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ABSTRACT
Despite the fact that there is a constitution téegaard citizens from any forms of

discrimination due to social misconstruction abélt/AIDS, peoples living with it,
continue to face various forms of stigmatizatiomefiefore the aim of this study was, to
assess the manifestations and experiences of Atl@a and discrimination in Addis
Ketema Subcity, Addis Ababa.

It specifically assessed how these experiencestaffesocial interactions of the patients and
service giving providers living in Addis sub city.

This study utilized social stigma theories (Goffma&A63) to illuminate the living realities
in Addis Ketema subcity and divulge relevant imations. The study utilized purposeful
sampling criteria and accordingly selected 50 pigdints. Data were collected using
qualitative in-depth interview, focus group disdaaswith pertinent samples, participant
observation and document analysis. Emerging data fnterview, observations and focus
group discussion were analyzed into themes. Owinthé participant’s vulnerability and
sensitive nature of this study, confidentiality wasintained at all levels and where it is
found necessary false names were used for alcjtits.

The results indicated that stigma and discrimimatwere visible in the sub city and
negatively impacted the social interactions andiydaiing of PLWHA. Because of lack of

empowerment, inadequate resources and mishandlswynteption of service providers,
PLWHA suggested that they receive limited suppod &sues of stigma and discrimination

were poorly addressed.

The studies however have shown that support wasatrin enhancing social integration of
PLWHA into the public arena. Based on the findirighe study, collaborative effort and

policies are necessary to enhance effective intie aimed at reducing stigma and
discrimination in the sub city and for directingvgonment to prepare community based
policies and practices towards improving the rightiving, empowerment and support for

PLWHA.



CHAPTER ONE

INTRODUCTION

1.1 BACKGROND INFORMATION

Plausible to say is that, stigma and discriminatwmolved parallel to love and affection

along with, and on the courses of co living of hasa the community.

However, in his booKStigma: Notes on the Management of Spoiled Iderty “Goffman
(Goffman, 1963) has explained “Stigma “as a qualitgt is discrediting “. Hence, an
individual thought to possess that quality is usetde considered as unwanted in the public
eyes. Emphasizing this assumption, that beingmsidered as dangerous, bad, weak and to
the extreme not human (lbid.,)

Thus since the eruption of HIV/AIDS epidemic in D8&imilar social implication has been
attached to people living with HIV/AIDs (PLWHA )@fh associating it with immorality and
other practices. So, as Parker & Eagleton righalg,ghe difference that is shown in the acts
of discrimination that often is followed by stigntiaereafter is directed against specific

groups and individuals.

Taking the argument further, Jonathan Mann who theshbeen the Director World Health
Organization (WHO) has demonstrated three phaséshwHiV undergoes before getting
established as stigma. These phases are the fomiti iake before its full recognitions,

gradual development into AIDs and the third phas# inportant is, its characterization by
high level of stigma and discrimination which atime has been common to the global

AIDs and challenge as the disease itself (Mann7)L.98

Over decade later, that stigma was a persistintieciuge, over which the global community

was summoned to engage in severe action to comnilaitl,)

On similar fashion, Brown ( Brown, 2003 )insistéatt HIV /AIDs as pandemic has evoked
a wide range reaction from individuals, communitesl nations from sympathy and caring

to denial, fear, anger and avoidance (lbid.,p.48%eed, AID stigma and discrimination



exists world wide but differently manifested agocountries, communities, religious
groups and individuals.

Stigma makes it more difficult for people trying ¢ome to terms with HIV and manage
their illness on personal level and also interfevigh attempt to fight the HIV epidemic as a
whole. On a national level, the stigma associatéd HIV can deter government from

taking fast and effective action against the epidemihile on a personal level; it can make

individuals reluctant to access themselves to Hifihg, treatments and care.

Asserting this fact United Nation Secretary Generalne of his messages to international
community have the following to say.

Stigma remains the single most important barrieptblic action. It is a

main reason why too many people are afraid to segdfictor to determine
whether they have disease to seek treatment iflsbelps make AIDs the
silent killer, because people fear the social cisg of speaking about it,
... Stigma is a chief reason why the AIDs epidemititues to devastate

societies around the world ( Ban ki Moon, 2008).

Actually, stigma and discrimination of PLWHA is eittbred by ignorant about the disease
and misunderstanding about HIV transmission verarg$ limited access to treatment,
report about the incurability of the disease aears and prejudices relevant to socially
sensitive issue, perception that HIV/AIDs is a lifeeatening disease with commonly held
view that PLWHA as invading agents( Varas- Diaz20€he difference which evoked

various forms of negative treatment including sbelalusion. The metaphor of early AIDs

such as death, , punishment, guilt and exclusiorsevied these fears ,reinforcing and

legitimizing stigmatization & discrimination( Ibig.

As a global phenomenon, stigma and discriminatisunally occurred at various settings: at
family, community, religious organization, work p&s social service centers and
educational institutions (Nwanna, 2005, Nyblade &rC2011). However, as Avert (Avert,
2010) argued, stigma and discrimination are matgteslifferently in different countries.

Even within the same individuals and the groups,réfaction to HIV/AIDs varies. In some

countries AIDs stigma was legalized by practice lfkrced testing and treatment, forced

2



disclosure of one’s status and forbidding entemegain profession including exclusion
(Hirer, 1999 ). But important point worthy of nagins that, HIV/AIDs stigma itself is not
static. But through changes over time with infaatitevels decrease and with the increased
knowledge about the disease and increased tregtmlevibusly the static nature of the

disease could be changed.

Infect, White & Carr (Wite & Carr, (ibid.goncluded that, stigma and discrimination impact
physical and emotional wellbeing of PLWHA and cansntly negatively affects their
strength to adaptation to disease and adjustmestatdis. Having shared this conclusion
Parker & Eggleton (lbid.)stated that, stigma & discrimination are one oé timajor

obstructions to HIV protection, access to treatmesate and support and vocation.

In order to facilitate positive attitude and aceeype of PLWHA, some government and non
government organizations have initiated educatipfeals that involve PLWHA as a way of
creating awareness. Although these efforts areneway or another has contributive role,

still much remains in this regard.

Similarly, HIV/AIDs related stigma and discriminati have more serious consequences in
health care settings. Service providers are exgettieprovide social and psychological
support for the People Living with HIV/AIDs. In deloped countries where social facilities
are amply found, economically self reliant, awassnabout the transmission of the disease
is high; the impact of the problems of stigma anscrimination is minimal. But in
developing countries like that of ours where thare no sufficient social services, Social
service providers themselves do not have much ledyd about the ways the disease is
transmitted, there have been many reports frontlheake settings of HIV testing without
consent ,breaches of confidentiality, labeling he¢r harassments, gossip, differential
treatment are common. People who feel stigmatizeldalth care providers face problems
in getting tested for HIV and accessing optimalltheaare services. The fear of stigma

impedes prevention efforts including discussiosafer sex.

Being that as it may, one study made in South \Wésibpia, in Jimma (2011) has shown
that there was an estimate of 1.2 million PLWHApirevalence of 2.4% among the adults

and with significant heterogeneity between regiostates and population groups. It was



found that major transmission mode has been hetewas which accounts for 87% of the
infections (lbid,)

In Ethiopia, although the first HIV/AIDs was evot¥énto generalized epidemic in 1986
which compelled the establishment of the Departroéihe Disease Prevention & Control
in 2005. Ministry of Health (Ministry of Health Ref, 2005) awareness of health service
providers on issues of stigma discrimination isimad. This undoubtedly has impacted the

persistence of the disease.

In Ethiopia, stigma and discrimination have taken-share in influencing negative attitude
toward PLWHA at personal and community level, dfedent places like schools, work
medical service areas. Confirming this premisefdinemer president of South Africa, Nelson
Mandela on one of the international forum has rduaaly pointed out that “ Many people
suffering from HIV/AIDs not killed by the diseaséself but are killed by the stigma
surrounding everybody who has HIV/AIDs”( Barceldbanference,2002).

Addis Ketema sub-city is one of the ten sub-citreAddis Ababa, densely populated in
which are living substantial number of PLWHA. Ptosthat, it is at the center of market in
Addis Ababa and usually known as ‘Markato”. In tlsighb-city, from 2009 — 2014, it is
estimated that 30519 peoples were living with HINDA. However, we do not have any
static data for the death for the fact that eitther Addis Ketema Health Office or the
HIV/AIDs Control & Prevention Office lack Propergistered death account.

Thus, this study has specifically assessed theatadrigin of stigma and discrimination and
the impact of the practices on People Living wittvViAIDs & health service providers and

has recommended also ways and means’s to mitigatenpacts of these attitudes.
1.2 STATEMENT OF THE PROBLEM

Health care providers, people living with the HIVDS and family & the community each
should play active role in mitigating the impactstigma and discrimination that has been

perpetrated against people living with HIV/AIDs.

Above all, Health care providers need to be armid tle correct knowledge and have the

right attitude not only with medical support of thisease but also the psycho-social issues

4



affecting peoples living with HIV/AIDS, because yvhelay a decisive role in HIV
prevention, care treatment and support. They shaldd aware of the stigma and
discrimination and how these social issues haveathayy impact on the victims'. Few
research done on the issue have shown that nungeseavice providers working service
providing institution in Addis Ketema sub-city laskifficient information and knowledge
and exposure and often comprehend HIV care antiiezd as’ end of life care’. They have
not gained sufficient experience that people livivith HIV may require holistic approach,
support and care long before the onset of the leisiigns of AIDs (Health & Development
Network, 2006). Without such profound knowledge anelparation health service workers
often rely on their religious and socialization kground as referents for dealing with the
HIV patients and this is not adequate to deal sihcg obstacle and hinders their attitude

towards and perception of the HIV victims'.

