape.
Therefore, we recommend the need for improvement in
separating record-keeping systems in health facilities, expli-
cit provision of the medico-legal report to clients, improving
women’s access to education, and executing more gender-
equitable policies. Moreover, the need for an active commu-
nity and religious leader interventions, involving males in
programs of violence prevention, creating a network of
support with stakeholders, the inclusion of IPV-specific pol-
icy frameworks in the national legislation, and compassio-
nate care is imperative. Additionally, further study with
more focus on IPV screening challenges in other parts of
the country is suggested.
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CHAPTER SEVEN: SYNTHESIS

7.1. Main findings

This study has confirmed the presence of a high prevalence of lifetime IPV among women who were
living with and without HIV (59.7%, 95% CI: 56.31%-63.05%) in Wolaita Zone, Ethiopia. This has also
been reported by other studies in Ethiopia (20% to 78%) (Semahegn and Mengistie, 2015), in South
Africa (67.3%) (Brown et al., 2018), and in Nigeria (65.8%) (Ezechi et al., 2009 ). The IPV prevalence in
the current study is one of the highest among the studies conducted in SSA countries, and when compared
to Uganda (29%) (Young et al., 2018), Nigeria (23.6%) (Olowookere, 2015) and South Africa (21%)
(Bernstein et al., 2016). However, the results may differ within countries; for example, in Uganda, where
a study reported a lower prevalence of 10.1%, (Bikinesi et al., 2017). The quantitative analysis for our
study further shows that although the lifetime IPV was somewhat higher among HIV-positive women,
250 (61.3) than among women who were HIV-negative, 238 (58.1), the difference is not statistically
significant (P=0.35). This finding was also reported in the research conducted in low-income countries
(Harling et al., 2010), which showed no significant statistical association between HIV and IPV. Overall,
our research indicates that IPV is high, among women who were living both with and without HIV in
Wolaita Zone in southern Ethiopia. Moreover, we identified the extent of IPV and its presentation in its
different forms (physical, sexual and psychological) which frequently overlapped with one another
(Chapter 4).

We also explored the HCW’s IPV screening experiences, and the study revealed the gaps in IPV
screening and medico-legal report provision (Chapter 6). United Nations data also shows that about 61%
of new adult and children HIV infection in 2018 was from SSA (United Nations, 2019). However, IPV
can be both a risk factor for and a consequence of HIV (Centers for Disease Control and Prevention
[CDC], 2014). Therefore, there needs to be safe monitoring, screening, and interventions regarding IPV

among all women, including HIV-positive women in a healthcare setting (Orza et al., 2015).

In its objectives to explore the experience of IPV against women who were living with and without HIV
and its associated factors in Wolaita Zone in southern Ethiopia, this study used a range of methods in
order to obtain an extensive understanding of the problem, to corroborate findings and to enable statistical
analyses for generalisability. The problem was considered both from the perspective of the women
affected by IPV, and from HCWs who can contribute to the solution. These methods are discussed further

in this synthesis.

104



Chapters one to two presented the introduction to the study, the literature review, and the methodology
used in this research. In Chapters three to six, the following IPV related topics were presented: Chapter
three: “Mapping the evidence of intimate partner violence among women living with HIV/AIDS in
Africa: A scoping review” (The protocol was published in BMJ Open, and the results of the review
(Chapter 3) were also published in BMJ Open); Chapter four: “Intimate partner violence against women
living with and without HIV, and the associated factors in Wolaita Zone, southern Ethiopia: A
comparative cross-sectional study” (The paper was published in PLoS One.) Chapter five: “Lived
experience of intimate partner violence among women using antiretroviral therapy and other outpatient
services in Wolaita Zone, Ethiopia: A phenomenological study” (This paper was published in
Reproductive Health); Chapter six: “Healthcare worker experience and the challenges in screening for
IPV among women who use ART and other health services in Wolaita Zone, Ethiopia: A
phenomenological study” (The paper was published in the Journal of Multidisciplinary Healthcare.);
chapter four to six ( Papers 3 to 5) present new evidence concerning the extent of the problem of IPV in
Wolaita Zone, and this synthesis will highlight how this evidence was obtained, the negative health
impacts reported in this study as a result of IPV, factors associated with IPV, the new and additional
information generated by this study, and how this current information can be used to reduce the

prevalence of IPV.
7.2. A comprehensive approach to the methods used in this study

In order to identify gaps in the body of literature and to understand the phenomenon in detail, we initially
mapped the existing research findings of IPV among women living with HIV in SSA. Four themes
emerged from the identified studies. These are: evidence of IPV experience among women who were
living with HIV, evidence that HIV status revelation to partner influences IPV, confirmation of the
association of socio-demographic characteristics with IPV, and implications for practise or the way
forward. The review described the multiple experiences of IPV among women living with HIV and how
these vary among SSA countries. On average, the studies also indicated that one-third of HIV-positive
women experienced IPV (Colombini et al., 2016; Osinde et al., 2011; Wilson et al., 2016). The review
showed that following HIV status disclosure, there was evidence of IPV (Ezeanochie et al., 2011,
Hampanda and Rael, 2018; lliyasu et al., 2011; Mulrenan et al., 2015).

This scoping review assisted in conceptualizing the primary research as to whether IPV experiences were
different or similar amongst women who were living with or without HIV. The study was directed at
factors associated with IPV, the lived experience of women both living with or without HIV and the

HCW's experience of IPV screening and the barriers. This study used a pragmatic worldview or
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perspective, in which we used the varied approaches available to understand the research problem
(Creswell, 2014).

7.3. Use of mixed methods

Each type of data collection, whether using quantitative or qualitative methods, has its own strengths and
limitations. Therefore, we considered how the strengths could be combined to gain a greater
understanding of IPV and to overcome the limitations of each. This blending or mixing of data provided a
more robust understanding of the experience of IPV against women than either approach by itself
(Creswell, 2014). Moreover, IPV is a sensitive issue and women may not be able to disclose their

experience simply. Therefore, the use of mixed methods was preferable.

We thus used both quantitative and qualitative methods to collect the data. The research followed an
exploratory sequential mixed-methods design. It also used different types of data from respondents. These
included women who were living with and without HIV and HCWs. The approach that was used was one
of analysing the research being conducted in the two different groups, HIV-positive and HIV-negative, in
the population (Tashakkori & Teddlie, 2010). We triangulated the data from the interviews, FGDs and
questionnaires from the women, with the HCWs’ responses. The HCWs acknowledged the problem of
IPV that was described by the women participants. The mixed-methods design helped us to gain
complementary views of the same IPV phenomena. It also assisted in achieving completeness to ensure
the study obtained a complete picture (Bergman 2008). For instance, in our qualitative research, Paper 3,
women reported their experience of overlapping types of physical, emotional, sexual, and controlling

behaviour from male partners.

The quantitative study similarly showed the high prevalence of IPV in Wolaita Zone. Chapter 5 used the
IPA design which required the interpretation of the stories presented by participants, and the valuable
expert knowledge on the part of the scholar (Lopez and Willis, 2004; Rodriguez and Smith, 2018). The
gualitative research provided a picture of the women's experiences of IPV. The themes identified in
chapter 5 were “Women’s terrifying experiences of violence, “The effects of violence on their health,”;
“Support/lack of support /controlling behaviors/,” “Women’s feelings about the available services,” and
“IPV prevention strategies from the perspective of women.” These themes categorized IPV in Wolaita
Zone very well. The themes described women's violent experiences which included physical violence of
wife-beating, having material thrown at the woman's face, and the wife's hand and teeth being broken.
There were the emotional components such as being stigmatized in front of others, having their
movements restricted, name-calling, threats to hurt, being insulted, and being left alone. Women reported

being forced to have sex, and also the withdrawal of finances, as described in the themes. The qualitative
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study further showed that the IPV in Wolaita Zone was widespread, and the findings of our study showed
and documented women's terrifying experiences of IPV, which included sexual, physical, and

psychological violence.

Usually, such abuse was experienced as overlapping or mixed forms of violence. Our research reported
that the women testified to recurrent physical and psychological violence, but sexual violence was
reported by relatively few participants. The results confirmed the findings of previous studies (EDHS,
2016; Bernstein et al., 2016; Yitbarek et al., 2019). In quantitative research, the prevalence of women
living both with and without HIV was high, but the relationship was not statistically significant
(quantitative study, chapter 4). However, the finding of the qualitative study showed an increased IPV
experience among women living with HIV after they disclosed their HIV-positive test result to the male
partner (qualitative study, chapter five).

In chapter six, we explored the HCW experiences and challenges in screening for IPV among women.
This part of the study also assessed health systems related barriers to identifying, treating and examining
women with IPV. We used a descriptive phenomenological qualitative study design to explore the
experience of HCWSs. A total of 16 in-depth interviews were conducted among HCWs serving out

healthcare tasks from the 19 health facilities in Wolaita Zone.

We answered objectives two and three using qualitative methods to explore the women’s IPV experiences
and the HCW’s IPV screening experiences (chapters 5 and 6). Using these methods of FGDs and
interviews, we were able to obtain thick and in-depth descriptions to inform our understanding of the IPV
phenomena. Additionally, the prevalence and factors associated with IPV against women were answered
by the quantitative study (chapter 4). The quantitative research was institution-based, and the
generalisability of this research is subject to certain limitations as it was not undertaken in the community.
However, the policymakers and implementers who are working in contexts that are similar to our ART
sites (attended by women living with HIV), and among other women attending health facilities and
hospitals in Wolaita and Ethiopia, can use our findings. The study may feasibly be generalised to other

similar areas in Ethiopia and similar developing countries.
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7.4. Health impacts of IPV

In this study, we found major negative health impacts reported by the women who comprised
discrimination, infection with HIV and other sexually transmitted diseases, abortion, disability, divorce,
fear, depression, and child death (chapter 5). The scoping review results in Paper 2 showed similar
effects. They highlighted the difficulties of women who experience IPV in engaging in HIV/AIDS care,
the interruption of their ART treatment, and that stigma, abuse, and financial withdrawal were some of

the consequences that followed from IPV.
7.5. Factors associated with IPV

We found various factors associated with IPV against women who were living with and without HIV in
Wolaita Zone (See Figure 5 below). These factors are further discussed as “Socio-demographic and
cultural factors” (7.6); “Male masculinities, gender inequalities and partner’s characteristics” (7.7), and

“Reproductive health-related factors or sexual risk factors” (7.8).
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Figure 5. Various factors associated with IPV against women living with and without HIV in
Wolaita Zone, Ethiopia (Chapter 4)
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7.6. Socio-demographic and cultural factors

The factors placing women at risk include their lower-income [AOR=3.97;95% Cl:1.81-8.72] and an
older age group (29-39) [AOR=2.86; 95% CI:1.67-4.90], findings that confirmed the study of Semahegn
and Mengistie (2015). Our study also found an association between IPV and women whose bride price
payment was partially paid or not paid at all [AOR=2.83; 95% CI:1.70-4.69].

7.7. Male masculinities, gender inequalities, partner’s characteristics

These factors were reported both from the quantitative and qualitative results. Controlling behaviour by
partners [AOR=8.13; 95% CI: 4.93-13.42] was reported, which has also been found in other studies
(Shamu et al., 2014, Deribe et al., 2012). The FGDs and interviews reported that controlling behaviour of
partners or spouses ranged from a debilitating to an annoying effect on women's lives, confirming the
findings of an earlier study in Addis Ababa in Ethiopia (Mohammed et al., 2017). This behaviour
detached women from any possible benefits that they could get from friends, neighbours, relatives, and
healthcare providers. Feminist theory explains the power difference between men and women, the so-
called lack of gender equality, to understand how this affects women’s health (Crossman, 2017).
Accordingly, this study found men’s dominance or controlling behaviour affected the health of women
negatively and is a result of the inequalities between men and women among women living with and
without HIV in Wolaita Zone.

The current study also showed substance abuse to be a problem, as having a male partner who drank
alcohol was associated with IPV [AOR;2.36;95% CI:1.36-4.10]. This was also noted in a previous study
(Semahegn et al., 2013). Therefore, education about alcohol consumption is needed as part of the school
and health system education programmes. Moreover, this study showed that if a partner had previously
been involved in a physical fight with another man, it was statistically associated with IPV [AOR=1.83;
95% CI:1.05-3.19]. A similar finding on prior physical violence, as associated with IPV was reported in
another study (Shamu et al., 2014).

Culture-related factors that emerged from this study and are associated with IPV were the beliefs of
women. Women who did not believe in their right to refuse sex in some situations [AOR=2.99; 95% CI:
1.39-6.41] reported experiencing IPV. The WHO study also suggested that some norms and beliefs, for
example, that a man has a right to discipline a woman physically when she “behaves incorrectly” or
regarding sexual intercourse as a husband’s or partner’s right, could support violence against women

(WHO, 2012). In Paper 4, women emphasised that religious leaders have an indispensable role in
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resolving violence, but some women noted the difficultly in getting support from religious leaders.

However, our quantitative data did not show any association between religious beliefs and IPV.

7.8. Reproductive health-related factors or sexual risk factor

Sexual risk factors, such as having at least two sexual partners was associated with IPV [AOR=2.35; 95%
Cl:1.36-4.09]. Our research also found that the inequality of power between women and men, and
women's mindset in accepting a man’s natural right to abuse women, leads to violence, as it is considered
by them to be “understandable”. This concept was also supported by the evidence from the qualitative
study (Paper 4), indicating that women lacked decision making powers in some situations, such as the
inability to decide in a sexual relationship, and their powerlessness appeared to be associated with their

experiencing violence. This concept was supported by previous studies (Shamu et al., 2014; WHO, 2012).

7.9. Intimate partner violence prevention approaches from the perspective of participant women

The results described provide evidence of the extent of the burden of IPV experienced by many women in
this study. Although the women acknowledged that IPV was prevalent, they made suggestions as to how
this should be addressed. These are discussed as follows:

7.9.1. Legal route

The findings that emerged from this research underline the existence of weak and unsuitable punishment
for perpetrators of violence. Women testified that although the legal service exists, the presently available

punishment of perpetrators is inadequate and does not act as a deterrent.

7.9.2. Social support

The research showed that strong women's networks are absent, as unambiguously working on violence
prevention to resolve the conflicts between women and their husbands/partners and to punish the
perpetrators. The women's groups that were in existance were found not to be functioning correctly in
IPV prevention activities. Similar to the current finding, the body of literature also showed that only
15.8% of victims were referred for IPV assistance by HCWs (Ballan et al., 2017).

As the way forward, the discussants highlighted that women should talk over the abuse that they
experience with their neighbours, in order to develop practical approaches to prevent such incidents

occurring. The publicity in the community could possibly act as a deterrent.
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7.9.3. Income-generating initiatives

The need for women to become more financially independent was also seen as an essential step, and they
considered that women should generate income to avoid dependency on men. The discussions also raised
the possibility of women empowering one another in that they too could, or should, provide information

to their friends who have no awareness of how to acquire legal services.

7.9.4. Role of healthcare workers

The intervention strategy proposed by the women was that the right time or period to disclose the result of
an HIV test to prevent a sudden abusive reaction from their husbands or partners would be when they are
either sick, pregnant, and at night time. They also proposed the need for HCWs to assist or support in the

disclosure of HIV test results to avoid abuse.

7.9.5. Health system

The current study also found a shortage of medical equipment, which is in line with research in Tanzania
(Laisser et al., 2011), where there was no collaboration with external organisations to prevent IPV and a

gap in the medico-legal reporting system existed.

7.10. Intimate partner violence prevention strategy in the education and health system

To prevent IPV requires social learning in order to change attitudes and such practices (Bandura, 1971).
Intimate partner violence is a learned behaviour, and school programmes starting at an early age are
required to question the ideas of male hegemony. These could begin to introduce alternative viewpoints
so that those children who have observed their father abusing their mother during their childhood will
perceive this as bad behaviour and may not abuse women in adulthood. This could assist in children’s
past abuse experience having a negative influence on their development and perpetrating IPV against
women who are living with HIV and those who are not HIV infected. The pathway framework of

prevention is presented in Figure 6.

The findings of this research also suggest that the health facilities should establish cooperation with
external organisations that work in IPV prevention, and they should provide timely medico-legal reports
to their clients. Figure 6 below shows the details of IPV prevention pathways outlined from the results of

this study.
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Figure 6. The pathway framework of IPV prevention
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7.11. New knowledge

We obtained new information from the current study regarding IPV among women who were living with
and without HIV on the factors associated with IPV, and the prevention strategies suggested both by the
participating women and the HCWs. The results provide information about the women and their
experiences at the individual level, but also describe practical steps that can be taken at the community
level and how policies and programmes can be developed to target this highly prevalent practice and the
multiplicity of negative consequences. We identified that the IPV experienced by women, regardless of
their HIV status, comprised physical, sexual and emotional abuse and that prevention strategies would be
required for both groups of women. This study also identified a practical role for the health services in
reducing IPV. Paper 4 proposed a hew approach towards prevention, in that those women who know their
HIV-positive status (for example, as a result of ANC testing) before their partners do (since they may
have violent and aggressive partners), should be tested for HIV again as a new case together with their
husbands or male partners. Participants reported that the potential abuse could be minimized if HCWs

assisted with the disclosure at a time when the couple was informed together.

Our study highlighted the need for effective women's networks or groups to fight against IPV at the
community level, and this was reported in Papers 4 and 5. The participants saw women's networks as
having the potential to reduce the prevalence of violence in Wolaita Zone. The participants also reported
that the current strategy, comprising a local women's group, which was established to work on the
prevention of IPV, was dysfunctional. The role of community groups in supporting women at risk offers a
feasible solution to reducing their feelings of isolation. Moreover, the involvement of the official women's
affairs office in IPV was also found to be weak, and the participants additionally reported that there was
insufficient and inappropriate punishment for abusers or perpetrators of violence in southern Ethiopia.
Ethiopia, as a developing country, has not sufficiently emphasised the education of its women, who
constitute 40% of the population (EPHI and ICF, July 2019). Both rural and urbanized women feel
isolated and have little understanding of their rights and little experience in obtaining help. Their stories
present a picture of the perpetration of extreme violence with no consequences for the perpetrator. Thus,
the suggestion of the study participants that the local women's support groups that already exist, be

empowered and become active appears to be a feasible option.

The study highlighted important issues that emerged from Paper 4, and this was the delay in the medico-

legal reporting for the victims. The absence of separate record-keeping for IPV cases, the absence of
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referral systems for IPV victims and a lack of follow-up care for IPV affected women, was reported and

has been emphasised in the study's recommendations.

7.12. Contributions of this study to what is known in order to provide recommendations to
reduce IPV

7.12.1. Prevalence

The study confirmed that IPV in the Wolaita region is high but similar to other African countries. It found
that the whole lifetime of IPV among all women interviewed was 487 (59.68%), [95% CI: 56.31%-
63.05%], which concurs with other studies reported in Ethiopia (IPV ranged from 20% to 78%), and
south-east Ethiopia (59%) (Semahegn and Mengistie, 2015; Lencha et al., 2019). It is interesting that the
prevalence appears to differ in different parts of Ethiopia, and that this finding had a lower percentage
than the research done in the northern part of the country, which was 78% (Semahegn et al., 2013). It
could be due to the difference in sample size, setting, study period, and population. The magnitude of the
results of this study shows that gender-based violence in Ethiopia is a substantial public health problem,
and, as a result of this, the government of Ethiopia should emphasise its prevention. This study in the
Wolaita Zone provided new information for this part of Ethiopia. The results were often similar to other
developing countries in Africa, but at times differed. No comparative study had been conducted earlier
among the two population groups of HIV-positive and HIV-negative women, either in Wolaita Zone or in
other areas of Ethiopia. In the results reported in the qualitative Paper 4, we reported on the enormous
problems of IPV experienced by women in Wolaita Zone. Therefore, based on those findings, the zonal
Department of Health should work vigorously to reduce IPV, both among women living with HIV and
among those without HIV. The various factors associated with IPV in the Wolaita region that need

attention by the government, in particular by the Department of Health, are explained below.

7.12.2. Association between HIV and IPV

Our study confirmed the results of the low-income country studies (Harling et al., 2010), in which there
was no significant association between HIV and IPV; the overall IPV prevalence among both HIV
positive and negative women was high. However, the differences between the two population groups
were not statistically significant.  Chapter 4 showed that there was no significant association between
the HIV status of the women and IPV (COR=1.14; 95% CI: 0.86-1.51). Contrary to these findings, HIV
has been found to be associated with IPV in ten Sub-Saharan African countries (Shi et al., 2013; Durevall
and Lindskog, 2014).
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The findings of Papers 2, a scoping review resut, also showed that HIV disclosure of status increased the
risk of stigma and the financial support withdrawal to the affected women. Our results are in line with the
studies in the Sub-Saharan African countries, Kenya, Uganda, Cameroon, Nigeria, and Zambia
(Colombini et al., 2016; Ashaba et al., 2017; Fiorentino et al., 2019; Ezeanochie et al., 2011; Hampanda
and Rael, 2018). Our research showed that an HIV discordant test result and reckless disclosure of an
HIV test result to husbands or the male partner also lead to IPV and stigma. Thus, it is advisable that
women intending to disclose their HIV-positive status to their husbands or partners be very cautious while
they are revealing their HIV status to escape being physically violated. Studies to date have emphasised
that HCWs should ensure safe disclosure of HIV status to prevent post-disclosure abuse. These
suggestions have included either couple counselling, mutual counselling between partners and
independent advice (Colombini et al., 2016; Ashaba et al., 2017; Mulrenan et al., 2015).

7.12.3 The problem of male controlling behaviour

The current study found that the controlling behaviour of a husband or partner was statistically associated
with IPV. This result is consistent with the investigations of Deribe et al. (2012) and Durevall and
Lindskog (2014). Such controlling strategies are a danger for women's mental and physical health,
leading to sadness, pain, depression, discomfort, and even suicidal ideation (Krantz and Vung, 2009).
This behaviour of the partner or husband may prevent women from obtaining medical care and may
restrict their contact with friends and family (Krantz and Vung, 2009). Paper 2 also indicated that the
controlling behaviour deprived women of any possible benefit from others. It was interesting that data
from the interviewees noted that older women were at lower risk of being affected by controlling
behaviour than their counterparts (Paper 3). Women also revealed that their partners or husbands locked
or closed the door so that they were left in the home and were not permitted to leave the house, which
troubled their lives. This behaviour is because boys and girls socialized differently in Ethiopia so that
girls are held inferior to boys (UNFPA, October 2008). More emphasis is given to boys regarding

learning, feeding, and provision of different activities during the process of their upbringing.

Moreover, girls are brought up to conform to, and specialize in indoor activities, and to be obedient and
dependent on others (UNFPA, October 2008). Additionally, in most parts of the country, for followers of
the Christian religion, marriages are usually arranged by the parents of the bride and groom with a
pronounced deal of conciliation. However, today, in urban areas, in contrast to rural society, people do
not follow the tradition of prepared marriage, but it is still important to marry someone of whom the
family approves (Teklehaimanot, 2020). In addition, in chapter 5, as stated by the study participants, the

religious front-runners have a vital role in resolving the abuse, but a few women pointed out it is
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problematic to get assistance from the religious leaders. Since half the population of Ethiopia are females,
the government must address the development of girls and women in accordance with the equality
principles of the Sustainable Development Goal 5, for which the target date is 2030 (United Nations,
2015).

7.12.4. Alcohol and other drug abuse

Chapter 3 and chapter 4 showed that consumption of too much alcohol by the male partner was an
important factor exacerbating the women's IPV experience. In Ethiopia, alcohol consumption is higher
among males than women (11.58% vs 1.21%) (Ayano et al., 2019). Moreover, another substance usage
also exacerbates the alcohol drinking; the use of 'khat' (from a plant, Catha edulis, which has a stimulating
effect and leads to euphoria and excitement) and 'shisha' addiction (a way of smoking tobacco mixed with
molasses fruit or sugar through a tube) by husbands or male partners, are practices increasing the risk of
abuse. These findings are concur with those of other studies (WHO, 2013; Bernstein et al., 2016;
Semahegn and Mengistie, 2015). A possible explanation for these results may be that a person who
consumes alcohol is likely to be aggressive and angry and to abuse women emotionally, physically and/or
sexually. Different studies have shown that alcohol leads to IPV and sexual risk-taking such as
engagement with commercial sex workers and reduced condom use (Karim and Baxter 2016). Under the
influence of alcohol, men may abuse women due to a lack of empowerment of women, who still accept
wife-beating for unknown reasons (UNFPA, October 2008). Furthermore, women also believe that they
have no right to negotiate or refuse sex with their partners, even if there are health risks (UNFPA, October
2008).

7.12.5. Health system challenges

The HCWs emphasised the extent of IPV and their difficulties in addressing the problem. Our findings
confirmed the studies which revealed a considerable gap in HCW in-service training and the absence of
specific education regarding how to address IPV cases (Waalen et al., 2000; Djikanovic et al., 2010;
Sprague et al., 2012). Our study also indicated a willingness on the part of the HCWs to become involved,
provided they received the requisite training and support. However, HCWs have not received any training
about IPV. Therefore, we suggest that the HCWs should give particular emphasis to possible IPV cases
by taking adequate time in screening for it at all health facilities. Spending sufficient time with women
can ease their distress (WHO, September 2014). Provision of IPV counselling, care, and treatment should
be private, confidential, and the information only be disclosed with the consent of the woman (WHO,

September 2014). The WHO also framed six steps of prevention policy and programmes for violence
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against women, and Ethiopia can use this available resource (WHO, 2010). The prevention pathway

framework of IPV developed from the current study is shown in Figure 5 above.

Chapter 6 further identified IPV screening challenges at the different levels of the health system, and
from the perspectives of HCWSs and their clients in Wolaita Zone. Moreover, a weak referral system and
shortages of necessary medical equipment were other challenges. Therefore, we suggest the need of active
community and religious leader interventions, involving males in programmes of violence prevention,
creating a network with stakeholders, including IPV-specific policy frameworks in the national

legislation, and the awareness that compassionate care is imperative.

