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EXECUTIVE SUMMARY

This study presents results of the outcome evaluation of an intervention project titled “Modelling and Reinforcement to Combat HIV/AIDS -MARCH” in Addis Ababa and West Hararghe. In particular, the   study envisaged to systemically asses the achievements of the MARCH project vis-à-vis its goals and objectives; and document lessons learned. MARCH is part of the CARE-CDC Health Initiative (CCHI) program.
The MARCH intervention is a behaviour change communication project that promotes preventive behaviours against HIV/AIDS. The project was implemented in three rural Woredas (districts) of West Hararghe and the former Woreda 15 of Addis Ababa. It employed a peer education strategy, where by peer educators were selected from their respective communities, took trainings regarding issues related to HIV/AIDS to raise awareness through dialogues and facilitate a group discussion among their peers. These activities were supplemented by a radio drama (called Yeken Kegenet) and community drama series and role model stories aired at the two areas. The peer discussions were systematically guided by the listening and discussion guide developed for the purpose. The intervention targeted both males and females in the age group 15-49 years. Although some of the activities of the MARCH project were initiated as early as 2001, the actual implementation of the project at a full scale was started in 2003 in both of the sites. It was phased-out around mid-2005
A baseline and outcome surveys, respectively, were fielded in September 2003 and May-June 2005 in both of the sites. Both of the surveys were based on a multistage random sampling technique. Kebeles/Peasant Associations (i.e. the smallest administrative units) to be included in the surveys were selected using probability proportional to size (PPS). As the primary sampling unit, the surveys focused on 4 groups of respondents to achieve its several objectives. These are (1) single women aged 15-24 years (2) single men aged 15-24 years (3) married women aged 15-49 years and (4) married men aged 15-49 years. The sample size for the outcome survey was 800 and 807 individual respondents in Addis Ababa and West Hararghe, respectively. The baseline survey also achieved similar sample size as that of the outcome (i.e. 803 for Addis Ababa and 809 for West Hararghe). Data were collected through a house-to-house interview using a pre-coded questionnaire that was pre-tested and translated into the local languages. Basically, this evaluation was based on a non-experimental design that makes use of two approaches: (1) a comparison of the exposed and non-exposed respondents of the outcome survey and (2) a comparison of the baseline and the outcome surveys results. However, due to a number of reasons, the evaluation was heavily dependent upon the former approach; i.e. A Static-Group Comparison of the exposed and non-exposed data in the outcome survey. Bivariate and multivariate analyses were done, as deemed necessary. All associations/correlations were tested for statistical significance and a P-value < 0.05 suggests significant association/correlation/effect. 


The MARCH intervention significantly improved the knowledge of HIV/AIDS [in both of the sites]

· Overall, exposure to the MARCH intervention improves respondents’ knowledge on the various ways of avoiding HIV/AIDS in both of the study sites. In particular, the effect of the MARCH intervention in improving the knowledge of its target audiences in relation to the ways of avoiding HIV/AIDS appeared immense. While modest but significant improvement was noted in Addis Ababa. It is, however, important to note that the knowledge on the various ways of avoiding HIV/AIDS has not yet been universal even among respondents who were highly exposed to the MARCH intervention in both of the sites. 

· Comparative analysis of the baseline and outcome results of Addis Ababa revealed that respondents of the baseline survey were significantly less likely than that of the outcome to mention the various ways of avoiding HIV/AIDS. In particular, the moderately-and highly-exposed respondents of the outcome survey were significantly more likely than those at baseline to mention most of the correct ways of avoiding HIV/AIDS.

The MARCH intervention significantly improved the knowledge of STIs [in both of the sites]

· In both of the sites, respondents’ knowledge of the various symptoms of STIs has shown significant positive correlation with exposure to the MARCH. Overall, the reporting of the various correct symptoms of STIs was significantly higher among the moderately-and highly-exposed respondents, as compared to the non-exposed in both of the sites.  

· This study also documented significant temporal trend in the reporting of STI symptoms when baseline figures were compared with figures of the exposed outcome respondents (in Addis Ababa). However, no statistical significant trend was noted when baseline levels were compared with the levels recorded for the non-exposed outcome respondents, suggesting the lack of overall trend in the knowledge of STIs in the general population. 

The MARCH intervention brought about significant positive attitude towards PLWHAs but has little effect on improving the perceived non-differential treatment of PLWHAs [in Addis Ababa]
· Overall, respondents who were exposed to the MARCH intervention were significantly more likely than those who did not to exhibit favorable and positive attitudes towards PLWHAs. The proportion who held high positive attitude towards PLWHAs increased from 47.2% among the non-exposed to 63.9% and 67.7%, respectively, among the moderately-and highly-exposed respondents.

· There was, however, a modest improvement regarding individual’s perception of non-differential treatment of PLWHAs, as a result of participating in the MARCH. The proportion that reported high positive perception regarding non-differential treatment of PLWHAs was 24.9%, 32.1% and 39.4% for the non-, moderately-and highly-exposed respondents, respectively. 

The MARCH intervention significantly improved individual’s condom self-efficacy but not outcome expectancy [in Addis Ababa]
· Overall, individual’s perceived efficacy to use condom was positively and significantly correlated with exposure to the MARCH. The proportion that held high self-efficacy level in relation to condom use ranged from 48.5% among the non-exposed to 61.9% and 60%, respectively, among the moderately-and highly-exposed respondents. 

· Although overall self-efficacy of individuals has improved as a result of participating in the MARCH, it appeared that the intervention has significantly improved the perceived self-efficacy of females, currently married and those aged over 25 years.  While little or no change was noted in condom self-efficacy scores by exposure status for the male, never married and young respondents (aged 15-24 years).

· Both condom use outcome expectancy and future intention to use condom (i.e. in the next 3 months) did not show any significant correlation with exposure to the MARCH. In general, respondents who were exposed to the MARCH did not significantly differ in their perceived levels of outcome expectancy as well as in their future intention to use condom compared to the non-exposed. 

· Although overall reported intention to use condom (in the next 3 months) did not improve as a result of participating in the MARCH, it appeared that the intervention has improved, though not significantly, the likely intentions of female, never married and young people (aged 15-24). While no difference in the reported intentions to use condom by exposure to the MARCH was noted for the other group of respondents.  

The MARCH intervention significantly improved both individual’s self-efficacy and outcome expectancy in relation to HIV testing [in Addis Ababa]

· The perceived efficacy and positive outcome expectancy in relation to HIV testing were positively and significantly correlated with exposure to the MARCH intervention. Respondents’ future intention to test for HIV (i.e. in the next 3 months) also showed significant and positive association with exposure to the MARCH intervention. The proportion of respondents that scored above the median in the HIV testing self-efficacy score (i.e. high HIV testing self-efficacy level) ranged from 34.4% to 49% and 59.5%, respectively, for the non-, moderately-and highly-exposed respondents.  While about 50.1% of the non-exposed demonstrated high positive outcome expectancy in relation to HIV testing, the corresponding proportions for the moderately-and highly-exposed respondents were 61.3% and 62.1%, respectively.

· The effect of the MARCH on individual’s perceived self-efficacy and outcome expectancy in relation to HIV testing varies in accordance with the sex, age and marital status. It appeared that the MARCH intervention has significantly improved the self-efficacy of female, currently married and those aged 25 year or higher. While no significant differences in the perceived HIV testing self-efficacy levels were noted by exposure to the MARCH for the males, young and the never married respondents.

· Among those who were not tested for HIV in the year preceding the survey, the proportion who said that they were completely sure that they would be tested for HIV in the future increased from a low of 8.6% among the non-exposed to 14% and 23.1% (p<0.05), respectively, among the moderately-and highly-exposed respondents.

The MARCH intervention significantly improved the uptake of HIV testing [in both of the sites]

· The proportion tested for HIV (in the year preceding the survey) positively and significantly correlated with exposure to the MARCH both in Addis Ababa and West Hararghe. While only 11.7% of the non-exposed reported having been tested for HIV in the year preceding the survey in Addis Ababa, the corresponding figures for the moderately-and highly-exposed respondents were 21.3% and 29.7, respectively.  Likewise, in West Hararghe, the proportion tested increased from only 0.5% among the non-exposed to 2.5% and 5.4%, among the moderately-and highly-exposed respondents, respectively.  

· High levels of HIV testing rates were recorded among highly-exposed - females (36%), aged 25 years or higher (33.3%) and currently married (41.7%) - respondents of Addis Ababa.  

· Furthermore, significant association was noted between exposure to the MARCH and the likelihood of receiving HIV test results, especially in Addis Ababa. Of those tested in the year preceding the survey, 74.7%, 88% and 100% of the non-, moderately- and highly-exposed respondents, respectively, reported that they had received their HIV test results. It means that the MARCH intervention not only improves individual’s’ uptake of HIV testing but also ones ability to return for his/her HIV test results;  and subsequently to attend post-test counseling.  

· A significant temporal trend in the uptake of HIV testing since the baseline was recorded in Addis Ababa. At the baseline the proportion that reported having been tested for HIV was only 8.6%, but this rate has increased significantly to 15.7%, 24.2% and 29.7% for the non-, moderately-and highly-exposed outcome survey respondents, respectively.  

The MARCH intervention significantly improved interpersonal communication regarding HIV/AIDS and other sexual matters among friends and sexual partners [in West Hararghe] but not [in Addis Ababa]
· There was a significant positive correlation between exposure to the MARCH intervention and the reporting of having ever talked with friends and sexual partners in the year preceding the survey in West Hararghe.  The proportion that reported having had discussion with friends in the year preceding the survey increased from 33.5% among the non-exposed to 58.2% and 77.5%, respectively, among the moderately-and highly-exposed respondents of West Hararghe. Likewise, the corresponding figures for the discussion with sexual partners ranged from 30.0% among the non-exposed to 46.7% and 66.7%, respectively, among the moderately-and highly-exposed respondents.

· In contrast, this study documented the lack of significant association between exposure to the MARCH and the reporting of having ever talked about HIV/AIDS and other sexual matters with friends and partners in Addis Ababa. Furthermore, no statistically significant trend was noted between the baseline and outcome surveys in terms of the proportion that reported having ever talked/discussed with friends or sexual partners regarding HIV/AIDS and sexual matters in the year preceding the surveys in Addis Ababa.   

Regularly participating in the MARCH peer group discussions (i.e. being highly-exposed) resulted in a decrease (but not significantly) in the prevalence of both the lifetime as well as recent levels of sexual activity among the never married [in both of the sites]. While moderate exposure (i.e. moderately-exposed) to the MARCH appeared to have little or no effect on behavioral changes 
· In Addis Ababa, the proportion of never-married that reported ever having had sex in their life time appeared the lowest (i.e. 19.1%) among the highly-exposed respondents, compared to any of the other exposure categories. In contrast, there was no difference between the non-and moderately-exposed respondents (28.9% and 30.3%, respectively) in the proportion reporting having ever had sex, suggesting that moderate exposure to the MARCH may not be sufficient to induce favorable behavioral change (such as abstinence and delaying age at sexual debut) in this population.

· Of note, statistically significant difference in the proportion of never-married that reported having ever had sex was recorded when highly-exposed male respondents of the outcome survey were compared with their male counterparts at baseline (42.6% vs. 10%, p=0.04). No such declining trend was, however, observed for females.  In fact, for females the levels of both lifetime and recent sexual activity have remained unchanged over the years.  

· There was no difference in the reporting of recent sexual activity (i.e. in the year preceding the survey) between the exposed and non-exposed never-married respondents of Addis Ababa. The proportion that reported recent sexual activity was found to be 18.4%, 18% and 19.1% among the non- moderately-and highly-exposed never-married respondents, respectively.  Notably, the lowest reporting of recent sex (i.e. in the year preceding the survey) was recorded for the highly-exposed male respondents of Addis Ababa (about 10% for both) compared to rates exceeding 30% for the moderately-and non-exposed male counterparts. 

· None of the moderately-or highly-exposed never married respondents of West Hararghe reported that they had started sex. While about 6% and 3% of the non-exposed said that they had sex at least once in their lifetime and in the year preceding the survey, respectively. The virtual absence of reporting of recent sexual activity among participants of the MARCH provides some useful indication on the likely positive influence of the intervention in promoting sexual abstinence and delaying age at sexual debut among the never married in West Hararghe.    