Similarly, as the result of the weakness of thevabmentioned actor i.e. the family and
community are not well aware of the ways in whilsh tisease is transmitted and also have
erroneous prejudice that the disease is incurahiehanecessities the exclusion of the HIV
victims, attitude of which developed to stigma ahscrimination. These made desperate
the victims’, the family and the community and madssible the survival of this epidemic

disease.

Last but not least, laws and regulation relevardtigma and discrimination have not been
taken down to the grass root level of the patiestgjal service providers, and family as
well to the community. The absence of clear pddicier mitigation of stigma and

discrimination have created fear contagion ,laclsalf confidence and get hidden behind
the curtain of the disease. Moreover, the recomiaigos of few studies on the problem

have not been put to practice these factors metiMvtite researcher to conduct the study.

In Addis Ketema Sub city, the community has oftégnsatized and discriminated People
Living With HIV/AIDS and invariably held moralistiziew that PLWHA were sinners,
promiscuous, unfaithful, sleeping around, and taka& impurities. Ignorance and
misconceptions of the people and fear of physioatact with PLWHA in the words “fear
of infection” which targeted gender and poverty dn@xposed women and poor people to

more stigma and discriminatory practices. Thesetjpes are manifested by ways of name
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calling, finger pointing, teasing, ridiculing, ldbey and blaming. There are also other forms

of stigma like self stigma, self blaming, isolationeself, stigma by looks or appearances.

In the sub city the rapid increasing destitute Al@fBhans are not only at high risk of being
exposed to stigma and discrimination, street pfestitution and other maladaptive behavior
but also have become the main route for the sprdadHlV/AIDS. High degree of

vulnerability to HIV/AIDS, STDS and other sexuapreductive health problems were high

among adolescent & school aged youth which allliexacerbated the situation.

To make PLWHA productive citizen and free from HADS related stigma and
discrimination, the most important effort that slibbe done is reducing HIV/AIDS related
stigma and discrimination practices, through intemsesearch and strategic solution should
be sought by providing continued sanitization etiooafor the community on the
detrimental effects of stigma. Besides, It is onlyen the recommendation at hand is cross
checked with new findings and implemented thatt the welfare, and the security of the
community at grassroots level is kept and constdalahat the change of such attitude is

affected.
1.3 OBJECTIVE OF THE STUDY

1.3.1 GENERAL OBJECTIVE

The main objective of the study was to assess dbetal outlook and social service for
HIV/AIDS patients and to recommend ways to comlansga and discrimination. It is

important to quantify them, to understand their magles, to explore their associated
factors and to explore how they vary across growgedfings and cultural contexts.
Furthermore, no single published study has adddetbseissue of HIV/AIDS-related stigma
and discrimination amongst the societies &healthgaoviders in Addis in Addis Ketema

subcity.

1.3.2 SPECIFIC OBJECTIVES
The specific objectives are the followings.

» To assess experiences of people living with HIV/APLWHA) in the selected

woredas.



» To assess experiences of health service providetsaling with HIV patients at
health facilities.

» To assess the experiences of family and commutithe people living with
HIV/AIDs.

» To asses and explore the forms of HIV related stiggnd discrimination in
Addis Ketema sub-city and to provide scientific kxyations on the issue.

» To critically assess the current strategies anctipsl those prohibit HIV/AIDs
related stigma and discrimination at health fde#itand other social services
institution in the sub-city.

» To make recommendation based on the findings

1.4. RESEARCH QUESTIONS

In order to analyze the major issues raised in gpecific objectives of the study, the

researcher used the following guiding researchtopres

* Do people perceive HIV related stigma and discration to be a problem in Addis
Ketema sub-city?

Do health workers stigmatize and discriminate Peopiving with HIV/AIDs
(PLWHA)?

* How do people living in the sub-city perceive Peolplving with HIV?

* How do Health workers perceive People living wittvH

 What are the shortcomings in the efforts to redsitggma and discrimination of
PLWHA?

* What possible solutions should be recommended?
1.5 SIGNIFICANCE OF THE STUDY

There are many researchers who conducted reseathk areas of HIV/AIDS particularly
in VCT, care and support, attitude and behavionainge of the youth toward HIV/AIDS.
However, there is a gap of research in reducirggretiand discrimination on people living
With HIV/AIDS Due to this reason, the researcheswativated to assess the outlooks and

impacts and ways of reducing HIV/AIDS related stegand discrimination among people



living with HIV/AIDS, health service providers, falp and community. Moreover,
assessment of the practicality of the policiesass this regard was very important. The
recommendations of some research conducted on dbees have not been also
implemented. In fact, there is increasing accusatimwough intermittent reports that health
care professionals stigmatize and discriminate Reloping with HIV by refusing provide
care and treatment. Along with that, people livimigh HIV/AIDs do complain informally

that they are not only discriminated by the comralone but even by their own family.

I hope that this study will provide a baseline figiure studies by the relevant researchers. |
have also assessed the impact of stigma and disation for persistence of the epidemic
and policy issue which requires assessment. Thissament will contribute to reduction of
the stigma and discrimination and may call attentdd government and nongovernment
organization to give special emphasis to the acdagigma and discriminations and may

also assist develop new intervention methods.
1.6 OPERATIONAL DEFINITION OF TERMS

The following are the definition of selected terased in the study.

0 AIDS: Acquired Immunodeficiency Syndrome. It is thenmbex of symptoms caused
by HIV infections, which results in progressive E#n of the immune system
leading to opportunistic infections. Certain typ#sinfection must be present for a
person to be diagnosed as having AIDS. A persorbeainfected with HIV for years
without having AIDS. Having Aids does not mean sdydy has AIDs

o0 Attitude: A tendency expressed by evaluating a particemaity with some degree of
favor /disfavor (Eagly & Chaiken, 1993).

A learned evaluative (like or dislike) responsa®ctied at specific objects which is
relatively enduring and influence behavior in a ggally motivating way. It is
relatively enduring and is similar to personaliyit (Lipp, 1990).

o Confidentiality: is the responsibility of VCT counselors or healtrec workers in
keeping the secrets of People Living with HIV/AIDSonfidentiality is essential for
establishing and maintaining client trust. A prevadpace should be used for all

discussions of HIV related matters particularly HBgt results



Discrimination: which can be expressed as both negative attitwdeparticular
behaviors or action, is often described as a distin that is made about a person that
results in their being treated unfairly and unpyugih the basis of their belonging, or
being perceived to be belong, to a particular grdtgyr example stigma can lead to
prejudice and active discrimination directed towpstsons who are actually, or are
simply perceived to be, infected with HIV, and thecial groups and persons with
whom they are associated
Forms of Stigma: Stigma is divided into four parts. These are:
Social stigma- Isolation from the community, mogkdoses of social role, lose of
standing respect.
Physical stigma- isolated, shunned, abandonedraephlving space and eating
materials.
Verbal stigma- (Gossip, taunting, scolding, labglin Africa: “Morning Skeleton”,
“Walking Corpse...”
Institutional Stigma- Denial of health service, eom jobs...etc
HIV: Human immune deficiency virus that is transmitfiedm person to person
through the exchange of body fluids such as blgethen and vaginal secretions. This
is most often associated with sexual contact batatso be transmitted by exposure to
infected blood through transfusion or sharing negdb inject drugs. HIV is the virus
that leads to AIDS defining illness
Informed consent is the process during which the client receiMearcand accurate
information about HIV testing in order to make aformed about whether to accept or
decline testing.
Perception: The process used by the individuals to judgetithiés ( stable internal
disposition ) and characters of others It is anem$asl part of everyday social
interaction (Lipp,1990 )
Prejudice: A negative judgment that is often unwarranted msndased on a limited,
insufficient evidence (_1bid),
Qualitative Research Method As defined by Patten (1990) qualitative study"is

detailed description of situations, events, pedpleractions, observed behaviors,



direct quotations from people about their expemsnattitudes, beliefs and thoughts
and excerpts or entire passage from documents

o Stigma is defined as an understandable or discredititrgpate that a person’s or
group posses that result in the reduction of teasgns or group’s status in the eyes of
society. Stigma can result from physical charasties such as the visible symptoms
of a disease, or from a negative attitudes towhed behavior of a group such as
homosexual or prostitutes

o Voluntary Counseling and Testing the process by which an individual under goes
counseling to enable him or her to make an inforrmledice about being tested for
HIV (The National AIDS Council Secretariat 20003)p.

o Window period: the stage at which the virus is introduced i@ body, it could be
followed by an acute disease stage which may passticed, as symptoms are non

specific.

1.7 LIMITATION OF THE STUDY

There were some problems that hampered the detdileg of the dissertation since there is
lack of previous studies on the topic and moredkerreluctance of some staff members to
give the needed information regarding HIV/AIDS tethdata because they didn't want to
reveal their clients information without the clisntonsent. However, the researcher has
exerted all efforts to find out the vital informani for the study by building a strong
relationship from Addis Ketema subcity Health CdfiddIV/AIDs prevention and Control

Office and the 4 targeted Woredas Office serviawiders as well as the client themselves.

Despite all the efforts made to accomplish the ystgsdme practical problems or limitation
were expected to appear. The sensitive nature WAHDS and its related stigma and
discrimination created challenge on the researcheing data collection. The first
challenge was the high expectation of incentivesnfiPeople Living with HIV/AIDS for
interview and questioning session may challengdy fatcess to get the real data. This

problem confined the research work to some ext&uit the researcher exerted all possible
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ways to lobby the study population to get the rigifitrmation and to minimize the sources
of biases.