7.13. Strengths and limitations

7.13.1. Strengths of the study

This research has various strengths. The use of triangulation of the research at multiple levels of
pragmatism (philosophical triangulation), method triangulation (mixed methods research) and data
triangulation (numerous sources of data) are an important stengths of this research. This study allowed
women living with and without HIV to share and explain their experience of IPV to others and to
contribute to the recommendations provided by this study. Moreovere, this study maintained the validity,
reliability and generalisability of the quantitative study. For internal validity, we supervised the data
collectors to ensure that they had collected the actual information from the participants. In order to ensure
reliability, we undertook a random checking of the collected data. We enrolled a large sample (816) in the
survey, which increased the generalisability of the results. Furthermore, the study used a large stratified
random sample and | adapted and employed the use of the standard and valid WHO multi-country gender-
based violence and women's health questionnaire. The study maintained scientific rigour, and we used
credibility (study reflects the views of the participants), dependability (the analysis is grounded in the
data), transferability (to ensure that the findings of this study are transferable to other contexts, we
provided thick descriptions), confirmability (study triangulated data collection using in-depth interviews,
FGDs and a questionnaire using different analysis methods). In quantitative study, we used the post-
estimation diagnostics (Hosmer-Lemeshow goodness of fit test and the Receiver Operating
Characteristics (ROC) graph after multivariate analyses to rule out significant interactions, confounders,
and the model’s ability to discriminate between those subjects who experienced IPV and those who did
not. Moreover, we explored various associated factors of IPV among women living with and without
HIV. The IPA design in this research allowed a detailed and in-depth description of Wolaita women's IPV
experiences and its meanings. The unique perspective of the IPA design provided a comprehensive

understanding of the IPV phenomenon as experienced by the women, and the findings reported from the
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study result from the rich data and the open-ended structured guide that permitted the participants to talk
freely so that the investigator gathered rich data for the analysis. Furthermore, we have tried to put our
knowledge and personal biases aside. Thus, in the descriptive phenomenological design, the meaning of
the research findings was not influenced by our belief systems and experiences. This bracketing also

supported the validity of the interpretation.

7.13.2. Limitations of the study

The cross-sectional study design is unable to establish the temporal relationship between independent and
dependent variables. This design cannot support conclusions regarding the inference on causality, or the
risk of diseases, or, in this study, IPV. Moreover, this was an institution-based study, thus, the
generalisability of the quantitative research is subject to certain limitations as it was not undertaken in the
community,thus women who did not attend health facilities were not included. When selecting the study
sample, we did not include women who had not tested for HIV, and for women who were HIV-positive,
but not taking ART. Therefore, the result of the quantitative study can be generalised with these
limitations.

In the collection of the qualitative data, there may have been issues of social desirability or stigma,
although the similar reports from the participants suggest that these factors were not an issue in obtaining
valid responses. Moreover, in the IPA design, we made every attempt to keep the descriptions faithful to
the raw data, but pure bracketing may not be possible because the investigators interpreted the data based
on their phenomenological world and experience. Hence, this process, in turn, may bring investigator-
induced bias to the study. However, the researchers were aware of this, took note of it, and tried to avoid

this possibility.

7.14. Recommendations based on the study’s results

The study recommendations address the health and legal systems in Ethiopia (District health office,
Department of Health, Regional Health Bureau and Minister of Health). The more urgent, and thus short

term proposals, are provided first, followed by longer-term recommendations.
A. Short-term recommendations

Health systems should establish women's networks which need to work on violence prevention explicitly
and should be supported. The absence of referral systems for IPV victims and a lack of follow up care for

IPV affected women should be addressed. Moreover, the health systems’ barriers are reflected in need for
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separate record-keeping of IPV cases in the health facilities, standardizing the medico-legal reporting
system, and executing more gender-equitable policies as the way forward. Health departments should
raise awareness in the community of the benefits of marriage arrangements being by mutual consent
between the partners rather than being made by parents. Chapter four found that if the husband's family
arranged the marriage, there were issues regarding bride-wealth and the lack of such payments was
associated with IPV.
The Ethiopian health policy should involve males in all the programmes of gender-based violence
prevention to change their violent behaviour. This study also recommends community mobilization by
using various strategies (media and advocacy, encouraging selecting community activists, and
strengthening skills among community members, trying to promote new more equitable behaviours, and
promoting change,by involving community members, leaders, and institutions in the IPV prevention
strategy. We also recommend the local governmental and cultural leaders have to receive training
on IPV. Community mobilization has to be emphasized.
This recommendation is prompted by our results showing that alcohol consumption and controlling
behaviour by a male partner were factors associated with IPV. Moreover, the different socialisation of
boys and girls in Ethiopia, and that girls are held to be inferior to boys are an indication that for Ethiopia’s
development and progress, values must change (UNFPA, October 2008). Education about alcohol
consumption should become part of the school and the health system’s provision of education.
Furthermore, safe disclosure of HIV test results is essential to avoid violence. Therefore, couple
counselling, mutual disclosure between partners, separate counselling sessions for men, and facilitated
disclosure is vital to prevent IPV. The health facilities should assist the women in the disclosure process
of HIV test result. This can be done by testing women who know their serostatus before their
husband/partner do as new patients together with their partners, with healthcare providers assisting in the
disclosure. Provision of in-service training for the healthcare providers regarding counselling and IPV
screening is essential in such complex situations. Moreovere, HCWs should teach women to discuss their
abuse experience with their neighbours. This study also recommends that the country has to arrange a
referral system for counselling victims urgently. Finally, | have a broader call to a political commitment by
the government authorities at all government sectors to fulfil medical equipment to treat IPV and
empowering women economically to prevent IPV in Wolaita Zone, Ethiopia.

A. Long term recommendations
Women should generate their own income in order not to be dependent on men, and this requires new
promotional policies for this and the provision of training. Moreover, women should teach their friends
who lack awareness of how to obtain legal services. Support is required for HCWs for them to be able to

address the needs of women affected by IPV adequately. Healthcare workers also require the necessary
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medical equipment to screen IPV cases. In order to learn from others regarding the best practice for what
is useful, establishing external collaboration with stakeholders who are working in gender-based violence

is vital.

To the legal department

In addressing the legal needs, our research has emphasised that Ethiopia must establish a special court
that deals with IPV cases separately, to decentralize the system and to train the legal bodies in the long
term. These requirements are highlighted by the women participants in Wolaita not benefitting from the
legal services as they expected. The United Nations (UN) handbook that was designed to reduce IPV
shows the need for the establishment of specialized organisations and officials to implement legislation on
IPV (UN, 2010). To date, Ethiopia has yet to fulfil these requirements, and the results of this study will be
presented to the relevant authorities to provide the evidence. Our research emphasised that the law needs
to be applied strictly and ensure justice for all victims in the short term.

Recommendations for further research intervention

We recommend an investigation of the relationship between IPV and HIV, which should be examined in
different parts of the country to develop situation-specific approaches that may be needed. For instance,
further study with more focus on IPV screening challenges in other parts of the country is suggested.
Other investigations are required to identify and manage the physical and mental health impact of IPV
among different groups of women and different regions. For the critical societal changes needed to
prevent IPV, it is suggested that the education system introduce programmes in schools to advocate for
gender equity. The evaluation of such programmes will require innovative research. It is also essential to

monitor changes in the health system to ensure that women experiencing IPV receive adequate care.

7.15. Conclusion

There was a high prevalence of IPV among women, both living with and without HIV. The extent of IPV
and its presentation in the different forms (physical, sexual and psychological), which frequently
overlapped, highlights the urgency of the recommended intervention measures. In Wolaita Zone in
southern Ethiopia, women had reported terrifying experiences of violence which affected their physical,
mental and social health. The various factors that place women at such risk include their lower-income,
older age group, having a male partner who drank alcohol, having at least two sexual partners, whether a
male partner had previously been involved in physical conflict with another man, not believing that they
have the right to refuse sex in some situations, and women whose bride price payment was partially paid

or not paid at all.
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Furthermore, this study has shown that there are HWCs, health systems, and client-related IPV screening
challenges in Wolaita Zone. The results have highlighted the gap in the medico-legal report provision for
victims, the absence of separate record-keeping for IPV cases, lack of client follow-up, absence of routine
assessment of violence, and lack of specific coordination with any external organisation. Therefore,
establishing a particular women's network that emphasises IPV and the inclusion of IPV specific policy
frameworks in the Ethiopian national legislation is required. Perhaps most importantly, at a grassroots

level, compassionate care is the way forward to a resolution.
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Appendix 1: Sample size calculation

Appendix 1:Calculate sample sizes without adjustment for clustering

Step: 1
i (two-tailed) m
p- | o2
s 0.585
Nuoat = 129.32

Threshold probability for rejecting the null hypothesis. Type I error rate.

Probability of failing to reject the null hypothesis under the alternative
hypothesis. Type II error rate.

Proportion of subjects that are in Group 1 (exposed)(Deribe et al., 2012)
Proportion of subjects that are in Group 0 (unexposed); 1-qiperibe eral, 2612)
Effect size

Standard deviation of the outcome in the population

Total group size (without adjustment)

Table 2: Calculate sample sizes with adjustment for clustering

Fixed cluster size

With a fixed cluster size, p can take any value between 0 and 1.

Step:2
b.
Niotal = 129.32
gi— 0.415
m= 19
p= 0.29
Calculate

Total group size (without adjustinent)

Proportion of subjects that are in Group I (exposed)
Cluster size

Within-cluster correlation coefficient (must be greater than 0 and no greater
than 1)

Design Effect = | +(p(m-1)) = 6.22
Clusters in Group 1 = C; = Nigal * Design Effect * q1l /m = 17.57, rounded to 18
Clusters in Group 0 = Co = Niga * Design Effect * q0 / m = 24.77, rounded to 25

N'1: 342
N'o: 475
N'tota.l: 817
N'tota: 817
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Appendix 4: IRB from Wolaita Sodo University, Ethiopia

@\L) N LLOCAT: Wolaita Sodo University

AL d A

Wolaita Sodo

/T RN/ /T LN AT R/

Vice President for Research and Community Services

‘k’I‘C/Rcf.noLLU-U--_LSJ_D ‘-,L 1=
+3 Date--(&.;,aﬁ_:_l_ ¥a)) 3

To: Mr.Mengistu Meskele Koyira
Wolaita Sodo University

Subject: Ethical Clearance

Your research project proposal entitled“intimate Partner Violence against Women Living with and

without HIV: Contexts_and_Associated Factors in_Wolaita_Zone, Ethiopia* has been reviewed by the

Institutional Review Board of Wolaita Sodo University for its ethical soundness, it is found to be

ethically acceptable.

Thus, the Research and Community Service Vice President Office has awarded this ethical
clearance for the stated study to be carried by Mr.Mengistu Meskele Koyira as of September 10,
2018.The investigators are expected to submit their research progress report to the Research and

Community Service Vice President Office of the University.

N
g
AL

PR
Ru a ),
M 0

“N

50138 E-mil: wsuniv @ ethionet.et PANTY AREAT PR RTC LT
Fax No 046-551 51 13 7®046-551 19 11 In replying, please quote our ref. number.
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Appendix 5: Zonal Department of Health permission (Gatekeeper permission)

)

a9 an """"'”V"'P

o SR 1) e v "
“’"’”.ﬂ:‘:;: Welse. R et ng: -Colari. | Lo 341 224
S OO %0 IR 0 e 7N Y

Pl ¥
77 To whom it may concern

Subject:

Mr.Mengi
. 3 PPt I P I ) 2 3 " Gt
gistu Meskele Koyira, @ PhD candidate at University ol KwaZulu-Natal, has requested
our Zon v . :
al Health Department 10 provide permission to conduct research on (he “Intimate

Partn :
er . .
Violence agninst Women living with and without HIV: Contoxty and asxocinted

f: :
actors in Wolaita Zone, Ethiopin®™ on date 31 July 2018,
the

I'herefy i
ore, the health department of Wolaita zone has permitted him (o conduct
afom H . . CRETEP] '

mentioned study in all nine health facilities which are randomly selected ay reported by Mr

Mengistu,

The Zonal health department has the adminisirative authority, responsibility and right (o

order/permit all health facilities in Wolaita Zone. Hence, (he Zonal health department has
provided permission to Mr.Mengistu Meskele © conduct the above rescarch project in the

1. Wolaita Sodo university teaching and 6. Gesuba Health center
referral hospital 7. Humbo Health center
2. Dubo general hospital 8. Balc primary Hospital
3. Sodo health center 9. Gununo Health center
4. Boditi health center
5. Areka health center
following nine health facilities. These are:

We hope the study can add new knowledge to improve women’s right and bring inputs to
safeguard women’s wellbeing. « 9 N
/ ¢
@ .
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| |
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Appendix 6: Site permission (Sample 1)

$7/Date: ?" 7/ C 7241
A m&kﬁ.ﬁ-ﬁm 2 UbL-d___phTaa/ms mog \

ﬁ MP. OCIC w2 DATHMT LUTA/Site permissuo ,
hAZ NCOM AVRHIARD. OB/C OOyo)mrk OAGA,  NMARZF AR PHICAL TFPUCT NPrPIHA-
S#4 RWICAL PPhD" +994 AUF DA HY AL NA ATHF MG AT PH2OT +RAZFOY AL
Mt AT e h.P.n"ﬂ‘hﬁ‘-Ch N PrA-24 RINCHE ;'Ethi;al Approval” NeémC BREC : Ref.No: BE
387/18 Date: 18 Sep. 2018  A18U-9° th£#f Ne RINCAL +enTI¢ “Ethical Approval”
NeMC : wsu:15/04/"1‘47 N#73: 12 Sep. 2018 £1FG NHY M GOGLP : OHM/10341224 7
16/12/20109/9 &2 p1% hawy n-DAM AL 4339 M-ML ----- UhTFA /mS M
PLPGFOY KIQWS PHPE DURY RYIARAY:

Mr. Mengistu Meskele’s research study on women’s health and life experience has been
ethically approved from University of KwaZulu-Natal, BREC : Ref.No: BE 387/18 ' Date: 18 Sep.
2018 , Wolaita Sodo University and also got permlssmn from Wolaita Zone Health Department

under the' Ref.No: mnm/1o341224 Date: 16/12/2010 E.C. Hence J&blaz_taiﬂﬁlﬂ-fmmjé’z@

Hospltal/health center has permitted Mr Mengistu Meskele to conduct the research. .
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’E% M.‘LhA &uh?ﬂ-
Cluef Chmcai Directc
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Appendix 7: Site permission (Sample 2: Obtained from nine facilities)

A J/\ P.O. Box 305
S O D D O wolaitta Soddo, Ethiopia
CHRISTIAN HOSPITAL Phone: 046 551 1163

aL hCh'!:ﬁ lfh’l?#‘ﬁ hospluke @ethionet.et

Reference no. =
Date: [~

AXT a0}, ok auliPA.
/ AR AFUCICC s1¢- L.2% NAooOmMA- LUPSH/Site permission

hAL NCON AL TINAD ov/C ooy o4 oolidd NOALS (& LLOCO-E aeducs
N-PIEA SN RLOACAAA ¢'Ph.D” 1974 AP N@ALS 3 AL NA ASFT S hS
PAAL®T TI°NZTFar AL PTGF A“TMLE henN AFéh h-PHA-S2HA RLACAE
“Ethical Approval’ n¢9C BREC: Ref.No: BE 387/18 Date: 18 Sep. 2018
AFILUI® hwAgx ML fuico.: awne?s “Ethical Approval” n4TC: WSU:
15/04/147 0+3 12 Sep. 2018 £77%9 h'? auLG oo sf: ®ONaL/10341224 +7%:
16/12/2010 %4.9° 4.2 77 QAT AL NCOVEE? WPOVED N 9TC° 6T M7 WiSfurg.
CALPL aoP"7 WPINAATS::

Mr. Mengistu Meskele's research study on women’s health and life experience
has been ethically approved from University of KwanZulu-Natal, BREC: Ref. No:
BE 387/18 Date: 18 Sep. 2018, Wolaita Sodo University and also got
permission from Wolaita Zone Health Department under the Ref. No:
@HmM./10341224 Date: 16/12/2010 E.C. Hence Soddo Christian HospitalVhealth
center has permitted Mr. Mengistu Meskele to conduct the research.

vhEAa S
= ANL FOLA AN 3

0Ll Ephrem’ G/Salasio
Officers NELTI PG Avd AR~ o S
Duane Anderson, M.D. Desalegn Enaro, M.Acn el Operations e 1 Goh Ef€m G/sllassie
Field Director Chief Administrator M;@ B R P Chief Operations Officer

To Serve, Not to be Served.

134



Appendix 8: Information sheet, consent form and questionnaire (In-depth-interview with
women)
Information Sheet and Consent to Participate in Research

Date: ---

Greetings, my name is ------------=-=-=-------- I am Mr. Mengistu Meskele Koyira, a Ph. D student at the
University of KwaZulu-Natal (UKZN), and a former staff member of Wolaita Sodo University, my
contact address is (+251913177996 or E-mail address: mengistu77@gmail.com). You are being invited to
consider participating in a study that involves research in “Intimate Partner Violence Against Women
living with and without HIV: Contexts and associated factors in Wolaita Zone, Ethiopia”. The aim
and purpose of this research is to learn about women’s health and life experiences and to generate
evidence from this area. The study is expected to enrol up to 25 interviewees, but it depends on the
information we get. We will conduct similar interviews at nine health facilities in Wolaita Zone. It will
involve the following procedures. We are going to interview you, record the audio and take notes. The
duration of your participation, if you choose to enrol and remain in the study, is expected to be 45
minutes.

The study may involve the following risks and/or discomforts. By participating in this research project,
you may have minimum discomfort to disclose your painful experience, though, many women have found
it helpful to have the opportunity to talk. We will also refer to psychological intervention or a counselling
service at a healthcare facility in case you get discomfort. We (the research assistant) will also provide
counselling at the end of the interview. The study will help to generate local evidence to assist with the

initiation and implementation of programmes to address intimate partner violence against women.

This study has been ethically reviewed and approved by the UKZN Biomedical Research Ethics

Committee (approval number ).

In the event of any problems or concerns/questions you may contact the researcher Mr Mengistu Meskele
(at +251913177996 or E-mail address: mengistu77@gmail.com) or the UKZN Biomedical Research

Ethics Committee, contact details as follows:

Biomedical Research Ethics Administration
Research Office, Westville Campus

Govan Mbeki Building

Private Bag X 54001

Durban

4000

KwaZulu-Natal, SOUTH AFRICA

Tel: 27 31 2604769 - Fax: 27 31 2604609
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Email: BREC@ukzn.ac.za

Your participation in this research is entirely voluntary. Your experiences could be beneficial to other
women in Ethiopia. You may withdraw from participation at any point, and in the event of
refusal/withdrawal from participation, the participant will not incur penalty or loss of treatment or another
benefit to which they usually are entitled. There is no direct benefit to your participation, but many
women have found it helpful to have the opportunity to talk.

I kindly let you know that all of the answers you provide me will be kept secret. The researcher will not
keep the record of your name or address. We will record the audios, but all will remain secret, and your
names will not be mentioned in any documents. Any information from the participants like raw data will
be stored securely and kept confidential. The publications that will arise from this study will exclude any
information that will make it possible to identify the participants’ name or identity. In case others enter
the room during the interview, dummy questionnaires will be used.

Consent

I (-—---- ) have been informed about the study entitled Intimate partner violence
against women living with and without HIV: Contexts and associated factors in Wolaita Zone, Ethiopia
by Mr Mengistu Meskele Koyira.

I understand the purpose and procedures of the study.

I have been given an opportunity to answer questions about the study and have had answers to my
satisfaction.

| declare that my participation in this study is entirely voluntary and that | may withdraw at any time
without affecting any treatment or care that | would usually be entitled to.

I have been informed about any available compensation or medical treatment if an injury occurs to me as
a result of study-related procedures.

If | have any further questions/concerns or queries related to the study | understand that | may contact the
researcher Mr Mengistu Meskele at +251913177996 or E-mail address: mengistu77@gmail.com.

If | have any questions or concerns about my rights as a study participant, or if | am concerned about an
aspect of the study or the researchers, then | may contact:

Biomedical Research Ethics Administration
Research Office, Westville Campus
Govan Mbeki Building

Private Bag X 54001
Durban
4000

KwaZulu-Natal, SOUTH AFRICA
Tel: 27 31 2604769 - Fax: 27 31 2604609
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Email: BREC@ukzn.ac.za

Agree to audio recording Yes -----m-m---- NO-------------

Signature of participant Date

Witness name

Interviewer name

Questionnaires for In-depth-Interview with Women

1.

10.

| would like you to tell me a little about yourself.

Have you attended a formal school?

Where is your residence now?

Do you have children?

How do you usually spend your days?

What things do you like to do?

Tell me about your husband. How did you first meet? When did you get married?

What does he do? When did your problems with your husband start? How long has this
continued?

Are there times when this has improved or got worse?

Can you give examples of physical violence in your community? In your life?

When and where does physical violence occur?

Are women forced to have sex with their partner/husband? Under what circumstances?
Who usually decides how, when and how often to have sex between partners? Do men
force their partners to have sex even if they do not want to? Can you give examples of
sexual violence in your community? In your life? When and where does sexual violence
occur?

Who are the perpetrators? For physical or sexual violence (PROBE: Your husband/
family member, people you know/don’t know)? What happens to the perpetrators?

What are the problems that women face after an attack? (PROBE: physical,
psychological, social problems)

How do survivors of physical violence cope after the attack? How do survivors of sexual
violence cope after the attack?

What are community responses when sexual/physical violence occurs? What is done to
prevent violence?

What is done to help survivors? How could these efforts be improved? Do women’s
support networks exist to help survivors?
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11.

12.

13.

14.
15.
16.
17.
18.
19.
20.

21.

22.

23.

24,

25.

26.
217.

28.
29.

What social and legal services exist to help address these problems? (PROBE: health,
police, legal counselling, social counselling) Who provides these services? How could
these efforts be improved?
Has the problem of physical/sexual violence got worse, better, or stayed the same since
you arrived in Wolaita?
Has it had a significant effect on your physical well-being? In what ways? How has it
affected your feelings about yourself? Do you think that it is having an effect on your
children? In what ways?
Has it affected your ability to provide for the family or go to work?
Has it made it difficult for you to meet friends or relatives? How?
Have you ever discussed your problems with others? How did they respond?
Was there more that you would have liked them to do?
What sort of things would have helped?
Looking back at your situation, what advice would you give another woman?
Who has just started to have these sorts of problems with her husband?
Questions for people living with HIV
Do you think it is good for a woman to inform her partner about her HIV test results?
Why do you say so? PROBE.
Why do some women fail to collect their HIV test results?
a. Fail to join PMTCT/ART programme? b. What makes some women decide to
accept the test?
What is the best time/opportunity to inform the male partner?
How would you inform him if you wanted to?
How do you think a husband/partner might react after you tell him your status (that you
are HIV-positive)
Who else do you think women inform about their HIV status?
What do you think happens to a woman who makes her status known to her partner?
Probe several actions and behaviours!
What do you think happens when women tell other people about their status?
How involved are men in the ART programme? Are men supportive of women to test
during pregnancy and at other times?

Thank you very much for your time!
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Appendix 9: Information sheet, consent form and focus group discussion guide for women living
with and without HIV

Information Sheet and Consent to Participate in Research

How are you? My name is I am Mr Mengistu Meskele Koyira, a PhD student at

the University of KwaZulu-Natal, and former staff of Wolaita Sodo University, my contact address is
(+251913177996 or E-mail address: mengistu77@gmail.com). You are being invited to consider
participating in a study that involves research in “Intimate Partner Violence Against Women living with
and without HIV: Contexts and associated factors in Wolaita Zone, Ethiopia”. The aim and purpose of
this research is to learn about women’s health and life experiences and to generate evidence from this
area. The study is expected to enrol up to four Focus Group Discussion participants, but it depends on the
information we get. We will conduct similar other discussions in the nine health facilities in Wolaita
Zone. It will involve the following procedures. We are going to interview you, record the audio and take
notes. The duration of your participation, if you choose to enrol and remain in the study, is expected to be

55 minutes.

The study may involve the following risks and/or discomforts. By participating in this research project,
you may have minimum discomfort to disclose your painful experience, though, many women have found
it helpful to have the opportunity to talk. We will also refer to psychological intervention or a counselling
service at a healthcare facility in case you get discomfort. We (the research assistant) will also provide
counselling at the end of the interview. The study will help to generate local evidence to assist with the

initiation and implementation of programmes to address intimate partner violence against women.

This study has been ethically reviewed and approved by the UKZN Biomedical Research Ethics

Committee (approval number ).

In the event of any problems or concerns/questions you may contact the researcher Mr Mengistu Meskele
(at +251913177996 or E-mail address: mengistu77@gmail.com) or the UKZN Biomedical Research
Ethics Committee, contact details as follows:

Biomedical Research Ethics Administration
Research Office, Westville Campus

Govan Mbeki Building
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Private Bag X 54001
Durban
4000

KwaZulu-Natal, SOUTH AFRICA
Tel: 27 31 2604769 - Fax: 27 31 2604609
Email: BREC@ukzn.ac.za

Your participation in this research is entirely voluntary. Your experiences could be beneficial to other
women in Ethiopia. You may withdraw participation at any point, and that in the event of
refusal/withdrawal of participation, the participants will not incur penalty or loss of treatment or another
benefit to which they usually are entitled.

There are soft drinks like Coca-Cola, tea and coffee for your time but no other direct benefit to your

participation, but many women have found it helpful to have the opportunity to talk.

I kindly let you know that all of the answers you provide me will be kept secret. The researcher will not
keep the record of your name or address. We will record the audios, but all will have remained secret, and
your names will no longer be mentioned at any documents. Any information from the participants like
raw data will be stored securely and kept confidential. The publications that will arise from this study
will exclude any information that will make it possible to identify the participants’ name or identity. In

case others enter the room, dummy questionnaires will be used.
Consent

I ) have been informed about the study entitled (Intimate partner
violence against women living with and without HIV: Contexts and associated factors in Wolaita
Zone, Ethiopia by Mr Mengistu Meskele Koyira.

| understand the purpose and procedures of the study.

| have been given an opportunity to answer questions about the study and have had answers to
my satisfaction.

| declare that my participation in this study is entirely voluntary and that | may withdraw at any
time without affecting any treatment or care that | would usually be entitled to.

| have been informed about any available compensation or medical treatment if an injury occurs
to me as a result of study-related procedures.

If | have any further questions/concerns or queries related to the study, | understand that | may
contact the researcher Mr Mengistu Meskele (+251913177996 or E-mail address:
mengistu77@gmail.com).
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If | have any questions or concerns about my rights as a study participant, or if I am concerned

about an aspect of the study or the researchers, then | may contact:

BIOMEDICAL RESEARCH ETHICS ADMINISTRATION
Research Office, Westville Campus
Govan Mbeki Building

Private Bag X 54001
Durban
4000

KwaZulu-Natal, SOUTH AFRICA
Tel: 27 31 2604769 - Fax: 27 31 2604609
Email: BREC@ukzn.ac.za

Agree to audio recording Yes ------------ NO-------------

Signature of participant Date

Witness name

y— -

y J—

Interviewer name
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Questionnaire: FGD guide for women living with and without HIV

1.