· Baseline levels of lifetime as well as recent sexual activity did not significantly differ from levels documented for the non-exposed and moderately-exposed outcome survey respondents of Addis Ababa. However, the reporting of both indicators was lower for the highly-exposed outcome survey respondents (19.1% and 19.1%, respectively) when compared with that of the baseline (33.3% and 24%, respectively).

The MARCH intervention resulted in an increasing use of condom (though not significantly) [in Addis Ababa]
· Condom use during last sex was reported by 59.2% and 76.2% of the recently sexually-active non-exposed and exposed (moderately/highly-exposed) never married respondents, respectively. 

· Condom use did not show any significant trend when figures are compared between the baseline and the non-exposed outcome survey respondents of Addis Ababa. However, a modest increase in condom use was noted when the baseline figures (69.8%, 61.5% and 69.2%  for the total, males and females, respectively) were compared with figures of outcome respondents who were either moderately-or highly-exposed to the MARCH (76.2%, 75% and 78.6%, respectively).  

Respondents reported that they had adopted safer sex behavior, as a result of participating in the MARCH [in both of the sites] 
· About 81% and 28% of the never/not currently married and currently married respondents from Addis Ababa, respectively, reported that they took at least one action as a result of participating in the MARCH. 

· Overall, about a quarter of the respondents from West Hararghe reported that they had taken at least one action as a result of participating in the MARCH (24.2% of the never/not currently married and 24.8% of the currently married).

· The action most commonly reported by never/not currently married respondents include the decision to always use condom, to abstain, to use condom more frequently, to limit oneself to one sexual partner and to reduce the number of sexual partners. In contrast, the most frequently mentioned action taken by the married respondents were limiting to one sexual partner (i.e. faithfulness to partner). Few reported that they had begun to use condom more frequently and reduced the number of partners, as a result of participating in the MARCH.     
The effect of the MARCH intervention is not uniform across varying socio-demographics [in both of the sites]

· Whereas more positive changes were recorded among females, married and older participants than the other groups in Addis Ababa, it appeared that males were more likely than their female counterparts to have exhibited positive changes as a result of participating in the MARCH in West Hararghe.


With the caveat of the findings are drawn from a study that relied on a non-experimental design, this evaluation, taken together, demonstrated that the overall goals of the MARCH intervention were largely met. In particular, the study revealed that the MARCH intervention produced a net increase in the knowledge of HIV/AIDS and STIs, improved interpersonal communication regarding HIV/AIDS and sexual matters, created positive attitude towards PLWHAs, increased individual’s self-efficacy in relation to condom use, and increased the perceived benefits and self-efficacy regarding HIV testing among its participants. Consistent with these changes, the intervention was also associated with an increase in the uptake of HIV blood testing in the general target audiences, a modest increase in the level of sexual abstinence as well as an increase in condom use among the never married youth.    

Since the MARCH intervention has already been phased-out, it appeared tardily to provide recommendations for its improvement. However, any future effort that aims at implementing similar intervention approach in any population group in the country needs to be cautious about the fact that the impact of such intervention could not be assumed uniform across varying socio-demographics. One plausible approach to address this issue is through a program that takes proper account of the special needs and concerns of the various groups in the population, i.e. “audience segmentation”.  In this respect, we suggest that future intervention efforts must consider the need for segmenting the target population at least by gender, age and marital status.  It is also important to take note the fact that only moderate exposure to such intervention is not adequate to induce behavioral change in these populations. Rather, one had to regularly pass through the various peer group discussions (i.e. being highly-exposed) before exhibiting favorable behavioral changes towards safer sex. Therefore, any similar intervention effort should be aware of this fact in framing its goals, objectives, approaches, etc. 

I. INTRODUCTION

Changes in sexual behaviours have been advocated to reduce the spread of HIV in the developing world, where heterosexual sex is the most common mode of HIV transmission (Cleland et al, 1992; Merten et al, 1994; UNAIDS, 1999). In fact, safer sexual behaviour remains the single most effective method of preventing HIV infection in such settings. The effectiveness of these changes is supported by data from Thailand and Uganda, where both HIV prevalence estimates and prevalence of risky sexual behaviours decreased in the past decade (Nelson et al, 1996; UNAIDS, 1998; Kilian et al, 1999; Kamali et al, 2000). It has become clear that effective HIV risk reduction interventions extend beyond basic information giving and help: sensitize people to personal risk, improve couples communication, increase individual’s condom use skills, the perception of lower risk practices as an accepted social norm, and help people receive support and reinforcement for their efforts at changing (Kelly, 1995). These principles form the foundations of successful HIV prevention strategies, but differences in individual, social, cultural and economic conditions dictate different design and implementation of programs (UNAIDS, 1999). 

The HIV epidemic started in the mid-80s in Ethiopia. The first sera with HIV antibodies date back from 1984, and the first AIDS cases were diagnosed in 1986 in Addis Ababa, the Capital City (Hailu et al, 1989; Lester et al, 1988). Two years later in 1988, high rates of HIV prevalence were detected among long distance truck drivers (13%) and commercial sex workers (17%) residing along the main trading road of the country (Mehret et al; 1990b; Mehret et al, 1990a). Since then the epidemic has expanded at a fast rate throughout the country. According to UNAIDS, at the end of 2004, an estimated total of 1.5 million adults and children were living with HIV/AIDS in Ethiopia (MOH, 2004). AIDS is now the leading cause of mortality in the age group 15-49, killing adults in the most productive and reproductive phases of their lives. Life expectancy in Ethiopia is being reversed as a result of AIDS and expected to drop to 46 years instead of 53 years in 2001, and 50 years instead of the expected 59 years in 2014 (Mekonnen et al, 2002; MOH, 2002). The primary modes of transmission of HIV in Ethiopia are heterosexual contacts and prenatal transmission (Sentjens et al, 2002; MOH, 2002; Fontanet et al, 1998). Like in most Sub-Saharan African countries, high-risk sexual behavior and sexually transmitted infections play major roles in the spread of HIV infection in the country (Mekonnen et al, 2003; Fontanet et al, 1999; Fontanet et al, 1998). Despite the high level of knowledge about HIV/AIDS, a significant proportion of the population, particularly the young, is at risk of HIV infection. Casual and extramarital sex is very common while condom use has not yet reached high level. 

In view of the recognition of the severity of the HIV epidemic in Ethiopia and its severe and multitude impacts, CARE Ethiopia in collaboration with the Centre for Disease Prevention and Control (CDC) initiated and implemented a project titled “The Modelling and Reinforcement to Combat HIV/AIDS (MARCH)” in 2001 in Addis Ababa and West Hararghe. The project is part of the CARE-CDC Health Initiative (CCHI). It was implemented in Woreda 15 of Addis Ababa and in 21 peasant associations (PAs) of East Hararghe.  The project has been operational for over three years and phased-out around Mid-2005.  The purpose of this evaluation is therefore to examine the contribution of the project, identify important lessons and document best practices. 

II. DESCRIPTION OF THE MARCH INTERVENTION PROJECT
MARCH (Modelling and Reinforcement to Combat HIV/AIDS) is a behaviour change communication project that promotes preventive behaviours against HIV/AIDS. The project was implemented in three rural Woredas (districts) of West Hararghe and the former Woreda 15 of Addis Ababa, the Capital City. An estimated total of 82, 768 and 97, 173 people reside in Woreda 15 (Addis Ababa) and in the three Woredas of West Hararghe, respectively. The intervention targeted both males and females in the age group 15-49. The approach used was a peer education strategy, where by peer educators were selected from their respective communities, took trainings regarding issues related to HIV/AIDS to raise awareness through dialogues and facilitate a group discussion among their peers. These activities were supplemented by a radio drama (known as Yeken Kegenet) and community drama series and role model stories aired at the two areas. The peer discussions were systematically guided by the listening and discussion guide developed for the purpose. 
MARCH is both a project and a strategy. Two interlinked but separate activities characterize the strategy. The "modelling" aspect, based on sound theory and extensive qualitative study, makes use of a radio serial drama that employs three basic characters: a positive character that the audience can take him/her as a model, learn from his strength of how he/she wins and overcomes the hurdles of life; a negative character from whom listeners can learn to avoid risk behaviour; the third character is in between, a person who can make mistakes from time to time but learns from his/her mistakes and in the process transforms himself/herself to a rational human personality. The long entertaining radio serial drama thus educates the listeners by capturing their attention and interest on the process of which they change gradually modelling the positive character.

The reinforcement part includes a dialogue by voluntarily formed cells or listening and discussion groups (LDGs).  The groups discuss weekly on the carefully prepared HIV/AIDS Listening and Discussion Guides and radio serial drama with the help of trained peer facilitators. The discussion gives the opportunity to persuade one another, clarify misconceptions and as a result they change themselves. In West Hararghe, where the project compliments the ongoing FP/HIV/AIDS project, there were 142 Peer educators (PEs) and 103 Community-based Reproductive Health Attendants (CBRHAs) each having 5-15 members who participated in the Group discussions and Radio listening groups. The Addis Ababa urban intervention covers seven kebeles of the former Woreda 15 locality known as Kazanchies. There were 189 Peer educators in that area. Kazanchies is known for high concentration of bars and taverns where many commercial sex workers are found. In fact, the first sero-positive individuals in Ethiopia were diagnosed from this area as early as 1984. It is therefore a potentially risk environment. 
Although some of the activities of the MARCH project were initiated as early as 2001, the actual implementation of the project at a full scale was started in 2003 in both of the sites.  The project phased-out around mid-2005.

 III. OBJECTIVES OF THE OUTCOME EVALUATION 

The general objective of this evaluation study is to assess the achievements of the MARCH project and document lessons learned. Specifically, this evaluation addresses the following key objectives. 

· To assess the impact of the MARCH on the knowledge of HIV/AIDS, and other STIs among target population 

· To assess the impact of the MARCH on the attitude and differential treatment within the community towards PLWHAs

· To assess the impact of the MARCH on the psycho-social constructs among the target population, including self-efficacy for key behaviors, and outcome expectations for key behaviors, and intention to perform key behaviors. 
· To assess the impact of the MARCH on interpersonal communication regarding HIV/AIDS and sexual matters among the target population.

· To assess the impact of the MARCH on key HIV/AIDS prevention and care behavior among the target population

IV. EVALUATION METHODOLOGY

4.1. Study design  
This evaluation study employed two approaches: (1) a comparison of the exposed and non-exposed respondents of the outcome survey and (2) a comparison of the baseline and the outcome surveys results. In both of the cases the designs were non-experimental. The pretest-posttest (baseline-outcome) design lacks a control group, and as a result subjected to several threats of validity, including history, maturation and instrumentation. Therefore, in order to minimize these threats, this evaluation heavily relied on a Static-Group Comparison of the exposed and non-exposed groups on the posttest survey data (outcome survey data). This approach contrasts survey respondents that were exposed to the MARCH intervention against those respondents who were not exposed to the intervention.  Since the selection of the two groups (exposed and non-exposed) did not involve a random process, the primary problem with this design is therefore the confounding factors of selection. To somehow address this problem, multivariate analyses were employed by adjusting for differences in selected respondents’ characteristics. 
The baseline and outcome surveys, respectively, were fielded in September 2003 and May-June 2005.
4.2. Sampling methods and sample size

Addis Ababa:

A multistage random sampling technique was employed in which each household had an equal chance of being selected.  All the 14 kebeles in Woreda 15 were included in the sampling frame for selection. For the purpose of this evaluation 7 Kebeles were selected using probability proportional to size (PPS) (see Annex I). A kebele or peasant association (PA) represents the smallest administrative unit.
West Hararghe: 

Akin to Addis Ababa, a multistage random sampling technique was employed.  A total of 30 PAs were selected out of all the PAs that were present in the three target Woredas using the PPS approach. 

Sample size: 

As the primary sampling unit, the surveys focused on 4 groups of respondents to achieve its several objectives. These are (1) single women aged 15-24 years (2) single men aged 15-24 years (3) married women aged 15-49 years and (4) married men aged 15-49 years. The overall sample size for the four groups combined was 800 and 807 individual respondents in Addis Ababa and West Hararghe, respectively. Details of the achieved sample size by different socio-demographic characteristics of respondents are shown in Table 1.  