The second challenge was that there was no updataegrehensive data on attitude and
perception of the samples in health service progadinstitution. Moreover, since one of the

modes of HIV transmission is through unprotected @ople in Addis Ketema do not talk

openly about sex. So the information provided liy tespondent may not be accurate for
the privacy nature of the issue. The much inforomatollected is obtained from young

victims as the adults were reserved from speakpenky. Besides, the researcher couldn’t
get access to audio record information in whichhsuoportant data could have been

omitted.

1.8. ORGANIZATION OF THE STUDY

The thesis is divided into six chapters. The faisapter deals with the introduction of the
study. The next chapter reviews related literatufidee third chapter is concerned with
research area, research design and methods. lacgudrg, the fourth chapter deals with data
analysis of Qualitative and Quantitative studidse Tifth chapter deals with discussion and
findings. Finally the last chapter is on conclusamd recommendations. At the end is found

bibliographies and annexes attached.
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CHAPTER TWO

2. REVIEW OF RELATED LITRATURE
The purpose of this literature review was to retréleeoretical findings on HIV- related

stigma and discrimination globally, regionally aimd the local context with particular
emphasis on the topic:The Assessment of Societal Outlook & Social ServeeFor HIV
AIDS’ Patients: The Case of Addis Ketema Subcity”.

Indeed, the study does not bring to attentionwdiht has been written on the subject but
rather highlights those pertinent issues and asepsejudices which contribute to stigma &

discrimination.
2.1. KNOWLEDGE OF HIV-RELATED SIGMA & DISCRIMINATIO N

Many studies have shown that People Living witt/#AIDS (PLWHA) face stigma and

discrimination in the family, community and in hisasettings. Many studies have
documented stigma associated with HIV/AIDS in comities and also stigma experienced
by PLWHA at health facilities. Studies conductedindia and Mexico provides evidence
that PLWHA have, in extreme cases, been physicattpcked or murdered in their
communities. Stigma can lead to discrimination atiter violations of human rights which
affect the well-being of people living with HIV ifundamental ways. Violations of the
rights of those living with HIV have been documehteoridwide included denial of medical

care, breaches of the right to privacy and diseration in health institutions.

Stigma and discrimination may occur at various levehere is discrimination at household
level, in the community, workplace, and educatiomstitutions and even at health care
facilities. Stigma and discrimination related toMWAIDS at health care facilities have

negatively affected the effective execution of HAMDS programs since the early days of
the HIV/ AIDS pandemic.

Hence, the following are the main causes of stignsufficient knowledge, misbelieves and
fears about how HIV is transmitted; and the life¢gmtial/capacity of people living with

HIV/AIDS (no immediate death), moral judgments’ ab@eople whom we assume have
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been sexually promiscuous, fear about death arehsks lack of recognition of stigma are

among few to mention.

Under international law, governments are obligatecespect, protect, and fulfill the human
rights of people vulnerable to HIV, those livingtiviHIV/AIDS, and those affected by the

disease.

2.2 GLOBAL OVERVIEW OF HIV/AIDS RELATED STIGMA AND
DISCRIMINATION

Stigma and discrimination are associated with mempnic health conditions, including
leprosy, mental illness, tuberculosis and HIV/AIDShe effects of stigma cause
indescribable suffering to those stigmatized. Innynacountries people living with

HIV/AIDS are often seen as shameful. The stigma diadrimination they face can extend
from family, community to the extent of hospitaltsey, where it can lead to the denial of
care, differential treatment and disregard forrigat to patient confidentiality. Studies that
have been conducted in other countries like Ind Mexico have found evidence of HIV-

related stigma and discrimination at health faesit

In December 2003, UNAIDS posted a Fact Sheet aymstiand discrimination on their

website (www.unaids.ojgwhich provides a useful summary definition ofgsta and

discrimination. The following is taken from thiscteéSheet.

HIV/AIDS related stigma can be described as a “@sx of devaluation”
of people either living with or associated with HNDS. This stigma
often stems from the underlying stigmatization @t and intravenous
drug-two of the primary route of HIV infection. &ddition, the fact sheet
says that, discrimination follows stigma and is timefair and unjust
treatment of an individual baseah his or her real or perceived HIV
status. Discrimination occurs when distinction iadea against a person
that results in being treated unfairly and unjusily the basis of belonging

or being perceived to belong, to a particular group
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From this definition, it is possible to say thaiscrimination” as the “form” and

“manifestations” of stigma.

The conceptualization of HIV/AIDS stigma underliasst of the literature today mirrors the
stigma concept utilized for a broader set of heatitl social issues, such as mental illness,
or unemployment (Link B., & Phelan J (2001). In tH&/AIDS stigma literature, the
concept of stigma is often not explicitly definedit rather is referred to cursorily as” a mark
of disgrace” Link B.,&Phelan J. (2001) Conceptualig stigma. In addition Link, B.,
&Phean, J (2001) defined stigma existing” when @ets of Labeling, stereotyping,
separation, status loss and discrimination occgetteer in a power situation that allows
them”. According to (UNAIDS 2005) definition HIV/Als related discrimination refers to
the unfair and unjust treatment (act or omissidrgroindividual based on his or her real or

perceived HIV status

Findings straight forwarded definitions of socigigsa, the more complex of the two
concepts, is one of the many problems for resegrébrewhile some harmful attitudes are
clearly identifiable, many are veiled. AccordingSociologist Erving Goffman, in his 1963
book, stigma; Notes on the Management of spoileshtity, the term commonly refers to
“undesirable attributes” that are “incongruous witr stereotype what a given type of
individual should be.” Discrimination focuses orethctions, treatment, and policies that
arise from such attitudes and which may violate thenan rights of people living with
HIV/AIDS and those close to them. The term referany form of distinction, restriction, or
exclusion a person may encounter because of inhpe¥sonal characteristics (UNAIDS
2000).

According to Bos, A. E. R.,Schaalma, H.P.,& Pryd®,J(2008) stigmatization involves
cognitive ( e.g. beliefs or attitude towards theedise and those affected, emotional (e.g.
fear, pity), and behavioral (e.g. behaving in unéaid or discriminatory ways. In addition,
Link and Phelan also tried to distinguish betweedividual discrimination in which a
person acts in a discriminatory way toward anopfesson, and institutional discrimination
resulting from stigmatized environments ( physicsdcial, cultural and/or policy) that
disadvantages a group. Thus stigma can affect pdimohg with HIV in many ways, both
individual contact with others and in negotiatinyeonments in which they live day to day.
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People living were considered sinners, promiscuonfithful, and sleeping around. People
also held strong beliefs about pollution , contagimpurity, ignorance and misconceptions
made people fear physical contact with PLWHV akotéd in the words “fear of infection”
“ fear of the unknown” * fear of death” subtlesiges such as gender, poverty figured out
considering the fact that women and poor peopleenstigmatized than men and the rich.
There are a variety of forms of stigma, stigma @cés in the following forms of
discriminatory practices name calling, escape gigatfinger pointing, teasing, ridiculing,

labeling, blaming, shaming and judging,

In fact, several humanitarian organizations, naioand worldwide leaders have been
making significant efforts to end these stigmas ahscrimination directed against
individuals affected by the HIV/AIDs and their fdies. In the attainment of this objective,
(2001) one international conference that had tgtace in Bangkok, Thailand have strongly
recommended increasing and sustained efforts iactibns against HIV/AIDs by which a
global action was started on HIV related stigmasg] discrimination. Stigmatizing family

and friends for simple reason of being associati¢ thve HIV positive.

In individual context, on Individuals base HIV/AIDslated stigma and discrimination are
manifested through fear, isolation, lack of accessial services and supports they need
(Daniel and Parker 1993). This is called internaizstigma. In extreme cases, this has lead
to premature death through suicide (Gilmore and Swuilte 1994; Hassan. Farag &
Elkerdawi 1994).

As many researches showed, HIV/AIDS is a major ipdiealth concern and cause of death
in many parts of Africa. In fact, it is estimatdaht the continent is home to about 15.2
percent of the world’s population (current worldpptation 2012). Thus Sub-Saharan Africa
alone accounted for an estimated 70 percent opexdble living with HIV (Global Fact
Sheet 2012) and 70 percent of all AIDS deaths id120NAID Report 2012). In
comparison, North Africa and the Horn of Africa kasignificantly lower prevalence rates.
This is due to the fact that, the cultural pattefrithe people restricts sexual contact which to

some extent limited spread of the virus while il-S&ahara Africa laissez-faire approach to
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sex have worsened the spread of the virus (UNAIRO20 Southern Africa is the worst
affected region on the continent. Anyway, evenhére were some indicative reports
(UNAID/WHO 2010) that some of largest epidemic mbsSahara-Africa is on decline;
stigma & discrimination towards Peoples Living witlfV/AIDs have never been subsidized

at all.

Similarly, a number of governmental and nongoveantal initiatives launched an
outreach programs to educate the public on HIV/AIDE that of “Desmond Tutu’ HIV
Foundation” as a combination of prevention prograenge contributed a lot to the reduction
of the spread of the virus. However, according 2043 special report issued by the Joint
United Nations Programs on HIV/AIDS, the numberHiV positive people in Africa
receiving anti-retroviral treatment in 2012 was rogeven times the number receiving
treatment in 2005, "with nearly 1 million addedthe last year alone"( UNAIDS 2013).
And with that, the number of AIDS-related deathsSub-Saharan Africa in 2011 was 33
percent less than the number in 2005 ( UNAIDS 201® number of new HIV infections
in Sub-Saharan Africa in 2011 was 25 percent leas the number in 2001(UNAIDS 2012).