10.
11.

12.

13.

14.
15.

What problems have women experienced in health in your community? (PROBE: on violence,
not on health.) What type of unwanted actions or behaviour do men do to their partners?
PROBE: financially, emotionally, physically, sexually? PROBE

Can you give me examples of physical violence in your community? In your life?

When and where does physical violence occur? Has it had a great effect on your physical well-
being? In what ways?

How has it affected your feelings about yourself?

Are women forced to have sex with their partner/husband? Under what circumstances? Can you
give examples of sexual violence in your community? In your life?

When and where does sexual violence occur? Who usually decides how, when and how often to
have sex between partners? Do men force their partners to have sex even if they do not want to?
Are women abused for testing for HIV?

Who are the perpetrators? For physical/sexual violence (PROBE: Your husband/ family member,
people you know/don’t know.) What happens to the perpetrators?

What are the problems that women face after an attack? (PROBE: physical, psychological, social
problems.)

How do survivors of physical/sexual violence cope after the attack? Where do women get help
(report) if they are abused by their partners?

Has it made it difficult for you to meet friends or relatives? How?

What are community responses when physical or sexual violence occurs? What is done to prevent
violence?

What is done to help survivors? How could these efforts be improved? Do women’s support
networks exist to help survivors?

What social and legal services exist to help address these problems? (PROBE: health, police,
legal counselling, social counselling.) Who provides these services? How could these efforts be
improved?

Has the problem of physical/sexual violence got worse, better, or stayed the same?

Is there anything that religious leaders can do to prevent physical or sexual violence? Is there

anything women leaders can do to prevent sexual violence?
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Questions for people living with HIV

16. Do you think it is suitable for a woman to inform her partner about her HIV test results? Why do you

say so? PROBE: Why do some women fail to collect their HIV test results?
a. Fail to join PMTCT/ART programme?
b. What makes some women decide to accept the test?

17. What is the best time/opportunity to inform the male partner?

18. How would you inform partner if you wanted to?

19. How do you think a husband/partner might react after you tell him your status (that you are HIV

positive)?
20. Who else do you think women inform about their HIV status?
21. What do you think happens to a woman who makes her status known to her partner? PROBE:

several actions and behaviours. What do you think happens when women tell other people about their
status?

22. What could happen to a woman after she discloses her HIV test results to a husband/partner?

23. How involved are men in the ART programme? Are men supportive of women to test during

pregnancy and at other times?
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Appendix 10: Information sheet, consent form and questionnaire (In-depth-interview for the

service provider)

Information Sheet and Consent to Participate in Research

Date:-----

How are you? My name is -----------------=-=-------—- / 1 am Mengistu Meskele Koyira, a PhD student at the
University of KwaZulu-Natal (UKZN), and former staff of Wolaita Sodo University, my contact address
is (+251913177996 or E-mail address: mengistu77@gmail.com). You are being invited to consider
participating in a study that involves research in “Intimate partner violence against women living with
and without HIV: Contexts and associated factors in Wolaita Zone, Ethiopia”. The aim and purpose
of this research is to learn about women’s health and life experiences and to generate local evidence. The
study is expected to enrol up to 25 interviewees, but it depends on the information we get. We will
conduct similar other interviews in the nine health facilities in Wolaita Zone. It will involve the following
procedures. We are going to interview you, record the audio and take notes. The duration of your
participation, if you choose to enrol and remain in the study, is expected to be 45 minutes.

The study may involve the following risks and/or discomforts. By participating in this research project,
you may have minimum discomfort to disclose your painful experience, though, many women have found
it helpful to have the opportunity to talk. We will also refer to psychological intervention or a counselling
service at a healthcare facility in case you get discomfort. We (the research assistant) will also provide
counselling at the end of the interview. The study will help to generate local evidence to assist with the
initiation and implementation of programmes to address intimate partner violence against women.

This study has been ethically reviewed and approved by the UKZN Biomedical Research Ethics

Committee (approval number ).

In the event of any problems or concerns/questions you may contact the researcher Mr Mengistu Meskele
(at +251913177996 or E-mail address: mengistu77@gmail.com) or the UKZN Biomedical Research
Ethics Committee, contact details as follows:

Biomedical Research Ethics Administration

Research Office, Westville Campus

Govan Mbeki Building

Private Bag X 54001
Durban
4000

KwaZulu-Natal, SOUTH AFRICA
Tel: 27 31 2604769 - Fax: 27 31 2604609, Email: BREC@ukzn.ac.za
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Your participation in this research is entirely voluntary. Your experiences could be beneficial to other
women in Ethiopia. You may withdraw from participation at any point, and in the event of
refusal/withdrawal of participation, the participants will not incur penalty or loss of treatment or another
benefit to which they are normally entitled. There is no direct benefit to your participation, but many

women have found it helpful to have the opportunity to talk.

I kindly let you know that all of the answers you provide me will be kept secret. The researcher will not
keep the record of your name or address. We will record the audios, but all will remain secret, and your
names will not be mentioned in any documents. Any information from the participants like raw data will
be stored securely and kept confidential. The publications that arise from this study will exclude any
information that will make it possible to identify the participants’ name or identity. In case others enter

the room during the interview, dummy questionnaires will be used.

Consent

I (----- ) have been informed about the study entitled Intimate partner violence
against women living with and without HIV: Contexts and associated factors in Wolaita Zone,
Ethiopia by Mr Mengistu Meskele Koyira.

I understand the purpose and procedures of the study.

I have been given an opportunity to answer questions about the study and have had answers to my
satisfaction.

| declare that my participation in this study is entirely voluntary and that | may withdraw at any time

without affecting any treatment or care that | would usually be entitled to.

I have been informed about any available compensation or medical treatment if an injury occurs to me as

a result of study-related procedures.

If | have any further questions/concerns or queries related to the study | understand that | may contact the
researcher Mr Mengistu Meskele (+251913177996 or E-mail address: mengistu77@gmail.com).

If | have any questions or concerns about my rights as a study participant, or if I am concerned about an

aspect of the study or the researchers, then | may contact:

Biomedical Research Ethics Administration
Research Office, Westville Campus

Govan Mbeki Building
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Private Bag X 54001
Durban

4000

KwaZulu-Natal, SOUTH AFRICA
Tel: 27 31 2604769 - Fax: 27 31 2604609

Email: BREC@ukzn.ac.za
Agree to audio recording Yes -------m--e- NO-------------
Signature of participant Date

Witness name

Interviewer name

Questionnaire: Semi-structured in-depth-interview questions for a service provider

© o N o

What is your role or responsibility in this facility?

What are the most frequent reasons women give for coming to the office/emergency room?

Avre cases of family or intimate partner violence seen? What are the most common types of abuse
that you identify? Do you think it is good to screen for violence?

Do you and your staff members routinely ask questions to determine whether the patient might be
a victim of family violence? Why? How? What instruments do you use? How often?

What tests or examinations do you routinely perform when a woman indicates that she has been
the victim of violence? How do you decide which tests to perform?

What are the challenges for screening for abuse?

Were you trained to screen for abuse? How do you recognize that they are abused?

What types of abuse do you detect?

Do women disclose, without being asked, the abuse they experienced?

. What form of education would you need regarding violence against women? How do you handle

them? Do you detect them on your own or do women report them to you?
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11.
12.

13.

14.

15.

16.

17.

18.

19.

20.

What is the procedure for obtaining an official report from the medical examiner?

How many people with this type of problem does your institution serve per month? Do you have
a way of keeping records on cases? Is there a form and procedure for recording them? Can you
explain it to me? (Request a copy of the record form, referral slips, and any other documents that
may exist.)

Do you or your staff provide follow-up care to women who have been victims of family violence?
Are there mechanisms for referring them to other institutions? Do you think the record-keeping
system is adequate to identify women affected by family violence, refer them to the appropriate
services, and provide timely follow-up services?

Have you ever come into contact with cases of family violence among your clients? Can you tell
me how these experiences originated, what you did, and what the client did?

Do you know of other organizations or persons in this community that work on family violence
issues? Who are they? What is your relationship with them? Is there coordination with other
institutions to address the needs of abused women?

What changes in legislation, policy, or staffing would facilitate your work?

What changes in the behaviours or attitudes of the person with whom you work would facilitate
your work?

Do you think the partner violence can interfere with the treatment and care of ART drugs?

How?

Do you encourage women to disclose their HIV test results to their partners? Do they

disclose? After how long? With what results? Do you think their partners know their results? Do
you think they know their partner’s results?

How do you think a husband/partner might react after women tells him her status (that she is
HIV-positive)?

Thank you!
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Appendix 11. Quantitative study information sheet, consent form and questionnaire for women

Information Sheet and Consent to Participate in Research

Date: ---

How are you? My name is -----------=---mmmmmmmmmmmeem | provide the information about the researcher Mr.
Mengistu Meskele Koyira, a PhD student at the University of KwaZulu-Natal (UKZN), and former staff
of Wolaita Sodo University, his contact address is +251913177996 or E-mail address:
mengistu77@gmail.com. You are being invited to consider participating in a study that involves research
in “Intimate partner violence against women living with and without HIV: Contexts and associated factors
in Wolaita Zone, Ethiopia”. The aim and purpose of this research is to learn about women’s health and
life experiences and to generate local evidence. The study is expected to enrol 816 participants. We will
conduct this study in the nine health facilities in Wolaita Zone. It will involve the following procedures.
We are going to ask you questions on women’s health and life experience. All answers that you may
provide me are acceptable. The duration of your participation, if you choose to enrol and remain in the
study, is expected to be 45 minutes.

The study may involve the following risks and/or discomforts. By participating in this research project,
you may have minimum discomfort to disclose your painful experience, though, many women have found
it helpful to have the opportunity to talk. We will also refer to psychological intervention or a counselling
service at a healthcare facility in case you get discomfort. We (the research assistant) will also provide
counselling at the end of the interview. The study helps to generate local evidence to assist with the

initiation and implementation of programmes to address intimate partner violence against women.

This study has been ethically reviewed and approved by the UKZN Biomedical Research Ethics
Committee (approval number ).

In the event of any problems or concerns/questions you may contact the researcher Mr Mengistu Meskele
(at +251913177996 or E-mail address: mengistu77@gmail.com) or the UKZN Biomedical Research

Ethics Committee, contact details as follows:

Biomedical Research Ethics Administration
Research Office, Westville Campus
Govan Mbeki Building

Private Bag X 54001
Durban
4000
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KwaZulu-Natal, SOUTH AFRICA
Tel: 27 31 2604769 - Fax: 27 31 2604609

Email: BREC@ukzn.ac.za

Your participation in this research is completely voluntary. Your experiences could be very helpful to
other women in Ethiopia. You may withdraw from participation at any point, and in the event of
refusal/withdrawal of participation the participants will not incur penalty or loss of treatment or another
benefit to which they are normally entitled. There is no direct benefit to your participation, but many

women have found it helpful to have the opportunity to talk.

I kindly let you know that all of the answers you provide me will be kept secret. The researcher will not
keep a record of your name or address. Any information from the participants like raw data will be stored
securely and kept confidential. The publications that arise from this study will exclude any information
that will make it possible to identify the participants’ name or identity. In case others enter the room

during the interview, dummy questionnaires will be used.

CONSENT

I (-—--- ) have been informed about the study entitled Intimate partner violence
against women living with and without HIV: Contexts and associated factors in Wolaita Zone, Ethiopia
by Mr Mengistu Meskele Koyira.

I understand the purpose and procedures of the study.

I have been given an opportunity to answer questions about the study and have had answers to my

satisfaction.

| declare that my participation in this study is entirely voluntary and that | may withdraw at any time

without affecting any treatment or care that | would usually be entitled to.

I have been informed about any available compensation or medical treatment if an injury occurs to me as
a result of study-related procedures. If | have any further questions/concerns or queries related to the
study | understand that I may contact the researcher Mr Mengistu Meskele (+251913177996 or E-mail

address: mengistu77@gmail.com).

If | have any questions or concerns about my rights as a study participant, or if I am concerned about an

aspect of the study or the researchers, then | may contact:

Biomedical Research Ethics Administration
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Research Office, Westville Campus
Govan Mbeki Building

Private Bag X 54001
Durban
4000

KwaZulu-Natal, SOUTH AFRICA
Tel: 27 31 2604769 - Fax: 27 31 2604609

Email: BREC@ukzn.ac.za

Signature of participant Date

Witness name

yp—

y

3. Interviewer name
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Section I: Quantitative data for a quantitative study: Socio-demographic and economic characteristics

No | Questions Response Skip
Client HIV status 1. ART client 2. HIV-negative women
S1 | How old are you now? Age in completed years -
S2 | What is your residence type? 1. Urban 2. Rural
S3 | What is your current marital status? 1. Currently married/living with man — pGO0S7
2. Living with man not married GoS7
3. Currently having a regular partner living apart | GoS7
4. Not currently married or living with a man
S4 | Have you ever been married or lived with a 1. Yes, married
male partner? 2. Yes, lived with a man, but never married
3. No
S5 | Did the last partnership with a man end in Divorced ......ccooovvviviieieienne, 1
divorce or separation, or did your husband
partner die? Separated/broken up ............. 2 Go S7
Widowed/partner died ............ 3 —
S6 | Was the divorce/separation initiated by you, | Respondent...................... 1
by your husband/partner, or did you both
decide that you should separate? Husband/partner ............... 2
Both (respondent and partner) ....3
Other: .. 4
S7 | How many times in your life have you been | Number of times married/lived together ------

married and/or lived together with a man?

Refused/no answer 8
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S8 | Does/did your husband/partner have any | TS 1
other wives while being married (having a NO. et 2
relationship) with you? Don’t know/don’t remember.....
Refused/no answer ...........ccccee..... 4
S9 | How many wives/partners does/did he have | Number of Wives .........c.ccceveeuennen.
including yourself)?
( 24 ) Refused/no answer ...........c.ccceueee. 8
S10 | Are/were you the first, second..... NUmMber/position .........cccccoevverervninnnes [1[]
wife/partner? Refused/no anSWer .........ccovvveveveneeneeeenn 8
S11 | Did you choose your current/most recent Both chose ......ccccveieiiircee, 1
husband, did someone else choose him for Respondent chose...........cccccevvenenee. 2
you, or did he choose you? Respondent’s family chose ............ 3
IF SHE DID NOT CHOOSE HERSELF, Partner ChoSe ........ccocevvvevererinnenne, 4
PROBE: Partner’s family chose.................... 5
Who chose your current/most recent Church.....ccooeecrceec e 6
husband/partner for you? Don’t know/don’t remember .. ...... 7
S12 | Before the marriage with your current/moSt | YES ..ovcvvvcviveiere e 1
recent husband, were you asked whether NOL oo 2
you wanted to marry him or not? Don’t know/don’t remember...3
Refused/no answer...........c..cc..... 4
S13 | Did your marriage involve bride price YES/dOWNY ..o, 1
payment? Yes/bride price.......ccccoeveviiieiieieie 2
NO e 3
Don’t know/don’t remember..4
S14 | Has all of the bride price been paid, or does | 1. All paid 2. Partially paid
some part still remain to be paid? .
3. None paid
4. Don’t know/don’t remember
S15 | What is the size of your household? | —=-mmmmmmm e
S16 | What is your religion? 1. Orthodox 2. Muslim 3. Protestant 4.
Catholic 5. Traditional 6.
Apostolic 7. Other, specify
S17 | What is your ethnicity? 1. Wolaita 4. Gurage
2. Amara 5. Oromo
3. Dawuro 6. Other/specify---
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S18 | What is your occupation? 1. Housewife 2. Trader 3. Student
(Women)? 4. Government/NGO employee 5. Daily laborer
6. Other, specify
S19 | What is your husband’s occupation? 1. Farmer 2. Government employee 3. Merchant
4. Daily laborer 5. NGO 6. Other/specify
S20 | Have you ever attended formal school? 1. Yes If no
go
2. No S22
S21 | What is the highest grade you have Grade completed........cocevveveeiinneienesenees
completed?
S22 | Has your husband attended formal YeS. i 1 “no”
education? GO
NO o 2 S04
S23 | What is your husband’s highest grade he has | Formal grade completed
completed?
S24 | What is your monthly income?
Ethiopian Birr: e
S25 | Does your household have a functioning ..................: [Write ‘17 if Yes & ‘0’ if No]
W1. Television|___ | W2.Radio|__| Wa3. Satellite dish|__| W4. Mobile phone |___| WS5. Cell
phone (home) |__ | W6. Table |___| W7. Chair[ ] 8. Bed/cotton/spring/matteress/ 9. Electric Mitad
|
W10. Bicycle |___| W11. Motor bicycle /Bajaji |___ | W12. Refrigerator |___] W13. Electricity
14. Tractor/car  15. Farm land/town land ~ 16. ‘Enjera Mitad’ (Wood)  17. Electric stove [ ]

Section Il. Thinking about your (current or recent) husband/partner, would you say it is generally true that

he... (Decision making subscale)

S.No Questioner

Y No

es

DK

D27

Tries to keep you from seeing your friends?
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D28 Tries to restrict contact with your family of birth? 1 2 8
D29 Insists on knowing where you are at all times? 1 2 8
D30 Ignores you and treats you indifferently? 1 2 8
D31 Gets angry if you speak with another man? 1 2 8
D32 Is often suspicious that you are unfaithful? 1 2 8
D33 Expects you to ask his permission before seeking 1 2 8

healthcare for yourself?
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Section I1l: The next questions are about things that happen to many women, and that your current

partner, or any other partner may have done to you. Has your current husband or partner or any other

partner ever... (Emotional violence)

S.N Questions A) If B) Has C) In the past 12 D) Before the past
(Physical violence) Yes this happened | months would you say | 12 months would you
Has he or any other | continue inthe past 12 | that this has happened | say that this has
partner ever... with B. If months? (If once, a few times or happened once, a
No skip to Yes ask C many times?  (after | few times or many
next item only. If No ask | answering C, go to next | times?
D only) item)
Yes | No Yes | No One | Few | Many One | Few | Many
P38 Slapped you or thrown 1 1 2 1 2 3 1 2 3
something at you that
could hurt you?
P39 Pushed you or shoved 1 1 2 1 2 3 1 2 3
you or pulled your hair?
P40 Hit you with his fist or 1 1 2 1 2 3 1 2 3
with something else that
could hurt you?
P41 Kicked you, dragged 1 1 2 1 2 3 1 2 3
you or beat you up?
P42 Choked or burnt you 1 1 2 1 2 3 1 2 3
on purpose?
P43 Threatened to use or 1 1 2 1 2 3 1 2 3
actually used a gun, knife
or other weapon against
you?
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S.N. Questions A) If B) Has this C) In the past 12 D) Before the past
Yes continue | happened in the | months 12 months would you
with B. If past 12 months? would you say that | say that this has
NO skip to (If Yesask | this has happened once, happened once, a
next item Conly. If No a few times or many few times or many

ask D only) times? (After answering | times?
C, go to next item)
Y N Y No @] F Ma On F M
es 0 es ne ew ny e ew any
E34 Insulted you or made 1 2 1 2 1 3 1 2 3
you feel bad about yourself? 2

E35 Belittled or humiliated 1 2 1 2 1 2 3 1 2 3
you in front of other
people?

E36 Done things to scare or 1 2 1 2 1 2 3 1 2 3

intimidate you on purpose
(e.g. by the way he looked
at you, by vyelling and
smashing things)?
E37 Threatened to hurt you 1 2 1 2 1 2 3 1 2 3
Or someone you care about?
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S.N

(Sexual
violence)

Has he or any
other partner

ever...

A) If Yes
continue with
B. If No skip

to next item

B) Has this
happened in the
past 12 months?
(If Yesask C
only. If No ask D

only)

C) In the past 12
months would you say
that this has happened
once, a few times or many
times? (After answering

C, go to next item)

D) Before the past
12 months would you
say that this has
happened once, a

few times or many

times?

Yes No

Yes No

One | Few | Many

One | Few | Many

S44

Did your
current
husband/partner or
any other partner
ever physically
force you to have
sexual intercourse
when you did not

want to?

1 2 3

1 2 3

S45

Did you ever
have sexual
intercourse you
did not want to
because you were
afraid of what your
partner or any
other partner
might do?

S46

Did your
partner or any
other partner ever
force you to do
something sexual
that you found
degrading or

humiliating?
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S.N.

P47 Verify whether answered yes to 1. Yes, physical violence
any question on physical violence. 2. No, physical violence
See Question Number P38-S43.
S48 Verify whether answered yes to 1. Yes, sexual violence
any question on sexual violence. See 2. No sexual violence
Question S44-S46
149 Have you ever been pregnant? 1. Yes
2. No If 2 Goto 152
150 You said that you have been 1. Yes
pregnant;: TOTAL number of times. 2. No
Was there ever a time when you were 3. Don’t know/don’t remember If 2,3,4 Go to 153
slapped, hit or beaten by 4. Refused/no answer
(any of) your husband/partner(s)
whilst you were pregnant?
151 Did you miscarry as a result of 1. Yes
violence? 2. No
152 Have you ever been injured Y No
(physical  harm, including cuts, es
sprains, burns, broken bones or 1. Cuts, punctures, bites
broken teeth) as a result of these acts 2. Scratches, abrasion, bruises 1 2
by (any of) your husband/partner(s)? 3. Sprains, dislocations 1 2
Please think of the 4. Burns 1 2
acts that we talked about before. 5. Penetrating injury, deep cuts, gashes 1 2
6. Broken eardrum, eye injuries 1 2
7. Fractures, broken bones 1 2
8. Broken teeth 1 2
9. Others 1 2
2
1
153 In your life, how many times 1. Once/twice
were you injured by (any of) your 2. Several (3-5) times
husband/partner(s)? 3. Many (more than 5) times
Would you say once or twice, 4. Don’t know/don’t remember
several times or many times? 5. Refused/no answer
154 Has this happened in the past 12 1. Yes
months? 2. No
3. Don’t know/don’t remember
4. Refused/no answer
155 Did you receive healthcare for 1. Yes, sometimes
your injury? 2. Yes, always
3. No
156 Have you ever tried to seek help? 1.Yes 2. No
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Who did you tell about this NO ONE...oieciiciee e 1
I57 | behaviour of your partner (physical FRENdS.....ccov i 2
violence)? Parents.......coooveveieieceee e 3
Brother or SiSter.........ccoovvievvieiiniesciene 4
uuncle or aunt........coeveevenenesescens 5
Husband/partner’s family...........cccocvvevennnn. 6
Children ......cooovvie e 7
Neighbours.......cccooveiviie e, 8
POLICE .ot 9
Doctor/health worker...........cccocveveiivivenennne 10
Religious leader...........cccovevveviiievciiinieen, 11
CounSellor .....ccoeieiee 12
NGO/Women’s organisation ..............c.ccceee.... 13
Local [eader.........ccvvvvieiniieieeese e 14
Law 0rganisation...........cccceevevesesieeseseseennens 15
Other (specify): 16
158 Did anyone try to help you? NO ONB...oiiciecce e 1
Who tried to help you? FrIends. .....cooviiiecece e 2
MARK ALL MENTIONED ParENTS.....oveciciee e 3
PROBE: Who else? Brother or SiSter.........cccooviriininiieeieseceiee 4
Uncle or aunt.........coeeveveeeeieneseecese e 5
Husband/partner’s family...........ccoceovreiinnnnns 6
Children ..o 7
NEIghBOUIS.......ociiiiic e 8
POLICE vt 9
Doctor/health wWorker..........cccccoovvovviiienennnnne. 10
Religious leader...........cccoceveivieiieiiiciciieiecee, 11
CounSellor ......ooveeciece e 12
NGO/Women’s organisation...........c.ceeveverenne. 13
Local 1eader........cvvvvereeirece e 14
Law 0rganisation...........ccceeverereieeiesenienieneenns 15
Other (specify): 16

W59

During the times that you were hit, did you ever fight back

physically or defend yourself?
1.Yes

=

Once or twice
2. Many times/most of the

2.No time
IF YES: How often? Would you say once or twice, several times 3. Don’t know/don’t
or most of the time? remember

4. Refused/no answer

Have you ever hit or physically mistreated your husband/partner
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60 when he was not hitting or physically mistreating you? 1. Once or twice
1.Yes 2. Many times
2. No 3. Don’t know/don’t
IF YES: How often? Would you say once or twice, several times remember
or many times? 4. Refused/no answer
Section I11I: Lifetime experience of violence from relatives, other people that they know, and/or from
strangers.
S.No. Question Ask only for those marked. How
many times did this happen?
Once A few Many
or twice times times
L61 Since the age of 15, has anyone 1. No one 1 2 3
(FOR WOMEN WITH CURRENT > Father 1 2 3
OR PAST PARTNER) other than
your partner/husband) ever beaten 3. Stepfather 1 2 3
or physically mistreated you in any 4. Other male family 1 2 3
way? member
;T\lec? 5. Female family member 1 2 3
IF YES: Who did this to you? 6. Teacher 1 2 3
PROBE: . 7. Police/soldier 1 2 3
How about a relative?
How about someone at 8. Male friend of family 2 3
school or work? -
How about a friend or 9 Female friend of 2 3
neighbour? family -
A stranger or anyone else? 10. Boyfriend 1 2 3
11. Stranger 1 2 3
12. Someone at work 1 2 3
13. Priest/religious 1 2 3
14. Leader 1 2 3
S. No. Question How How Ask only for those
old were | old was marked. How many times
you this did this happen?
during the | person
incident? | during the
incident?

On A M
ce or few any
wwice | times ti

mes
L62 Before the age of 15, do you 1. No one 1 2 3
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remember if anyone in your
family ever touched you sexually,
or made you do something sexual
that you didn’t want to?

1. Yes

2. No

IF YES: Who did this to

you? IF YES OR NO
CONTINUE:

How about someone at
school?

How about a friend or
neighbour?

Has anyone else done this to
you?

IF YES: Who did this to
you?