The baseline survey:

The baseline surveys in both of the sites also used the same sampling designs and procedures as those of the outcome. The sample sizes were also similar (803 from Addis Ababa and 809 from West Hararghe).
4.3. The questionnaire and training of data collectors 
Data were collected through a house-to-house interview using a questionnaire. The questionnaire was broadly divided into 9 sections, which include (1) Identification (2) Background information (3) Knowledge of HIV/AIDS (4) Sexual behaviors (5) Knowledge of symptoms of STIs (6) HIV Voluntary counseling and testing (7) Stigma and discrimination towards PLWHAs (8) Care and support to PLWHAs  and (9) Exposure to the MARCH intervention. The questionnaire was largely pre-coded, with fixed response categories. It was translated into the local languages (i.e. into Amharic for Addis Ababa and into Oromifa for West Hararghe) in order to facilitate easy administration. The questionnaire was pre-tested and revised accordingly prior to the actual survey. Data collectors have gone through intensive class room training, role plays and field testing before they were deployed for the actual data collection. The training was aided by a tailor-made training manual. The field work, including training of data collectors, pre-testing and data collection lasted in about 4 weeks.
4.4. Data processing and analysis 
Each questionnaire was edited at the site by the supervisors and the consultants. All questionnaires were also edited and post-coded for computerization. The data were computerized using EPI-Info software. Double data entry procedures and other programming techniques were employed to assure the quality of the data. 

Data analysis, including Bivariate and multivariate methods, were done using STATA. All associations/correlations were tested for significance. Different multivariate analyses procedures were employed in accordance with the nature of the outcome variables.  Whereas Logistic regression analyses were frequently used for the dichotomous outcome variables, Ordinary Least Square (OLS) method was employed for the continuous outcome variables. To examine responses on psychosocial (e.g. self-efficacy and outcome expectancy) and attitudinal statements, a Likert-type summative scale was used. Five categories were used, where  1 = Not at all sure 2= Only a little sure   3 = Somewhat sure 4 = Very sure  and 5 = Extremely sure. (Scores were assigned to each of the responses to reflect the strength and direction of the attitude expressed in a particular statement, with 5 indicative of a strongly positive perception/attitude and 1 reflective of a strongly negative perception/attitude towards the particular statement. By averaging the responses to a given series of related statements, summary scores were developed. To evaluate the internal consistency of the items, Chronbach’s alpha coefficient was computed. Typically, social scientists consider an alpha coefficient of 0.60 or greater to constitute a strong measure of internal reliability. 

The poor quality of the baseline as well as part of the outcome survey data (such as data on condom use and HIV testing self-efficacy, and outcome expectancy, and those related to stigma and discrimination) precluded the baseline-outcome comparison of results for West Hararghe. Also in Addis Ababa, data on psychosocial constructs concerning condom use and HIV testing (i.e. self-efficacy and outcome expectancy) and information on stigma and discrimination were measured differently at baseline, thus, not used in the present evaluation.

V. EVALUATION FINDINGS
5.1 Characteristics of respondents

As indicated, this report is heavily dependent upon data generated from the outcome survey. However, part of the baseline data was also used for comparison only for Addis Ababa. The socio-demographic characteristics of sampled respondents in the outcome survey (for both of the sites) and in baseline (only for Addis Ababa) is shown in Table 1. Overall, sampled respondents were almost equally divided by sex although in Addis Ababa the proportion of female respondents was somewhat higher than that of the males. Respondents in Addis Ababa were on average 5 years younger that that of West Hararghe (Mean age: 24.7 and 29.7, respectively). The majority of respondents from Addis Ababa (61%) completed at least 9 years of schooling while only 6.7% could not read or write. In contrast, the vast majority of respondents from West Hararghe (73.5%) could not read or write while few (16%) had attended formal education. Whereas most of the respondents from Addis Ababa (67%) were never married, nearly 80% of the respondents from West Hararghe were married (currently married). Most of the respondents (88%) of Addis Ababa were Orthodox Christians while over 90% of the respondents from West Hararghe were Muslims.     

There was no significant difference in the socio-demographic characteristics of individuals respondents between the baseline and outcome surveys of Addis Ababa. 
Table 1. Background characteristics of respondents of the baseline (only for Addis Ababa) and outcome evaluation (for both of the sites) surveys,  Addis Ababa and West Hararghe, MARCH outcome survey, May-June 2005.  
	 
	Addis Ababa


	West Hararghe

	
	Baseline survey
N=803
	Outcome survey 
N=800
	Outcome survey 
N=807

	Sex

  Male

  Female

Age 

   15-19

   20-24

   25-29

   30 +

    Mean age (95% CI)

Education

   Cannot read/write

   Can read/write only

    1-8 grade

     9-12 grade

    12 grade +

Marital status

   Never married

   Currently married

   Divorced/widowed 

Religion

  Orthodox Christian

  Muslim

  Others    
	41.6

58.4

26.8

41.1

9.2

22.9

25.1[24.6-25.7]

3.2

2.9

23.1

55.7

15.1

67.0

27.0

5.5

88.0

5.2

6.0
	43.1 

56.9 

31.2

36.3

10.0

22.5

24.7[24.1-25.9]

6.7

4.5

27.6

44.3

16.9

62.3

32.1

5.6

85.8

8.5

5.7
	49.8

50.2

12.6

14.9

20.5

52.0

29.7[29.1-30.3]

73.5

10.4

13.0

2.5

0.6

12.8

79.8

7.4

8.8

90.5

0.7


5.2. Exposure to the MARCH Intervention
Coverage of the MARCH intervention 

The MARCH intervention targeted several thousands individuals both in West Hararghe and Addis Ababa.  Community drama and participation in a discussion group were the two key intervention approaches employed since 2001.  Table 2 presents the number of individuals participated in the MARCH discussion groups during the year preceding the survey. The total number of individuals participated in the discussion group were 4165 and 17777 in Addis Ababa and West Hararghe, respectively.  Interestingly, there is a good agreement between the project statistics and the outcome survey results when the proportion of individuals participated in the MARCH discussion group were compared between the two sources. In the outcome survey 6.9% and 20.8% of the respondents from Addis Ababa and West Hararghe, respectively, reported that they had participated at least once in the discussion group in the year preceding the survey.  The corresponding figures computed based on the project statistics the target areas were 5% and 18.3%, respectively.  Thus, the outcome survey appears to provide a robust estimate of the level of exposure to the intervention in the general target population.  
Table 2. Participation in the MARCH discussion groups (at least in one meeting) in 2004-2005: comparison of project statistics and outcome survey results, Addis Ababa and West Hararghe, MARCH outcome survey, May-June 2005.
	
	Project Statistics
(Source: Final Report Care Ethiopia)

	
	# Individuals 

participated in the MARCH discussion group 
	Size of target  Population

 
	Proportion exposed

	Addis Ababa


	4165
	82768
	5.0

	West Hararghe

	17777
	97137
	18.3

	
	Outcome Evaluation Survey


	
	# respondents participated   in the MARCH discussion group (in at least one meeting)
	Total # of respondents 
	Proportion exposed

	Addis Ababa


	55
	800
	6.9

	West Hararghe

	166
	807
	20.8






       Box 1. Items (questions) used to define exposure to the 




       MARCH intervention 

Operational definition of exposure to the MARCH Intervention  
To assess the actual impact of the MARCH intervention as opposed to changes that may have happened over time even in the absence of this particular set of interventions, we examined differences between respondents (i.e. of the outcome survey) who exposed to the intervention and those who did not. Since the level of exposure to the MARCH intervention varies among respondents, we categorized respondents as “Non-exposed”, “Moderately exposed” and “Highly exposed”, as defined in Box 1.  
Accordingly, for an individual respondent to be considered “highly-exposed”, he/she must have participated in the MARCH discussion group regularly (i.e. participated in at least half of the meetings). Whereas those individuals who have irregularly participated to the MARCH discussion group or those who listened to the drama (i.e. Yeken Kegenet) in a Care meeting and discussion group or those who attended the community drama presentation by Care were considered as “moderately-exposed”. The “non-exposed” are those who did not participate (or exposed) in any of the MARCH related intervention activities.  
Socio-demographic characteristics of the non-, moderately-and highly-exposed respondents 
Table 3 contrasts the background characteristics of the non-, moderately-and highly-exposed respondents. The majority of respondents in both areas were not at all exposed to MARCH (56.6% in Addis Ababa and 71.1% in West Hararghe). On the other hand, 43.4% and 28.9% of the respondents from Addis Ababa and West Hararghe, respectively, reported that they had been exposed to the MARCH intervention at varying levels, with most having been exposed moderately. Only 4.6% and 13.8% of the respondents from the two sites, respectively, were categorized as being “highly-exposed” to the intervention.   

Although the interventions in both of the sites was intended for the general population, findings of this survey revealed that some sections of the population were more likely than others to have participated in the interventions. Exposure to the MARCH intervention significantly differ by sex (in both areas), age (only in Addis Ababa), education (only in West Hararghe), and by marital status (in both areas). While females appeared more likely than their male counterparts to have participated (exposed) in the intervention in Addis Ababa, the reverse was noted in West Hararghe. In particular, in West Hararghe, men were found twice as more exposed to the intervention. MARCH participants of Addis Ababa appeared younger than those who did not participate. Unlike Addis Ababa, participants of the MARCH intervention in West Hararghe appeared significantly more educated than those who did not participant. Of note, the vast majority of respondents from West Hararghe (85%) were either had no education or could only read/write. While there was no difference in exposure between never married and currently married in West Hararghe, women either divorced or widowed were significantly less likely than any of the other group to have been exposed to the MARCH intervention. In summary, findings of the survey indicated that disproportionately more males than females, better educated than uneducated and currently married than never married have participated (exposed) in the MARCH in West Hararghe. While participants of the MARCH intervention in Addis Ababa appeared predominantly younger and never-married.  
Since there is diversity in the socio-demographic characteristics between respondents that have participated and not participated in the MARCH, the examination of the effect of the intervention on the different outcome indicator variables takes account of the sex, age, education and marital status of respondents using appropriate multivariate models. 
Table 3. Exposure to the MARCH intervention according to selected characteristics of respondents,  Addis Ababa and West Hararghe, MARCH outcome survey, May-June 2005. 
	
	Addis Ababa

	
	Exposure to MARCH
	Chi-Square 

(P-value)

	
	Not exposed
n=453
	Moderately

Exposed
n=310
	Highly exposed
n=37
	

	Sex

  Male

  Female

Age 

   15-19

   20-24

   25-29

   30 +

Education

   Cannot read/write

   Can read/write only

    1-8 grade

     9-12 grade

    12 grade +

Marital status

   Never married

   Currently married

   Divorced/Widowed  

Total  
	67.0

48.7

50.8

55.2

57.5

66.7

68.5

75.0

57.5

52.3

57.1
53.4

62.3

60.0
 56.6
	29.6

45.7

45.2

40.7

35.0

28.3

27.8

22.2

37.6

42.9

38.5

42.4
33.1

31.1

 38.8
	3.5

5.4

4.0

4.1

7.5

5.0

3.7
2.8

4.9
4.8

4.4
4.2

4.6

8.9

 4.6
	26.4(p<0.000)

14.9(p=0.021)

11.1(p=0.197)

8.9(p=0.05)

	
	West Hararghe

	
	Exposure to MARCH
	Chi-Square 

(P-value)

	
	Not exposed
n=574
	Moderately

Exposed
n=122
	Highly exposed
n=111
	

	Sex

  Male

  Female

Age 

   15-19

   20-24

   25-29

   30 +

Education

   Cannot read/write

   Can read/write only

    1-8 grade

     9 grade +

Marital status

   Never married

   Currently married

   Divorced/Widowed 

  Total
	61.2

81.0

67.7

77.5

73.9

69.1

74.9

69.0
57.1

48.0
65.0

70.5

86.7

 71.1
	19.6

10.6

13.7

14.2

15.2

15.7

13.8
14.3

20.0

28.0
15.5
15.5

10.0

 15.1
	19.2

8.4

18.6

8.3

10.9

15.2

11.3

16.7

22.9

24.0
18.5
14.0

3.3

 13.8
	38.9(p<0.000)
7.57(p=0.27)