In general, even if there is a decrease in the murobdeaths, there is paradoxical increase
in the number of HIV positive people in Africa rédgag anti-retroviral treatment, there

have been persisted stigma and discrimination tsvaeople living with HIV/AIDs.

2.3 OVERVIEW OF HIV/AIDS ACTIVITIES IN ETHIOPIA

Based on a single point estimate, there are néa2lynillion people living with HIV/AIDS

in Ethiopia. The adult prevalence rate is estimated.4% and the incidence rate is 0.29%.
The prevalence and incidence rates significantlyy v@aetween geographical areas and
gender. The urban prevalence rate is estimated/&b, Avhile the rural prevalence rate is
0.9%. The prevalence rate is 1.7% for males an 206 females (MOH, 2011).

With 90 000 HIV-positive pregnant women, there areestimated 14 000 HIV-positive
births and a total of 28 000 AIDS death and amesied 800 000 AIDS orphans annually
(Ibid.,)
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Following the approval of the declaration on HIVDX$ known as Resolution 60/262 in
June 2006 ,Ethiopia accepted the Resolutidvultisectoral Plan of Action for Universal

Access to HIV Prevention, Treatment, Care and SuppdEthiopia, 2007—2010'has been

developing and implementing the action.. The prograguided by the principle of the HIV
Strategic Plan for Multispectral Response, unive@ecess commitment, and the “Three
Ones”: one HIV/AIDS action framework, one natioAdDS coordinating authority and one

monitoring and evaluation system

The responses to the HIV/AIDS epidemic showed amrable progress and achieved
encouraging results. However, the nature of thdespic and its fuelling factors like that of
stigma & discrimination towards people living witHV/AIDs creates a complex challenge
to the ability of health and other sectors to miet targets for HIV/AIDS control in
Ethiopia

Antiretroviral treatmencoverage reached 62.3%, which is above the subr&alAfrican
regional average (53%). However, prevention of motb-child transmission of HIV

coverage was only 9.3 %.

In addition, major programmes were implemented dare and support of orphans and
vulnerable children. These consisted of educatiprajrammes, food, shelter, and guidance

and training on income-generating activities.

HIV/AIDS awareness is universal in Ethiopia with98bf women and 99% of men being
aware of the disease. Awareness does not vary fmublackground characteristics with the
exception of education; those with no educationless likely to know about HIV/AIDS.
Overall, women residing in urban areas are morel\liko be knowledgeable about HIV
prevention methods than women residing in rurahsrdhe same pattern is true for men.
Higher educational attainment is positively assecavith an increased awareness of HIV
prevention methods for both women and men. Howeuesh there is increasing awareness
about the disease in the society, stigmatizingdiscriminating people living with HIV has

become commonly accepted attitude by all strata@population with no exception.
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2.4. HIVIAIDS ACTIVITIES IN ADDIS ABABA IN GENERAL & ADDIS KETEMA
SUB- CITY IN PARTICULAR

It was estimated that there were a total of 109,18phans in Addis Ababa in
2012(AHAPCO, 2012) Out of which approxmatelyl5, 2iré said from Addis Ketema sub-
city. According to ANC Surveillance data conducfed several years in Addis Ababa in

2003, it was estimated that the incidents’ rateligF % with alarming increasing rate.
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CHAPTER THREE

3. RESEARCH AREA, DESIGN AND METHODOLOGY

3.1 RESEARCH AREA

Addis Ketema is one of the 10 sub cities in Addzaba city administration. It is situated in
the center of Addis Ababa, bounded from south-dégstlLideta, from West by Kolfe

Keranyo, from North-east by Arada and Gulale stiesi At present, the sub city is divided
into 10 woredas & 28 sub woredas, 84 Sefers andRitks. Addis Ketema subcity altitude

is ranged from 23443 to 2564 meters above seavdvieh has ranged of 203 meters.
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Table (1) Geographical Location and AdministrativeDivision of Addis Ketema Subcity

No Woreda Area | No of sub No of No of Blocks
(Ha) woredas Sefers
1 01 76.7 2 8 28
2 02 37.8 2 4 16
3 03 89 3 9 32
4 04 119.9 4 11 44
5 05 126 4 12 46
6 06 61.9 2 6 23
7 07 49 2 6 18
8 08 99.7 3 10 36
9 09 78.5 2 8 29
Total 863.9 28 84 302

(Source: Addis Ababa City Adminstration Integrateshd Information Center)

Addis Ketema is characterized by a homogenous tfpwpography with insignificant
elevation difference. Generally speaking, in thb sity the altitude ranged from 2343 to
2546 meters above sea level which has range ofr2@8rs (Ibid.,)
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Table (2)Land Area and Population Distribution of Addis Ketema by Woreda Level

No | Woreda| Land| % of | Total Population % of the totalPOpulation
Area | the subcity Density
(Ha) |total [Male | Female population | (peoples/Hr)
Sub
city
Area
1 Wol 76.7 | 8.91| 16,54316662 33205 12.39 432.9
2 | Wo2 37.8 | 4.4 |13029| 14058 | 27087| 10.1 716.5
Wo3 89 10.3| 14529 14520 29049 10.84 326
4 | Wo4 119.9| 13.8816825| 16230 | 33055| 12.33 275.6
5 Wo5 126 14.58 9533 10250 19783| 7.38 157
6 Wo6 619 | 7.17| 14032 14597 28629 10.68 461.7
7 Wo7 49 5.67 | 13514 15008 28522 10.64 582
8 Wo8 99.7 | 11.57 15713 | 16904 32617 12.17 327
9 Wo9 785 | 9.02| 11023 12122 23145  8.63 294.8
10 | Wol0 125.4 14.466480 6527 13007 | 4.85 103.7
Total 863.9| 100 | 131,2P136,878| 268,099100 310,3
1

Source: (Ibid.)

As could be dedicated from the above table, thebaurof female population is higher in

woreda with exception in Woreda 3 and 4 which pes4el520 and 16230 respectively.

Regarding the distribution of education in Addisté&taa subcity, there are 44 kindergartens
out of which 16 belonged to the government ando2@itvate and other institutions(Source:

Addis Ababa City Education Bureau,2013). Besideste are 40 Primary Schools and only
7 secondary schools in the subcity. However, tHeisyi has only 5 preparatory schools

which accounts to about 3.7% of the total educadiistribution in Addis Ababa (Ibid.,)
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Although it is inadequate both in quality & quantiin Addis Ketema subcity social services
that benefit and promote the well being of commusiich like parking, street cleanings,
sanitation, housing, water supply, power suppllthecare planning and zoning fire and

ambulance services and other related public wakk®@ being accomplished (1bid.,)

In addition ,In Addis Ketema Subcity there are 8alte Centers, 35 Medium Clinics,16
higher Clinics,2 Hospitals and 33 pharmacies ( SmuAddis Ketema Subcity Health
Office).

3.2 RESEARCH METHODOLOGY& DESIGN

This study was conducted among Communities & Heatitkers living in four (4) Woradas
of Addis Ketema Subcity based on purposive sampiweghod. The selected 4 woredas in
the subcity are known at large by stigma and disic@tion towards people living with
HIV/AIDs. Three major actors in these situations aommunity (Parents, neighborhoods’),
People Living with HIV/AIDs and Health workers. Thgtudy was both qualitative and
quantitative type.

The purpose of the research was to assess ande@xgaoietal outlook across the issue or
claim that stigma and discrimination exist amorg dbciety and health care professionals in
Addis Ketema Subcity. In an effort to explore ttphenomenon, the attitudes and
perceptions of the communities, the victims andigesional health care workers towards
People Living with HIV were examined.

Approval to conduct this study was sought from Auglis Ketema Health office and the
victims living in the area. The quantitative (swyeand qualitative (focus groups)
approaches were used for data collection and aralys

According to Green (2005) research topics in pubdialth often generates a lot of questions
that requires more than one method to address #loeuately. Therefore, for this research,
the qualitative method was used in close with thengjtative data collected to help validate
the research finding. The data collected was vid@tlasingriangulation. Triangulation is
utilized on the assumption that using two differéiadings ‘of one phenomenon will
improve accuracy (Wolff et al. (1993) and he furtpesited that when survey and focus

groups are concurrently designed and implementexy tprovide asymmetrical but
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independent observations of the study populatiod atrengthen the ability to draw
conclusion and as well built confidence in the dosion itself. This theory was
substantiated by Newman (2003) who posited thatethmeethods or styles have different
complementary strengthens as there could be fewapge utilizing both methods will make

the study fuller and more comprehensive.

3.2.1 THEORETICAL BASE OF THE RESEARCH
The theoretical underpinnings in this study werelsglic interactionism and positivism.

Symbolic interactionism explores the understandofgculture. It is an approach of
understanding and explaining the society and huwaid (Crotty, 2006). It deals with the
use of language as a tool for verbal communicatéo also includes non-verbal
communication. This theory stems from pragmatistogbpher and social psychologist,
George Herbert Mead whose work was accredited tamBi, (1969). Symbolic
interactionism has its genesis in pragmatism (wWiayendering ideas clear). According to
Blumer 1969 cited in Crotty 2006, there are thresid interactionist assumptions: This
theory stems from pragmatist philosopher and squsgchologist, George Herbert Mead
whose work was accredited to Blumer, (1969). Symhoteractionism has its genesis in
pragmatism (way of rendering ideas clear). Accaydim Blumer 1969 cited in Crotty 20086,
there are three basic interactionists’ assumptions:

* Human beings act toward things on the basis ofrteanings that these things have

for them.