2. Father

3. Stepfather

4. Other male
family member

5. Female family
member

6. Teacher

7. Police/soldier

8. Male friend of
family

9. Female friend
of family

10. Boyfriend

11. Stranger

12. Someone at
work

13.
Priest/religious

14. Leader
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S.N. | Characteristics Response Skip
L63 | What did you do in your relationship 1. Leave relationship temporarily
when you encountered physical and or 2. Leave relationship permanently
sexual violence? 3. Ididn’t encounter violence
4. Other
L64 | What are the consequences of violence in 1. Non-applicable
your life? 2. Self-humiliation
3. Problems in health and treatment
4. Social discrimination
5. Low access to basic needs
H65 | Does/Did your partner drink alcohol? 1. Yes If 2
2. No L69
H66 | How often does(did) he get drunk? Often, 1. Every day or nearly every day
only sometimes, or never? 2. Once or twice a week
3. 1to 3timesinamonth
4. Rarely
5. Don’t know/don’t remember
6. Refused/no answer
S.N Questions Response Res
pon
se
H68 | In the past 12 months, have you ever experienced
any of the following problems, related to HIS Yes No
drinking?
a) money problems A) Money 1 2
b) health problems problems 1 2
c) conflict with family or friends B) Health
d) problems with authorities (bar owner/police, | problems 1 2
etc.) C) Conflict with
x) other, specify family 1 2
Or friends 1 2
D) Problems with
authorities
E) Other:
L69 | Just now we talked about problems that may have | Yes .............. 1
bothered you in the past four weeks. I would like | No................ 2
to ask you now: In your life, have you ever | Don’t know/don’t remember ............ 3
thought about ending your life? Refused/no answer ............cccccvevenene 4
Have you ever tried to take your own life? YES oo 1
L70 NO ..o 2
Don’t
know/don’t remember......... 3
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H71 | Have you ever asked your current/most reCENt | YES....oocoiiiiioiiiiiiieiieeiesiese e see e e eveae e 1
partner to use a condom? NO e 2
Don’t know/don’t remember....................... 3
Refused/no
ANSWET ...t 4
H72 | Has your current/most recent husband/partner EVEr | YES........covoiriiineieiciseeesesese s If1
refused to use a condom? NO oo s 2 Go
Don’t know/don’t remember.......................... 3 L7
Refused/no 4
ANSWET ...t nnneas 4
H73 | In what ways did he let you know that he Told me he did not approve ............. A
disapproved of using a condom? Shouted/got angry ........ccccceevevvevienenn B
MARK ALL THAT APPLY Threatened to beat me ..........cc......... C
Threatened to leave/throw me
out of home ..o D
Beat me/physically assaulted me.......E
Took or destroyed method ............. F
Accused me of being unfaithful/
not a good WOMaAN. .........cceevrvereenne. G
Laughed at me/not take me seriously .. H
Said it is not necessary ..........ccoeveeenee. I
Other X
L74 | Now | would like to ask you about your first
sexual intercourse. At what age were you when Completed years
you first had sexual intercourse?
L75 | Which of the following statements most closely I was Willing........cooovvveiienninn 1
describe your experiences the first time you had I was persuaded...........c.ccceueneen 2
sexual I was tricked.........ccccoocvrerirnnnnn 3
intercourse? I was forced .....c.coovevvvvnveriennnne, 4
I was willing; | was persuaded; | was tricked; | I was raped.......cccoeeeveveenenennnn 5
was
forced; | was raped
L76 | Who was this with? Husband/partner...........c.cccoeenee. 1
Boyfriend.........ccccoeviiiiiviiiicnnn, 2
Teacher......ocoovvviveieiceeee, 3
Father/family member................ 4
Man from school/area................. 5
Friend of the family.................... 6
Relative........ccccooveveieiiniieee, 7
Stranger/unknown person........... 8
Others.......cccoevenviieiecicaeeee, 9
L77 | How old was he when you had sexual intercourse | Year [ ][]
with him? Would you say he was....... Younger than me........cccccocvvennennns 1
Same age with me........c.cccoceveee 2
1-2 years older thanme.................. 3
3-5 years older than me.................. 4
5-10 years older than me................ 5

More than 10 years older than me...6
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Refused/no answer ...................... 9
L78 | The number of sexual partners women have had
differs a lot from person to person. Some women | Partners ............c......... [I]
report having had one sex partner, some two or Don’t know/don’t remember....................... 1
more, and still others report many, even 50 or Refused/N0 anSWET..........cocevveveeveeeieeree s 2
more. In your life how many different men have
you had sex with?
IF NEEDED, PROBE: More or less; | do not need
to know the exact number.
L79 | When you were a child, was your mother hit by Y S et 1
your father (or her hushband or boyfriend)? NO. e 2
Parents did not live together............c..c....... 3
Don’t know/don’t
TEMEMDET ...t 4
Refused/no ansSWer ...........ccccocevvreieinninnns o 5
L80 | Asa child, did you see or hear this violence? Bttt ettt 1
NOL e 2
Don’t know/don’t
reMeMbEr ..o 3
Refused/no answer..............cccccveune.. 4
H81 | As far as you know, was your (most recent) YES. it 1
partner’s mother hit or beaten by her husband? NO o 2
Parents did not live together ....3
Don’t know/don’t remember
.................................... 4
Refused/no answer ..................... 5
H82 | Did your (most recent) husband/partner see or hear | YeS......coccovevvevieeiiinenesiesesee e 1
this violence? NO. e 2
Don’t know/don’t remember...........c.cccccvveeeeiinenenns 3
Refused/no answer ................... 4
H83 | As far as you know, was your current/most reCeNt | YES....c.ocovvovvveieerieriesineneenesesie e see e 1
husband/partner beaten regularly by someone in | NO.......ccocoiiiiiiiiiiiice 2
his family? Don’t know/don’t remember....3
Refused/no answer...........cc.cccucu... 4
H84 | Since you have known him, has he ever been YES oo 1
involved in a physical fight with another man? NO oo 2
Don’t know /don’t
remember................. 3
Refused/no answer 4
SECTION IV: ATTITUDES TOWARDS PARTNER BEATING
In this community and elsewhere, people have different ideas about families and what is acceptable
behaviour for men and women in the home. | am going to read to you a list of statements, and | would
like you to tell me whether you generally agree or disagree with the statement. There are no right or
Wrong answers.
A85 | In your opinion, does a man have a good reason to Yes | No | DK

hit/beat his wife if:
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a) She does not complete her household work to
his satisfaction A) household 1 2 3
b) She disobeys him B) disobeys 1 2 3
c) She refuses to have sexual relations with him C) no sex 1 2 3
d) She asks him whether he has other girlfriends D) girlfriends 1 2 3
e) He suspects that she is unfaithful E) suspects 1 2 3
f) He finds out that she has been unfaithful F) unfaithful 1 2 3
A86 | In your opinion, can a married woman refuse to A) not want 1 2 3
have sex with her husband if: B) drunk 1 2 3
a) She doesn’t want to C) sick 1 2 3
b) He is drunk D) mistreats 1 2 3
c) She is sick E) suspects extra 1 2 3
d) He mistreats her -marital sex 1 2 3
e) She suspects he has extra-marital sexual F) suspects/knows STI/HIV
relations with another woman 1 2 3
f) She suspects her husband has an STI/HIV
RESPONDENT AND HER PARTNER
H87 | In general, do (did) you and your (current or most Yes No DN
recent) husband/partner discuss the
following topics together: A) his day 1 2 3
a) Things that have happened to B) your day 1 2 3
him in the day C) your worries 1 2 3
b) Things that happen to you D) his worries 1 5 3
during the day
c) Your worries or feelings
d) His worries or feelings
H88 | In general, do (did) you and your (current or most | Rarely ........cccooeeviiiiiiiccicce e 1
recent) husband/partner discuss together how You | SOMELIMES.........ccccvevieieiiieie e 2
should have sex, when, how often? (O] 1] R 3
Don’t dISCUSS.....ccvvieeeiiiee ettt 4
Refused/no answer...........c.ccccoeeviivieinnnnnn, 5
H89 | In your relationship with your (current or most RArelY.....oovoiiii 1
recent) husband/partner, how often would you say | SOMELIMES.........ccoiiiiriiiirineeeee s 2
that you quarrelled? OFfteN.ce i, 3
Would you say rarely, sometimes or often? Don’t know/don’t remember....................... 4
Refused/no anSWer...........coceovvininencnnennn, 5
Didn’t quarrel at all ==
-6
L90 | Did you test for HIV? YES. et 1
NO...ooii e, 2
Refused/no answer ....... 3
ASK HIV positive only. GO to question L98 if women is HIV negative
H91 | Did you tell your husband or partner about your Y Sttt 1 If1
HIV test result? N[0 2 Go
Refused/no answer ............. 3 L9
3
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Are you planning to tell your husband/partner Y S ittt 1
L92 | about your HIV test result? NO. et 2
Refused/noanswer .............c.cvveeenn 3
How long did it take you to disclose your HIV test | Within three days..........ccccoeieiiiiiiiiniiiininees 1
L93 | results to your husbhand/partner? Within a Week .......ccocoveviiiiiii e 2
Withinamonth ..., 3
Within three months ..........ccoccovevvieiiiiniinceiee 4
Within SiX months ... 5
OVEr SIX MONENS.....coiviiiiiiciiiiiiee s 6
L94 | What was his reaction after telling him or after he | Helped me..........cocoooiiiiiiiiciicece 1
knew your HIV status? Shouted at Me.........coeviiiiiicceeee 2
SUPPOrted ME.....ccveieee e 3
VIOIENCE....oviiieit et 4
Emotional violence..........ccccovvvvivevnivicviienee. 5
Thought about his HIV status ............c.ccceeveeen. 6
Asked about my sexual history...........c..ccoenie. 7
Consulted the doctor/nurse............ccccveeerernenes 8
Threatened to beat me..........ccccooevereivciennn 9
Threatened rejecting Me.........ccccvveveieieciiennns 10
Rejected Me......ccooovviiiiie e 11
Withdrew sexual intercourse...........cocoeveverrnnne 12
Took other sexual partners..........ccccevvevvevieieennas 13
L don’t KNOW...ccvveeiieiieiierie et 14
WaS NapPY ..o 15
OLNEI.....oiiiiiici e 16
L95 | Do you think your relationship with your partner 1] (<] SRS 1
changed for the better or for the worse or did NOt | WOISE........cveiiiiiiiiiceieeee e 2
change after telling him your HIV status? NOthing Changed..........ccocuvviiiiiiiiiiicisseeia 3
L96 | Did you tell any other person about your HIV Y Sttt sttt 1
status? NOL e 2
Refused/No anSWer...........ccccvvveeeieeiveneieinennns 9
L97 | What type of support did you receive from Counselling........cccooveiiiie 1
him/her? MONBY ...ttt 2
INFOrmMation..........cccccvvviiveiec e 3
MediCiNeS/ArUgS. .......coveeeirereieieeeeie e 4
OtNEI ... 5
NOthING....co o 6
SECTION V: COMPLETION OF INTERVIEW
L98 | We have now finished the interview. Do you have any comments, or is there anything else you would like?
L99 | I have asked you about many difficult things. How has talking about these | Good/better.................. 1
things made you feel? Bad/worse .........cccceeune. 2
WRITE DOWN ANY SPECIFIC RESPONSE GIVEN BY Same/no difference..... 3
RESPONDENT
Finish

Thank you very much for your participation!
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Appendix 12: Local language (Wolaia Donna) questionnaires

Gujuwa 1: Oduwa Worakata, maayetuwanne pillgetta oyyishasearch (Maccasara loyittidi oyichiyo
oyisha)

Oduwa Worakata, maayetuwanne pillgetta oyyishasearch

Gaallassa:

Ayimala loo deeetti?, Tasuntayyi ------------------------- Tanni mantta Koyira Maskale Mangistuyi
kwuwaZulu- Natalle  universitiyanni doctorettetta  tamariyage kassi kasse Wolayita Soddo
universitiyanni luxisiyaga ottiyo pilgettawu gofa shakanawu yaasi.. Ha manta gayyittanawu koyikko ,
entte demanawu  sikiyya payidoyi (+251913177996 woyikko emelle:  mengistu77@gmail.com).
Entenna haa pillgetta yagnidoo gishawu bonchuwanni shobetidetta “ Haa pilligettasika kusha qoffayi
“Nu Topianni Wolayita Zonniyan garsanni bari matta laggiyappe Echi Ayibiyara de‘iyanne Echi

Ayibiiyara bayinna macaa assa gakkiya shoochiya meeziyanne, aarra gaayitidabatubba ”

Ha pillgettawu huppe hallchooyi maccassa payattettanne ettu duussa meeziya tamarrannee gasika ettu

heeran hannetiabba errannassa .

Haagamalla 25 oyisha nuni oyichanna. Wolaitta Zonniyanni uddupuni payattetta naagiyo Kketttatun
oyichettes. Heegeka hagappe kaaliya marranni pollettessi. Nuni enttenna oyisha oyichanna, eentte
cengursaka dukkanna, goofa gasuwa worakatannika xafanna. Entte ha pillgettan ishi gikko , haaga

wursanayiyo 45 daqgigqa ekkes.

Haa pilgettassi haaggappe kaaliya kohoyi woyike injetenabbay de‘annawu danddayees. Entte haa
pilgettani gellidi, enttena gakkida gohuwa shakiyo wodde amarida injetenabbayi siyettanna dandaayees.
Hegga gidikonne, darro macaassasi wozannaba laggiyara shakiyogge loo'o gaadda. Onni erri entte
kaasse adhiida itta meeziya nuuyiyo odishshin yibbatisiyabbi dee ikonne zooriyanni maadannasinne intte
miiyiyanni eqanasi payattetta naagiya keetawu yeddana. Nunnika nubaggarra haa oyishsha oggi maakidi
enttena zooranna. Ha pilgettaayika maadiyoge bari matta lagiyappe gakiya shochiya haanotasi nu heera

hanotta demanasinne halcuwa poliyaa getusi qoppa imannasa.

Haa pilgettay UKZN assa boollani ossettiya pilgetta matta maabbarayi zaari xellidinne ottana maala

maatta imidossona (Maayuwa payidoyi:------------=--=-=m-mmmmmmeemeee- ).

Gelladanni mettoyi de kko woyikko oyishayi de‘ikko haa pilgeetta ottiyagga maanta Meskele Mengistu
silkiya payiduwani ( +251913177996 Woyiko imelliya : mengistu77@gmail.com) UKZN assa bollani

ottiyo pillgetta maabara demiyogee haagappe garissara de ‘es.
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Biomedical Research Ethics Administration

Research Office, Westville Campus
Govan Mbeki Building

Private Bag X 54001
Durban
4000

KwaZulu-Natal, SOUTH AFRICA
Tel: 27 31 2604769 - Fax: 27 31 2604609

Email: BREC@ukzn.ac.za

Haa pillgettanni entte gellanage entte shenne. Toppiyanni de iya maacassawu entte meeze keehippe go ‘es.
Haa pilgetta oyichishinni ayi woodiyanika agagana gikko dandayassa. Aggo gishawu neenni kasse

go ‘ettiyobbatuppe attiyabbikka woyikko gaakiya qoheettikka baawa.

Haa pilligetta qooppa shaakko giishshawu aayibbinne emettiyabi baawa. Giddoshine daroo machasayi

bantta ullubba baa lagiyaara hassayannawu lo ‘o0 qaada demessi.

Taani entteyo boonchuwanni ersiyoogge dee ‘ikko entte taasi oddobba ubba kossanni haaganna..Entte
heerayinne entte suntayi haa dugittiyabatu giddo oyikkettiddi uttenaga pillgetta ottiya manttawayi
erssessi. Nunni entta cengurssa dugannashinni ubbayika xuuranni oyiigettesi. .Entte sunttayika ayii
maziggabba bollanikka xafettenna. Ha entteppe nuni ekkiddi xaafiddo qooffa ubbayi xuurranni
oyiqgettiddi ossinne yootettena. Haa pillgettappe Kiiyidi attamettiyabba entte suntta qoncissenna. Nunni
enttenna ooyisha oyyichishin assi geelikko , harra cimiyobba haassayidi baallettanna.

Maayetuwa

Taanni ( ) Mantta Koyira Meskele Mengistu ottiyo “Nu Topianni Wolayita
Zonniyan garsanni bari matta laggiyappe Echi Ayibiyara de‘iyanne Echi Ayibiiyara bayinna macaa assa

gakkiya shoochiya meeziyanne, aarra gaayitidabatubba” pillgettababba siyassi.
Ha piilgetta halchuwakka akeekkassi.
Tassi gellibeyinnabayi de ‘ikokka taanna koshshiyagga oyichadda erannawu kaddayi immettissi.

Taanni gooncissiyogge , haa ooyishanni beetidogge mulerrakka ta sheeniyanna. Haa pilgetta oyichishinni
ayi woodiyanika agagana dandaayayissi.
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Aggo gishawu taanna kasse go ‘ettiyo xaaliya echuwappe woyikko bonchuwappe attiyabbikka baawa.

Haa pilgeettara gaayittidaganni taanna gaakiyaa qoohoyi de‘ikko , hee baalassi kooshiyaa kaassa
gqaanxiyogga wooyikko xaaletiyogga do iyabba siiyassi.

Geelladanni mettoyi de ikko woyikko oyishayi de ikko haa pilgeetta ottiyagga maanta Meskele Mengistu
silkiya payiduwani ( +2519131 77996 Woyiko imelliya : mengistu77@gmail.com)

Qaasikka taayiyo jujo ooyiishayi piilggiiya maanttawa boolli de’ikko haagaappe kaalliya xooqassa
ooyichannagge qoonceettis.

Biomedical Research Ethics Administration

Research Office, Westville Campus

Govan Mbeki Building

Private Bag X 54001
Durban

4000

KwaZulu-Natal, SOUTH AFRICA

Tel: 27 31 2604769 - Fax: 27 31 2604609
Email: BREC@ukzn.ac.za

Ceengursa Dugaanawu mayidetti Eee ------------ Akkayi-------------
Parama Gaalassa

Markattu Suntta

1.
2.
Oyichiya Izawa Suntta

Maaccassara maara haassayio oyishsha
Maaccassara maara haassayio oyishsha

1. Enttebappe guutta eranawu dandaayiyaana? Entte kalaamiya timihittiya taamaridetti?

A. Entte de iyossai aawanne?

B Enttiyo naatti de'1?

C. Daalassa mulliyanni ayi ottetti?

D Ayyibba ottiyogge entena ufaayissi?
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10.

11.

12.

13.
14.
15.
16.
17.

Entte keetawabba taasi anne yoottitte? Kooyiro waannidi gayittidette? Awudde geelettidetti?

a. Eii (entte keetawayi ) ayyi otti?
Entte keetawara de'iya meetoyi (oshshayi) awude doomide? Hee ooshayikka woqu
wodiyagaakkanawu takkide?

a. Haa ooshashayi aggidi lo ido woode woyikko yaa daariddo woode de‘1?
Entte mootta gaarssani maaccassa bollani gaakiya shoochachayi woyickko tooshe dee'i? Entte
de uwannishin?
Boolanni gaakiya shoochayi wooyikko tooshe awude gaaki?
Entte heeranni maattuma gaatottettara gayittidabanni maccassa gaakiya meettuwasi leemisoo
dei? Nee sheenpwanni? Maattuma gaatottettara gayittidabanni maccassa gakiya meettuwasi
awuudde awudenne awaanni maattuma gaatottettara gayittidabanni maccassa gaakiya meettuwasi
merettiyi ?
Hee meetuwa gaatiyayi oonne? Bollan wooyikko maatuma gaakettani gaakiyabawu (Piilgitte:
Nee keetawayi/ nee keetta assee, nee erriyo assee/ eerikki). Hee meetuwa gaatida izaawa boolli
aayibbe haanidee?
Hee shochai gakisiminni maaccassa booli gaakida koohoyi ayibee? (Piilgitte: Boolla , huuphiya,
taa maabarara gaayituwa gaayitottetta boolaani )

Boola tooshiyappe attida maaccassayi hee meetuwappe atti simiidi baanttana waanidi zaaridi
looyittiyonna?
Entte deerettettayi maaccassa boolla nninne maattumattetta gayitotettanni gaakiyabatunni

meetuwa boollani immiyo zaaroyi ayibbe? Tooshiya xaayisannayo ayiibi ossetidee?

Haa meetuwaapee attidaageta maaddanawu ayyibbi oosetide? Heegeka wattiyakko lo‘anne?
Maaccassa maadidi ootiya maabarayi hee meetuwappe attidagetta maadanawu de 1?

Haa yohuwaa xellannanne maadanna Derettetta woyikko kaawuwa hiigiya de'i? (Piilgitte:
Paayattetta, poollisiya, hiigiya zoore, dorrettetta zooree) Haa haagazuwa oonne immiyayi? Haa
haagazoyi waatiyakko lo ‘anne?

Bollanni gaakiya metoyi/ Maatuma boollanni gaakiya meetoyi kaaseppe yaa ittidi bii, loo',
woyikko kaasegadanikka de 1 enntte wollaita woikko entte de iyossa kaakossappe?

Nee boolla payattetawu wolkama metuwa meldhi? Ayyiba ogiiyarra?

Neennattetta nee goofiyode waatiddi qoohi?

Nee qoopiyodde nee naatu bolli goohuwa gaattide? Aaayimalla ogiyanni?

Heegekka gaasii nee keetawu nee imiyobbawunne nee osuwa bollani meetuwa gaattide?

He qoohoyi neenni nee laagiyaa woyiko nee dabbuwa be ‘ennamala degidde? Waattiddi?
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18. Hee meettuwa neenni haara laagiyara haassayaaddi? Etti neessi ayyi maalla maalsiiya
zaaridonna?
a. Neeyiyo etti daaroba ottana maalla neenni koyidobi dei?
b. Ayiibi ayyibbi neenna maadanawu dandayi?
19. Neebba nenni guuye xeeliyowode haara maaccasayo ayimalla zooriya immayi
20. Haaga maala meetwawa baari azinara doomidada oonne?

Hivivarra de'iva assa ovichiyo ovisha

21. Nenni qoopiwode maccassa bantta bollanni HIVe de'iyoga ba keetawassi yottiyoge 1o'0? Ayisi?
Piilga.

22. Avyisi issi issi macaassayi HIViyaa wuxettiya ekkanna ixxissi gii ?

a. Ayissi PMTCT/ART programmeya go ‘ettawu ixxessi? b. Haaratta qassi ayissi wuxetiya ekkanna

waossanniyonna?

23. Attumassawu yoottanawu lo ‘o wode awude?

24. How would you inform him if you wanted to?
25. Nee bollanni HIVee de iyagga siyi simidi Ne keettawa ayi maalsiya zaari?)
26. Bantta bollani HIVe de‘iyoga oyiyo yottiyonna?
27. Macaasiya barri wuxettiya yotta simmini i keetawappe ayibi hannanawu dandayi?
Daro eshshatta piilga!
28. Maacassayi harra assasi odiyodde gaakiyabbayi ayiibbe?
29. Attumassayi ART programmiyanni gelli? Maacassayi shaaharanni de7ishini attumassayi etti

maramarettanawu maddiyonna?

Entte saatiya yarshshiido gishawu Galatayisi!

Gujuwa 2: Oduwa Worakata, maayetuwanne pillgetta oyyishasearch (Echiayibiyara de iranne
de’enna macassa ciittan oyichiyo oyisha)

Gaallassa: -

Oduwa Worakata, maayetuwanne pillgetta oyyishasearch
Date: ---

Ayimala loo'oo de’’eetti?, Tasuntayyi --Tanni mantta Koyira Maskale Mangistuyi
kwuwaZulu- Natalle universitiyanni doctorettetta tamariyage kassi kasse Wolayita Soddo
universitiyanni luxisiyaga ottiyo pilgettawu qofa shakanawu yaasi.. Ha manta gayyittanawu koyikko ,
entte demanawu  sikiyya payidoyi (+2519131'996 woyikko imellle: mengistu @gmail.com). Entenna
haa pillgetta yagnidoo gishawu bonchuwanni shobetidetta “ Haa pilligettasika kusha qoffayi “Nu
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Topianni Wolayita Zonniyan garsanni bari matta laggiyappe Echi Ayibiyara de ‘iyanne Echi Ayibiiyara
bayinna macaa assa gakkiya shoochiya meeziyanne, aarra gaayitidabatubba

Ha pillgettawu huppe hallchooyi maccassa payattettanne ettu duussa meeziya tamarrannee gasika ettu
heeran hannetiabba errannassa .

Haagamalla ooyishha 4 (oyidu) ciittanni Wolaitta Zonniyanni uddupuni payattetta naagiyo ketttatun
oyichettes. Heegeka hagappe kaaliya marranni pollettessi. Nuni enttenna oyisha oyichanna, eentte
cengursaka dukkanna, qoofa gasuwa worakatannika xafanna. Entte ha pillgettan ishi gikko , haaga
wursanayiyo 55 daqgigqa ekkes.

Haa pilgettassi haaggappe kaaliya kohoyi woyike injetenabbay de ‘annawu danddayees. Entte haa
pilgettani gellidi, enttena gakkida qohuwa shakiyo wodde amarida injetenabbayi siyettanna dandaayees.
Hegga gidikonne, darro macaassasi wozannaba laggiyara shakiyogge loo o qaadda. Onni erri entte
kaasse adhiida itta meeziya nuuyiyo odishshin yibbatisiyabbi dee ‘ikonne zooriyanni maadannasinne intte
miiyiyanni eganasi payattetta naagiya keetawu yeddana. Nunnika nubaggarra haa oyishsha oggi maakidi
enttena zooranna. Ha pilgettaayika maadiyoge bari matta lagiyappe gakiya shochiya haanotasi nu heera
hanotta demanasinne halcuwa poliyaa getusi qoppa imannasa.

Haa pilgettay UKZN assa boollani ossettiya pilgetta matta maabbarayi zaari xellidinne ottana maala

maatta imidossona (Maayuwa payidoyi:------------=--=-=-=-mmemnmmumme- ).

Gelladanni mettoyi de ikko woyikko oyishayi de‘ikko haa pilgeetta ottiyagga maanta Meskele Mengistu
silkiya payiduwani ( +2519131'996 Woyiko imelliya : mengistu ‘@gmail.com) UKZN assa bollani

ottiyo pillgetta maabara demiyogee Haagappe garissara de ‘es.
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Biomedical Research Ethics Administration

Research Office, Westville Campus
Govan Mbeki Building

Private Bag X 54001
Durban
4000

KwaZulu-Natal, South Africa
Tel: 27 31 2604769 - Fax: 27 31 2604609

Email: BREC@ukzn.ac.za

Haa pillgettanni entte gellanage entte shenne. Toppiyanni de iya maacassawu entte meeze keehippe go ‘es.
Haa pilgetta oyichishinni ayi woodiyanika agagana gikko dandayassa. Aggo gishawu neenni kasse

go ‘ettiyobbatuppe attiyabbikka woyikko gaakiya qoheettikka baawa.