26.9(p=0.000)

9.9(p=0.04)


5.3. Exposure to the MARCH and Knowledge of ways of avoiding HIV/AIDS 
Respondents were asked to mention the number of ways that one could prevent HIV transmission. Taken together a maximum of six correct ways of avoiding HIV/AIDS were reported spontaneously as well as through probing respondents. These include (1) abstinence from sex (2) faithfulness to ones partner (3) condom use (4) avoiding sex with high risk groups, such as sex workers and people with multiple sexual partners  (5) avoid sharing of cutting materials and (6) avoid contaminated blood transfusion.  Table 4 shows the proportion of respondents who reported the various ways of avoiding HIV/AIDS and the mean number of reported correct ways of avoiding HIV according to exposure to the MARCH. 
Overall, exposure to the MARCH intervention improves respondents’ knowledge on the various ways of avoiding HIV/AIDS in both of the study sites. It is, however, important to note that the knowledge on the various ways of avoiding HIV/AIDS has not yet been universal even among respondents who were highly exposed to the MARCH intervention in both of the sites. The mean number of reported correct ways of avoiding HIV/AIDS significantly and positively correlated with the level of exposure to the intervention. In particular, highly-exposed respondents reported the highest correct numbers of ways of avoiding HIV/AIDS in both of the sites. These findings remain unchanged in a multivariate analysis that control for a number of socio-demographic characteristics including sex, age, educational status, and marital status of respondents in both of the sites (Table 5). In particular, in West Hararghe, those respondents that were exposed to the intervention appeared more likely significantly than those who didn’t to mention almost all the ways of avoiding HIV infection, except faithfulness.  Likewise, there was a positive correlation between exposure to the MARCH and reporting of the various ways of avoiding HIV among respondents of Addis Ababa although statistical significance differences were noted only for the reporting of abstinence and faithfulness.  
Table 4. Respondents’ knowledge of HIV/AIDS according to exposure to the MARCH intervention, Addis Ababa and West Hararghe, MARCH outcome survey, May-June 2005
	
	Addis Ababa

	
	Outcome Evaluation

Exposure to MARCH

	
	Not exposed
n=453
	Moderately

Exposed
n=310
	Highly exposed
n=37

	Ways of avoiding HIV/AIDS

    Abstinence [%]

    Being Faithful [%]

    Condom use[%]

    Avoid sex with high-risk groups [%]

    Avoid sharing of cutting materials[%]

    Avoid contaminated blood transfusion [%]
Mean (95% CI) numbers of reported correct ways of    avoiding HIV/AIDS
	40.8

45.3

50.6

13.5

56.3

7.0
2.1[2.0-2.2]

	52.6

55.5

49.0

12.3

61.0
11.6
2.4[2.3-2.5]
	51.4**
59.5*
64.9 
24.3

59.5
13.5
2.7[2.5-3.0]***

	
	West Hararghe

	
	Outcome Evaluation

Exposure to MARCH

	
	Not exposed
n=574
	Moderately

Exposed
n=122
	Highly exposed
n=111

	Ways of avoiding HIV/AIDS

    Abstinence [%]

    Being Faithful [%]

    Condom use[%]

    Avoid sex with high-risk group [%]

    Avoid sharing of cutting materials[%]

    Avoid contaminated blood transfusion [%]

Mean (95% CI) numbers of reported correct ways of    avoiding HIV/AIDS      
	9.8

33.8

28.9

12.7
57.1

8.5

1.5[1.4-1.6]
 
	18.9

36.1

22.1

27.9
53.3

18.9
1.8[1.5-2.0]

 
	20.7**
37.8
36.9*
29.7***
76.6***

20.7***
2.2[2.0-2.4]***



P-value comparing results among the 3 exposure categories 
*p<0.05 **p<0.001 ***p<0.0001

Table 5. Multivariate regression Coefficients [β] and its standard error [se] in the estimation of mean number of correctly reported ways of avoiding HIV/AIDS according to selected characteristics of respondents,  Addis Ababa and West Hararghe, MARCH outcome survey, May-June 2005 
	
	Addis Ababa
	West Hararghe

	
	β [se]
	β [se]

	Exposure to MARCH  [ Not at all]

     Moderately exposed

     Highly exposed

Sex [Female]

   Male

Age [15-19]

   20-24

   25-29

   30+

Education [Cannot read/write]
    Read/write only [Non-formal education]
    1-8 grade

    9-12 grade

    12+

Education [Cannot read/write]
    Read/write only [Non formal education]

    Attended formal education {Grade 1 +]
Marital status [Never married]
   Currently married

   Divorced/Widowed
	0.25[0.07]***

0.56[0.15]***

-0.05[0.07]

0.11[0.08]

0.02[0.18]

-0.06[0.17]

0.04[0.19]
0.03[0.14]

0.02[0.17]

0.21[0.15]

-
-
-
0.12[0.15]

0.19[0.19]
	0.16[0.11]

0.59[0.11]***

0.23[0.08]**

-0.01[0.18]

-0.11[0.16]

-0.01[0.15]

-

-

-
-

-0.03[0.13]

0.40[0.12]**

0.16[0.16]

-0.01[0.21]


Reference Category in parenthesis 
 *p<0.05,**p<0.01***p<0.001
Baseline Vs Outcome comparison [only for Addis Ababa]  

Figure 1a and 1b present a comparative data on the reporting of the different ways of avoiding HIV between the baseline and the outcome survey of Addis Ababa. The results show that respondents in the baseline survey were significantly less likely than respondents in the outcome to mention the various ways of avoiding HIV/AIDS. In particular, respondents of the outcome survey who were exposed to the MARCH intervention were significantly more likely than those at baseline to mention most of the ways of avoiding HIV/AIDS. As such, those outcome respondents who were not exposed to the MARCH intervention were also more likely than the baseline respondents to mention these various ways. The fact that the non-exposed outcome survey respondents have significantly higher knowledge on the ways of avoiding HIV/AIDS compared to those at baseline grossly indicates the presence of a temporal trend in the knowledge and awareness in relation to HIV/AIDS in the general population, irrespective of the MARCH intervention. However, it may well be that those respondents who did not participate in the MARCH had exposed to some of the intervention messages by way of discussing with friends and family members that were participating in the MARCH (i.e. “contamination effect”). Thus, it is possible that the non-exposed individuals residing within the catchments’ areas of the MARCH intervention may have better knowledge than the other population residing outside the catchments’ area. Since this evaluation did not involve appropriate control group, it is difficult to tease out the “contamination” effect of the MARCH intervention. 

Figure 1 Baseline-outcome comparison of the reporting of ways of avoiding HIV/AIDS (Figure 1a; comparing proportions and Figure 1b comparing mean numbers of correct preventive methods), Addis Ababa, MARCH outcome survey, May-June 2005 
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5.4. Exposure to the MARCH and Knowledge of symptoms of Sexual Transmitted Infections (STIs) 
One of the objectives of the MARCH intervention was to improve the knowledge of the target population in relation to STIs. In almost all healthcare settings in Ethiopia, the treatment of STIs follows a syndromatic approach based on a national guideline that was adopted in 2001.  The MARCH intervention was also given due emphasis to improve target population’s knowledge relevant to STIs. Thus, respondents’ knowledge of the various major symptoms of STIs was used among the key indicators in this evaluation. A total of eight major symptoms of STIs were reported spontaneously and via probing, which include (1) genital discharge (2) lower abdominal pain (3) foul smelling discharge (4) genital ulcer (5) genital rash (6) pain/burning during urination (7) swelling in groin/genital area and (8) itching in genital area.     
As shown in Table 6, in both of the sites, respondents’ knowledge of the various symptoms of STIs has shown significant positive correlation with exposure to the MARCH. The proportion who heard of STIs also significantly increased among those exposed to the intervention, as compared to the non-exposed. In particular, quite statistical significant improvement was noted in West Hararghe, ranging from 32.1% among the non-exposed to 63.1% and 66.8%, respectively, among the moderately-and highly-exposed respondents (p<0.000).  Likewise, in both of the sites, the mean number of reported correct symptoms of STIs has also shown significant positive correlation with exposure to the MARCH. These associations retained in the multivariate regression analysis that took account of sex, age, educational status and marital status of respondents (Table 7), suggesting that the effect of the intervention was not altered by the diversity of the socio-demographic characteristics between the exposed and non-exposed respondents. Particularly, the effect of the intervention in improving respondents’ knowledge on the symptoms of STIs was quite notable in West Hararghe.  For example, while only 9.1% of the non-exposed respondents from West Hararghe mentioned genital ulcer, the corresponding figures for the moderately- and highly-exposed respondents were 21.3% and 28.8%, respectively (p<0.000).  
Table 6. Knowledge of symptoms of STIs according to exposure to the MARCH intervention, Addis Ababa and West Hararghe, MARCH outcome survey, May-June 2005
	
	Addis Ababa

	
	Outcome Evaluation

Exposure to MARCH

	
	Not exposed
n=453
	Moderately

Exposed
n=310
	Highly exposed
n=37

	Ever Heard of STDs [%]

Reported symptoms of STIs [%]
   Genital discharge
   Lower abdominal pain

   Foul smelling discharge

   Genital ulcer

   Genital rash 
   Pain/burning during urination
   Swelling in groin/genital area
   Itching in genital area

Mean [95% CI] number of STD symptoms reported correctly [%]
	83.0

17.4
3.1
26.9
33.1
17.4
34.0
12.4
24.5
1.7[1.5-1.8]
	93.0

26.1
4.2
31.6
36.8
18.7
45.2
13.6
25.2
2.0[1.8-2.2]
	100.0**
32.4*
2.7
40.5
54.1*
35.1*
45.6**
27.0*
37.8
2.8[2.2-3.3]**


	
	West Hararghe

	
	Outcome Evaluation

Exposure to MARCH

	
	Not exposed
n=574
	Moderately

Exposed
n=122
	Highly exposed
n=111

	Ever Heard of STDs [%]

Reported symptoms of STIs [%]
   Genital discharge

   Lower abdominal pain

   Foul smelling discharge

   Genital ulcer

   Genital rash 

   Pain/burning during urination

   Swelling in groin/genital area

   Itching in genital area

Mean [95% CI] number of STD symptoms reported correctly [%]
	32.1

2.6
4.2
6.6
9.1
6.9
19.2
9.6
3.8
0.6[0.5-0.7]
	63.1

13.1
4.9
13.9
21.3
13.1
37.7
12.3
9.8
1.3[1.0-1.5]
	66.8***
6.3**
10.8*
17.1***
28.8***
17.1**
36.0**
14.4
12.6**
1.4[1.1-1.7]**



P-value comparing results among the 3 exposure categories [in the outcome evaluation]
*p<0.05  **p<0.01  **p<0.001
Table 7. Multivariate regression Coefficients [β] and its standard error [se] in the estimation of mean numbers of correctly reported symptoms of STIs, Addis Ababa and West Hararghe, MARCH outcome survey, May-June 2005 
	
	Addis Ababa
	West Hararghe

	
	β [se]
	β [se]

	Exposure to MARCH  [ Not at all]

     Moderately exposed

     Highly exposed

Sex [Female]

   Male

Age [15-19]

   20-24

   25-29

   30+

Education [Cannot read/write]
    Read/write only [Non-formal education]

    1-8 grade

    9-12 grade

    12+

Education [Cannot read/write]
    Read/write only [Non formal education]

    Attended formal education {Grade 1 +]

Marital status [Never married]
   Currently married

   Divorced/Widowed

 
	0.36[0.12]**

1.0[0.26]***

-0.01[0.12]

0.15[0.14]

0.04[0.31]

0.58[0.29]*

0.28[0.33]

0.31[0.23]

0.67[0.23]

0.89[0.26]**

-

-

0.23[0.25]*

0.68[0.33]**
	0.49[0.13]***

0.62[0.13]***

0.32[0.09]**

0.27[0.18]

0.32[0.19]

0.42[0.18]*

-

-

-

-

0.10[0.15]

0.53[0.14]***

-0.23[0.18]

-0.25[0.24]*




Reference Category in parenthesis 
 *p<0.05, **p<0.01  ***p<0.001
Baseline Vs Outcome comparison [only for Addis Ababa]  