* The meaning of thing is derived from, and arisesabthe social interaction that one
has with one’s fellows.

* The meanings are handled in, and modified throaghnterpretive process used by

the person in dealing with things he encounters.

The symbolic interactionism approaches utilizedths study were the dramaturgical
approach, which is associated with Goffman (1968jctv seeks to explain interaction
between individuals (actors) and society. This thedews the actors and society as an
active process and it indicates that, it is th@oaesibility of the actors to interpret the social

world in which they live. Indeed, social meaningtbings is derived from interactions
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between individuals (actors) and society. The aglitet of the theory argue that human
behaviors’ are based on symbols and HIV/AIDS is sneh symbol. Therefore, one can
conclude that HIV/AIDS can have different meanibgsed on the social context and way it
is conceived & interpreted by individuals. The @sé thus, should identify these different

meanings of reality and recommend alternate saidtothe common good of the society.

This theory stems from pragmatist philosopher awiles psychologist, George Hebert
Mead whose work was accredited to Blumer, (1969nislic interactionism has its
genesis in pragmatism (way of giving clear ideajcdxding to Blumer 1969 cited in Crotty
2006 there are three basic interactionists:

* Human being act toward things on the basis of tkammgs that things reflected to
him.

* The meaning of thing is derived from and arisesabuihe social interaction

* The meanings are handled in, and modified throaghnterpretive process used by
the person in dealing with things he encounters.

The symbolic interactionism approaches utilizedthis study were the dramaturgical
approach, which is associated with Goffman (1968jctv seeks to explain interaction
between individuals (actors) and society. This thedews the actors and society as an
active process and it indicates that, it is th@oasibility of the actors to interpret the social
world in which they live. Indeed, social meaningtbings is derived from interactions
between individuals (actors) and society. The agtitet of the theory argue that human
behaviors’ are based on symbols and HIV/AIDS is eneh symbol. Therefore, one can
conclude that HIV/AIDS can have different meanimgsed on the social context and the
ways it is conceived & interpreted by individual$ie research thus, should identify these
different meanings of reality and recommend alterrsolution for the common good of
individuals in the society.

As Green rightly stated (Green, 2005) my methodoldgapproach is based on positivist
philosophical outlook which assert that reality abvays the same whatsoever, and

researcher should search toward that reality. Maneaalso my approach of the study is
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after the theory of Newman (Newman, 2003) whiclestéhat researcher should began with

general cause-effect relationship and logicallywdranportant ideas from it.

Despite the fact that both are different theorileey are jointly supporting my studies. They
are also pertinent to my aims and viable to conduygt studies. Certainly, they would
improve the accuracy and validity of my data’s. buabitedly utilization multi-method is
important. That is why | employed dual approaciminstudies.

The social issue | have addressed in this studyhesrelated Stigma & Discrimination.
This issue can affect communities’ attitude andcggtion towards People Living with
HIV/AIDs (PLWHA), behaviors & attitude of PLWHA andlso health workers (not
wanting to access care and treatment). Generdllgan influence the perceptions and
attitude of social service and Health care proader

* Human beings act toward things on the basis ofrteanings that these things have

for them.

* The meaning of thing is derived from, and arisesabihe social interaction that one

has with one’s fellows.

* The meanings are handled in, and modified throaghnterpretive process used by

the person in dealing with things he encounters.

The symbolic interactionism approaches utilizedths study were the dramaturgical
approach, which is associated with Goffman (1968jctv seeks to explain interaction
between individuals (actors) and society. This thedews the actors and society as an
active process and it indicates that, it is th@oaesibility of the actors to interpret the social
world in which they live. Indeed, social meaningtbings is derived from interactions
between individuals (actors) and society. The aglitet of the theory argue that human
behaviors’ are based on symbols and HIV/AIDS is sneh symbol. Therefore, one can
conclude that HIV/AIDS can have different meanibgsed on the social context and way it

is conceived & interpreted by individuals.

27



From Design point of view, the study is a descvipind analytical. Attempts have been
made to identify the major causes of Stigma & disicration towards Peoples Living with
HIV/AIDs (PLWHA). The attitude and perception oframunity ,of the victims’

themselves and that of social and Health care geosihave been assessed by making use
questionnaires, in-depth interview and focus grdigpussion. Both Primary and secondary
sources on the issues have been consulted. Howbedarge part, relevant and supportive
data have been gathered by qualitative methods.

Questionnaires for the quantitative componentshf $tudy were developed according to
the objective and need of the research. There eety (20) questions per questionnaire
which included demographic and stigma type questiaising the Likert type rating scale
was chosen because it is commonly used in studegeen according to (Green, 2005), the
scale is the most appropriate method used whenumegsattitudes (see appendix 1). For
each questionnaire, four choices were given fguoledents to rate. The questionnaires were
divided into two (2) sections: Demographics and gtigma type questions which basically
addressed attitudes towards People Living with HRipwledge of HIV and fear of
transmission.

In fact, the researcher have found the instrumesty useful since they were used in
previous research efforts to gather informationsigma and discrimination and measure
attitudes and perceptions towards People Livindy WitV. These instruments are effective
when measuring respondents’ attitude since thegwalthe respondents to express

themselves.

An interview guide was developed for 10 selectédrmants Ten (10) interview questions
were used to ascertain the interviewees understgndi stigma and discrimination;
manifestation of stigma and discrimination whickliude lack of confidentiality, isolation,
fear of transmission and values, norms and moogment; and consequences of stigma and

discrimination which include fear of disclosure aalf-stigma (see appendix 2).

The focus group discussion comprising ten membess/n from the community, People
Living with HIV/AIDs, Addis Ketema Subcity Health fiice and social & Health care
providers was conducted. 10 questions were prdpard put for initiating and coxing the

discussion.
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However, disadvantages of these instruments arejuestionnaires - low levels of literacy
and unfamiliarity in filling questionnaire and facgroup discussions — data collected can be

time consuming to analyze and it is time consuming.

3.2.2 Sampling Selection, Sample Size Determinati & Procedure

The primary purpose of sampling is to collect sfieaases, events, or actions that can
clarify and deepen understanding (Neuman, 2003j. the purpose of this study, the
researcher used the non-probability mmrandomsampling method to gather data. The
purposive or judgmental sampling technique wascssdiefor this study.

In an effort to conduct the research, a request made to the Addis Ketema Subcity
Health Office, The Associations of the People Ligvinith HIV/AIDs found in the subcity,
The Addis Abeba HIV/AIDS Prevention and Control i©&f and The Subcity
Administration... The total numbers of participaimghe research were fifty-six (56) drawn
from four woredas in the sub city. To the maximuhgre were Fourteen (18) respondents’
from the Woredas. See breakdown of sample sizenbel

1. Fourteen (14) — Woreda 1

2. Ten (10) - Woreda 3

3 Fourteen (14) - Woreda 5

4. Eighteen (18) - Woreda 7

Subsequently, the researcher was introduced tgaigcipant in the research. After the
introduction, a background on the purpose of thdysaind some personal information about
the researcher as well as the research assistapt giken. After the introductions, the
participants were encouraged to ask questions abeutesearch, the researcher and the
research assistant. The researcher felt this wwaitd made them comfortable and willing to
participate in the study.

The interviewees were assured of confidentialitiorpto the commencement and the
assistant researcher conducted the interviewveasitplanned.

The researcher initiated the focus group discussi@and the discussion lasted for
approximately forty five (45 minutes and has beeny\nteractive with a few wanting to
dominating the discussion. After the focus grougcdssions, structured self—administered
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questionnaires were distributed for completiontyFsix questionnaires were distributed to

the respondents and all were completed and retuote researcher.
3.4 DATA PROCESSING & ANALYSIS

Having been completed the data gathering operatidine field; the variables were defined
coded. The data collected was inputted into theldeste. The data was presented and
analyzed using tables and charts. The transcriptseodata collected by the researcher and
assistant for the qualitative component of the wtwdre collated and typed electronically.
The researcher then printed and read a hard coplyeoflata in detail making line by line
notes and highlighting the notes based on the asgfestigma and discrimination the
respondent was referring to e.g. fear of infectiosplation of patients, lack of
confidentiality. Upon completion of this aspecte ttesearcher transcribed to the electronic

copy and then the data were reduced, organizethgergreted in cyclical process.
3.5. ETHICAL CONSIDERATIONS

In concrete term, Stigma & Discrimination towardsople Living with HIV/AIDs are
crimes committed against humanity and unpalatadéel dSo, as sensitive information seeks
great attention and focus. Therefore, on issuesnarguch problem, serious attention for
ethical consideration has no option. As is oftendase, questions on the issues of Stigma &
Discriminations require great care and the researbbhs respected the individual's right to
privacy.. Not to upset, embarrass, or even galeatie discussant, the biased, inappropriate
and culturally offensive questions have been elat@d care has been taken in designing
questions. Thus, the authors of this paper havarthe important information through full
consent of the participants. Accordingly, the mapants’ permission in the study had been
requested before putting the questions for theqgigants.