Haa pilligetta qooppa shaakko giishshawu aayibbinne emettiyabi baawa. Giddoshine daroo machasayi

bantta ullubba baa lagiyaara hassayannawu lo ‘o0 qaada demessi.

Taani entteyo boonchuwanni ersiyoogge dee ‘ikko entte taasi oddobba ubba kossanni haaganna..Entte
heerayinne entte suntayi haa dugittiyabatu giddo oyikkettiddi uttenaga pillgetta ottiya manttawayi
erssessi. Nunni entta cengurssa dugannashinni ubbayika xuuranni oyiigettesi. .Entte sunttayika ayii
maziggabba bollanikka xafettenna. Ha entteppe nuni ekkiddi xaafiddo qooffa ubbayi xuurranni
oyigettiddi ossinne yootettena. Haa pillgettappe kiiyidi attamettiyabba entte suntta qoncissenna. Nunni

enttenna ooyisha oyyichishin assi geelikko , harra cimiyobba haassayidi baallettanna.

2.1.Maayetuwa

Taanni ( ) Mantta Koyira Meskele Mengistu ottiyo “Nu Topianni Wolayita
Zonniyan garsanni bari matta laggiyappe Echi Ayibiyara de iyanne Echi Ayibiiyara bayinna macaa assa

gakkiya shoochiya meeziyanne, aarra gaayitidabatubba” pillgettababba siyassi.

Ha piilgetta halchuwakka akeekkassi.

Tassi gellibeyinnabayi de ‘ikokka taanna koshshiyagga oyichadda erannawu kaddayi immettissi.

Taanni gooncissiyogge , haa ooyishanni beetidogge mulerrakka ta sheeniyanna. Haa pilgetta oyichishinni

ayi woodiyanika agagana dandaayayissi.
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Aggo gishawu taanna kasse go ‘ettiyo xaaliya eehuwappe woyikko bonchuwappe attiyabbikka baawa.

Haa pilgeettara gaayittidaganni taanna gaakiyaa qoohoyi de ikko , hee baalassi kooshiyaa kaassa

qaanxiyogga wooyikko xaaletiyogga do iyabba siiyassi.

Geelladanni mettoyi de ikko woyikko oyishayi de‘ikko haa pilgeetta ottiyagga maanta Meskele Mengistu
silkiya payiduwani (+2519131996 Woyiko imelliya : mengistu @gmail.com)

Qaasikka taayiyo jujo ooyiishayi piilggiiya maanttawa boolli de‘ikko haagaappe kaalliya xooqassa

ooyichannagge qoonceettis.

Biomedical Research Ethics Administration
Research Office, Westville Campus

Govan Mbeki Building

Private Bag X 54001
Durban
4000

KwaZulu-Natal, SOUTH AFRICA
Tel: 27 31 2604769 - Fax: 27 31 2604609

Email: BREC@ukzn.ac.za

Ceengursa Dugaanawu mayidetti Eee ------------ Akkayi-------------

Parama Gaalassa

Markattu Suntta

2.

Oyichiya Izawa Suntta ---------=-=-==mmmemmmmmmmmee e
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10.

11.

12.

13.

2.3. Oyiisha: Hiviyara de’’iyanne HIViya bayina macassa cittan pilgiyo pilgetta

Hentte moottani maaccassayi etta paayattetta bollani de iya meeze ayibbe? (Pilligitte: ooshsha

bollani , payaattetta bollanna gidenna)

Entte heerann de ‘iya bollanni gaakiya shoochayo leemisuwa imuttetti? Entte sheempuwa
boollannishin? Boollanni gaakiya shoochai aawuddenne aawani gaakki? Heegge entte paayattetta
boollanni etteyiyo meetuwa gaatti? Ayimalla ogiyaani?

Nenni nebba qgoppiyo wode ayiibba qoohuwa gaatti?

Entte derriya garssani mattuma gayitottettani gakkiya meetoyi de i? Ne shempuwa bollanishin?
Awudenne awanni maatumma gaayitottetani gaakiya osha gohoyi gaki?

Hee qohuwa gattiya onne? Bolla woyiko mattuma gayitottentan gayitiya qohuwawu (Pilgitte: Ne
keetawayi/ ne keetta assay, ne eriyo assae/ neenni erenna assee). He gohuwa gattida assa bollani
ayibe gaakayi?

He shochai gakki simini maacassa gaakida mettoyi ayibe? (Pillgitte: Bolla, onnattettani, heera
gayitottettani .)

Haa shochappe attida maaccassayi waaniddi danawu daanddayiddonna?

Heegekka nee laggiya woyikko dabuwaara gayittenne mala metto gidide? maaniddi?

Entte deerre haa bolla woyiko matuma gayitotetta ppe gakkiya gohuwsi immio zaaroyi ayibbe?
Haa qoohuwa xayisanawu aayibbi ossetannawu kooshshi?

Haa qoohuwappe attida assa maaddanna ayibba ottanna kooshshi? Waattiyakko haa baaxxe
lo"anna daandayi? Maaccassa maadiya maabarayi haa qgoohuwappe attida assa asshanu de'i?
Haa yohuwaa xellannanne maadanna Derettetta woyikko kaawuwa hiigiya de 1? (Piilgitte:
Paayattetta, poollisiya, hiigiya zoore, dorrettetta zooree) Haa haagazuwa oonne immiyayi? Haa
haagazoyi waatiyakko lo ‘anne?

Bollanni gaakiya metoyi/ Maatuma boollanni gaakiya meetoyi kaaseppe yaa ittidi bii, loo 1,
woyikko kaasegadanikka de'1?

Bollanni gaakiya metoyi/ Maatuma boollanni gaakiya meetoyi tegannawu haayimanotiya
kalletiyagetti maadanna daandayibi dee 'i?

Maaccassa kaallettiyagetti Maatuma boollanni gaakiya meetoyi tegannawu ayibbako ottanawu

dandayinna?

HIV de'ivo assa oyichivo oyishatta

14.

15.

Nenni qoopiwode maccassa bantta bollanni HIVe de ‘iyoga ba keetawassi yottiyoge lo'0? Ayisi?
Piilga.

Issi issi assay ayissi bantta Hiviiya wuxettiya siyannawu ixxi?
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a. PMTCT/ART programmemiya ixxiyonna?
b. Avyiibbe issi issi assatti bantta wuxxettiya siyanamalla ottiyagge?
16. Attumma assassin yottannawu lo'o wode awude?
17. Assai yottanawu koyikko wattada yottayi?
18. Nenni HIVe deyiyogaa yooota simiyori ne keetawa ayi maalla amaliya beesii?
19. Macaassa harra assawu 0ssi yottanawu koyiyonna?
20. Nenni qoppiyode maccasayi baanta HIViya wuxeetiya yoottisimiyori gaakiyabbi ayibbe?
Daaro eeshatta piilga! Qassi maacassayi haara assassin yooti simiyori gaakiyabbi ayibbe?
21. Qassi maccassayi barri HIViya wuxeettiya bantta azinawu/ laagiyawu yootiyode gaakiyabbi
ayiibe?
22. Atumassay ART Programmemiyanni gelliyona/maadiyonna? Maccassa shaaharani de7iyode

attumassa etti maramarettanawu maadiyonna?

Gallattettes!

Gujuwa 3: Oduwa Worakata, maayetuwanne pillgetta oyyishatta ( paayattetta naaggiya
hiilanchaturraa loyittidi haassayiyo oyisha)

3.1. Oduwa Worakata, maayetuwanne pillgetta oyyishasearch

Gaalassa:---- --
Ayimala loo de’’eetti?, Tasuntayyi ------------------------- Tanni mantta Koyira Maskale Mangistuyi
kwuwaZulu-Natalle  universitiyanni doctorettetta  tamariyage kassi kasse Wolayita Soddo

universitiyanni luxisiyaga ottiyo pilgettawu qofa shakanawu yaasi.. Ha manta gayyittanawu koyikko ,
entte demanawu  sikiyya payidoyi (+2519131996 woyikko imellle: mengistu@gmail.com). Entenna

13

haa pillgetta yagnidoo gishawu bonchuwanni shobetidetta “ Haa pilligettasika kusha qoffayi “Nu
Topianni Wolayita Zonniyan garsanni bari matta laggiyappe Echi Ayibiyara deiyanne Echi Ayibiiyara

bayinna macaa assa gakkiya shoochiya meeziyanne, aarra gaayitidabatubba

Ha pillgettawu huppe hallchooyi maccassa payattettanne ettu duussa meeziya tamarrannee gasika ettu

heeran hannetiabba errannassa .

Haagamalla 25 oyisha nuni oyichanna. Wolaitta Zonniyanni uddupuni payattetta naagiyo Kketttatun

oyichettes. Heegeka hagappe kaaliya marranni pollettessi. Nuni enttenna oyisha oyichanna, eentte
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cengursaka dukkanna, goofa gasuwa worakatannika xafanna. Entte ha pillgettan ishi gikko , haaga

wursanayiyo 45 daqgigqa ekkes.

Haa pilgettassi haaggappe kaaliya kohoyi woyike injetenabbay de‘annawu danddayees. Entte haa
pilgettani gellidi, enttena gakkida gohuwa shakiyo wodde amarida injetenabbayi siyettanna dandaayees.
Hegga gidikonne, darro macaassasi wozannaba laggiyara shakiyogge loo'o gaadda. Onni erri entte
kaasse adhiida itta meeziya nuuyiyo odishshin yibbatisiyabbi dee ‘ikonne zooriyanni maadannasinne intte
miiyiyanni eqanasi payattetta naagiya keetawu yeddana. Nunnika nubaggarra haa oyishsha oggi maakidi
enttena zooranna. Ha pilgettaayika maadiyoge bari matta lagiyappe gakiya shochiya haanotasi nu heera
hanotta demanasinne halcuwa poliyaa getusi qoppa imannasa.

Haa pilgettay UKZN assa boollani ossettiya pilgetta matta maabbarayi zaari xellidinne ottana maala

maatta imidossona (Maayuwa payidoyi:------------=--=-=-=-mmmmnmeummo- ).

Gelladanni mettoyi de ikko woyikko oyishayi de‘ikko haa pilgeetta ottiyagga maanta Meskele Mengistu
silkiya payiduwani ( +2519131996 Woyiko imelliya : mengistu @gmail.com) UKZN assa bollani ottiyo

pillgetta maabara demiyogee Haagappe garissara de'es.

Biomedical Research Ethics Administration
Research Office, Westville Campus
Govan Mbeki Building

Private Bag X 54001
Durban
4000

KwaZulu-Natal, South Africa
Tel: 27 31 2604769 - Fax: 27 31 2604609

Email: BREC@ukzn.ac.za

Haa pillgettanni entte gellanage entte shenne. Toppiyanni de ‘iya maacassawu entte meeze keehippe go ‘es.
Haa pilgetta oyichishinni ayi woodiyanika agagana gikko dandayassa. Aggo gishawu neenni kasse

go ‘ettiyobbatuppe attiyabbikka woyikko gaakiya qoheettikka baawa.

Haa pilligetta qooppa shaakko giishshawu aayibbinne emettiyabi baawa. Giddoshine daroo machasayi

bantta ullubba baa lagiyaara hassayannawu lo ‘o qaada demessi.
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Taani entteyo boonchuwanni ersiyoogge dee'ikko entte taasi oddobba ubba kossanni naaganna..Entte
heerayinne entte suntayi haa dugittiyabatu giddo oyikkettiddi uttenaga pillgetta ottiya manttawayi
erssessi. Nunni entta cengurssa dugannashinni ubbayika xuuranni oyiigettesi. .Entte sunttayika ayii
maziggabba bollanikka xafettenna. Ha entteppe nuni ekkiddi xaafiddo qooffa ubbayi xuurranni
oyigettiddi ossinne yootettena. Haa pillgettappe Kkiiyidi attamettiyabba entte suntta qoncissenna. Nunni

enttenna ooyisha oyyichishin assi geelikko , harra cimiyobba haassayidi baallettanna.

3.2. Maayetuwa

Taanni (---- ---- ) Mantta Koyira Meskele Mengistu ottiyo “Nu Topianni Wolayita
Zonniyan garsanni bari matta laggiyappe ¢’Echi Ayibiyara de'iyanne Echi Ayibiiyara bayinna

macaa assa gakkiya shoochiya meeziyanne, aarra gaayitidabatubba” pillgettababba siyassi.
Ha piilgetta halchuwakka akeekkassi.

Tassi gellibeyinnabayi de ikokka taanna koshshiyagga oyichadda erannawu kaddayi immettissi.

Taanni gooncissiyogge , haa ooyishanni beetidogge mulerrakka ta sheeniyanna. Haa pilgetta oyichishinni
ayi woodiyanika agagana dandaayayissi.

Aggo gishawu taanna kasse go ‘ettiyo xaaliya eehuwappe woyikko bonchuwappe attiya qohoyi baawa.

Haa pilgeettara gaayittidaganni taanna gaakiyaa qoohoyi de‘ikko , hee baalassi kooshiyaa kaassa

qaanxiyogga wooyikko xaaletiyogga do iyabba siiyassi.

Geelladanni mettoyi de ‘ikko woyikko oyishayi de‘ikko haa pilgeetta ottiyagga maanta Meskele Mengistu
silkiya payiduwani (+2519131996 Woyiko imelliya : mengistu @gmail.com)

Qaasikka taayiyo jujo ooyiishayi piilggiiya maanttawa boolli de‘ikko haagaappe kaalliya xooqassa

ooyichannagge qoonceettis.

Biomedical Research Ethics Administration
Research Office, Westville Campus

Govan Mbeki Building

Private Bag X 54001
Durban
4000
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KwaZulu-Natal, SOUTH AFRICA

Tel: 27

31 2604769 - Fax: 27 31 2604609

Email: BREC@ukzn.ac.za

Ceengursa Dugaanawu mayidetti Eee ------------ Akkayi-------------

Parama

Gaalassa

Markattu Suntta

Oyichiya Izawa Suntta

3.3. Qyiishsha: Payaattetta haagaazuwa imiyagetura haasayio oyisha

10.

11.

Haa ottiyo keettanni entteyo de iyaa bayirattettayi ayibbe?

Haa entte payattetta naagiyo keetta maacchasay yiiyo gaasoyi ayiibe?

Keetta assappe woyikko maatta laggiyappe gaakiya shoochiyabba gaasuwara yiyabi dei?
Waanna huppe gaaso ayibbe?

Enttennara issippe ottiya ossanchatti maaccassa keetta assappe shootiyoba gaakidakonnee ubba
wodee oyiichiyonna?

Maacchassayi entteyo hee gohoyi gaakiddoga yoottiyode ubba gaallasi ayi malla mirmarra
ottetti? Ayi mirmarra ottanakonne onne wosaanniya immiya?

Ha attumassape maacassa gakiya shoocha maramarannawu Xxuubbe ayibe?

Nenni attumassape maacssa gakiyaa shoocha luuxetta eekadi? Maccassa shochettidoga gassi
ayibinni errayi?

Avyi ayi malla atumassape gakiya qohuwa piilgaddi ?

Maccassayi banttanna gakidabba oyichennani yoottiyonna?

Keeta assappe gaakiya gohuwassi ayimalla timihirtira imiyakoo lo'0? Heega wattidi oyiqiyo?
Hega nenni oyichaye maccassa yootti?

Higaawe masiraja paayattetta osanchappe ekkanna de ‘iya maarayi ayibbe?
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12.

13.

14.

15.

16.

17.

18.

19.

20.

Issi agginna gaarssanni intte 0sso keetta heega maalla mettoyi gaakido apunni assa akkami?
Entteyo heega maala maraja oyiqiyo maara de'i? Entte hee maharaja oyiqanaw go ettiyo forime
woikko mazigabba dei? Heegga tayo qooncissannawu dandayetti?

(Koppe de‘ikko oyichite, reffere ootiyo woraqatayi dei, woyikko haara maazgabbayi de ‘ikko)
Entte giddinikka enttennara ottiyagetti haa toshettayi gaakido maaccassassi ubba gaalla kaallidi
haagaziyonna? Ettaka haarra paayattetta naagiyo keetakko yeeddiyo huunettayi de'i? Entte
maazgabba oyiigettayi keetta assappe meetoyi gaakido maaccassa elle shshaakidi eraannaw
maadi, loo'o haagazu ekiiyossa yeedannawu maadii, qaasikka woodiyara woodiyara gaakidi
haagazu immiyo haanoyi dee 1?

Bari maatta laagiyappe tooshee gaakiddo maacca assappe ekkiddo meeziya

Entte haagaziyo entte danbagnatu garssappe keeta assappe gaakiya tooshe gaakido assara
gayittidetti? Hee meeze awaappe dendidaakko erretti, entte ayi ottidakkonne gassi entte
danbbagnatti ayii ottidakkonne?

keetta assappe gaakiya tooshe gaakido assaa kaapiya woyikko maadiya dirjitte haa entte heerani
deiyako erretti? Onne etti? Enttenara deiya dabottettai ayibbe? Haa tooshhe gaakido assa
maadanau entte haara osso keettara issippe mayettido hunnetayi de i?

Ayi maalla lamme, polliciyanni, haagazuwa immiya assatunni yiikko entte ossuwa loyittanawu
daanddayi?

Ayi maalla esha lamme, enttenarra ottiyagetu bollani yikko ossuwa murutissanawu maaddi?

Entte qoopiyo wode haa tooshe maaccasayi ekiyo haagazuwa bolli , woyikko ehi ayibiya xalliya
xalletui haagazuwanni metuwa ehaanawu daanddayi?Wattidi?

Entte maccasa banttana HIViyaa wuxeettiya haarawu yoottannawu zooretti ? Maccassayi
yottiyonna? Appunni saatiyappe simini? Ayiiba wuxeetiyara? Entte qoopiyode attumassayi etta
wuxeetiya eryi? (Maccasayishin ettaga eryi?

Attumassayi macaasayi bantta wuuxettiya yootisimini ayimaalla esha bessi (HIV bee nennanni

de'iyogga ) ?

Gallatayissi!
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Oduwa Worakata, maayetuwanne pillgetta oyyishatta (Maacassa oyichiyo Oyyisha)
Oduwa Worakata, maayetuwanne pillgetta oyyishasearch
Gaalassa:=-=-======s=s=smemememmemeeme e ceeeeae

Ayimala loo déeetti?, Tasuntayyi ------------------------- Tanni mantta Koyira Maskale Mangistuyi
kwuwaZulu- Natalle  universitiyanni doctorettetta  tamariyage kassi kasse Wolayita Soddo
universitiyanni luxisiyaga ottiyo pilgettawu qofa shakanawu yaasi.. Ha manta gayyittanawu koyikko ,
entte demanawu  sikiyya payidoyi (+2519131996 woyikko imellle: mengistu@gmail.com). Entenna
haa pillgetta yagnidoo gishawu bonchuwanni shobetidetta "Haa pilligettasika kusha qoffayi Nu Topianni
Wolayita Zonniyan garsanni bari matta laggiyappe Echi Ayibiyara de‘iyanne Echi Ayibiiyara bayinna

macaa assa gakkiya shoochiya meeziyanne, aarra gaayitidabatubba

Ha pillgettawu huppe hallchooyi maccassa payattettanne ettu duussa meeziya tamarrannee gasika ettu

heeran hannetiabba errannassa .

Nunni mullera 816 oyishsha Wolaitta Zonniyanni uddupuni payattetta naagiyo ketttatun de‘iya
maacassa oyichettes. Heegeka hagappe kaaliya marranni pollettessi.  Nuni enttenna oyisha
oyichanna,entte suntta xappokko . Entte ha pillgettan ishi gikko , haaga wursanayiyo 25-30 dagigga
ekkes.

Haa pilgettassi haaggappe kaaliya kohoyi woyike injetenabbay de‘annawu danddayees. Entte haa
pilgettani gellidi, enttena gakkida gohuwa shakiyo wodde amarida injetenabbayi siyettanna dandaayees.
Hegga gidikonne, darro macaassasi wozannaba laggiyara shakiyogge loo'o qaadda. Onni erri entte
kaasse adhiida itta meeziya nuuyiyo odishshin yibbatisiyabbi dee ikonne zooriyanni maadannasinne intte
miiyiyanni eganasi payattetta naagiya keetawu yeddana. Nunnika nubaggarra haa oyishsha oggi maakidi
enttena zooranna. Ha pilgettaayika maadiyoge bari matta lagiyappe gakiya shochiya haanotasi nu heera

hanotta demanasinne halcuwa poliyaa getusi qoppa imannasa.

Haa pilgettay UKZN assa boollani ossettiya pilgetta matta maabbarayi zaari xellidinne ottana maala

maatta imidossona (Maayuwa payidoyi:---------=-======mmmmmmmmmmemee- ).

Gelladanni mettoyi de ikko woyikko oyishayi de‘ikko haa pilgeetta ottiyagga maanta Meskele Mengistu
silkiya payiduwani (+2519131996 Woyiko imelliya : mengistu @gmail.com) UKZN assa bollani

ottiyo pillgetta maabara demiyogee Haagappe garissara de es.

Biomedical Research Ethics Administration

Research Office, Westville Campus

181



Govan Mbeki Building

Private Bag X 54001
Durban
4000

KwaZulu-Natal, South Africa
Tel: 27 31 2604769 - Fax: 27 31 2604609
Email: BREC@ukzn.ac.za

Haa pillgettanni entte gellanage entte shenne. Toppiyanni de ‘iya maacassawu entte meeze keehippe go ‘es.
Haa pilgetta oyichishinni ayi woodiyanika agagana gikko dandayassa. Aggo gishawu neenni kasse

go ‘ettiyobbatuppe attiyabbikka woyikko gaakiya gqoheettikka baawa.

Haa pilligetta qooppa shaakko giishshawu aayibbinne emettiyabi baawa. Giddoshine daroo machasayi

bantta ullubba baa lagiyaara hassayannawu lo ‘o0 qaada demessi.

Taani entteyo boonchuwanni ersiyoogge dee'ikko entte taasi oddobba ubba kossanni naaganna..Entte
heerayinne entte suntayi haa dugittiyabatu giddo oyikkettiddi uttenaga pillgetta ottiya manttawayi
erssessi. Nunni entta cengurssa dugannashinni ubbayika xuuranni oyiigettesi. .Entte sunttayika ayii
maziggabba bollanikka xafettenna. Ha entteppe nuni ekkiddi xaafiddo qooffa ubbayi xuurranni
oyigettiddi ossinne yootettena. Haa pillgettappe Kkiiyidi attamettiyabba entte suntta goncissenna. Nunni

enttenna ooyisha oyyichishin assi geelikko , harra cimiyobba haassayidi baallettanna.

Maayetuwa

Taanni (-- --- ) Mantta Koyira Meskele Mengistu ottiyo Nu Topianni Wolayita
Zonniyan garsanni bari matta laggiyappe ¢’Echi Ayibiyara de'iyanne Echi Ayibiiyara bayinna

macaa assa gakkiya shoochiya meeziyanne, aarra gaayitidabatubba" pillgettababba siyassi.
Ha piilgetta halchuwakka akeekkassi.

Tassi gellibeyinnabayi de ikokka taanna koshshiyagga oyichadda erannawu kaddayi immettissi.Taanni

gooncissiyogge , haa ooyishanni beetidogge mulerrakka ta sheeniyanna.

Haa pilgetta oyichishinni ayi woodiyanika agagana dandaayayissi. Aggo gishawu taanna kasse go ‘ettiyo

xaaliya eehuwappe woyikko bonchuwappe attiya qohoyi baawa.

Haa pilgeettara gaayittidaganni taanna gaakiyaa qoohoyi de'ikko , hee baalassi kooshiyaa kaassa

gaanxiyogga wooyikko xaaletiyogga do iyabba siiyassi.
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Geelladanni mettoyi de ‘ikko woyikko oyishayi de ‘ikko haa pilgeetta ottiyagga maanta Meskele Mengistu
silkiya payiduwani (+2519131996 Woyiko imelliya : mengistu @gmail.com)

Qaasikka taayiyo jujo ooyiishayi piilggiiya maanttawa boolli de'ikko haagaappe kaalliya xooqassa

ooyichannagge qoonceettis.

Biomedical Research Ethics Administration
Research Office, Westville Campus
Govan Mbeki Building

Private Bag X 54001
Durban
4000

KwaZulu-Natal, South Africa
Tel: 27 31 2604769 - Fax: 27 31 2604609
Email: BREC@ukzn.ac.za

Oyishetida assatu paarama Date

Markatu paramm

Oyichiyaga suntan----------=--==--==-= —==---—-
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Table 7. Wolaita Language Questionnaire. Kifiliiya I. Essippettettanne yelletaba

Ma.P. Oyiisha Zaaruwa Piiritte
HIV pillgetta ayi malle? 1. ART talliya ekkiyaga 2. HIV bollanni bawa
S1 Entte layitta appunne?

Kumeetta Laayittayi

S2 Entte de Tyossayi awee?
1 kaattama 2. Gaatariya
S3 Haa'l enttee geeluwa 1. Ha’’l azina gelassid/ Azinara de ‘ayissi — | 57
ekuwabbay ayimale?? L _
2. Attumassara de ‘ayis gelabeyikke > S7
3. Ha'i ubbade tanara gayittiya attumayi desishini______,| S7
gelabeyikke

4. Ha'i wodiyan gellabeyikke / attumassara de7ike.

S4 Haggappe kasse gelada 4. Eee, gellassi
woyikko attumassara de ‘ada 5. Eee, attumassara de ‘asi , shin gellabeyikke
erayi? 6. Kassi
S5 Attumassara nessi wursettanni | Birshettida.............ccccocveinns 1
de‘iya gaytottettay . .
birshettidetti, shaketidettiye , Shakettlda/MquSI """"""" 2 / 87
woyiko ne matta lagge 7. Azinayi Hayigissi............ 3
hayigide?
S6 Ha birshetta koyiro gattidayi Maccasiyo .........ccocvevene. 1
nenne, ne kettawayi woyikko Keett 5
na ‘ayikka issippe mayettidetti? CEUAWE oo
Na‘ayikka issippe ....3
Harrayi: .. 4
S7 Ne de uwan azinna apputo Gellidoga payidoyi/ Issippe de7idoge ------
gelladi/ woyiko attumassarra . S
woqa de'adi? Akkayi zaroyyi immikke 8
S8 Nennara benni entte gelletishin | E€€.......ccoeiiiviiiiii e 1
ne kettawassi harra maccassiya | Kashi........ccoooooniniiiiii 2




deayi? Hassayikke...........coooiiiiiiiiiinninnn, 3
Akkayi zaruwa immike ............ccoeeeee 4
S9 Nennara datti ayyo appun Macca payidoyi ......c.cccovevrennne
macassa de1? . .
Akkayi/Zarroyi bawa ............cccceenenees 8
S10 Nenni koyirro/na ‘antto Payiduwa/ daraja .........cccceevvveveiininnennnn, [
......... Macasse/ lagge? Zaruwa iXissi ......ccoevevvererivninareninninnn.8
S11 Ha7i ne azinna nenni dooraddi, | Na'ayikka issippe dorrida........... 1
harra assayi neyo doridde, Maccasiya dorasu...........cccceeveneene. 2
woyikko izawa doridde nenna? | Maccase ketta assayi doorissi ............ 3
Nenni dorennabba gidikko , ha'i | Kettawayi dOOriSi ..........c.ccovvrireriennen. 4
nne kettawa onni nessi dooride? | Azinna ketta assayi doorissi.................. 5
Wossiyo kettayi dorrisii...........cc.cceeenene 6
Tanni erikke/ Akekike .. ...... 7
S12 Haa kettawa gellanappe kasse BB 1
/a'i matta kettawa gellanawu KaShi...cooviiii 2
nenni oyichadi? Akekkikke..............ooii 3
Zaruwa iXXiSii.....oeeeriinins ceveeeieesneennnnd
S13 Nee gellido ciiloshayi Eee /cillosha ..o 1
immettide? Eee/ Maccasasi immiyo waga............c.c...... 2
AKKAYT ..o 3
Errike/Assayikke..........ccoocvviiiiiiiinnnnn, 4
S14 Maccassa ciiloshayi ubbayika 1.Ubbayikka ganxettissi 2 .Kibbayi
ganxettide woyikko , sinttappe | ganxettissi
qanxettanawu de 1yabbayi - .
ha ‘ikka de'i? 3. Ayibbikka ganxettibenna
4 .Tanni erikke /Skakikke
S15 Neesoni de iyaa assa paayido
wooge?