Figure 2a and 2b compare the proportion of respondents who reported the various symptoms of STIs between the baseline and outcome surveys of Addis Ababa. Overall, the data revealed the presence of a significant temporal trend in the reporting of STI symptoms since the baseline. Although non-exposed outcome respondents appeared somewhat more knowledgeable than respondents of the baseline survey with regards to STI symptoms, the trend was not statically significant for most of the items.  The most notable as well as statistically significant increase in the reporting of STI symptoms in the outcome survey, as compared to that of the baseline, was recorded for the moderately-and highly-exposed respondents. In particular, the temporal change in the reporting of STI symptoms appeared so very high for the highly-exposed respondents compared to respondents of the baseline. Although the MARCH intervention improves the knowledge of the symptoms of STIs in both of the sexes, it appeared that females were more likely than their male counterparts to have exhibited significant positive change in their knowledge, as a result of participating in the MARCH. The mean numbers of STI symptoms reported by the females increased from a low of 1 at baseline to 1.9 and 3.1, respectively, for the moderately-and highly-exposed female respondents of the outcome survey. The corresponding figures for the males increased from 1.3 to 1.7 and 2, respectively.    
Figure 2 Baseline-outcome comparison of the reporting of STI symptoms (Figure 1a; comparing proportions and Figure 1b comparing mean numbers of correct STI symptoms), Addis Ababa, MARCH outcome survey, May-June 2005 
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 5.5. Exposure to the MARCH and attitude towards PLWHAs

Promoting positive and non-stigmatizing environments for PLWHAs and affected families was among the objectives of the MARCH intervention. In this assessment a number of items (questions) were used to generate scores for the positive attitude towards PLWHAs and non-differential treatment of PLWHAs among respondents of the outcome survey. Since such information was not available at baseline, this analysis entirely based on the outcome survey data. Besides, due to difficulty in responding to such questions and the fact that a substantial proportion of the respondents from West Hararghe did not respond to these questions, only the data from Addis Ababa were used for this particular assessment. 





Box 2. Items used for Attitude towards PLWHAs 
Items used for Attitude towards PLWHAs
A total of 12 items (questions) were used to measure respondents’ attitude towards PLWHAs (Box 2). Each of the items was scored on a 5-point Likert scale, where 1 = strongly agree, 2 = agree, 3 = neither agree nor disagree, 5 = disagree; and 6=strongly disagree.

 Box 3. Items used for differential treatment of PLWHAs
Items used for the presence of differential treatment of PLWHAs

Five items (questions) were used to measure the presence of differential treatment of PLWHAs by the respondents (Box 3). Each of the items was scored on a 5-point Likert scale, where 1 = strongly agree, 2 = agree, 3 = neither agree nor disagree, 5 = disagree; and 6=strongly disagree.

As part of generating the scores for both of the indicators, the internal consistency of responses to these items (i.e. the scale reliability coefficients) were estimated using the Cronbach's alpha statistics.  If there is no true score but only error in the items (which is esoteric and unique, and, therefore, uncorrelated across subjects), then the variance of the sum will be the same as the sum of variances of the individual items. Therefore, coefficient alpha will be equal to zero. If all items are perfectly reliable and measure the same thing (true score), then coefficient alpha is equal to 1. In most literatures a coefficient value exceeding 0.6 is an indicative of internal consistency across the items.

The estimated scale reliability coefficients for the scores measuring positive attitude towards PLWHAs and non-differential treatment of PLWHAs were 0.74 and 0.64, respectively. These coefficients grossly indicate the presence of internal consistencies across the scores. 
Median and range of the scores were computed and high score was defined if it exceeds the median values. Thus, the scores were dichotomized as high and not-high to serve as outcome variables in multivariate logistic regression analysis. The median scores as well as the proportion with high scores were compared across the 3 levels of exposure to the MARCH intervention, as shown in Table 8. Respondents who were exposed to the MARCH intervention were significantly more likely than those who did not to exhibit favorable and positive attitudes towards PLWHAs. The results indicated that the proportion who scored above the median (i.e. high positive attitude towards PLWHAs) ranged from 47.2% among the non-exposed to 63.9% and 67.6% among the moderately-and highly-exposed respondents, respectively (p<0.01). The observed gross effect of exposure to the MARCH on respondents’ attitude towards PLWHAs did not alter after controlling for selected socio-demographic characteristics (Table 9).   The odds of scoring high positive attitude towards PLWHAs was 1.8 and 2.1 times higher, respectively, among the moderately-and highly-exposed respondents, as compared to the non-exposed. 

There was a modest association between exposure to the MARCH and respondents’ perception of non-differential treatment of PLWHAs. Of note, the distribution of the scores for this particular variable was highly skewed with most respondents across the three exposure categories scoring at or around a value of 3. As a result, the comparison of the median values across the groups could not reflect the true differences. On the other hand, the proportion of respondents scoring greater or equal to the median (i.e. perception of high non-differential treatment of PLWHAs) significantly differed by exposure status. The proportion who scored above the median ranged from 24.9% for the non-exposed to 32.1% and 39.4%, respectively, for the moderately-and highly exposed respondents. The multivariate analysis further confirmed the fact that the observed effect of the MARCH on individuals’ perception of non-differential treatment of PLWHAs was not altered after adjusting for age, sex, education and marital status of respondents (Table 9).

Table 8. Median (range) scores and the proportion scoring above the median in relation to attitude towards PLWHAs and perceived non-differential treatment of PLWHAs according to exposure to the MARCH, Addis Ababa, MARCH outcome survey, May-June 2005. 

	
	Addis Ababa

	
	Outcome Evaluation

Exposure to MARCH

	
	Not exposed
n=453
	Moderately

Exposed
n=310
	Highly exposed
n=37

	Positive Attitude towards PLWHAs

Median [range] score for positive attitude towards PLWHAs

% scoring above the median     

Non-Differential Treatment of PLWHAs

Median [range] score for non-differential treatment of PLWHAs

% scoring greater or equal to the median


	3.7[2.5- 5.0]

47.2

3.0[1.0-3.0]

24.9
	3.9[2.6-4.8]

[p=0.000] a
63.9

3.0[1.6-3.0]

[p=0.164] a
32.1
	4.0[3.2-4.7]
[p=0.003] b
67.6**
3.0[2.6-3.0]

[p=0.157] b
39.4*


a P-value comparing Non-exposed with moderately exposed 
b P-value comparing Non-exposed with highly exposed 
*p<0.05 **p<0.01
Scale reliability coefficient for positive attitude towards PLWHAs: 0.74
Scale reliability coefficient for non-differential treatment of PLWHAs : 0.64    
Table 9. Multivariate Logistic regression adjusted Odds Ratios [OR] in the estimation of high median score on the scales measuring positive attitude towards PLWHAs and non-deferential treatment of PLWHAs according to selected respondents’ characteristics in Addis Ababa,  MARCH outcome survey, May-June 2005 

	
	High positive attitude towards PLWHAs
	High non-differential treatment of PLWHAs

	
	OR 
	OR

	Exposure to MARCH 
      [Not at all]
     Moderately exposed

     Highly exposed

Sex 

   [Female]
   Male

Age 
   [15-19]

   20-24

   25-29

   30+

Education 
    [Cannot read/write]
    Read/write only [Non-formal education]

    1-8 grade

    9-12 grade

    12+

Marital status 
   [Never married]
   Currently married

   Divorced/Widowed

 
	1

1.8**
2.1*
1

0.8

1

0.8

1.2

0.9

1

1.1

1.9*
3.0*
1.9

1

0.9

0.8


	1

1.5*

2.0

1

0.8

1

4.0***

2.5

1.1

1

0.7

2.8*

4.1*

4.5*

1

4.0*

2.2


///////Reference Category in parenthesis 
 *p<0.05, **p<0.01 ***p<0.001
5.6. Exposure to the MARCH and psychosocial constructs in relation to condom use 
One of the components of the MARCH intervention was to improve the self-efficacy and positive outcome expectancy in relation to condom use among its audiences. Respondents were asked a series of questions to help ascertain their efficacy (Box 4) and outcome expectancy (Box 5) with respect to condom use, and scores are generated based on several items (questions). 
Since such information was not available at baseline, this analysis was entirely based on the outcome survey data. Besides, due to difficulty in responding to such questions and the fact that a substantial proportion of the respondents from West Hararghe (about 33%) did not respond to these questions, only the data from Addis Ababa were used for this particular assessment. 

Items used for Condom use self-efficacy         Box 4. Items used for Condom use self-efficacy 

 
A total of 8 items (questions) were used to measure respondents’ self-efficacy in relation to condom use (Box 4). Each of the items was scored on a 5-point Likert scale, where 1 = Not at all sure 2= Only a little sure   3 = Somewhat sure 4 = Very sure and 5 = Extremely sure. 

Items used for Condom use outcome 

expectancy      



 Box 5. Items used for condom use outcome expectancy 

 




Six items (questions) were used to measure respondents’ outcome expectancy in relation to condom use (Box 5). Each of the items was scored on a 5-point Likert scale, where 1 = Not at all sure 2= Only a little sure   3 = Somewhat sure 4 = Very sure and 5 = Extremely sure. 

As shown in Table 10, the perceived efficacy to use condom was positively and significantly correlated with exposure to the MARCH. As can be seen, the median self-efficacy score significantly increased from 3 among the non-exposed, to levels of 3.5 and 3.9 among the moderately-and highly-exposed, respectively. Likewise, the corresponding proportion of respondents that scored above the median in the condom self-efficacy score (i.e. high self-efficacy level) ranged from 48.5% among the non-exposed to 61.9% and 60%, respectively, among the moderately-and highly-exposed respondents. The multivariate analysis using logistic regression model also confirmed the fact that exposure to the MARCH  intervention significantly and independently improved respondents’ perception of self-efficacy regarding condom use after adjusting for age, sex, education and marital status (Table 11). The adjusted odds of perceived self-efficacy was 1.6 and 2.6 times higher, respectively, for the moderately-and highly-exposed respondents, as compared to the non-exposed.  
Table 10. Median (range) scores and the proportion scoring above the median in relation to condom  use self-efficacy, outcome expectancy and intention to use condom in the next 3 months according to exposure to the MARCH among sexually active respondents (n=447)  of Addis Ababa, MARCH outcome survey, May-June 2005 

	 
	Addis Ababa

	
	Outcome Evaluation

Exposure to MARCH

	
	Not exposed
N=264
	Moderately

Exposed
N=163
	Highly 

Exposed
N=20

	Condom Self-efficacy 

Median [range] score for condom self-efficacy

% scoring above the median     

Condom outcome expectancy 
Median [range] score for condom outcome expectancy 

% scoring above the median

Intention to use condom in the next 3 months

  % completely sure to use condom in the next 

    3 months
    
	3.0[1.0- 5.0]

48.5

3.4[1.0-5.0]

61.4

31.9
	3.5[1.0-5.0]

[p=0.013] a
61.9

3.4[1.0-5.0]

[p=0.399] a
59.5

35.0
	3.9[1-5]
[p=0.04] b
60.0*

3.3[1.-5]

[p=0.593] b
50.0

35.0


a P-value comparing Non-exposed with moderately exposed 


b P-value comparing Non-exposed with highly exposed 
*p<0.05 
Scale reliability coefficient for condom self-efficacy: 0.93
Scale reliability coefficient for condom outcome expectancy: 0.71

Table 11. Multivariate Logistic regression adjusted Odds Ratios [OR] in the estimation of high median scores on the scales measuring condom self-efficacy among sexually active respondents according to respondents’ characteristics in Addis Ababa, MARCH outcome survey, May-June 2005 

	 
	High condom self-efficacy 

	
	OR 

	Exposure to MARCH 

      [Not at all]
     Moderately exposed

     Highly exposed

Sex 

   [Female]
   Male

Age 

   [15-19]

   20-24

   25-29

   30+

Education 

    [Cannot read/write]
    Read/write only [Non-formal education]