They have also been informed of their full rightdiscontinue or refuse to participate in the
study in case they felt something discomfort. Femtiore, the importance of the study has
been briefed to the informants that could helptiiiza their time properly.
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CHAPTER FOUR

4.1 ANALYSIS OF DATA

The research questions were analyzed from surveyoaois group discussions conducted
among communities, People Living with HIV/AIDs asakcial service providers. The
research questions are as follows:
* Do people perceive HIV related stigma and discration to be a problem in Addis
Ketema sub-city?
* Do health workers stigmatize and discriminate Peobiving with HIV/AIDs
(PLWHA?
* How do people living in the sub-city perceive P&olpving with HIV/AIDS?
* How do Health workers perceive People living wittVFAIDS?
 What are the shortcomings in the efforts to redsiigma and discrimination of
PLWHA? What possible solutions should be recommé®fde

The analysis comprises two sections: Section oaés déth the quantitative analysis of the
data collected and section two deals with the tatale analysis. In section one; HIV-
related stigma and discrimination were examinethiee (3) main categories. These were
attitudes of community People Living with HIV; attdles of family toward their own people
living with HIV/AIDs, knowledge of HIV and fear ofransmission. In addition to these
categories, demographic data along with data dnssigina were collected and analyzed.
The data on self stigma was collected since theareker felt that most of the stigmas
reported were often directed at self stigma whghkdlf-hatred, guilt and shame that can be
expressed as depression and despair and can leathdoawal from family and social life.
The demographic data provided background informata the respondents. For section
one, the analysis of the data collected was predemt table using uni-varite analysis. The
uni-varite analysis examines one variable at a tingeresponses were analyzed based on
each question in the questionnaire. In the unietaranalysis responses were qualified using
numerical data. The outputs of the data were exptefn percentages. These percentages
were used to interpret the data’s. In section tWM klated stigmas and discrimination were

analyzed under various themes in accordance wihtgtive data analysis.
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Section One
4.1 SOCIO-DEMOGRAPHIC CHARACTERISTICS OF THE RESPONDENT S

Data collected on the socio-demographic of theaedpnts were analyzed and presented in
the Table 1 below.

Table 3: Socio demographic characteristics of respalents

Demography Frequency percentage
(n=56)
Male 8 14.2
Sex Femal 48 85.¢
Marriec 6 10.%
Marital Status Unmarriec (single 25 44.¢
Divorce 25 44.¢
Orthodox 17 30.3
Religion status Christian | Catholic 3 54
protestar 8 14.:
Muslim 25 44
Othel 2 3.6
Not State 1 1.7
Nevel 12 22.2
Attend Religious Services Occasionall 14 31.1
Fairly Regula 24 53.2
Single 43 79.€
Have Childre 18 19.c
Ethnicity Silte 18 31.G3
Guragt 13 2241
Ambhare 13 2241
Oromc 12 21.41

Primary school complet

(1-8) 20 35.7
Educational status Secondary school completed-

12) 27 48.2

Certificate and diplor 3 5.2

Degree and abo 6 10.¢

Br.40¢-80C 35 62.
Monthly Br.90C-110( 12 21F
income

Br.120(-150¢ 5 8.€

Br.16(0-2000 and aboy 4 7.1
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As could be seen from the above table, 85.8% ofdhpondents’ were females and 44.6 %
of them were either unmarried or divorcées. Iteiss|probable that their martial conditions
might have exposed them to HIV/AIDs.

As far as the religion status of the respondentscancerned, 44.7 %( 25) of the total
respondents are Muslims and in subsequent, 30.®8hddox Christians). Nevertheless,
79.6 % (43) attend services single. Besides, 19(B8), of the total respondents have
children.

With regard to the ethnicity of the respondentg @urages’ and the Amharas comprise
22.4% (13) each, while Silte remained the largesirig comprised 31.3% (18), of the total
respondents.

As it is observable on similar table, 48.2 % (2@gpondents were Secondary school (9 —
12) completes.

Regarding the monthly income of the respondent® 82(35), of the total respondents earn

very low monthly income i.e. Br. 400 — 800 as dégllyorers.
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Section Two

4.2 ASSESSMENT OF HIV AIDS RELATED STIGMA AND DISCR IMINATION
AGAINST PEOPLE LIVING WITH HIV AIDS

Table (4) Assessment of experience of stigma anddiimination

In Percentage
Have you ever Yes Frequency56
experienced 50
stigma and 89.2
discriminatior? No
4 7.2
Not
responded | 2 3.6
Open insulting 15 26.8
In what form? | Indirect talk 10 _ 17.9
Being isolated 25 _ 44.6
All 6 _ 10.7
Family 2( _ 35.71
By whom? community 15 _ 26.78
Peers 15 _ 26.78
All 6 _ 10.71
Do they often Yes 4% _ 80.35
discriminate No 11 _ 19.64
you?
In your family | Brother 25 _ 44.6
who often Sister 10 _ 17.9
discriminate Father 10 _ 17.9
you? Mother 5 _ 8.92
Other relatives 6 _ 10.71
In which area | Work place 10 _ 17.9
you faced At school 10 _ 17.9
stigma and At home 25 . 44.6
discrimination? | Health center 5 _ 8.92
HAPCO 6 _ 10.71

The above table shows the assessments of expeviehcgigma and discrimination that

were directed against PLWHA. 89.2% (50), of thealtosespondents have confirmed that

they were stigma and discrimination. And 44.6 %),(25 the total respondents have said



that this was manifested by isolating the victim€ven 17.9% (10), have said that the
stigma went as far as open insulting of PLWHA.

Infact, 35.7% (20), of the respondents witnesset family take the largest share in
stigmatizing and discriminating their members lyiwith HIV/AIDs. However, 26.78%
(15), of the total respondents confirm that comnyutakes large share next to that of the
family.

Regarding whether the PLWHA were often discrimidat80.35 % (45), of the total
respondents say that, they were often discriminadadis shown in the table above, 44.6
(25), of the respondents agree that brothers’raertost discriminators against the members
of the family living with HIV/AIDs. Moreover, it isshown that mothers are the most
important in the family towards members of the figrfailed victim.

The same table shows that, 44.6 % (25), of theoredgnts agree that homes are the main
areas where often stigma and discrimination iscti against the victims. In fact, Work
places, Schools, Health Care Centers and HAPCO wke areas where stigma and

discrimination usually takes place.

Table (5) Issues related to stigmatized languagespnsequence and response of the

victims
Frequency=56 % Percent
What are the mai AlIDs victim 35.71
stigmatized languages 20
PLWHA faced? Slim diseas 1
0
AIDs suffere 1C 17.8¢
High risk grou 9 16.07
Bad bloot 5 8.92
On death ga 2 3.517
What are the Sham 15 26.7¢
consequences of Suicide 2C 35.711
stigma and Self isolation &Alcoholism 10 17.8¢
discrimination? Denial & depressic 5 8.92
Lonlines, neglect, los of hope, 56 10C
resignation.
What is your| Shami 15 26.7¢
response when peop|eAttempt to commit Suicic 25 44.6¢
stigmatize and Loneliness 25 44 6t
discriminate you? Lose of hop 56 10C
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Table (5) above illustrates about stigmatized |aggs used against PLWHA, Its

consequence and victim’s reaction. 37.5% (20),hef tbtal respondents say that “AIDS

Victim “was the stigmatized language which the it face often. The stigma language

“slim disease “was also stigmatized language usedral times against the victims.

Moreover, as can be seen in the above table, 166% ¢f the respondents confirm that, its

consequence is that the victims became lonelinesgliect, lose of hope and resignation.

However, still, most of the PLWHA attempt to commiticide when faced with stigma and

discrimination.

Table (6).The type of intervention mechanism of FANDS Prevention and Control Office
(HAPCO) use to reduce HIV/AIDS related stigma amtdmination and the type of care
and support provided for the PLWHA

Frequency=56 %percentage
What type of interventionlEC
mechanism HAPCO use (o 6 10.71
reduce HIV related stigmpAdvocacy 20 35.71
and discrimination? Community
education 30 53.57
All
56 100
What type of care andJob creating
support you benefited fromsupport 2 3.57
HAPCO as PLWHA?
Psychological
support 20 35.71
Financial
support 20 35.71
Nutritional
support 10 17.8%
All
30 53.57
Do you think that HAPCO is Yes
effective and successful |n 10 17.86
reducing HIV related stigmga
and discrimination? No
45 80.36
No response 1 1,88
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The above table is about the intervention mechaniscessary by HAPCO to reduce stigma
and discrimination against PLWHA, 35.71% (20), bé ttotal respondents suggest that
HAPCO should make use of intensive advocacy. Int&57% (30), of the total respondent
suggest extensive community awareness.

With regard to the kind of care and support the PiAMenjoyed from HAPCO, 37.71%
(20), of the total respondent, said that finanarad psychological support has been available
by HAPCO. The fact that almost all of the resporideere poor, they couldn’t afford/ the
food intake that is required by the PLWHAs. As tleuldn’t get access to employment
their living condition has remained appalling.

Over the issues whether HAPCO is effective and essfal in reducing HIV/AIDs related
stigma and discrimination 80.36 % ( 20 ),of theakatespondents have witnessed that
HAPCO was not successful.

Table (7) On Qualification of Service Providers

Frequency=56 % Percentage
Do you think that Yes 35 62.3
service providers arg No 10 17.9
qualified? I don't 11 19.8
know

As is shown in the preceding Table 5, 62.3% (36}he total respondents said that, Health
Service providers are qualifies. However,( 11 B¥90f the respondents insisted that they
know nothing about their qualification whereas,%3.910) of the respondents strongly
refuted having qualification of Health Service Hdwrs.
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Section Three
4.3 ANALYSIS AND RESULT OF THE INTERVIEW

Fifteen (15) initiating questions weraraistered with ten (10) service providers and thus
the interview assessment and results presentadlass.