S16 Entte haayimanotte ayibe? 1.0Ortodokisiya 4. katolikiya
2.Issillama 5. Woogaa amanuwa
3.Protestantiya 6.Haara

S17 Entte sheeshshaa ayibbe? .Wolaita 4.Gurage
2.Amaara 5.0romoo
3. Dawuro 6. Haara
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Entte Osoyi ayiibe? 1. So osuwa 2. Zal7ancha 3. Tamariya
S18 (Maaccasasi) 4. Kaawuwa/Kaawo gidenna 5. Qaane osancha
6. Haara------------------=-=-m-mmme
S19 1. Goshshancha 2. Kawo osancha 3. Zaldhancha
Nee keettawa 0sso ayibe? 4. Qanne Osancha 5. Kaawo Osuwappe kaare
6. Haara
S20 Kaalame timihirtiya tamaaradi? Kaashi
0 Kashi Giiko
-------------------- ashi 111
1 Eenno
S21 Entte wursido xooqa kiifille Wuursiddo Kifiille..........cccovviiiiinininnn
aapunne?
S22 Nee keettawa kaalamiya 0. —-mmmmmmm - Kashi If no”
timihitiya taamaride? GOto Q.
1 Ee
113
S23 Nee keetawa ogiido xooqa
kiifille aappunne?
PP Wauursiddo xooga kiifille
S24 Entte ketta aginnanni demiyo
mishayi/damoza woqge ?
Y 1 Toppiya birranni: e e
S25
Entte keettanni ..................: [Xaappa ‘1’ Liike gidikko & ‘0’ Kaashi Giddiko]
W1. Tellevission: |___| W2. Radoniya: |___|W3. Sattelayitte Diishiya: |___| W4. Mobilliya silkiya:
|| WS-5.Soo Silkiya:|___| WS6. Xarapheza: | __ | W7. Woonbara|_ | WB8.
Piirashiya/puttuwa/shubuwa pirashiya osettida aliga: |_|
WO. Korrinttiya bashiya :|___| WA10.Biskilittiya: || W11. Mottorira sakilliya/bajajiya Wi12.
Pirijiya |___ |W13. Electirikiya| | W14.Tracteriyya/Makinna|___| W15. Gosha

bitta/Kattama bitta:| | W16.Budenna bashiya mittan kattiyaga: ||

midija

W17. Eletrikiya

186




Kiifilliya 11. Ne a7i matta laggiya/azinnabba qoppiyode , hagape garssada de7iyabbayi tumme?

Ma.P Oyiisha A) Enno B) Haage C)) Haaga adhdhida 12 D)12 aginaappe
giddiko “’B”’ | adhdhida 12 aginnattu gaarssani kaasse haagge
kko aginnattu haanidogge issitto, amarida haannidoyi issitoyi,
bitte.Akkayi | gaarssani wode, woyikko daarotto? amarida wode, Darro
giddikko haanide?(Enno (©’C”’ zaaridi simiddi wode?
kaaliyagakko | giidiko 'C" xalla | kaalliyagakko biitte)
bitte oyichay. Akkayi
giidiko 'D"xalla
oyicha)
Ma.P. Oyiishaa E Kaas Errikk
ee hi e
D27 1 2 8
Nee laagiya woyikko daabuwa be ‘enna maalla diigess?
D28 Entteso keettta assaara(yeelidageturra) 1 2 8
gaayittenna maalla teqees?
D29 Neeni ubba woodde de 1yosa eraanawu kooyesi? 1 2 8
D30 Neenna olligesi wooyikko dumma xeellessi? 1 2 8
D31 Haara attumassara hassayikko vyiillottes? 1 2 8
D32 Amaannetaka giiddi ubbadde siiressi? 1 2 8
D33 Neehuppiyawu paayattetta demanayo baa sheeniya 1 2 8
oyichaanaga kooyessi?

Kifiiliya I11: Haagappe kaalidi de iyage daaro maaccassa bollanni ha'i haziinnayi woyikko
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Ee

Aka
yi

Ee

Akayi

Issitto

Amaratto

Daarot
to

Issitt
0

Am
arat
to

Daarot
to

E34

Nenna caayidde
woyikko neeyo ittaba
siiyettanadann ottide?

E35

Harra assa sinttani
kawushide?

E36

Erriyidi issibbaa
neenna yaashisanawu
otti(Lem.Waasidi
woyiko yashisiyidi
neenna xeelidde) ?

E37

Nenna woyikko
neenni dichiyoba
yashiside?
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Oyisha A) Enno B) Haage C)) Haaga D)12 aginaappe
Nee keettawayi giddiko ’B”’ adhdhida 12 adhdhida 12 aginnattu | kaasse haagge
woyikko nee haarra | kko aginnattu gaarssani haanidogge | haannidoyi issitoyi,
lagge.... bitte. Akkayi gaarssani issitto, amarida wode, | amarida wode, Darro
giddikko haanide?(Enno | woyikko daarotto? wode?
kaaliyagakko giidiko 'C” (©°C”’ zaaridi simiddi
bitte xalla oyichay. kaalliyagakko biitte)
Akkayi
giidiko 'D"xalla
oyicha)
Ak E Akka Iss A D A Daaro
Eee | kayi ee |vyi itto mara | aarot | ss | mara | tto
tto to itt | tto
0
P38 Issibanni neena
shociide woyikko
issibayi gohannamalla
caadidde?
P39 Suugidde woyikko
huuphiya neegga
daapidde?
P40 Bubuxide woyiko
nenna goohiya
haarabanni shocidde?
P41 Neenna kaakidde,
goochide woyikko
shodhide?
P42 Yiiloyide woyikko
eriiyide neenna
xugiide ?
P43 Zayiiyani
yashiside woyikko
heega go ‘etidde,

biilama woyikko harra
maasariya neenna
qoohannawu

goo ‘ettide?
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S.N. Oyisha Nee A) Enno B) Haage C)) Haaga adhdhida D)12 aginaappe
keettawa woyikko haara giddiko ’B”’ | adhdhida 12 12 aginnattu gaarssani kaasse haagge
kko bitte. aginnattu haanidogge issitto, haannidoyi issitoyi,
laage neenna ... Akkayi gaarssani amarida wode, woyikko amarida wode, Darro
giddikko haanide? daarotto? (“’C’’ zaaridi wode?
kaaliyagakko (Enno simiddi kaalliyagakko
bitte giidiko 'C"xalla biitte)
oyichay. Akkayi
giidiko 'D"xalla
oyicha)
Ee A Ee Aka | A Daaro | A Daa
kayi yi ssitto | mara | tto ssitto | mara | rotto
tto tto
S44 Ha'i nee keetawayi 1 2 1 2 1 2 3 1 2 3
woyikko haara laagge baa
wolkanni sugidi neenni
koyenna asho
gayittotettassi wa iside?
S45 Neenna nee keettawa 1 2|1 2 1 2 3 1 2 3
woyikko harra lage neenni
koyennanni de ‘ishinne
yellatishin asho gaakketta
neenara polliede?
S46 Ne kaaha bashibaani 1 2 1 2 1 2 3 1 2 3
nee keetawa woyikko
haara laage issiba asho
gakettaba ssi wolkanttide?
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Ma. Oyiisha
P47 Bollanni gaakiya shochayi woyikko 1.Eee , bollanni gaakiya shochayi woyikko
toshshee de ‘iyakko shaakka? toshshee de‘es
Osha payiduwa xeella 400-405. 2.Akkayi, bollanni gaakiya shochayi woyikko
toshshee baawa.
S48 Ashuwa gayittottetani yiya toshe de ‘ikko 1.Eee, Ashuwa gayittottetani yiya toshe dees.
shaka? 2. Akkayi, Ashuwa gayittottetani yiya toshe
Osha payiduwa xeella 500-502 baawa.
149 Abbe ixeetta giidaara errayi? 1.Eee
2.Akkayi If 2 Goto 152
150 Entte abbe ixeetta gididi eriyoga odidetta. 1.Eee
Abbe ixeetta giddirashi nee keetawa shocidi 2.Akayi
woyiko tochchidi erri? 3.Errikke /Haasayikke If 2,3,4 Go to 153
4.Ixxissi/Zaaroyi baawa
151 Haa ne keettawa tochetappe dendidaganni 1.Eee
bosheshettara erayi? 2.Akkayi
152 Neeni haa nee maata keetawappee Eee | Akay
woiyikko haara laagiiyappee bolla shoeetada,
heegeka qanxeettada, xugeetada, meeqetta | A. Qanxoyi,cadettoyi,satayi 1 2
woyikko achaa me'ada haa nunni qomora | B. Garettayi,uzuziyabbayi 1 2
haasayido gasuwappe denddidagan erayi? C. Burge, Madhiyappe
shodetidabayi 2
D. Xxugettayi 1
E. Gido gelida 1 2
cachayi,suxiyabayi 1 2
F. Me7ida_ hayittayi, ayifiya 1 2
ganxoyi 1 2
G. Meqoyi, megetta meoyi 1 2
H. Acha meoyi 1 2
I. Harrabbayi
153 Nee de uwanni , nee keetappe woyiikko 6. Issito/Naa7utto
haara laagiyaappe woyiisa mansunxaaddi? 7. Daaroto(3-5) wode
Neenni heega issitto, naa ‘utto woyikko 8. Keehipe daroto (5 moolla)
daaroto gaayi ? 9. Taa errikke / Haasayikke
10. Ixxisi / Zaaroyi baawa.
154 Has this happened in the past 12 months? 5. Eee
6. Akkayi
7. Taaerrikke / Haasayikke
8. Ixissi/ Zaaroyi baawa
155 Hee neqohuwayo hakimya marpiya 1.Eee issitto issitto ekassi
ekkadi? 2.Eee ubbattokka ekasi
3.Kashi ekabbeyike
156 Hee quhuwasi assappe maduwa koyadda 1.Ee
erayi? 2.Akayi
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Maacassa bollanni gaakiya toshshiya

157 Haa ne keettawayi nenna
shociiyogaa 00ssi yottadi? Onninne maddibbena.............cccccoeviveiciciinenne, 1
LAGELEUST. ... 2
Yellidagetusi........ccoovvereiciiiineecece e 3
Ishasi / Micheesi......ccccevvieviieniieeiieecieeeieens o 4
Awwa michesi/Awa ishassi .........ccccceeeveerveennnnn. 5
Azinna keetta assassi............... coceeveeevieeeeeeennenn. 6
INALUSST .ttt veveeeieeeee e s 7
SROOTUWASSI.....cveviiiiiiiie e 8
POIISIYABSI. ... 9
Hakimiyas/Payattetta nagiyagettusi................. 10
Amanuwa Kalletiyagetusi............ccoevveireruennes .. 11
ZOTIYAGELUSI. . .veeveeereeieerieere et eae e ens 12
Kawwo dirjittiya gidennagetussi/Maacassa
MADAITASSI. ...\ttt ettt et ettt e eeeiae e, 13
Heera Kalletiyagetusi ..........cccccevveviiieieciennne 14
Higgiya mabbarawu ...........c.ccoccoeveieinenenennns 15
Haaratusi(Qoncissa): 16
158 Neenna maddida assi de 1? Onninne maddibbena...........ccccccevvviie e, 1
Onne maddiddayi? LAGELEUST....eeveeeeee e 2
Ubba zaruwakka malattta: Onne YellidagetUSi......ccccvevevieiececiccece e 3
Haarrayi madiddayi? Ishasi / MIChEesSi.......cccovveveeeeerierieieereereeveenene 4
Awwa michesi/Awa ishassi .......c..cceceeevveeeveenn.. 5
Azinna Kkeetta assassSi..............c. ceoevveeeeiiveeeeeneeenn. 6
NALUSST .+ vt 7
SNOOTUWASSI.....cveieieierciie e, 8
POIISIYABSI. ....veveeeiiiscree e 9
Hakimiyas/Payattetta nagiyagettusi................. 10
Amanuwa Kalletiyagetusi...........ccceoeeveeeevreenens .. 11
ZOTIYAZELUSI. . cuvvereeereeriereerecre e e aeeve e ens 12
Kawwo dirjittiya gidennagetussi/Maacassa
IMADATTASSI. .. vtt ettt ettt 13
Heera Kalletiyagetusi ..........cccooeovviiirciinininns 14
Higgiya mabbarawu ..........cc.ccceveeviieiiecicneins 15
Haaratusi(Qoncissa): 16
W59 Neenni shoocettido wode neenna
ashanau zaarada arra waretada 5. Issitto woyikko Naa ‘utto
woyikko nee huphiya ashioba 6. Daarotto /Keehippe daarotto , /daaro woodiyanna
ottaddi? 7. Taaerrikee / Akeekike
1.Eee 8. Ixxissi / Zaaroyi baawa
2.Akkayi
Enno giidikko: Apputo? Neeni
heega issito woyikko naa‘utto ,
daarotto wooyikko daaro woode?
W60 Neenni ne keetawa nenna
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bochena diishin aa ashuwa

shochaddi, woyiko tochaddi?

1.Eee 2. Akkayi, Enno

giidikko: Apputto? Neeni heega
issito woyikko naa utto , daarotto

wooyikko daaro woode?

o No o

Issitto woyikko Naa utto
Daarotto/Keehippe daarotto , /daaro woodiyanna
Taa errikee / Akeekike
Ixxissi / Zarro bawa

Kifiliya I1l: Maaccassa daabuwappe, haara etti eriyoo assappenne imaattappe gaakiya toshiya

Oyiisha Zarroyi immetidogaa kanchiya oyicha.
MaP. Apputto heege annidde?
Issito maaridda Daarott
Woyikko diyassa
Naa ‘utto
15 layittappe 1.0nnikka baawa 1 2 3
L61 si.r.ni.nni: Ayyi assa > Awaa 1 2 3
giidikkoka (Haa'i =
woyikko kaasse aziinnara 3. Keetaye aziina 1 2 3
dee'iya maaccasaayi: Nee 4 Keetanni de iya 1 2 3
pui R AL
e 5. Keetanni de iya 1 2 3
shocﬂ;ﬂdl erri? o
' . 6. Teacher 1
2. Akkayi, Eee
giidikko :  Onne heega 7. Police/ soldier 1 2
nee bollani ottidde ?
Piilgitte : 8. Keetan de‘iya 1 2 3
Nee daboyishin? attuma laage
Nee taamariyosan 9. Soonql de'iyaa 1 2 3
woyikko ottiyossan maacca laggiyo .
de Tyabbi? 10. Attuma Laagiya 1 2 3
Laage woyikko
shogroyi?y 11. Immatta 3
Immattayi  woyikko 12. Osso ketta de iya 3
haara assayi? haara assa
13. 1 2 3
Keesiya/Hayimanotiyaga
14. Kaaletiyaga 1 2 3
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Maaccassa daabuwappe, haara etti eriyoo assappenne imaattappe gaakiya toshiya

Ma.P. Oyisha Heegga He Zarroyi immetidogaa
ottiyowode | ega kanchiya oyicha. Apputto
laayitta ottiya | heege annidde?
neeyo izzawa
wooqge? gaasi

zppun I A Daaro
: ssitto | mmari | woodiyaw
(I;ayltt /Naa" | da u
' utto | wodiy
awu
L62 15 layitappe 1.0nnikka baawa 1 2 3
kaasee, issi assi 2 waa 1 2 3
nenna haa keettanni _
asho gayittettotawu 3. Keetaye aziina 1 2 3
bochldakopne . 4 Keetanni de iya 1 2 3
haassayayi,woyikko | haarg attumassa
nennt kogyennanm 5. Keetanni de iya 1 2 3
de 1_sh1nn1 asho maaccassa
gayittetta ottanawu
issibba ottide? 6. Teacher ol I
Eee giddikko: 7. Police/ soldier 1 2
cc))t?igigge s ?]%ae 8. Keetan de‘iya 1 2 3
bollanni? Eee ottis atiuma Iaage. _
gikko oyisha dooma: 9. Soonry de'iyaa 1 2 3
Taamare maacca laggiyo
keettanni de iya 1_0' Attuma 1 2 3
asse? Laagiya
Laagge woyikko 11. Immatta 3
shooro? 12. Osso ketta 3
Haara asse haaga | de'iya haara assa
nee boollanni 13. 1 2 3
ottiday? Keesiya/Hayimanotiya
Eee giddikko: ga
Who did this to 14. Kaaletiyaga 1 2 3
you?
Ma.P. | Oyiisha Zaaruwa Xaalitte
Neenii azzinaappe gaakiya 1. Eee
tooshiyabba ayiippiyanni bee ‘addi 2. Akkayi
woyikko markatadda errayi?
L64 Neenna nee bollaa bollanni 1. Higawe giddida maaduwa

woyikko ashuwa bollanni gaakiya
shochayi gaakiyode?

kooyadassa
2. Hiigawee giidenna
maaduwa kooyaddassa
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H65 | Nee keettawayi mattoyiya ushsha 1.E

e
uyii? 2. Akayi

H66 | Awude awude ushsha uyii? Ubbade, 7.

issitto issito, mullekka uyyenna? 8.

9.

10.
11.
12.

Ubbade

Saminttan issitto woyikko
nautto

Agginappe 1-3

Issito issitto

Tanni erikke

IXxissi

S.N

Oyisha

Response

Res
pon
se

H68

Ne kettawa ushara gayittidaganni hagappe kalliya abba
mettoyi gaakidde?

a) Mishsha mettoyi

b) Payattetta mettoyi

) Keetta assara /laaggiyara oshayi
d) Maattayi  de'iyogettura
gottatura/polissetura, h.h.m)

X) Haarata, gooncissa

mettoyi (Uttelya

Ee Akkayi

A)Miisha | 1
metuwa 1 2
B)
Payattetta | 1 2
metuwa
C) Keetta |1
assara/lagi | 1 2
iyara osha
D)

Maattayi
de iyogett
ura

mettoyi
(Uttelya
gottatura/p
olissetura,
E) Harra

N

N

L69

Ha'i nenna kasse oyidu samminttatu garssani uniidabatta
hassayana. Ha'i oyicha : Ne layittani ne shempuwa woranna
gadda gooppada errayi ?

L70

Nee shipiyo woorannawu mallada errayi??

AKKAYT .o 2

H71

Ne matta wode keetawa/laggiya kondomiya go ‘eetossi
gadda oyicha erayi?
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Ixxisi

H72

Ne matta wode keetawa/laggiya kondomiya go ‘eettikke
giddy ixxide?

If1
Go
L7

H73

Kondomiya go ‘ettikke yagogga nessi ayibba oogiyanni
yottide? Ubba zaaruwaka malatta

Go ‘ettikke yaggidi yottissi ............. A
Waasissi/YillotiSi ......cccccovevreriennnn. B
Shocannawu yashisisi ............c......... C
Yedanawu/keetappe karre yedanawu gissi

Tanna shocissi..............E

Kondomiyo xayisis /ekkisi ............. F
Amannetakka yagidi motissi/Lo ‘0 maccassa
giidakka giiSi........ccccoevevrerrnnne. G

Ta bollanni micissi/sheneho giisi....... .. H
Hegge maadenna giiSi ..........c.cccuene... I
Harrabba

L74

Tanni ha'i nenni kochoruwanni gayittiddo asho ngakettabba
oyichanna. Kaoyiro neenni asho gayittottetta oottiyode nessi
appunni layitte?

Kumetta layitta:

L75

Koyiro nenni asho gayitottetta ottiyode ayibbi nenna
gaakide?

Ta maattana; Tanna amanttissi; Tanni cimettasi; Tannaa
wolkanttisi; tanna dafarissi

Hege ta sheenne........ccccoeeeene. 1
Tanni amannettasi............cceeve... 2
Tanni cimettasi.......ccccocevevevvevneens 3
Tanyo wolgamisi.........ccceeerernennns 4
Tanni dafaretassi..........cccceevevnene 5

L76

Heegge onnara haanide?

Keetawa/lagiyara...........c..ccoevenenne. 1
AtUMA SIQUWArE. ......ccververrreienae 2
AStamariyara..........ccoceeeeereneriennns 3
Awara/Taa keetta assara............... 4
Tamare keettan heeraattumassara......5
Keetta assa laagiyara.................... 6
Taa dabuwaara...........cc.ccvveveennne. 7
Immattara/erenna assara........... 8
Haarara..........cocvvvvevevevieiiiieieneeenn, 9

Neenni arra asho gayitottetta ottiyode assi appunn layitte?
Nenni ayo .......

Layitta[ ][]
Taappe daressi.......cccceeeeererernnnes 1

Taggamalla........ccooveiiviiiiens 2

1-2 layitta tappe darressi................ 3
3-5 layitta tappe daressi.................. 4
5-10 layitta taappe daress................ 5
10 layitta taappe dareesi.................. 6
Zaaruwa

1. ) T T 9
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L78

Macca aassassi asho gaytottettasi de iya atumassa qodayi
issuwappe issuwanni dumattessi . Issi issi assassin issi
laggeHaarassi gassi 2 woyikko arroyi, harrassi gassi daroyi,
ubbaka 50 nne heegappe dariyaga. Nessi layittani gassi
ayikkenna assa asho gayittetetta ottadi?

Koshiyabba gidiko pilga: Darooye gutte; Tanni like
payiduwa koyikke.

Lagettu payidoyi...........cocvne.e (1]
Akekikke..........oooiiiiiiiieeee

Ixxisi/ Zaaroyi bawéél ..................... 2

L79

Nee na‘attetta wode, ne ayiyya nne awanni sho ‘ettade?

"2
Yellidagetti issippe
de‘okonna....................... 3

L80

Na‘attettani , haa tochetta be ‘addi?

H81

Nenni eriyode ne azinna ayiya ba keettawanni sho ‘ettade?

AKKAYT .o, 2
Yellidagetti issippe de ‘okonna.......... .....3
Akekkikke. ..o,
.4

Ixxassi/Zaaroyi
baawa.........ccoeeeeenennn S

H82

Nee matta azinnayi/ lagge haa toshiya be idde?

H83

Nenni eriyode nne matta keettawa/lagge ubba wodde
onnanninne ba keetta assappe shoettidi erri?

H84

Nenni eriwodiyappe dommidi ne keetaway harra assara
warettidi eriyee?
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Kiffiliya IV: Barri kettayiyo shochanawu de iya

Ha mabarran gidi harrani assassin bari so assassin dumma dumma qofayi de ‘es. Qassika maccassawukka
attumassau wogga gidiya eshayi de 3ss. He qooppa qashuwa taani nessi nababanna.Hegga qassi nenni

maayettiyakonne maayettenako yootassa. Heegasika like woyikko like gidenna zaaroyi baawa.

A85 | Nee qoofanni , Keetawa barri maccassiyo shocannayiyo Yes | No | DK
lo ‘00 gassoyi daannawu dandayi?
aBarri keetawa ufayisiyattuwan soo ossuwa oottada
wursana xaayiko? A) Soo keetta 1 2 3
b) Barri keetawassi azazetanna xayiko B) Azaazettennani 1 2 3
¢) Asho gayittetetawu ixissi giiko xaayiko 1 2 3
d) Assi gela'o laagge de ‘iyakonne oyichiko? C) Ashuwa gaayitottetta | 1 2 3
e) Keetawa barikettayio amannetuku giidi siriko. ixxikko 1 2 3
f) Keetayiya amannettenaga | demiyabba giidiko D) Gela o laagiya 1 2 3
E) Siiriko
F) Amannettenna
A86 | Nee goofani, Geellida macassayi bari keetawassi asho A) Koyennanni xaayiko | 1 2 3
gayitottetta ixxanawu dandayiyo ogge : B) Usha uyiiko 1 2 3
a) Maacassiya koyennani xaayikko C) Saaketiko 1 2 3
b) 1zawi usha uyiyabba giidiko D) Toochiko 1 2 3
¢) Keetayiya uyiyabba giidiko E) haara maccassa siriko | 1 2 3
d) Keetawayi o toochiko F) HIViya siiriko 1 2 3
e) Keetawasi harra Haara corra maccssa lagge de7esi gada
siiriko
f) Baari keetawassi basho gayittettappe oyikiya sakoyi/ HIV
de ‘essi gaada siiriko
Zariyagga nne | keetawaa
H87 | Nenninne ne keetawayi haagappe kaaliya huphe yohuwabba Yes No DN
issippe haasayidetti:
a) Galla galla hannettidabatun a) Kettawa 1 2 3
b) Galla ne bollanni hannidabatunni gallassan 1 2 3
¢) Nenna mettidabatunni b) Nee 1 5 3
d) A meettidabatunni gallassan 1 5 3
c) Ne
mettuwanni
d) A
mettuwanni
H88 | Nenninne ne matta wode keetawayi haagappe asho AYININKO. ....oviiiiiiiicieieceee e
gayittottetta wattidi ottannako, awude ottannako, apputte | ......... 1
ottanako hassayidi eretti? Issitto
ISSITEO....eveieeeie e 2
Ubatto.......cceoveerrenens
................................... 3
Hassayidi
BITEKO. ..o
Ixxisi/Zaaroyi
DAWA. . ..oeeeiiiieece e 5
H89 | Ne matta wode azinnara de 1ya gayitottetanni, arra wooga AYININKO. ... vuiiiiiciieie e
wodiya warettidettiz | 1
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Hinno ayiniko ayiniko wode gayiye, issitto issitto woyike
ubbade?