    1-8 grade

    9-12 grade

    12+

Marital status 

   [Never married]
   Currently married

   Divorced/Widowed

 
	1

1.6*

2.6*

1

2.7***

1

0.8

0.8

0.4

1

0.9

2.0

3.8**

4.2*

1

0.4*

0.7




Reference Category in parenthesis 
 *p<0.05 **p<0.01 ***p<0.001
Further stratification of the levels of perceived self-efficacy scores by respondents’ age and sex revealed that the MARCH intervention appeared to significantly improve the perceived self-efficacy of females, currently married and those aged over 25 years (Figure 3a).  While little or no change was noted in condom self-efficacy scores by exposure status for the male, never married and young respondents (aged 15-24 years). Indeed, as shown in Figure 3a, the perceived mean scores of condom self-efficacy were higher for the non-exposed males (3.6) than non-exposed females (1.8), the non-exposed never married (3.9) than non-exposed currently married (2.2) and the non-exposed youth (3.6) than non-exposed adults (2.1). Thus, it appeared that the MARCH intervention has positively influenced the perceived self-efficacy (in relation to condom use) of those individuals who generally happened to exhibit considerably low self-efficacy prior to participating in the MARCH. The fact that the MARCH intervention failed to improve the self-efficacy of males, never married and young people may partly mean that condom use self-efficacy in these groups might have already reached its threshold level and that the intervention has little or no effect on this particular population groups. It may well be that the intervention has given more emphasis in improving condom use self-efficacy of females, older and married audiences who in particular are known for having low efficacy in relation to condom use. 
Indicators of condom outcome expectancy and future intention to use condom (i.e. in the next 3 months) did not show any significant correlation with exposure to the MARCH. In general, respondents who were exposed to the MARCH did not significantly differ in their perceived levels of outcome expectancy as well as in their future intention to use condom compared to the non-exposed. The lack of correlation between exposure to the MARCH and perceived condom use outcome expectancy may signal the following: (1) it may well be that the population under study has already reached the level of threshold regarding the perceived benefits of condom use and that the MARCH intervention has no marginal effect in such population or (2) it may be possible that the MARCH intervention gave little emphasis to improving individuals’ perception regarding the benefits of condom use. Whatever the reasons might be, it is important to note that the perceived level of positive outcome expectancy in relation to condom use is already higher than that for self-efficacy for the non-exposed respondents (61.4% and 48.5% for high positive outcome expectancy and self-efficacy, respectively) while the observed levels for the two scales compared well for the moderately-(59.5% and 61.9%, respectively) and highly-exposed respondents (50% and 60%, respectively). This finding suggests that whereas the observed reasonably high level of positive outcome expectancy in relation to condom use was not translated into corresponding level of self-efficacy for the non-exposed respondents, this was, however, notably exhibited for both the moderately-and highly-exposed respondents. Thus, the MARCH intervention could be viewed as an important element that enabled people to translate the previously acquired positive attitudinal belief regarding the benefits of condom use into the belief in the ability to use it.

Although overall reported intention to use condom (in the next 3 months) did not improve as a result of participating in the MARCH, it appeared that the intervention has improved, though not significantly, the likely intentions (i.e. to use condom in the next 3 months) of female, never married and young people (aged 15-24). While no difference in the reported intentions to use condom by exposure to the MARCH was noted for the other group of respondents (Figure 3b).  
Figure 3 Condom use self-efficacy (Figure 3a) and intention to use condom (Figure 3b) among sexually active respondents, according to selected background characteristics and exposure to the MARCH, Addis Ababa, MARCH outcome survey, May-June 2005 
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5.7. Exposure to the MARCH and Psychosocial constructs in relation to HIV testing 

Respondents were asked a series of questions to help ascertain their efficacy and outcome expectancy in relation to HIV testing (Box 6 and 7). Furthermore, this section also presents future intention (i.e. in the next 3 months) of up taking HIV testing in the study population.  The MARCH interventions focused at improving the efficacy of the target population with regards to HIV testing and also promoted positive attitudinal belief towards the benefits of HIV testing.  
Information on the self-efficacy and outcome expectancy in relation to testing for HIV was not available at baseline in both of the sites.  Besides, due to difficulty in comprehending and subsequently responding to these psychosocial questions among respondents of the West Hararghe, only the data from Addis Ababa were used for this particular assessment. 

Self-efficacy for HIV testing 

  Box 6 Items used for HIV testing self-efficacy






A total of 7 items (questions) were used to measure respondents’ self-efficacy in relation to HIV testing (Box 6). Each of the items was scored on a 5-point Likert scale, where  1 = Not at all sure 2= Only a little sure   3 = Somewhat sure 4 = Very sure  and 5 = Extremely sure. 

Outcome expectancy for HIV testing     Box 7 Items used for HIV testing outcome expectancy


Seven items (questions) were used to measure respondents’ outcome expectancy in relation to HIV testing (Box 7). Each of the items was scored on a 5-point Likert scale, where 1 = Not at all sure 2= Only a little sure   3 = Somewhat sure 4 = Very sure and 5 = Extremely sure. 

As shown in Table 12, the perceived efficacy and positive outcome expectancy in relation to HIV testing were positively and significantly correlated with exposure to the MARCH intervention. As can be seen, the median self-efficacy score increased from 3.9 among the non-exposed, to levels of 4.0 and 4.4 among the moderately-and highly-exposed, respectively. Likewise, the corresponding proportion of respondents that scored above the median in the HIV testing self-efficacy score (i.e. high self-efficacy level) ranged from 34.4% to 49% and 59.5% (p<0.01), respectively.  
The median score for the positive outcome expectancy was 3.6 for the non-exposed respondents. This figure, however, was significantly lower than the mean scores of 3.9 and 3.8, respectively, recorded for the moderately-and highly-exposed respondents.  Similarly, the proportion of respondents who scored above the median in the positive outcome expectancy scale also showed significant association with exposure to the MARCH. While about 50.1% of the non-exposed demonstrated high positive outcome expectancy in relation to HIV testing, the corresponding proportions for the moderately-and highly-exposed respondents were 61.3% and 62.1%, respectively. Of note, the grossly observed significant association between these psychosocial scales and exposure to the MARCH in the univariate analysis did not alter in the multivariate analyses after adjusting for sex, age, educational status and marital status of respondents (Table 13). The odds of exhibiting high perception of self-efficacy in relation to HIV testing was 1.6 and 2.4 times higher, respectively, for the moderately-and highly-exposed respondents as compared to the non-exposed. Likewise, the corresponding odds for HIV testing outcome expectancy were found to be 1.7 and 1.9 time higher, respectively.  

Table 12. Median (range) scores and the proportion scoring above the median in relation to HIV testing self-efficacy and outcome expectancy according to exposure to the MARCH, Addis Ababa, MARCH outcome survey, May-June 2005 

	 
	Outcome Evaluation

Exposure to MARCH

	
	Not exposed
n=453
	Moderately

Exposed
n=310
	Highly exposed
n=37

	Self-efficacy for HIV testing
Median [range] score for condom self-efficacy

% scoring above the median     

Outcome expectancy for HIV testing
Median [range] score for condom outcome expectancy 

% scoring above the median

Intention to test for HIV in the next 3 months among those not tested last year (N=642)
  % completely sure to test for HIV in the next 

    3 months
	3.9[1.0- 5.0]

34.4
3.6[1.7-5.0]

50.1
8.6


	4.0[1.0-5.0]

[p=0.0005] a
49.0
3.9[2.3-5.0]

[p=0.0001] a
61.3
14.1
	4.4[1.0-5.0]
[p=0.035] b
59.5**

3.8[2.0-5.0]

[p=0.06] b
62.1*
23.1*


a P-value comparing Non-exposed with moderately exposed 


b P-value comparing Non-exposed with highly exposed 
*p<0.05 **p<0.001
Scale reliability coefficient for self-efficacy in relation to testing for HIV: 0.89
Scale reliability coefficient for outcome expectancy in relation to testing for HIV: 0.70
Table 13. Multivariate Logistic regression adjusted Odds Ratios [OR] in the estimation of high median score on the scales measuring self-efficacy and outcome expectancy in relation to testing for HIV,  Addis Ababa, MARCH outcome survey, May-June 2005 

	 
	High self-efficacy for HIV testing
	High outcome expectancy for HIV testing

	
	OR 
	OR

	Exposure to MARCH 

      [Not at all]
     Moderately exposed

     Highly exposed

Sex 

   [Female]
   Male

Age 

   [15-19]

   20-24

   25-29

   30+

Education 

    [Cannot read/write]
    Read/write only [Non-formal education]

    1-8 grade

    9-12 grade

    12+

Marital status 

   [Never married]
   Currently married

   Divorced/Widowed

 
	1

1.6*

2.4*

1

0.6***

1

1.1
0.8
0.7

1

0.4
1.6
2.5*

1.8
1

1.5
1.8

	1

1.7*
1.9*
1

1.7
1

1.0
0.7
0.9
1

0.9
1.8*
1.8*
1.7
1

1.9
0.6



Reference Category in parenthesis 
 *p<0.05 ***p<0.001
Figure 4a and 4b take the analysis one step further and present both the self-efficacy and outcome expectancy scores in relation to HIV testing stratified by sex, age and marital status, according to exposure to the MARCH. Although the MARCH intervention improved the overall self-efficacy of the target population in relation to HIV testing, the effect of the intervention on these psychosocial constructs varies in accordance with the sex, age and marital status of the respondents. It appeared that the MARCH intervention has significantly improved the self-efficacy of female, currently married and those aged 25 year or higher. While no significant differences in the HIV testing self-efficacy scores were noted by exposure to the MARCH for the males, young and the never married respondents. On the other hand, the intervention seemed to have improved participants’ positive outcome expectancy irrespective of their sex, age and marital status.  

Figure 4 Mean scores for HIV testing self-efficacy (Figure 4a) and outcome expectancy (Figure 4b) according to selected background characteristics and exposure to the MARCH, Addis Ababa, MARCH outcome survey, May-June 2005 
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Respondents’ future intention to test for HIV (i.e. in the next 3 months) showed significant and positive association with exposure to the MARCH intervention. Among those who were not tested for HIV in the year preceding the survey, the proportion who said that they were completely sure that they would be tested for HIV in the future increased from a low of 8.6% among the non-exposed to 14% and 23.1% (p<0.05), respectively, among the moderately-and highly-exposed respondents. The association between exposure to the MARCH and the intention to test for HIV appeared more pronounced for the males than females and for the never married than currently married.  In particular, the proportion who said that they would be tested for HIV in the future dramatically increased from 19.5% among the non-exposed to 19.5% and 40%, respectively, among the moderately-and highly-exposed respondents, respectively.  In contrast, the corresponding figures increased slightly; ranging from 7.7% to 11.1% and 12.5, respectively, for the female. There is almost no difference in the proportion who wanted to uptake VCT in the future between the non-exposed and exposed currently married respondents.  