» Ten service providers were drawn from the four warein Addis Ketema subcity.
Only two of them have served long in the Health t€emn Most of them are new
employees hence were unable to tell extensive expex on the issue.

* When asked about the complaints of the PLWHASs whsiting the service center,
the service providers agreed that the victims vesteemely concerned about the
stigma and discrimination perpetrated to them ki fdmily and community at
large.

* Despite the fact that there is advocacy progranmyen®rning at the Health posts
and center, the service providers insisted thatstlgena and discrimination has
never been part of the orientation. Rather, thedogas on rhetoric awareness on
its transmission means’s.

* The interviewee have confirmed that back in th80k9and 1990s,out of fear to get
seized by the virus ,service providers used torsige the patients. But they say
that, now, that there is increasing improvemenheoutlook of service providers.

* With regard to stigmatized languages used agaih8HPAs, most of service
providers say they don’t make use of stigmatizewjl@ges. But as community
member they say that they often see and hear whramanity uses stigmatized
languages against the PLWHA.

» About the care and support the service providers fpr PLWHA, the interviewee
said that they give counseling, and medicinal mmesits. But they have strongly
argued that PLWHA should be given employment oppuoty to sustain
themselves in the face of the disease.

» When asked the success of their duties, most ade¢héce providers have said that,
though there is increased improvement they are sumicessful as there is
persistence of stigma and discrimination towarddVPIA which undoubtedly

have contributed for the spread of the virus anttinaed death of PLWHA.
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* Regarding the strategies needed to be developededace the stigma and
discrimination towards PLWHA, the service provideecommended that the
content should be included in their professionalning and that awareness
creation program should be carried among the contynumgeneral, and family in
particular. Equally important is, awareness andtinoed sensitization program
should be carried among the People Living with ANJ'S. On the top of that the
service providers added that IEC and BCC intereastishould be encouraged to
combat stigma and discrimination.

» Concerning the care and support services providetheé PLWHA, the service
providers mentioned the following types of servitdée counseling service A,

psychosocial help, nutritional support, financiabgort and job creating support.
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Section Four
4.4 ANALYSIS AND RESULT OF FOCUS GROUP DISCUSSION

A) Sources and contents of stigma and discriminatioof PLWHA
1) Sources of stigma and discrimination
A) Fear of casual contact

One participant from the PLWHA explained that stegand discrimination has variety of
sources. She said that the family stigmatized diadriminated because of fear of casual
contact with her can cause infection. She addadiths impossible to eat in one plate
together with non HIV+ family and neighborhood @rnhey fear causal contact infection
even if they know that HIV is not transmitted bytieg and drinking. According to her
people stigmatized and discriminated due to feacasual contact with the PLWHA can
cause infection.

The second participant of the FGD from the commusetid that knowingly or unknowingly
people stigmatized and discriminated the PLWHA ttuéear of HIV transmission even by
eating and drinking. Families and communities arell wrained about the modes of
HIV/AIDS transmission and prevention but still sof@nilies and communities strongly

believe that physical contact with the PLWHA cansmHIV infection on them.
Concerning fear of casual contact a 32 years oltHivoman said that

Some people in the community strongly believe tHBt/AIDS can
transmit through kissing, shaking hands, sleepiogether and eating
together with PLWHA. As a result of this misconicgpbelief, the family

and the community isolate HIV/AIDS patients.
One participants of the FGD from the community ekpgd that

When somebody comes to my home for renting pufpssksee the physical
condition of that person if his/her face is damadgdHIV/AIDS, | will not

rent him/her my house. Because if he/she rentsaugehwe may eat or drink
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together and there are so many things that maygbus together and | might

be infected along with my family.
B) Lack of insufficient knowledge

As the participants of the FGD explained that #aify and the community stigmatize and
discriminate against PLWHA due to lack of insufict knowledge about the modes of HIV
transmission and prevention. They added that tiiasalies and communities who have
lower socioeconomic status don’t know the ways Bf/HIDS transmission. As a result of
this the PLWHA are stigmatized and discriminatedhatme and work place. All the
participants of the FGD concluded that lack of ffisient knowledge about HIV/AIDS

transmission is the source of stigma and discritiona

As a participant of a focus group discussion PLWidales said that: “The disease is very
frightening, terrible and people who have less aweass about the transmission of HIV
stigmatize and discriminate us.” Others echo thisme, including how the lack of
knowledge of HIV transmission leads to people isotpand shunning those with HIV.

A 37 old year’'s HIV+ woman explained that

When fluids come out from us like diarrhea, voraitg high fever. The
family and the wider community stigmatize and dstrate us. This is
because of lack of awareness. They do not know ithaton't be

transmitted through these fluids unless there eothland sexual contact

occur.
C) Poverty

One participant of the FGD from the service proxgdsaid that poverty is also another
sources of stigma and discrimination. She addetigbar women cannot hide their HIV
status by eating malnourished foods. As a resulty tlare highly stigmatized and
discriminated at family and community level. Othmarticipants of the FGD agreed that

poverty is also one of the main sources of stignthdiscrimination.
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One participants of the FGD from the from the sgr\provider said that

In our community most of the PLWHA came from the&velo
socioeconomic family background. Due to this th&VPIA are exposed

for HIV/AIDS related stigma and discrimination.
2) The manifestation of stigma and discrimination

All participants of the FGD from the PLWHA explathéhat HIV/AIDS related stigma and
discrimination take different forms and are marndds at different levels societal,

community and individual context

a) policy and legal context
b) institutional context

c) health care setting
3) Physical, psychological, social impacts of ségamd discrimination

As participants of the FGD the PLWHA, the communityembers and the services
providers mentioned the physical, psychological aadial impacts of HIV/AIDS related
impacts of stigma and discrimination on PLWHA. Aatiag to them the physical impacts

of S&D include slim face, loss of hair, becomingtbr lose of weight and wounded face.
A 42 years old HIV+ woman explained the physicgbauts of HIV/AIDS related S&D

HIV/AIDS is incurable disease. It changed my phajlsappearance and
makes me very ugly. It makes my face dark, palenarund on the body

and on the lips. Due to this people fear to seantetalk to me.

The FGD participant has also tried to mention tgcpological impacts of HIV/AIDS
related stigma and discrimination on PLWHA as fato

v’ Depression
v' Anxiety
v' Isolation, loneliness, loss of hope and disparate

v Loss of reputation, shame
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29 years old HIV+ participants of the FGD saidttha

Before a month | went to my family home to vigtrith.. | came across my
mother that was protected children at home...Sheseefuo allow me to
enter and see my brothers and sisters and toldhae she has no HIV
positive daughter. | was sad, felt very bad, shame felt isolation. In the

future 1 don’t want to visit my family.

The participants of the FGD listed out some of thajor social impacts of HIV/AIDS

related stigma and discrimination as follows

v
v
v
v
v

Loss of marriage and child rearing options
Withdrawal of care giving in the home
Conflict with the family

Drop out of school

Breakup relationship

One female PLWHA described her difficulties in find someone willing to rent

housing to her in the village:

| was searching for a house to rent in my villageséd to live before in. But
it was unthinkable to find who was voluntary be@akthe rumor that I live
with HIV has spread across the village. When thaskoowners heard the
rumor, they cancel the deal and told me that theyak want me to rent their
room...After | went through many ups and downs tatgetpresent house |

am living in and the owners still do not know thave with HIV.

Another PLWHA female participant explained that

| am living with a wide village with many childrenare presenting. All my
neighbors know that as | am living with the viradl.children’s of the village

loves me. One day few children’s came to my hordekeassed me turn by
turn. Many of the parents of the children shoutedna to stop kissing them.
Immediately they washed their children’s face wherdssed them. The

villagers asked me to leave the village soon betfoee children infected.
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4) Who are the perpetrates of stigma and discritignan PLWHA

All the participants of the study synonymously memeéd that the family and the
community are the perpetrates of stigma and discation.

In relation to this one female PLWHA participanp&ined that

My mother is a traditional midwifery. She went wery village to help
those women who give birth. She didn’'t knew eacmamowhether they
are HIV positive woman or not unless she heard bsars. | was
pregnant. My giving birth date approached. | tabdnhy mother to come to
with me during delivery but she refused to helpsinee she knew as | am

HIV positive woman.
Similarly, other PLWHA patrticipant of the FGD sditht

I have a problem with my family, especially with flapher. He does not want
me to participate in any kind of social life...He al@ tells me, ‘Please do not
show your face to others and do not be close torelatives.” And | think he

says this for the sake of his family reputation.
On the contrary one male participants of the FGilnfthe community said that

Before five years ago | used to stigmatize andridnsicate a person who is
HIV positive. At that time, | did not have awarenhedout HIV and AIDS.
But now after | took training about HIV and AID$ai person disclosed his

HIV status, | won't isolate him. | will be closehom.