Issitto

Hassayidi
BITEKO....e o 4
Ixxisi/Zaaroyi

L90

HIV maramarettadi?

HIV deiyo assa kanchiya oyicha. Oyishsha L.98 baa maccassayi HIVe bayinabba giidiko

HI1

HIViya wuxettiya ne kettawassi /laagiyassi yootadi?

If1
Go
L9

L92

Ne keetawayoo/laagiyayo nee HIVibiya wuuxettiya
yottannawu halchayida de7ayi ?

Ixxissi/zaroyi bawa.........................3

L93

Ne keetawassi/laagiyassi nee HIv iya wuxettiya goncissada
yootannawu woga wodiya ekidde?

Heezu gallassa

Issi samitta
QArSAN.....veeeiee e cre e see e 2

Issi

T o[ 010 VOSSR
3

Heezu agginna ,,,,,,

Ussupunni
AQINNA......civiieciee e 5
Ussupun agginappe

L94

HIV wuxettiya siyiddi makki simiddi nee keetawa /matta
lagge besido eshayi ayi malle?

Tanna

0T 10 [0 1] T 1
Ta bollanni
WASSISSI...eveeeeiiriieesireressreeessetreeesians 2
Tanna

ZEIMPISSISST..vevvevveeieiisieie e 3
Tochisi/sho isi.....

Barri HIV tamarississi

Ta asho gayitottetta tarikiya
OYiChiSi......ccco.e.. 7
Hakimiya/nursiya zoretta
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OYichiSi......ccevevennene, 8

Shocannawu

YaShiSISi....ccvieevirrcieie e 9

Ollidi aggiggannawu
YashiSiSSi.......ccovrvveivennnns 10

Tanna olliddi

AQQIYAAGISSI..vveeeeeeeierieree e 11
Asho gayittettetta
aggiyagiSSi......cccoervrerenrennns 12

Harra maccassa

IUPPAYILLISSI..cviieiieeiecie e 15
Harrabba..........c..ccccocovviiiiiiiiiiciccece, 16

L95

Neeni qoopiyodde arranne nee keetawarra de ‘iya

gaayittottetta kassegappe HIV wuxettiya yotta siminni

lo‘uwawu lamettideye ettawu lamettide?

lAWU. ...l 2
Ayibbawunne laamettibenna.................... 3

L96

Nee HIV wuxettiya harra assawu yootadi?

Zaaroyi
IXXISSI. vttt eeetee et 9

L97

Ettappe aymalla maaduwa demaddi?

ZOITIY. 1.ttt 1
MIISNA. ... 2

Kiffiliya Uddufunna V: Oyisha wursetta

L98

Ha'i nunni oyisha wurssida. Nenni immiyo qoopi haari de‘i, gujannawu koyiyobbi haarabbi de i?

L99

Keehippe mettya oyishatta oyichassi. Ha oyishatunni neessi siyettidabbi | SO X o TR 1

Oyishettiya izawi imido zaaruwa mulliyakka xaappa?

Iitta/lo’enna ........cceeveeeenne 2

Wurssa

Ha oyiisha zaaranawu beettido giishawu keehippe Gaalatosi !
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Appendix 13: Amharic questionnaire

NARSHTF MT ®MmLP: MG LADAT? AT - oo oomim oo BNAA: AT

NOALZF HY AR NA ATHTF MG AT PhROF +IPhAZTFMY ARTC PEAA MTF APNYET ATIFTAY:
ACAP NHU MG AATE AL Ao OM NOLA +ACMPA=ACNP PALAMT ADZE NA™A NTAMDC
AT2MPH A1 AEAJAU: PACAP N9R NIRIIR +99RC N+aDL.a9, AR PHIR [ ALADHIMMG:
NMIFOI® AGF ML [ MLL+HT ATIRIM a4 a1} AAPF: NI TRIEF@IIP
AORADAD PARL AT @OMEP PADHAA @O} AAPF: AT871E AOMEST 1R AhNS. BFAA:
PIRCIG PT GAT AT BPI° : ATHT AL NTEC AIC / 3LE PTRLCH +TNA/ 160+ N6k JC
+PPH PATM@Y 17CF AGRL+A AT PANNNMY doZ8 AMLLEY h+8C AJC [ 3REF PMLCH
FAnA/ 6t AGPhANA  PAUWALMTY TEALPTF £48 HIL 1M NIRCIR4 MA+E A+AFLPF
$m+g PPY mPIR APNTHIR: NPITR ATAFLPT PRNATMY FCH ATCDPPT IoF 084 LLMEA:
PIPCI4 +8F : NHU I°CIPC TCERT RA+E PR PAGRIRPET PHTNA ARL TN TOF ALY
2FAA: NMI° TR PRI +M, 8T AFLM. LFAA:

ALEA AT P : MPE Aot AMEET BFAA: +m¢ a8 NALAYT DRIT® hangk
AO.MF NEATF PIRCIPET NANT AT AT+ APAPA NNAR €MC (+251913177996 MLIP NA.-

@A  APL¢A: mengistu77@gmail.com) 2MAM 9B97C LFAA: Biomedical Research Ethics
Administration: Email: BREC@ukzn.ac.za Tel: 27 31 2604769 - Fax: 27 31 2604609.

NIRRT $R: NHU MGT PARA+E MAL PACNP 1R=AFT PAM. LCTIPF LUTT PATRIRTT SR

MINNT OLIT® AA NA. AT8INNAT AT NHU MeT AMA+E COATPT PAPLA=MELT MmT+T
ATRLD NELAT NPAX PADELTET NPT MID TH MR BFAN: RUTT CPMEP ATIMT$P 25- 30
2P ALE LTFAAMPRMT ACPMPP LATHITA? N+ATHA NF LM P db:

P& 0. &L &7

Pan/B ANAN NPT &CTD
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NEA 1. “UNELR AT ANSTPR 11CT

No mPe anAf HAA
PLING M. QLY 1. ART” £7n%
(Na=Z8 A-NAN_PTMAL) 2. AT RE N +0OCT°C MMk 19 PUY
S1 6L N¥F 0. AUY?
0Ly O A QaDF . _ L oo
S2 ae /e N PF y.? 1. h+9 2. 1MC
S3 PAL-F INF Ui AT 1.7 1. AU P10/ h@e IC POSC me7
2. NOYL IC PMPC 17 PAINT— o me7
3. N0+ 10 9°eNT 385 PAT 917 N+ALP NF——F ML 7
Lus.
4. NUF 1H PAINT MLI° NMYE IC PO9TPC
S4 NHU N&T AoN+D. LT ML IC 1. APY AINTPAL-
LM PM.PA7? 2. APT NOYL IC £LLAU 1Y ARAINU-T
3. hRRAT®
S5 PAOMLZA T84T NNANTP IC +4kI | 1. +4+PA 2. +tALL+PA 3 Uy
+APRI MLIT° NANTP T°+PA?
3. NANE T°+PA me7
eys.
S6 PTSCP an4.J-F/ ADAPLPT 1. +NF< 2. NANT/ 3L% 3. AR
P+eNPNOL/ P+EAR/M, NTYTY 007 4. AA
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S7 | A 1 A9NTPA / e IC T Y Y
?
TePa’ LPLE RAGRIPIIADAN PAGR. . 8
S8 | hACAP IC A7 %5F NPLC NANTP 1. AP 2. RELAT® 3. AAMPIR : AANFMN9E | 2, 3, 4
AA ONF AARL? 4. 4$LE KA nUime
11208
S9 | hACAP e=9°C NANFP N7F JON$T PIONPT AMHFtm - - e - 4oL
AAT? AACDPY .8
S10 | ACAP ALY £ N1+E 9oNT 1N4?
panpan/ PilFA+SE LGP, .. ... N7+ PlB NEM I - - - - - dPPE RELATD I ADAN
PAGD......8
S11 | PUFY NANST AGY9INF @y ab/m ? 1. PAFTY aoZmay
2. +AFL] AL
3. PA%L N+AN a°ZM
4. NAHNChELY
5. NANtE /M
6. AALPID 7. £PLT hLLAGD
S12 | PUFY NF haod RaqF U N4+ NUF 1. AP7 2. ARPAGR
mL9™ NSCN 1H PINF AICPY 3. AA@®ID/ AANFMAGD
ATIOINF ATRMML AT MELPPA?
4. .$BT RELAGR/ ARAN PAGD
S13 | PACNP INF el NP PN+ INC? | 1. AP ANA P+AM 2. APY/ AMT 3, 4
e+AM hUr e
15 2US.
3. ARLAgD 4. hAQ.BYD
S14 | AR AN ThEAA LR 79 ANdA 1. A9 +n&eAA 2. Nh&A +h&edd
Pbl AA? 3 . 99D RA+NLAGR 4. hAM.PID
S15 | eM+AN NHF ATE Ym.?
S16 | hLMOPHP gy M ? 1. ACPRAN 2. a>hA9 3. TEHNFTF
4. ntaAn
5.NUAR 6. APLPT 7. AANA RIAS
S17 | Nl 217 1M? 1. MAL S 2. K9/ 3. smr 4. P
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5. hC9 6. . AA A 27AR - -
S18 | M¢-P I IM?  (ANT) 1. N+ ATNF 2. 198 3. +m¢
4. paRywt | MAWFP NALT ECEF Wertsd
5. 7 Wty 6. AANARIAR - -
S19 | PNANTP ¢ TPIET 102 1. MNé 2. PAPYmt wetd 3. 108 4.
PYT WLty 5. MALFR NALT ECEF Witd
6. AA
S20 | aeeng +9RUCt +hFTAPA? 1. AP 2. A2LARS» 2 hUI e 22
2US.
S21 | PMTeeT h&+sq hed NTF 102 PMTPeT
A .
S22 | NANAP aeeng FRUCT +NFTAPA? | 1. APT 2. A22A®__—» 2 hUP1Mme 23
2US.
S23 | NANAP PMTP$Mm n&E+E NEA DT PMETPdm aLNG
10,7 AEA. .
S24 | @4 M, I°Y PUA 12
NATEEL NG - - - - - s e e e -
S25 | NNATP mhm PO WL ... CRA L [RPTNRT L ARRATE DU 0 RF. ]
WL, AAAHY: | | W2 &2 | | WB. AtARFR AR | | WA 9BNgA Nah:
I
W5, PNt NaR[ ] W6, MZR/H[ ] W. oINC [ ] W8. hAJ
[ enen) RARYE/ N&CT [ ]
Wo. AARFZAIOME: | | WI0. NhAAT | | W1, PPRCALhA/ NBE |

&8 | |

W3, AANTNE NLE] ]

WL4. FeRtcl aehg ||
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WL6.

PATEL P ME( Pa972) [ ] W 17 kARTCHA MR/ 228 [ ]

REA 2: NPAM PUF @RI PRCN 1H NANTP/ 3LEPF Payn+AM. YAN NMPAL ADIT TO,
NA@. PANK ? (@AY PAPDAY PAD, AP F )

S. No mmed A A2LA AAM,
Py |9 $go
D27 1 2 8
3L5PTY RYSPR [ ATRRINT ATILL LAPRLA?

D28 MAE N+AN IC A18T15% ACREMMC L9PhLA? 1 2 8

D29 U 16 PPRFMANTY/ PIRHIANTT ATIDP £LAIA? 1 2 8

D30 ACAPT AND. NTR.PECTIM. NARTT R18A DEI® ACNPY 1 2 8
24N ?

D31 NAA @I JIC NG EMA? 1 2 8

D32 FT7% AL LANT® N A 1H 2MEMEA? 1 2 8

D33 PUNTRT  ATAT ATINTE PART 9L ATRFTL 1 2 8
L4447
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P NTAD PR ANH ATTT PTLNATT PACNP PUF PFHEC 385 MLID AA 325 NACAP AL
NALZAM. 71C 1M PACAP PUF PH8EC 325 MEID AA 385 NPHEFMID 1H]

S.N mPg A) APY Ny B) 2UNA4T | C) NA4T 12 | D) h12 @+
ACI DRI AA BRT. .. “B” 2P 12 ™4 &t @Am | Nt U
AhA® Bt hayh+Am, ARERATE NPT @AM 2Y PthA+M | PHNA+® ATE,
A& CAA? DM PPAM £Y8 | +hhtA? A8 IMmeFI | It
( AP Y meg® N | @LT® NH 1H
“«CrNF 1M 102 (CY | 1;?
Emee. NAPAM MF,
AREATE NPT | TbmAM
“D” 7 NF AEN
EMek)
AP REEA A A A 1 1 N
Y go P71 | RBA Ve |7 et |
ge 2 y 1
H H
P38 m+$AA MEI® ACNP AL 1 2 1 2 3 2 3
POLMSGTF 11C FE&F ARCAA? 1 1
P39 16+A MLID OFC P HA? 1 2 1 2 3 72 3
1 1
P40 AMbm, / NNAA Pt mege 1 2 1 2 3 2 3
NAA 17C 18442 1 1
P41 NACTI6R, EAINTHA DLIP 1 2 1 2 3 2 3
A2 1 1
P42 NP LA 1IC AT Py 1 2 1 2 3 42 3
Nie ASMAA? 1 1
P43 aou s P( MARYBIRPM MH+ 1 208 1 2 3 2
AMSTIAL N ANLLCHAT 1 1 3
MEYe abu PMYINAPYE




MLIT° AA aRYZPY ACHPT

ATREF +MmPan A2
SN P A) hP7 B) 2U NAST 12 | C) NAGT 12 Mot | D) N12 Me-t
NMF3e 2Pt/ N1ANTR B 2 | Mstrmhm an» LU né+ eu
v +hALA?( APY | PHhA+@ ATL T | PHhAtD,
ARRATRNUY | U “CoNF mEFT DETD N | AL, imbit
DEMEMA | EMERALLAT | 14 102 (C7 DEI® i
o 2y NP7 D’ 1 NF | haoAd oe I 102
£Mme) memAD, £45.)
APY | ARR | AP | ARBATS | ATE. | m& | ANtk | AT it
Ag® ol | e M
E34 ACAPTY HAE0A DR 1 1 2 2 1 3
NARGNP DR AT8ATIPH 2 1
AECHA?
E35 NAM & ATSARA/ HE 1 1 2 2 1 3
AEC3A? 2 1
E36 UY N N11CTF MNL G-+ 1 1 2 2 1 3
(ATPAA DR AYVE NPTE SPFY 2 !
NEy?
E37 ACNPT DEID ACNP 1 1 2 2 1 3
PR AMATY ADL ATORSH 2 1
TNE -l
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+. & m PP A) AP B) £U C) NAé&+ 12 D) h12
ACMr MBID AA 385 nwy A&+ 12 O+ mnm LY @+ Nt LU
NA @hNP v+ “B 2émiA | MLFMAMD PHnA+@M. A8, § PHNA+T@. A8,
N N+Am.? AR LAGP ThNtA? Mpti mege meti
nwy ( AP NH 18 102 (CY | 0290 N 1H
@M mA | NPT“C NF NAPAR ML 10,2
@, L8 Emee. @M emAD £Y8.)
REEATE NIPY
“D” 7 NF
EMEed)
APT | Re | APY | AE2BA | AT | Mme | NH | AY N
(\9“2 ge . £, 1
H
S44 ACNP NLLAT PUF T+8C 1 2 1 2 2 3
AICP I3LFPIMLID ARy Mm gD 1 1
AA RICP PoINL- A0 T TIF
AT8.PRCTH NANAR(NILA)
AN1LL A?
S45 RICP LI AA 327 1 2 1 2 2 3
NATLPRCTHE 1IC APLS 11C T 1 1
NELAT PIANL A~ ATTFIE
X A?
S46 RICP MLIR AA LT NILA 1 2 1 2 2 3
ANIRE 4R AVRIT ang RO 1 1
NNOSTPY oA PTHNY
U3 hA?

208




+. ¢ mMmed
NANAP F7hA P+MPd 3. APTIANA® F7hA AA
P47 MIFMYTC HPEPF AP 4. RhA® F7hA PAGR
MPTFRT AZIID? PP
¢MC P38- P43 +d0ANYt.
S48 93P +IhA P+MmPk 3. APT 23R TN KA
mMIT MY HPEPTF AP 4. 9FP FIhA PAGD
MPTFRT AZIID? PP
$M( S44- S46 +aANF,
149 160 M-C P10 POLSA? 1. APY 2. h2LAgD 2 NPy mE 52 2US.
150 160 M-C ATLING 1°14MGA 1. APY 2. h&eAR—» 2. 3.4 hIPy ML 52 LUK
: PPTANF NHY 1H NAIC MLIP 3. hRAM.&I®/ AANFMNTR
N3¢ m.go 387 4. AORAOAN £ S5 hAPRIR/ ARAN PAGD
P+ae+kNYt/ e+LNLNNt 1H
NPT ?
151 NeZAM AhAP F3hA P+iA 1. AP 2. hRLA9D
M.CE AJTDTA ?
52 ANAP F8FINTMPIe/F AP AL LAGD
IMAPFiP M megre 1. e+&ZMNTIPHNA €NA: ThA 1 2
PADTT NNET NHSC AICP 2. PHNFMZIMTRAAMI AOAAM 1 2
ALFPIMLID  MITMIE AA 3. MAIRFI MAST 1 2
hICP nHY ne& N 4. M 1 2
N+1271C5Fm 180+ 9P+ 5 p+NA €NAI NMAD 1 2
ECANT £0.247 6. PHE/MNTITREa
1. APY 7. P18 PELC 4IONCIPYLT £NA 1 2
2. RBRAT 8. NNGHIPAIT NG 2
h2LAR NPT ML 53 LUs. 9. PmCh NeT 1 1 2
10. AA
153 NAEDFTP NFBC AICP § 11. 99> —— 5 1, A95 hUP1 @259 £US.
3L5PIMLID AT MIP AA 12. AY&/ kAt
RICP 9o PUA 1H 13. Nt 1H(3-5) 1H
SNAPA/ +1E+PA? 14. Nt (h5NAL) 1H
goy PUA 1H? 15. AAQE9Y AANFANTR— 5 5 hiPY ML 59 LUS.
16. AGRARAR £ PLF RAURIR/ ARAN PAGR
154 2U NA4F 12 @&+ mhm 1. APY 2. hReAgD 3. ARAQ®9R/ AANFQLNTP
+hhtad ? 4. AGRADAR £ $PF RAURID/ ARAN PAGD
155 NAHU 8% PMT ATAIAF 1. AP7 2. hRLRA9
A1 EA ?
156 NAHU #8%F AC8F ATRTH 1. APY
dATINC? 2. RALARIR
157 LYY PNANFPY ANAP 1. ATYI9° KATICHH9® 2. A3LF 3. AN+AN
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PHINA NULT AT 474 2 3. ADIEIE @LIR ARUT 5. A% ARNT

6. ANA/ ADAE NEAN 7. AAET 8. ANF 9.
A7 AN

10. AR/ C/ MS NA™P 11. AYLIPH aALPF 12,
ARTINLPTF
13. ANGO/ ALTT TUNC 14, AGPILC aRsPF
15. AU @UNC 16. AAA

158 AORCSYF e9onZ A, YNC? 1. PAg® 2. A3 3. ANtAN

4. ADIEI® MLI® ARUT 5. A1 AANT
6. ANA/ ADAE AN 7. AAET 8. ANt 9. AZ7AN
10. A&/ C/ MG NAG>P 11. PYLIGLF aO/PF 12,

ARTINZPF
13. A NGO AA#F auUNC 14, AG®YLC AOLPF
13. AU TUNC 16. AAA
ANA® +7hA PRZATF M. AFT
w £NEN NLLANPT TH ERAAM. NAN AL ANAD £NEN ALCA
59 | mege AGNPT FhARAPA? 9. K1E DEF UAt
1 KPP 10. NH 1H/ ANHEO. 1H
2. RELAG® 11. AAMSPI® [/ AANFDATD
AP N : 9o PUA 1H? 12. AN/ dRAh PATGR
NANTP ACNPY ARLARF ACAP PAMT ANA ORF+@m ML +Ftm
W60 | om g 1. AYL, MLIP At
1. APY 2. Nt 1h/ ANHT O 1H
2. hELA9D 3. AAM.39R ]/ | AANFQNTR
AP NPT 92 PUA 1H ? 4. KIN/ aRAN PARGD
N&Ad: PheMT HADY PR ThA AJRL hHAREINAA haR Pt hHAI AT/ MEI® NAT9L
S.No. mPe PHNhNN+T NF MEd 9o
£NA 1H 1@ U P+hA+®.?
PRt " ANH
mege $t Tm 11
GAE M
W61 hl5 9% N3A PUr MLID PE(C 305: 1. @339 1 2 3
®me9® hNANTH me AhART PENEN 2. RN* 1 2 3
MLI™ NAA 11C PARFA AL AA? 3. PAYB L RNF 1 2 3
1. AP
2. RRRAT | APT MUY 97 h2LT? 4. AA @78 PNT 1 2 3
AR HADEN AT8% 1m.? ANa
FIOUCH NF DLI° W AL PAD AMN? 5. AT ENT ANA 1 2 3
308 MEIR 1/NT? 6. AN+
A7918 MEIP AA IEFMI AM? 7 7 AN DFec 1 > 3
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8. PNENN @™IE 1
30

9. PNtAN At 1
308

10. P71 387 1

11. A7918 1

12. Ne AL PAM 1
n@,

13. N/ PhemeHt 1

14, avy, 1

NEA3: NHELIhM Pdm.¢F+ AA NDI LT hATIE NALDT HA*Y P LCHh +7hA

S. No. M @Y @M, PLLIM? PHNNT+T NF MLP o7
£NA 1H 1@ U P+hA+M@.?
AYL, e A
/ + HE @
UAt M| 1
S62 hi5 9m% N+, hn+AN 1. @yygo 1 2 3
ANAT  @EFMID  AINL- I 2. ANF 1 2 3
A7t ACAPT  1htdA  @egr 3. PAYB L RNF 1 2 3
ACNP NLLATI®  PINL- &3
9751t AT8.PECT ALCAA? 4. A OYE 1 2 3
PN+AN ANA
1. AP% 5. vt PNt 1 2 3
2. ARELAT ANA
APT NP7 997 j;. PRZTMM? 6. AN+
APT NPT MBI® AREATE hUPygP = AN OFEC
L
NFIRUCT NF ATET Y0? 8. m7L PN+AN 1 2 3
38% MLI® INTF ATLT 1M | ART
myEme AM. NACAP AL 9. A% PN+AN 1 2 3
2UYY RECAA? 307
AP NPT T9ym, PRLIM.? 10. @7 30T 1 2 3
11. A7918 1 2 3
12. NA AR 1 2 3
PAM. N
13. &n/ 1 2 3
Phemet
14, ang 1 2 3
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S.N. | nPe AR HAA
L63 ANAR @EIP 9P et NIMIPT 1H 1. N1HLLPI+ 3 Go
PUAFTU 175 907 (P)? DY TR TARI,PAL H6S
2. N2M5F 9TFI|Y
AR PAL
3. m$t AAIMmarEge
4. nA
L64 | AhAR mEI 4P Mt PANTAR 1. 9oy
@Mt o7 TM? 2. ALNUTY A8 TF MPLE:
3. PMST URIRT FOIC
4. htuNZtA1N @774
5. APW/FP §AHT
an e/ fy OB
H65 AUT @LIR NEF NANTP AADA 3. APT 2. REEA9D —12-hE»
£ MMA? e 69
2U8
H66 g% PUA 1H 10 AADA PARLMMA.? 5. A 7 @LI° AU 7
tdldN,
6. NAPTF A18 / A+
7. N®C1-3 1H
8. RO AR
5 AAMPI®/ AANFMHID
6. 4.5 RELAUIR/ APAN
PAT D
H68 | NA%T 12 M4t MNP PNANTP AADA oMMt APT | h22A
IC N+PLH PIMAPF FIC N N+AM. PF+5 A, g=
0.7 A) ?77HN FoIC 1 2
B) PM.g FIC 1 2
C) N+N1 AT 385 IC 6N 1 2
D) NJALPT  IC F9C (PU+A |1 2
NANT/ 7AN A+, )
E) FICPeAT™ F. AALIAR 1 2
L69 | nA4T het @t @ND LNPT ATIDSEF [ 1. APT 2. ARRATS 3. AADPI°
ANNPF PO PA? 4 . £PLT ALLAUI®/ GRAN PATT
NPT ATIPET PRLZM. POLPA? 1.APYT 2. hLAT® 3. AADLPI°
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L70 4 . 4$LT ARLAUID/ dDAN PAFYD
H71 | pUry @89™ P3CN 1H 3LTPHY NANTY | 1. APT 2. hE2LAJP 3. hAQB9P
h129° X718 MbI° MLPM. POLPN? 4 . 4PLT REEALID/ dRAN PATGR
H72 | pU-+ @L9® PRCAN 1H 3LFP/ NANFP NIRGR | 1. APT 2. h8LAJD 3. AAMPI 4
AT MNP AN, NA- PO.PA? . 4PLT RELAUIR/ dPAN PARYD 2- ANUPY
meL 74 £YS.
H73 | ng®7 qeyt aoyq e 1o N29°7 ARy ATPMPID AN, AR 15 . ... A
AN, MAETY P7IARM.? NN &M
............................ B
UAT9R 9RART PANM MCLULE S N VEAAS
....................... C
NN+ ATOMT
WG, D
@A RAT AT .E
hy2.a>% Amé
SRR,
F997% A18ALINT NANT D AT
AT8AUTIN. . G
APNT/ NG RAPRID . H
ANEAT ATBALY
N L T I
AA X
L74 | Ay DAGREARLP 1H NALBT™F 9NL- A2
DYFIF AMLST: NIy dLan/ i popq- | OFTRNIA G- oo e oo
A B o b L
L75 | hah+Am PHEm, 1o ACAP NAREans P 1H, 1 AL &PLFINCH 2. AATRIOT INC
PINE- 2 TTFIFT NPRCTH PHLRMPMY &C1F 3 . +FAR M 4. +128 1NC
PaR7ARM.? 5. +2&4PAL
L76 | 2T PUY@ hamy IC INC? 1. NA 2. @12 38F 3. Ahtame
4. AOF NAAN ANA 5. PFIRUCT N
m3e/ PANNN, 6. P3eg
NA+AN
7. Hoog 8. A1918/ PHL ;P AN
9. AA
L77 | AChP NH AL IC PING- 49 T TIF NEEA™ | NQODF - o o oo oo oo

AAfN/ AH A@, AYF Ga°F INC?