Figure 5 Proportion reporting high intention to under go HIV blood testing in the next 3 months among those who did not test for HIV in the year preceding the survey (N=643), according to selected background characteristics and exposure to the MARCH, Addis Ababa, MARCH outcome survey, May-June 2005 
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5.8. Exposure to the MARCH and HIV blood testing  
Respondents in both the baseline and outcome surveys were asked whether or not they had taken HIV testing in the past. If so, they were then asked the year and month they underwent HIV testing for the last time. Based on this information, the proportions that were tested in the year preceding the survey and within the past two years were computed.  As shown in Table 14, the proportion tested for HIV significantly and positively correlated with exposure to the MARCH both in Addis Ababa and West Hararghe. While 11.7% of the non-exposed were tested for HIV in the year preceding the survey in Addis Ababa, the corresponding figures for the moderately-and highly-exposed respondents were 21.3% and 29.7, respectively.  Likewise, in West Hararghe, the proportion tested increased from only 0.5% among the non-exposed to 2.5% and 5.4%, among the moderately-and highly-exposed respondents, respectively.  The multivariate analysis (Table 15) also confirmed the fact that the observed positive association between exposure to the MARCH and the uptake of HIV testing pesrsisted even after adjusting for sex, age, educational and marital status of respondents. In fact, the odds of having been tested for HIV in the year preceding the survey was 1.5 and 2 times higher, respectively, for the moderately-and highly-exposed  respondents of Addis Ababa, as compared to the non-exposed. Similarly, the corresponding odds of being tested for HIV last year was 4.5 and 9.8 time higher, respectively, for respondents of West Hararghe.  Unlike for the case of Addis Ababa, the proportion tested within the 2 years preceding the survey was not different from that tested in the year preceding the survey in West Hararghe. This is mainly because HIV testing was not available to the target population of West Hararghe prior to September 2004.     
Table 14. Proportion of respondents who reported having been tested for HIV in the year and within the 2 years preceding the survey according to exposure to the MARCH,  Addis Ababa and West Hararghe, MARCH outcome survey, May-June 2005 

	 
	Addis Ababa

	
	Outcome Evaluation

Exposure to MARCH

	
	Not exposed
n=453
	Moderately

Exposed
n=310
	Highly exposed
n=37

	Tested for HIV last year [%]

Tested for HIV in the last 2 years [%]
	15.7

23.8
	24.2

31.9
	29.7*
35.1*

	
	West Hararghe

	
	Outcome Evaluation

Exposure to MARCH

	
	Not exposed
n=574
	Moderately

Exposed
n=122
	Highly exposed
n=111

	Tested for HIV last year [%]

Tested for HIV in the last 2 years [%]


	0.5

0.5
	2.5

2.5
	5.4 **
5.4**



P-value comparing results among the 3 exposure categories [in the outcome evaluation]
*p<0.05 **p<0.001
Previous studies in Ethiopia showed that abut 25% of those tested for HIV did not receive their test results as well as failed to receive post-test counseling (Mekonnen et al, 2003). As shown in Figure 6, a significant association was noted between exposure to the MARCH and the likelihood of receiving HIV test results, especially in Addis Ababa. Of those tested in the year preceding the survey, 74.7% [(11.7%/15.7%)*100%], 88% [(21.3%/24.2%)*100%] and 100% [(29.7%/29.7%)*100%] of the non-, moderately- and highly-exposed respondents, respectively, reported that they had received their HIV test results. Thus, it means that the MARCH intervention not only improves individual’s’ uptake of HIV testing but also ones ability to return for his/her test results.  Since only 12 individuals reported to have been tested in the year preceding the survey from West Hararghe, the percentages are based on very few cases (often less than 7 cases) per category. As a result, meaningful comparison of those tested and those who received test results could not be made.  

Table 15. Multivariate Logistic regression adjusted Odds Ratios [OR] for the uptake of HIV blood testing in the year preceding the survey,  Addis Ababa and West Hararghe, MARCH outcome survey, May-June 2005 

	 
	Addis Ababa
	West Hararghe

	
	OR 
	OR

	Exposure to MARCH 

      [Not at all]
     Moderately exposed

     Highly exposed

Sex 

   [Female]
   Male

Age 

   [15-19]

   20-24

   25-29

   30+

Education 

    [Cannot read/write]
    Read/write only [Non-formal education]

    1-8 grade

    9-12 grade

    12+
Education 

    [Cannot read/write]
    Read/write only [Non-formal education]

   Attended Formal education [Grade 1+] 
Marital status 

   [Never married]
   Currently married

   Divorced/Widowed

 
	1

1.5

2.1*

1

0.6*

1

2.8***

1.6

0.7

1

0.6

4.2*

4.9*

5.5*

-

-

-

1

2.6*

0.6
	1

4.5

9.8**

1

0.7

1

4.9

0.5

0.9

-

-

-

-

-

1

7.8*

16.1**

1

1.4

[n/e]




Reference Category in parenthesis 
 *p<0.05 **p<0.01
n/e=not estimated, as there was no one tested for HIV in this category  
Figure 6 Proportion tested versus proportion who received their test results among tested in the year preceding the survey (Figure 6a: Addis Ababa; Figure 6b: West Hararghe), Addis Ababa and West Hararghe, MARCH outcome survey, May-June 2005 
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 Baseline Vs Outcome comparison [only for Addis Ababa]  

Figure 7 contrasts the proportion of respondents who tested for HIV in the year preceding the survey between the baseline and outcome survey respondents of Addis Ababa. The results revealed the presence of significant temporal trend in the uptake of HIV testing since the baseline. During the baseline the proportion who reported having been tested for HIV was only 8.6%, but this rate has increased significantly to 15.7%, 24.2% and 29.7% for the non-, moderately-and highly-exposed outcome respondents, respectively.  Compared to the baseline, the proportions who reported having been tested for HIV have shown significant increase in the outcome survey irrespective of their sex, age and marital status. The stratified analysis by age, sex, and marital status indicated that the proportion tested ranged between 8.1% and 9.1% for the different category of respondents at the baseline while it ranged between 13.3% and 18.8% for the non-exposed outcome survey respondents of varying characteristics. This finding suggests the presence of a temporal trend in the uptake of HIV testing (with an average increase of about 7%) in the absence of the MARCH intervention during the period 2003-2005. On the other hand, the MARCH intervention was able to further elevate the proportion  up taking HIV testing and that on average an overall increase of 15% and 21%, respectively, were noted for the moderately-and highly-exposed respondents, as compared to the prevalence figure documented at  the baseline. Of note, high rates and dramatic increase in the uptake of HIV testing were noted for the currently married and female participants of the MARCH. While low HIV testing uptake rates as well as only modest improvement was noted with exposure to the MARCH for the males (Figure 7). 
Figure 7 Baseline-outcome comparison of the proportion tested for HIV according to selected background characteristics, Addis Ababa, MARCH outcome survey, May-June 2005 
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5.9. Exposure to the MARCH and interpersonal communication regarding HIV/AIDS/STIs 
Respondents were asked whether or not they had ever talked/discussed about HIV/AIDS/STIs and other sexual matters with friends and sexual partners (such as spouse, fiancé, steady partners, etc) in the year preceding the survey.   Table 16 presents the proportion of respondents who discussed about these different issues according to exposure to the MARCH intervention. The results revealed the general lack of association between exposure to the MARCH and the reporting of having ever talked about HIV/AIDS and other sexual matters with friends and partners in Addis Ababa. In contrast, there was a significant positive correlation between exposure to the MARCH intervention and the reporting of having ever talked with friends and sexual partners in the year preceding the survey in West Hararghe.  As shown in Table 15, the proportion that reported having had discussion with friends in the year preceding the survey increased from 33.5% among the non-exposed to 58.2% and 77.5%, respectively,  among the moderately-and highly-exposed respondents of West Hararghe. Likewise, the corresponding figures for the discussion with sexual partners ranged from 30.0% among the non-exposed to 46.7% and 66.7%, respectively, among the moderately-and highly-exposed respondents. A stratified analysis by selected socio-demographics (Figure 8) pointed to the fact that the observed association between exposure to the MARCH and the incidence of discussing/taking with friends/partners in West Hararghe was not altered by the socio-demographic characteristics of respondents. 

Although the incidence of having discussion with friends and sexual partners is in general lower among the non-exposed West Harargheians, as compared to the non-exposed Addis Ababians (33.5% and 59.8%, respectively, for discussion with friends; and 30% and 41.5%, respectively, for the discussion with sexual partners), these differences between the two population had in fact reversed for the highly-exposed respondents (70.3% and 77.5%, respectively, for discussion with friends; and 40.5% and 66.7%, respectively, for the discussion with sexual partners).  This finding clearly signals the success of the MARCH intervention in promoting open communication and dialogue regarding HIV/AIDS and sexual health among its target audiences in West Hararghe. It is, however, unknown as to why the level of communication and openness on issues relevant to HIV/AIDS and sexual matters has not been significantly influenced by the MARCH in Addis Ababa.  
Table 16. Proportion of respondents who reported discussing about HIV/AIDS/STI and sexual matters with their close friends and sexual partners in the year preceding the survey, according to exposure to the MARCH,  Addis Ababa and West Hararghe, MARCH outcome survey, May-June 2005 

	
	Addis Ababa

	
	Outcome Evaluation

Exposure to MARCH

	
	Not exposed
n=453
	Moderately

Exposed
n=310
	Highly exposed
n=37

	% reported that they had discussed with their friends last year 
% reported that they had discussed with their sexual partners (e.g. spouse, fiancé, steady sexual partners, etc) last year 

	59.8
41.5
	62.9
45.2
	70.3
40.5

	
	West Hararghe

	
	Outcome Evaluation

Exposure to MARCH

	
	Not exposed
n=574
	Moderately

Exposed
n=122
	Highly exposed
n=111

	% reported that they had discussed with their friends last year 
% reported that they had discussed with their sexual partners (e.g. spouse, fiancé, steady sexual partners, etc) last year


	33.5
30.0
	58.2
46.7
	77.5***
66.7***


P-value comparing results among the 3 exposure categories [in the outcome evaluation]
***p<0.0001
Figure 8 Proportion that reported having been discussed about HIV/AIDS/STIs and other sexual matters with their partners (Figure 8a) and with their friends (Figure 8b) according to selected characteristics, West Hararghe, MARCH outcome survey, May-June 2005 
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Baseline Vs Outcome comparison [only for Addis Ababa]  

As shown in Figure 9, no statistically significant trend was noted between the baseline and outcome surveys in terms of the proportion that reported having ever talked/discussed with friends or sexual partners regarding HIV/AIDS and sexual matters in the year preceding the surveys.   

Figure 9 Baseline-outcome comparison of the proportion reporting having ever talked/discussed about HIV/AIDS/STIs and other sexual matters with their partners and friends, Addis Ababa, MARCH outcome survey, May-June 2005 
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5.10. Exposure to the MARCH and sexual behaviors of the never married 

Reducing risky sexual behavior among the general target population, delaying sexual initiation among sexually inexperienced young people and promoting safer sex behavior (e.g. condom use) are among the major objectives of the MARCH intervention. Although achieving these objectives with an intervention program of only 2-3 years duration appears a bit ambitious, we attempted to examine the effect of the intervention, if there is any, using available survey data. 

Only 9(1.5%) and 8(3.4%) married respondents from West Hararghe and Addis Ababa, respectively, reported that they had engaged in extramarital sex in the year preceding the survey. As a result, it is not possible to make any meaningful analysis on such small number of married respondents that have admitted extramarital sexual relationships.  Thus, this section is entirely dedicated to elaborating the sexual behaviors of never married respondents. In particular, the section focuses on life time and recent sexual activity as well as condom use during the most recent sex among never married respondents. Baseline-outcome comparison of sexual behavior of this group is also assessed only for Addis Ababa. 
As shown in Table 16, the proportion that reported having had sex (i.e. in their life time) appeared the lowest among the highly-exposed respondents of Addis Ababa although the differences across the exposure categories did not reach the desired level of statistical significance, mainly due to the small sample size associated with the highly-exposed never married respondents (n=21). In contrast, there was no difference between the non-and moderately-exposed respondents (28.9% and 30.3%, respectively) in the magnitude of having ever had sex, suggesting that moderate exposure to the MARCH may not be sufficient to induce favorable behavioral change (such as abstinence and delaying age at sexual debut) in this population. The stratified analysis by sex and age consistently recorded the lowest prevalence of reporting having ever had sex for the highly-exposed respondents compared to the other exposure categories except for the females.  While the same analysis showed comparable levels between non-and moderately exposed respondents.  In almost all strata, except for the males, no significant statistical association was recorded between exposure to the MARCH and respondents’ sexual experience. In fact, in most strata there were few never married respondents that were highly exposed to the MARCH (e.g. only 10 never married respondents were highly-exposed in Addis Ababa), which would undoubtedly influences the level of the p-values. Naturally a p-value is a function of the sample size.  Unlike the lifetime sexual experience, no relationship was noted between exposures to the MARCH and the reporting of recent sexual activity (i.e. having had sex last year).  Overall, the proportion who reported recent sexual activity was found to be 18.4%, 18% and 19.1% among the non- moderately-and highly-exposed respondents, respectively.  Notable decline in the proportion that reported recent sexual activity was recorded for the highly-exposed male respondents compared to the other exposure categories though the difference was not statistically significant likely due to small sample size (25.5%, 33.8% and 10% in order of exposure, respectively).   
Among those respondents who reported being sexually active last year, condom use in that last sex was assessed. Since the number of highly-exposed never married respondents reporting having had recent sex was extremely low (n=4), the two exposure categories (moderately-and highly-exposed) were collapsed to form one exposure category (i.e. at least moderately-exposed) so as to get sufficient sample size (n=42) for the calculation of the proportion of exposed condom users during the last sex.  Condom use during last sex was reported by 59.2% and 76.2% (p=0.085) of the recently sexually-active non-exposed and exposed never married respondents, respectively (Figure 10c).  Condom use in general appeared higher among both exposed males and females compared to the non-exposed although the difference between the exposed and non-exposed was more pronounced for females than that of the males (i.e. 50% and 78.6% for females and 61.5% and 75% for males).  
The findings from West Hararghe indicated that while about 6% of the non-exposed never married respondents reported that they had ever had sex at least once in their lifetime, 3% of the same group also said that they had sex last year. In particular, sexual activity appeared much higher among the non-exposed females (13.3%) and those aged 20-24 years (11.8%) compared to any of the other individuals. These findings taken together indicated the presence a considerable level of sexual activity among never married individuals in the study area.  On the other hand none of the never married respondents who were either moderately-or highly-exposed to the MARCH reported that they were sexually experienced. This finding, very interesting though, should be interpreted with caution. There are at least three possible explanations to this observation; (1) it may well be that these individuals were able to delay sex or abstain from sex as a result of being participated in the MARCH, (2) it is also possible that the MARCH intervention in West Hararghe had attracted more sexually inexperienced youth than the experienced ones and this would create selection bias, and (3) it may well be that those respondents who were participated (exposed) in the MARCH selectively underreported their sexual behavior due to a feeling of shame to  report “undesirable behavior” after learning the many positive aspects of delaying the age at sexual debut through their participation in the MARCH, which would create, what is known in the literature as - social desirability bias. Despite the uncertainties, however, the virtual absence of recent sexual activity (i.e. sex in the last year) among these exposed survey respondents provides some useful indication of the positive influence of the MARCH intervention in promoting sexual abstinence and delaying age at sexual debut among the never married participants of West Hararghe.    
Table 17. Sexual behaviors of never married individuals according to exposure to the MARCH, MARCH outcome survey, Addis Ababa and West Hararghe, May-June 2005 