All participants of the FGD agreed that stigma ahscrimination is decreasing
orally or by word but still the problem is intened across the family and the
community practically. The government, nongoverntakerorganizations, anti
HIV/AIDS clubs and other community based assocami@re providing training
concerning the modes of HIV/AIDS transmission anelvpntion. As a result of this
HIV/AIDS stigma and discrimination decreased atasthwork place and in other

institutions however at the family and village |eigestill persistent.
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B) On action to be taken to avoid stigma and disicration (the problem)
1) Action taken by service providers

All participants of the FGD listed out the follovgractions that should be taken by service

providers to reduce HIV/AIDS related stigma andccdmination.

v/ Community mobilization and participation in redugistigma and discrimination at
institutional level at institutional level

Expanding psychosocial services for PLWHA

Educating youth

Encouraging Care and support services for the PAWH

Expanding peer education developing family baséshmentions

RN NEENEEN

Encouraging the community to take blood test andeéoclose friends how are

getting HIV positive
2) Measure to be taken by the People Living witt//AIDS

v" Opens about their HIV/AIDS status

<\

Asking the government to access basic social sesvic

v Avoiding loneliness and isolation
3) Measure to be taken by the government, the yaamtl community.
Government

v' Encouraging governmental and nongovernmental ozgtans to include the
PLWHA issue in their plan.

v" Designed policy that can benefit the People Liwith HIV/AIDS.

v Providing intensive psychosocial education to thdewcommunity about the
bad effects of stigma and discrimination partidyldo the People Living

with HIV/AIDS and generally to the wider community.
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Family

Family should know the modes of HIV/AIDS transmissiand should stop S&D at
home. If the family clearly knows the means of H\Dstransmission, stigma and
discrimination become decreasing at individual,ifpnd community level. This is,
therefore, the family must provide positive resporier the People Living with
HIV/AIDS to tackle spread of the epidemic.

Family should increase their knowledge of HIV/AIRSd should know the benefit
of reducing stigma and discrimination and its adage to control the spreading of
HIV/AIDS at family and community level.

The family is the first hand and most important ietiate supporter of People
Living with HIV/AIDS in their physical, psychologat and moral building. This is,
therefore, the family should be trained and eduebtaut the impacts of HIV/AIDS
related stigma on PLWHA, the family and to the &rgommunity.

Community

v

The community should provide the opportunity foe tRLWHA to participate in
IDIR and other societal associations

Strengthening anti-AIDS clubs and home based cax@dihelp in reducing stigma
and discrimination.

The community should be cooperative to empower Rebping with HIV/AIDS
economically as well as psychologically by avoidstgma and discrimination from

the ground to create HIV/AIDS free generation.
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CHAPTER FIVE

5. CONCLUSION AND RECOMMENDATIONS
There is doubt that stigma and discrimination wdhtinue to act as formidable barriers in

dealing effectively with the HIV/AIDS pandemic ihdt they lead to people not accessing
resources out of fear of being further stigmatiaediscriminated. Access to treatment, both
to medicines to treat opportunistic diseases artdetmoviral therapy may help reduce
stigma by enabling people living with HIV to liveogitively and productively longer. Such
intervention is likely to increase their qualityldé significantly, as well as reducing other’s
fear of AIDS by helping people to understand tha possible to manage and live with the
disease. People are more likely to use health cegvif the staffs are friendly and

communicate well.

Prevention strategies will continue to be compreahig stigma and discrimination against
HIV infected persons persists. Health care workespecially professionals have the
responsibility to help normalize HIV so that the dae of transmission and prevention can
be addressed without the emotional and attitudinallay that limits open dialogue about
HIV/AIDS. Effective and dignified care can only lgé&zen where respect and compassion
for others is the norm.

Stigmatization and discrimination are profoundlyetincal. They reverse the principles of
beneficence to non-mal-efficiency as they positivebntribute towards the stigmatized

person’s demise.
5.1 CONCLUSION

The aim of the research was to explore HIV/AIDSitedl stigma and discrimination towards
People Living with HIV/AIDs (from family, Communitgnd service providers) and PLWA
towards themselves (self Stigma in Addis Ketemaatyh in Addis Abab). The study has

assessed and confirmed the evidence HIV/AIDS mlatggma and discrimination among
the families, communities, service providers livimythe four woredas of Addis Ketama
sub-city as well self stigma of People Living witV/AIDs. The study revealed some
discriminatory and unethical HIV/AIDS related belmas’ among families, communities

and health professionals. On the part of the coniyuliscriminatory acts included: open
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insulting, escape goating, indirect talk, isolatinggasing, ridiculing, labeling and blaming.
On the other hand, the PLWHA when isolated fedl sima in the form of self denial,

suicidal attempt, loneliness etc. Similarly, Head#rvice providers stigmatize PLWHA by
non-attendance of some health care and diagnosiegoatients, denial of care, delay
checking, making unnecessary referral to other tHaaktitution. Disclosure of sero-status
especially on HIV-positive patients or breachesaffidentiality.

As the finding clearly shows,
» The majority of the people living with HIV/AIDs werwomen and most of them

were in the age group 26-45years old.

» The study confirms that most People living with HNDs are highly stigmatized
and discriminated at home by the family, at scHmyokchool community, at Health

Center by health care providers and at work plgceobworkers.

» This finding demonstrated that despite the serviwevision by HIV/AIDS
Prevention and Control Office to PLWHAs some of theneficiaries the support

they are obtaining from the Organization is nois$attory.

» PLWA, experience different forms of stigma: Verlsakh as scolding, taunting,
naming, gossiping, blaming; Social exclusion-sushsaparation from friends and
families, dislocating from home or rented housgasation of household utensils,
loss of identity, rights and status; loss of acdesgesources —such as employment
and health care. Stigma and discrimination agaat/HA occurs first in the
household, followed by neighborhood, health fdetlitand places of warship,
families and relatives for fear of infection, gegfitired of care and support for their
PLWHA member and at times forcing the victim toedome; neighbors consider

PLWHA shameful and for fear of infection distanbernhselves from the victims.

» The present scenario of stigma and discriminadigainst PLWHA can be abated by
new technologies without risking the infection.
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5.2 RECOMMENDATION

In view of the above findings, the following recomndations are put forward:

v

There is need to formulate appropriate and cledicips, legislation and codes of
conduct to address issues of stigma and discrimimaioth in public affairs and health

facilities on the basis of HIV-positive status.

Sanctions for family, community and health worketso do not comply with codes of
conduct or policies should be implemented by regwabodies and health care

institutions.

Health facilities should provide an excellent oppoity to some areas that require
attention for improvement like setting standardprimect human rights and establishing

a supportive environment at the health faciliti@sthose living with HIV/AIDS.

There should be a multi-sectoral, participatory repph to reduce stigma and
discrimination at family, community level healttcilities in order to improve the health

care environment for PLWHA.

The non-medics, who are HSAs in this context, shdwalve comprehensive training on
respecting patient rights and maintaining confidgity. Appropriate education and
training programmes and materials on HIV/AIDS rethtstigma and discrimination
should be designed and facilitated by all orgammst dealing with HIV/AIDS

prevention and care.

Training and education curricula for health profesals should include important
content/information on HIV/AIDS related stigma agidcrimination reduction in health

facilities.

Health facility strategies to reduce HIV-relateysta and discrimination should mainly

focus on ant-discrimination policies and HIV pretren activities and management.

Health care facilities should examine their ingiitmal practices in order to avoid
misperceptions and incorrect information about HINDS related stigma and

discrimination.
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The Ministry of Health which is at the highest legbould stress the need to confront

HIV-related stigma and discrimination in healthvsess.

The PLWHA should play a central role in policy digle, programme planning and

implementation of HIV activities at any level.

Stigma audit tools can be developed to identifgrsttizing attitudes and actions at all

places.

Managers should provide proper leadership andtustsystems that promote and facilitate
ethical conduct.

Health care workers and managers should make apgepecisions of distributive justice
on individual basis, i.e. the practice of promglifood supplements to PLWHA in

government institutions should extend to non govesmt organizations as well.

The HIV/AIDS Prevention and Control Office shouldvey intensive and extensive
education on HIV/AIDs and the skill to provide camd support to PLWHA as a way to
control the spread of the epidemic and reducingnsti and discrimination against the

victims.

To reduce stigma that is exacerbated by povertygtheernment in cooperation with
donors need to focus on job creation programmegeanwtiee poor can get training in
skills that enable earn decent income by doing migoé.

Laws need to be reinforced to protect the righPbYWHA to be free from stigma and
discrimination. Laws that protect PLWHA at the mdual, family and community level
should be legal established institutions (publitygie and civic) need to be formulated
specifically addressing discriminatory acts enaebeplicitly. The access of PLWHA to
resources, information about HIV/AIDS related stagrand discrimination reduction
interventions, employment opportunity, housing apyaty, protection of
confidentiality by the service providers and rights health care need special legal
protection. The right to demanding or negotiatirejes sex by women needs to be

recognized and legalized under the framework ofdts.
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v' Strengthening and building capacity of stigmatizetividuals and groups, e.g. thorough
skill building campaigns, network building campagmetwork building, counseling
training, income generation, participation and raddve education. Providing training
on non discrimination to health care providers asthblishing codes of conduct for

service providers.

v Institutional reform e.g. addressing discriminationcourts, work places, health care
settings, schools etc. social mobilization strasdor social, legal and economic support
and action in advance or in response to stigmafigpeech or discrimination practices

should be focused.

v In the fight against stigma and discrimination,\aetand participatory education needs
to be enhanced; care and support to people livitly MIV/AIDS and orphans of AIDS
needs to be focused on, particularly access heaithand retroviral drugs. These would
reduced stigma and make VCT services desirablegl@®&wving with HIV/AIDS need to
be encouraged to lead active role in society pddity in educating the community on
HIV/AIDS. PLHA need legal protection from governmebodies and access to
livelihood options. The gender disparity makes nam women vulnerable to the
pandemic. Focus needs to be made on how to empwoveen to negotiate safe sex and
ensure the realization of their basic human righités would require change 9in cultural
norms, values and practices on gender which, in tmould require intensive and

extensive community based discussions.
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