A.  hAt NOL PAA

B. +0PAAL 6.2 INCTY

C. 1-2 9% 2NAM% INC
D. 3-59@m% 2NAM% INC
E. 5-10 9a®% 2NAMT INC




F. N10 9a®% NAL 2NAM™Y 1NC
G.  &9PT ARRAJR APAN PATYD

L78 | AAGRT LAPTO. PINL- 20 AT THIT 385
NATS ML AAD. AGH NMID BAPPA::. ALFTF NHYF
h"z%”i:ﬁ:f" ATT AL 385 IAAA 2 LI NH LAage T
NALI AAA 299° Nt A78M.9™ N 50 NAL: AN FDNT
NAheOFP 2% PhA h+APLe @ILF IC 1o, A
APcreT AL LA ATPSH Pan L AT, PAG™. 2
L79 | Y97 NINSG 11 ATFP NANTP @LID NANP 1. AP 2. h&LAJD
M™Ye 385 +at+m, YNC? 3. MAEF NAIETT heF4.9 4 .
AAM,P IO
5. 4925 h2LAU9R/ ADAN PATGD
L80 | U7 NiNg 18 2UTT F+IhA AL+m me9m 1. APY 2. h2 LA 3. hAML®9"
ngo+m, 1NC? 4 . 4PLEF ARRAUID/ dRAN PAFIR
H8L | PNANAP ASTH NNF@. NA +MF+@, POLPA? | 1. APT 2. h2LA9D
3. MAET NATETT heF4.90 4
AAMLPID
5. £$LT hLLALIR/ ARAN PATYD
H82 | e&cN 10 NANFP/ 385 2UTY Mt AhLT 1.hPT 2. hRRAYD 3. hAMLPYD
meI AT PM.PA? 4 . 4PLT ARLALIR/ dDAN PATID
H83 | PACNP PUr NANFP / PRCN 1H ®IL 385 | 1. APY 2. h2 LA 3. AAQ.B9D
NN+AN/ OAE NeNn Lechnt INC me? 4 . 4PET RRLALIR/ dPAN PATYD
H84 | NANL++ hAA @18 IC AhAP &£NeN dhm | 1. AP7 2. h22AJ® 3
+A4Fe /[ +enen PP yNC? AAQLP D
4 . 4PBT ARLALIR/ dRAN
PAT g
h&d 4: PNANT mLNEN HYNA
A85

P N+ATY A&+ 11T AINAFAL:: NDYE NUSL NANFTMY AGRIRH+F Mmé 9oNT LT APLM.
PO FAM NTN+AM NPHFM YM.? RATHAYF KATRNMARLY PACAPTY UAN L7174 ?

Ye
[

No

A) PNF AP ANT NTLPLN AN WCH NAMGPSTF AT FF Mme, 1

oY et 1M

wWwZzo

B) AfrT NAFHHF AT 3% mé. 9oRYPF 10

C) Afr IC PANL- £ AT F1F AN, NATF ATRIR 7 M. g7 PF 1M

D) AA PAYF 38T AT8AM NPT AT F+ Mmé. N7+ 10

E) Aft 7% AL LANI® NA NMIMET ATRIRFT md. 9o P Ym.e:

F) % AAUFPT LI 1M AT+ Mé 9oRTPY ja.::

A I e T

NININININ

WWwWw w|w
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A86

£ ATETF ANANFF@ P1NL- 49 YT AN ATIAT hTLh+AD. P MY
£FAA?

a) NANE NALATF PINL- 20 TFIF AN, ATIAT TFAAT::

b) NA ®ma hmm PINL- 49 ATFIF AN ATAT FFAATF:

c) AQ hFaeaF paNZ- 20 9YFF AN, ATIAT FFAATF:

d) NA hARN&H NIRAAT PaNL- 20 ATFIF RN ATIAT FFAAT:

e) haNF mea AA AT 38T PRLT hMZMLTF PINL- 20 T TF7F AN,
ATAT FFAAT:

S
NN NN
wWlw w| wlw

f) NANE ANAHC NAF T T4 NANT PINE- 27 97T AL ATIAT |1 | 2 3
FFAAT::
+A4F4PT NANL
H87 | nmaAL PUr NA/ PPCAN 1H MTL 35 Py n+ATT Yes | No D
CONT +tmPLtm, P P i: N
a) NAAMN 7 Qfe Ui 1 2 3
b) NA ATE ¢ Qe Ui 1 2 3
c) NARTE 19T mEgR 1 2 3
N+
d) NA AN =TT LR 1 2 3
ht
H88 | nmaAL PUr NA/ PPCN 1H @MYL 327 1. FAR RAE 2. A187% 3. UA1H
INL- 29 TR ATRT e AT8ANT U 4. AImPLI
+mPL+Mm P HAIME, 9OF PUA LH? 5. 98T hELAUIR/ ADAN PAGD
H89 | PU-+ NA/ PRCN 1H @YL 385 IC NINLTU 1. RAE RAE 2. A187YL, 3. rA1H
9YRF 9o PUA 1H 10 PHLNENTFU-F? ( Nt 1H)
4. ARAQLPIR | AANF@LAGD 5. {987
h2LALgR
6. ha+enenige
L9 | AT AR +ARCIRLPA? 1. APT 2. hRRAJD 3. L L7
A2 LAURIR/ dDAN PAGE
LINF@ AT A2 7HAEN NPT NF EMLd:: NAT AL 19 NP @ mPE 98 LUS.:
HOL | NART A2 9PCans. mt ANANTEP 1914PA? | 1. APT 2. h2LAJD AP NPy @e
93 pUSs.
3. 4PLTF hLLALIR/ ADAN PAGE
NAAT A2A 9oCaR4 Mt ANANFP AdRYIC 1. APT 2. ARBA® 1,2, 3@
L92 | xp48. 102 28,
3. 4&PLT hELAL-IR/ AN PAGE
NART A4 9oCaRL MMt ANANEP AMFIC | 1. WAt $5F 2. AIE ARYE 3. AL
L93 | 9o pna 11 L BEPH? oc 4. 3A9°13+% 5. 6
A9RTF 6. N6 ATRTF NAL
L9 | NANAP PACAPT AT AN 9RCARL MT 1. AC8F AMT 2. ghNF 3.

AT NBA PAPM. JPAR AL 1NC? L1473
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4. met /MY
AeZANF

6. NAGM BT AN ANTTRLE

7. NATINZA@I hOET FCh MPT

5. N1ANTE mt

8. &/ C/1Ch AT™INGTFo 9. AdRgRFF
ANE.GET
10. AGR+M ANL T 11. +o%

12. 9NL- 20 AT +0F

13. AA9NL- 0 RIC DAL 14,
AAMLP IO

15. 2N+& 1o, 16.

L95

NNANST IC PAML Y FIF PAT AN M
N7AZ N2A ML M +$PZ MLN ML amE?

1. e
P+PL 110
4. PAg®

3. o9

L96

NART AR QMFT AAA AM 7912@. 1NC?

1. APY 2. ARLAJR 3. £ LT
A2 LAUFR/ dRAN PATE

me
98

L97

NPT AL 9% ALY ACBF A1 +M INC?

1. °AC A0
3. a8

4. HAGRG/ oLy 5. AA 6.
goyge

2. 771N

L98

L99

h&A5: ALY MLy M CNATA:TCTAANT He e ANTLPT NAT?

NMI® NNE DPRPTT MLPLAL:RUTYT AR1I14FT Y AT8NTIPT A 2LT?

AR LRE?
1. M4/ arAhge
2. M/ ne LAUY
3. +aPANL/ ARTT PAGR

R NITAU!

mee|:

MS BAMAT? AR - - o m e

NPAPT P MPe a2 M L&F (In-depth-Interview)

2NAA: AT NMARSF HY AR DA ATHF MS

AT PhRMT +IPNZFMY AL PEAA mTF APNLET ATIEAT: ACNP NHU MTF ARA+E ATE

At OM NOLA +CMPA=ACNP POR.AMD ABZE NA™A NMAMLC ATL PH ATHZITM ALAIAU::

PACAP N9® mLIe PLIngP 48Pt
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NMIFMI® AGF OMLeT [ MLL+T AMKLM -k Nt AAPF: N+ T35 M0
AGRARAD PAYL AT APMESP PADHAA APNF AAPT: ACAP PAULAMT TYITMID ARAN +eNLYT
AAM.:2YU AT PR AMT ARAN Fnhd 10 MLIR NU+T 1M AT ARBAGR: AT81E AOMEST 77
ANNE BFAA: 11C 17 NiE AT T4FMT AMOLT AL IR AIMAY RILPY 10, PR G794
NACNP se9°C AUAT® AM. NHU 8AA MG dPA+E ah A4 NL PSFM PAUNDY NPT ACNP
NHU ®GF aA+E NATEEL Ak AdeT ATHTF MM 1M MPE AAPTH?

LU MEP ATIMTPP 45 LLP ALE LTFAA:MPRMT ACPMPSP EATHMA?

PtMmPe ACPMPSP PAML NTRIRTF

1. AANTTIR:: +AFL M7 PARNTR

2. ANTTAL-

AUT NACHP IC ATRIIIC e NS 1007

ACNP AT AL N4 N&A AT1014AT:RUTYT NEA DLMFA MLI® ACNP PMMCM-NT AA N&EA hA

P h+AMY PATRITF PR MPLM, £O™A
N&NA@ AGPA+& NHU NAL P+94.M7Y PATRIRTF LT+ TINNT A ITMAL:

&CT9:

217



Quialitative study section for women: Semi-structured questionnaire for an in-depth interview

1.

11

12

NA ACNP +TR ATIDP ALAIAL? RENT FIPUCT +NFTAPA?
i . PORPLP AECA P YD
ii. AF AAPT?
i, YT ATST PAAGA?
iv. 9@t PRRATFA?
NA NANEP AT914% BFAA? dREADL P AL +79F? aDF jm, O+ IN+?
NANTP 97 LWiA?
NNANEP IC LA FoIC A% j@. PEADLM.? RU F9IC T°F PUA 1H 8147
U FoC P+ARANT @EIR PNANT TH AA?
NACNP TUNZAN NNA JC PTLLZ ANAR NN/ N/ <1t RAA NA AT914% RFAA?
NCAP ML®FA? ANAR NN/ NF/ et aRET 0% +hA+?
APT NNANFF@Q/ NBLEFFM TNL- A9 ATTEIF AGRLRIE £728A7 N9°Y LY W52
NFAFFUL oY @7 ym, PoNZ- 0 7 TIT  ATSTIORE AT 927 PUA  1H AR R9D
PN MY 1O? OIATF AT PINL- 49 ATFIT NRLATFTS AT8.PLCTH PR1ESA?
NACAP aUNZAN NNA IC P/ PR N/ N 16t TRAA NA AT9747 RFAA?
NCAP AL ®FN? 23R NN/ N/ 16eF AREST 0 +NA+?
MPF LRM MY IM? PFP MLI® ANAR NN/ Ut/ et (&R NANRTFP/ PNtAN
ANAY, ACNP PR Pmdt AM/ ACNP PMPMET AM.) MmPF 8T, AL P+@ALM. 11C
oYY Y2
AT NSt N3A Pa9LIMAF@, FoC TRIEY 1M? (LR ANAR, NI- ANTR, TUNLP?

NANA® NN/ N 91t AL P+Z4F AL T 1ML dRedgD ©FAN?
NP NN/ Ut 916t ALI P+l4T AL T P10, aRddgD 2FAA?
PANAR @ELID 2P NN/ Fhd/ 996t NLIMIPNT 1H  PTANZAN: FRAR Io3eT

10?2 NANMY BNk <160etT ATPNANA T +8477
T4 e+24FT AGRCST 9o +8272  BUT MLF T NLLT 1M PMFTARAM? et
P+Z4FT ATRCET PATHT £J4 1HMCN AA?
LUTT FIC AMPRLE 907 TUNERT UIR A1ART AA? (&TFN: MS, 7AN, UIR I°nCE
MUNEP F°NNC) BUTT ATAIART PARLAMMTIM? U DT ATLT AANA TAAA?
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13
14
15
16
17
18
19

20
21

22

ACNP @ALF NAPM- NBA ANAR/ PFR D Pt T9C +NNAA IHANAAL MRI® ATRING 1007
ANAR/ 23R T NACAP ANAR M7 AL +8%F 1NZM? NI°Y L5%F ARy L7

U ATR&Y ACNP ACNPT NTLAMO. 99°F AL 8T hAML?

NPANP LU NABTP AL AN+PRP/ +8%F INZM? NIR7Y 94 LYF aDy 22

U Mt ALFANP PAAAMNTT NAPhANA DL ME ¢ AT848. +8% INCMm.?
BU Pt ALTPT MLID HAPRPY AT8LINE/ AT8L15F ANTFIZA? ATST?

PACAPT F9IC NAA A JC +@ PR+, POLPA? T2 FRAN AM-?

AT APTF ALLCFATO. POULMSF +enie 11C INLPH?

oY +enTE 110 NLRCFATO £48PF INC?

L ACNP U3 ARAN BNAST AAAT AST PALAMF 92NC NA?

A1 AFTF TF@ 277 aPA FOCTFT hNAF@, JC PERGH?

hAT AL IC NP4 APT PHHIE COMLP

ACNP NPAM AL ATT PAT ARN JRCAR4L MMEPT ANANTP ARIIC M4 10?7 BUT ATRT
hk? TR

22. A1871L AT PAT ARN MMFTFMT APMAL FA PTUAF ATRY LAPAAPFA?

a. PMICT/ ART TC&9° AGPAPA AN, PMAT ATRIET 10?2 b, AT87L AFT M FTFOY

ADPNA ATRMNF POY PaIHM. 17T 9RILT Y0, 2

23.
24,
25.
26.
27.

APT ADTE 385/ NANT O.MFFOT ATRYIC I°F 1H OF 102

ACNP A@TE 325/ NANE ATRYIC NEAT ATET PNLEA?

KT AEA NRI® AT AT8ANT ANANY / 3858 N+574 NBA P9,PAPM. 17C T2 LY 1@, ?

AAA AT @, AT DA AT AN M FTOYT AGRYIC PARLATFT ?

R ARN NRI® @AM ATSANT ANANT/ 385 N+T74 N3A 927 AhAT BFAA?

&NA NCha NULLF FRAR!

28. AFF AT ARN NLI® MND ATSANTFE AAAT NPT NT574 927 ANAT £FAA?

29.

N ART TCo¢9° OILF AT18T +AT4PA 2 @12TF AFTT NACTHT LHLTFO 0T AT ALN

A0 9P4 PNLF A2

NANM-T LH AAITAU!

Annex I1: Questionnaires for Focus Group Discussion

219



MT EAPAT? AR - - oo £NAQA: AT NMAL S HY AR AA ATHTF MG
AT PAhLMT +IPAZFMY AL PEAA MTF APNYLET ATITAT: ACNP NHU M5t AdRA+& ATL
rets 6M NOLA +APCMPA=ACNP PTRAMT ARLE NA™/ NTAME ATLTLH ATILITD ALAIAL:
PACAP N9® MLI® PEIRRP SEPT NIPII° +9Q9°L N+ARLTH ALPHI® [ ALARHIM-IR:
NMITOI® AGT dOMLRT / MLL+T AMERLMD  dx AT AAPF: N+tpTILI®  THT5 M T
AORADAR PARL ATFT PMES PADHAA PNt AAPF: ACAP PALAMTY MITMI® ADAN +PNLYT
AAD:LYU AT PARAMT ARAN FhAA 10 MLID AU+ 10, TAT AL LATR: A18T L APMLST FTR
ANNSB. 2FAK: 17C 97 NiE ART FILFOT ATOLT ATL IOF AIM, ALY 10, PO9.574%::
NACNP s=9°C AUA9® N NHU 8NN DF daeA+& dg NA-n N LSTFM PRNDT NPT ACHP
NHU MG aA+E NA TR L AN AdeT ATHFT MPT, 10 M PR AANPT?

LUTYT PMEP ATIMTPP 45 LLP ALE LFAA=DPRMT ACPMPP LATHTYA?
Pt+MmPE ATPMPP PAM. NPT
1. RANTITRIR: +AFL MY PAPAT
2. ANTRMAL
AUT NACHP IC ATRIIIC e NS 1007

ACNP AT AL N7 A& AT1I76AT:RUTT NG DM FA MEIR ACNP PMRACMNT AA A& NA

PN+ARY PNTPIRTF S MPEM. £a™A
N&NNM. AdPA+& NHU NAL PH94.MT PATRIRTF LTt TINNT AdITMAL:

4CT:

Discussion guide
1. NACAP  TunNZ+hAN  ATEFT  PImMacm  PMS  F9IC o187 1m? (&Fh:
NNAND/ N-NF N9sF, NMT / NNAF AL LATD)
OVAT o7 927t PATLAT Nhd @ETR BC1FT NNANFTOL AL ALRT™ BFAA?  47FA
TTHN TATA NP IANARE INL- 22 0B?
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2. NACAP TANZ+HAN NA ANAR NAN®/ Bhd st RAA A4S £FAA?  NACHP
hEOF? dEG 0% 1M ANAR NpND/ BNt Get, P+HhA+@? BU F9C NACAP ANAP
U AL TAP Abdd +RF AAD? NIPT GLYF aDy7 27

3. RUATET ACAP NAALNP PAMLT AORANNY (feel i ng): MRIR 99°+ A48 FA?

4. NTHNLANP PAM. 2P F7hA FPAA AAMT £FAA? NACNP hROFN?
aEg P 1M, 9P F+7hA PHhA+m.?

5. FThAMT PRZAM. MY 102 ARNAR/ PFR FI0A (&FR: PACNP NANT/ PA+AN ANATE
ACAP P9 P& AN BLI® PORPM&F SIANN)
et NLLAM, FIANT AL P+DALM. ACTPE FR1ET 1M

6. AFF NNARFF@/ NAFLTFM INL- A+ ATTFIF AGRLRI® RILSA? NIPT LY  Usa?
NUAFTFU a0YA @97 1@, PINL- A0 7T ATLFIADE AT 92 PUA 1H APLRIP ATRANT
POAID ? @ILTF APTF PIONL- 49 VTR NRLATT® AT8.LECTH PNILSA? RU ot
Mmeg™ FaC nthAt NzA NATT AL e+hA+@ Foc 1LY 10?2 (&Fh: ANARD NA-
ANTRIMINLP FICF)

7. NANA®R/ PR Pt Ptlédt ATLT P, dDRgn FAN?

8. 2UMPT a3LTFPT MLIR HALLPT AT8LINE/ AT8LITTF ANTIZA? ATLT?

9. 2UTT F9C A& PACNP TUNL+AN TRAR 21232 APTF ACSSF POR,.P71FT ML
C7CFH PMPRCHT P/ NPT 1M 2 FINAMT AGPhANA 927 aRR/9) AANT?

10. NP+ PH24FT ATRCEF P+827 11C P1ET 10?2 2U mAF ATt NTRCT 1M? hahd+t

P+Z4FT ATIANA 48 HIE PAFT £J& 1H®CH AA?

11. RUTY F9IC ATRRL& Y TUNERT UIPR A4 AA? (4R MmS, 7AN, UIP 9°hCE
MUNLP °hNC) LUTIT ATART PO AMMMIM? 22U Mt AT AAAA TAAA?
12. ANAP @LIR 9P F+TNA FoC +NNAA ITARAA BLI® NANT $L+A?

13. PLMPF ANTT ANAP MLID 9P FTNAT ACPhANA dR&FY ATYMFF LFAA?
14. P F+3nA NAONANA AT9C AFT a04 A PLCHF POYTFAT 11C BFELA?
hia¥t AN IC h M54 NPT P+HHIE Ao MEP

15. ACAP NPAM AL ATT PAT AR FPCARL MMHPT ANANFP ARIIC Mé 1M? BUT ATRY
A? &N
16. A187E ATT PhT ALN MM AFFMT APOAL FA PTLAT AGRT LAPAAP FA?
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a. PMTCT/ART TC949° A®PAPA AN, PTULAT ALY 10?2 b, ATRIE AFTF @m>Fm7
AGRPNA ATRONAF PTPIHM, 11T TO1LT 10 ?
17. APF ADYL 385/ NANY @M+FMT AGRYIC R 1H OOF M2
18. ACNP ADTE 325/ NANT ATYIC NEATF A1&F PNZBA?
19. AT AN NLIE AP ATBANT ANANT/ 38F N+§74 N5A PRPAPM, 17C 21L& Y@, ?
20. AAA AT @ AT DA BT AN M FTFOT ATYIC PAL AT ?
21. KT ARA NLIE MAM ATBANT ANANT / 385 N+574 NBA 927 ANAT £FAA?
&NA NCh NULLT FRAT!
22. AT AT AN NEI MAMD AT8ANFA. AAAT NPT N+574 27 ANAT BFAA?
23. NART TCIL9 MILT A1&T +AT4&PA 2 TAT ASTY NACTHT 1HPTFAQ OPF AT AR
A18,00/90¢ PNLFFA?
AAAGGTAL!
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Semi-structured questionnaire for service provider (In-depth interview)

MT LAMDAT? ATR - - o e 2NAA:: A NMALF HY AL DA ATHT MS
AT PhEeMT +IPRZATFMY AdRaC P8AA DTF APNYET ATIGAT: ACNP NHU mTF AdPA+E ATE
At OM NOEA +ARCMPA=ACAP PALAMT ABLE NA™A NTULAMDEC ATLTLH AT AEAIAU
PACAP NI° MLI° PEIRRP ¢85 PF nge39= +99°C N+aRLMe ARPHI® [ ARAPHIMGR:
NMITMI® AGF MLeT / MLL+T AMELM  axx Nt AAPF: N+ehTILI®  T9I5 M9
ATRARAN PARL ATRTT APMESP PARPHAA APF AAPF: ACAP PTULAM-Y TRITMI° dPAN +dNLYF
AAML:LU AT PARAMT APAN TN 1M MLIR NU+T 1M TAT ALLATR: A78T L aBMEST TR
ANNS. 2FAK: 17C 97 N ART FILFORT ATOLT ATL IOF AIMT, ATEPT 1M, PIR974+F:
NACAP s=F°C AUATR N@. NHU SNN meT A+ dfp NAA N PSFM PMNDYT APT ACHP
NHY T+ A+E NATEEP Ak AdeT ATFF MPT, 1M PR AAPH?

LUTYT PMEP ATIMTPP 40 LLP ALE BFAA=DPRMT ACPMPP LNTHTYA?
PtMmPe ACPMPSP PAML NTPIRTF
1. RANTITRIR: +AFL MY PAPATE
2. ANTRMAL
AUT NACAP IC AGR1I1C De N9T 10L?

ACNP AT AL N7 A& AT1I16AT:RUTT NG DEMFA METR ACNP PARACMNT AA A& hA

PN+ART PNTPIRTF S MPEM. £a™A
NsNAM. AdeA+& NHU NAL P+H94.M.T PATRIRIF Let M TNNTY AdITMAU::

&CT:

1. NHU +29° PACNP JALTT TP1ET 102
AFF 0L NZTU MBIR £Y7+E Ned PALaMNT PT I°NTF T°1L87T TMm?
PR+AN MLIP PFBC AJC TTNA NH F2F POLPA?

S

INEF PNAHAN FThA AREATMT AT TP PACAP ¢ NARLNT NPLHM. BMEPA?
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11.
12.

13.

AFF FThA ReZATMY 7CH NMPLCHNT TH R GRYF LA FRCIAFU?
JRLavsmy AT94-6 ATST FONTATU?

AFT FThA RCaRL ATINYLE Pa9 P oM@, FoC PRI J0, ?

PAFT P3P/ ANAR Mt AdPhANA A2AMT ONLPA?

PHT My ALYt PART PR/ ANAR Mt ARCIUM/ ATFHR. PR PA ?

ART PLLANTFMT Mt ARMPR ANAT™P £574.47

L 9°7 9RYF FRUCT NAMTFM M4 10 NAD PIRTA? FIRUCHT AT&T A15TU? ATHUTY

FRUCHT AT C7CF PRCIN DRI ACNP A +PA?

UJP PIRLADL 47CF NNARAL ANLT® ATYYTH 92 QL% Y2+ FN+AATU-?

PACNP +£9° NP4 9o PUA BUT APAA FoIC AANFDT APF A1A9AF £AMA? 2UTY hH
aOHeIN PARPH Y10 AA? ATHUY AGRADHIA $G PADADHINP ULF AA

? ARL APNL%AT RBFAA?

(PADADHINL R NT BMBR, Cdocrd DLPFI, AA POLPIH RATYLYF HA)

ACNP @EI® PACAP NA& PN+AN NNM/ hH 9ant ALLANFE. ASTF ATFAP
RTANNN BAMA?  FoIC PMEFQT APT 0L AA +£I° L4C PO FLCTHNT ABI1E AA?
APAM PADLE APPH UriAFUr NNAAN FThA P18+ AGRARPTE 410, A74%AF BSANT
CALC ATIELITITHPD AHPAR £94 APAMT Nk 10 NAR. PANA?

h&CN +8C A2C +7hA homFm. A+F +PPhe

14. PN+AN FThA PIMMF@ LINET / NA+PTT ADF+@, PRPA?

15.

16.
17.
18.
19.

BU A9RL NPF ATLADMG ACAP 9o A18LLTF AT LINTM 9°F AT8RLT R1914A?
RCAP Pag P&t NH TANZAN NS PR+AN NAND/ N/ st ARZANTFD AST AL
PARWL. 2D MLID AN AA? A9 SFM?  ACAP NAICH IC PAML VTIT 987
Tm.?

NNAAN F30A e+MeTT AT &A1 ATTEAT NAAT +29° IC PAM. $78T AA?

goy R Y IP7AA MLIP PAFE AR NGIPM JM, 4.0 0T PAAMM?

NACNP IC MW FT NALLNTT NUL MLI® HINALTFMTY 9o NPT 10, MMy PARAAMM.?
NPAMt PF+8C AJIC / 38T FInhA Peld- ATARAN URPTT ATANNN AR MAP/ FIC AAM.?
TR
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20. AChP NPAN ATT AT AN NLMFM MPLFMT ANANLFFO NTT74 927 9L5F IRAR
2AMmA NA®. PANA?
ARASTAL
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