	
	Addis Ababa

	
	Outcome Evaluation

Exposure to MARCH

	
	Not exposed
N=266
	Moderately

Exposed
N=211
	Highly 

Exposed
N=21

	Ever had sex  [%]
     All never married 

     Never married [aged 15-19 year]

     Never married [aged 20-24 years]

     Never married [Male]

     Never married [Female]     

Ever had sex last year [%]
     All never married 

     Never married [aged 15-19 year]

     Never married [aged 20-24 years]

     Never married [Male]

     Never married [Female] 
	28.9

8.1

46.9

37.9

16.8

18.4
4.9
30.1
25.5
8.9
	30.3

10.2

51.5

48.8

19.1
18.0
2.8
34.0
33.8
8.4
	19.1

0.0

36.4

10.0*

27.3
 19.1
0.0
36.4
10.0
27.3

	
	West Hararghe

	
	Outcome Evaluation

Exposure to MARCH

	
	Not exposed
N=68
	Moderately

Exposed
N=16
	Highly exposed
N=19

	Ever had sex [%]  

     All never married 

      Never married [aged 15-19 year]

     Never married [aged 20-24 years]

     Never married [Male]

     Never married [Female]
Ever had sex last year[%]  

     All never married 

     Never married [aged 15-19 year]

     Never married [aged 20-24 years]

     Never married [Male]

     Never married [Female]
	5.9

0.0

13.3

3.9

11.8

2.9

0.0

6.7

1.9

5.9
	0.0

0.0

0.0

0.0

0.0

0.0

0.0

0.0

0.0

0.0
	0.0

0.0

0.0

0.0

N/A

0.0

0.0

0.0

0.0

N/A


P-value comparing results among the 3 exposure categories 
*p<0.05
N/a= not applicable, as there was no never married highly exposed female in West Hararghe

Baseline Vs Outcome comparison [only for Addis Ababa]  

Figure 10a-c contrast the life-time, recent sexual activity as well as condom use in the recent sex between the baseline and outcome survey respondents. Overall, baseline levels of lifetime as well as recent sexual activity did not significantly differ from levels documented for the non-exposed and moderately-exposed outcome respondents.  However, both lifetime and recent sexual activity levels were lower, though not significantly, for the highly-exposed outcome survey respondents compared to that of the baseline. The proportion of highly-exposed respondents that reported having ever had sex (19.1%) was lower than the 33.3% documented for the baseline respondents (p=0.173). Likewise, the corresponding proportion for recent sexual activity (Figure 10b) was 24% and 19.1%, respectively, for the highly-exposed outcome and baseline surveys respondents (p=0.603). Of note, statistically significant declining trend in the proportion who reported having ever had sex was observed when highly-exposed male respondents of the outcome survey were compared with their male counterparts of the baseline (42.6% vs. 10%, p=0.04). No such declining trend was, however, observed for females.  In fact, for females the magnitudes of both lifetime as well as recent sexual activity have remained unchanged over the years.  
Condom use did not show any significant trend when baseline level was compared with that of the outcome, especially for the non-exposed respondents. However, a modest and insignificant increase in condom use was noted when the baseline figures (69.8%, 61.5% and 69.2% for the total, males and females, respectively) were compared with figures for the exposed respondents (moderately/highly-exposed) of the outcome survey (76.2%, 75% and 78.6%, respectively).  

Figure 10 Baseline-outcome comparison of the proportions of never married who ever had sex (Figure 10a), who had sex last year (Figure 10b) and used condom in their most recent sex last year (Figure 10c), according to selected background characteristics, Addis Ababa, MARCH outcome survey, May-June 2005 
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5.11. Self-report of actions taken as a result of participating in the MARCH  

Respondents that were exposed to the MARCH intervention (either moderately or highly) were asked what actions, if any, they took as a result of participating in the intervention program. Overall, 80.9% and 27.9% of the never/not currently married and currently married respondents from Addis Ababa, respectively, reported that they took at least one action as a result of having been participated in the MARCH (Figure 11a). The reported actions differed between the never/not currently married and  the currently married respondents. The actions most commonly reported by never/not currently married respondents of Addis Ababa, in order of priority, include; the decision to always use condom (39.8%),  to abstain (35.1%), to use condom more frequently (14.5%), to limit oneself to one sexual partner (13%) and to reduce the number of sexual partners (3.5%). In contrast, the most frequently mentioned action taken by the married respondents were limiting to one sexual partner (i.e. faithfulness to partner) (23.3%). Few reported that they had begun to use condom more frequently (3.5%) and reduced the number of partners (1.2%), as a result of participating in the MARCH.     

Overall, about a quarter of respondents from West Hararghe (Figure 11b) reported that they had taken at least one action as a result of participating in the MARCH (24.2% of the never/not currently married and 24.8% of the currently married). The decision to always use condom (15.2%), to limit oneself to one sexual partner (13%), to  reduce the number of sexual partners (9.1%), and to abstain from sex (3%) were the most frequently reported actions taken, as a result participating in the MARCH by the never/not currently married respondents. Faithfulness or limiting oneself to one partner was by far the most frequently reported action taken by currently married women (22.6%), followed by reducing the number of sexual partners (8%) and frequent use of condom (4.4%).    
Although self-reporting of actions taken as a result of participating in the MARCH likely subjected to information as well as social desirability biases, the pattern of reported actions (in both of the sites) appeared in agreement with the “ABC- Abstinence, Being faithful and Condom use” model that is adopted to limit the further spread of HIV/AIDS in the country, as elsewhere in sub-Saharan Africa.  Indeed, the MARCH intervention followed the basic notion of the “ABC” while promoting behavioral change among its target audiences. 
Figure 11 Self-report of action taken as a result of participating in the MARCH among exposed respondents (moderately/highly-exposed) according to marital status (Addis Ababa: Figure 11a; West Hararghe: Figure 11b),  Addis Ababa and West Hararghe, MARCH outcome survey, May-June 2005 
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VI. SUMMARY OF MAJOR FINDINGS AND LESSONS LEARNED
Taken together, the findings presented above demonstrated that the overall goals of the MARCH intervention were largely met. Among the salient findings and the key lessons learned were the following. 
· The MARCH intervention significantly improved the knowledge of HIV/AIDS [in both of the sites]
· The MARCH intervention significantly improved the knowledge of STIs [in both of the sites]
· The MARCH intervention brought about significant positive attitude towards PLWHAs but has little effect on improving the perceived non-differential treatment of PLWHAs [in Addis Ababa]
· The MARCH intervention significantly improved individual’s condom self-efficacy but not outcome expectancy [in Addis Ababa]
· The MARCH intervention significantly improved both individual’s self-efficacy and outcome expectancy in relation to HIV testing [in Addis Ababa]
· The MARCH intervention significantly improved the uptake of HIV blood testing [in both of the sites]
· The MARCH intervention significantly improved interpersonal communication regarding HIV/AIDS and other sexual matters among friends and sexual partners [in West Hararghe] but not [in Addis Ababa]
· With the exception of behavioral indicators, significant positive changes were associated with a moderate exposure (i.e. being moderately-exposed) to the MARCH for most of the indicators, suggesting that moderate exposure to the MARCH could have considerable positive effect on knowledge, attitude and psychosocial constructs relevant to the prevention of HIV/AIDS in these populations.
· Regularly participating in the MARCH peer group discussions (i.e. being highly-exposed) resulted in a decrease (but not significantly) in the prevalence of both the lifetime as well as recent levels of sexual activity among the never married [in both of the sites]. While moderate exposure (i.e. moderately-exposed) to the MARCH appeared to have little or no effect on behavioral changes 
· The MARCH intervention resulted in an increasing use of condom (though not significantly) [in Addis Ababa]
· Respondents reported that they had adopted safer sex behavior, as a result of participating in the MARCH [in both of the sites]. 
· The effect of the MARCH intervention is not uniform across varying socio-demographics [in both of the sites]. Whereas more positive changes were recorded among females, married and older participants than the other groups in Addis Ababa, it appeared that males were more likely than their female counterparts to have exhibited positive changes as a result of participating in the MARCH in West Hararghe.

VII. CONCLUSION AND RECOMMENDATIONS 

The findings of this evaluation suggest that when individuals are exposed to an intervention that encompasses a peer education and discussion program, supplemented by a radio as well as a community drama series and role model stories, it is likely that their knowledge, attitude and behaviour regarding HIV/AIDS will improve. 
Univariate and multivariate analyses revealed a dose-response relationship between exposure to the MARCH and the various outcome indicators used in this evaluation. In fact, for most outcome indicators including those of sexual behaviours, the highest positive changes were noted among the highly-exposed participants of the MARCH. Indeed, with the exception of behavioural indicators, significant positive changes were also associated with moderate exposure to the MARCH, suggesting that moderate exposure to the MARCH could have considerable positive effect on knowledge, attitude and psychosocial constructs relevant to the prevention of HIV/AIDS in these populations. On the other hand, this evaluation demonstrated the fact that moderate exposure was not sufficient to bring about favourable behavioural changes (such as abstinence and delaying age at sexual debut) in these populations. Interestingly, regular participants of the MARCH discussion group (i.e. highly-exposed), especially the never married, exhibited considerable levels of behavioural changes (such sexual abstinence and condom use) as a result of participating in the intervention. This finding has important implication for any future effort that aims at expanding the depth and breadth of the MARCH intervention in the country. 
Whereas the multivariate analysis demonstrated that exposure to the MARCH has a net positive effect on the several indicators of HIV/AIDS and sexual behavior in both of the sites, we have also documented a notable positive temporal changes over the same time frame that were not attributed to the MARCH intervention. This was witnessed by the observed positive temporal changes in a number of indicators when data were compared between the non-exposed outcome survey respondents and those at baseline, reflecting the synergistic effect of multiple campaigns and interventions that operate at various levels in the study areas. 
It is well known that the epidemiological and social contexts of HIV differed between Addis Ababa and West Hararghe. The HIV epidemic has already been matured in Addis Ababa where prevalence levels of consistently exceeding 10% have been reported over the past decade or so. Though epidemiological data are scarce, a rural community such as West Hararghe is expected to have HIV prevalence levels often not exceeding 2%, as revealed by the nationwide Demographic and Health Survey (DHS) as well as ANC-based HIV sentinel surveillance studies. Furthermore, the general levels of HIV/AIDS related knowledge, attitudes and sexual behaviours are different between these two populations. The population of Addis Ababa obviously have come across more HIV preventive messages and also has several alternative sources than that of West Hararghe. Other socio-economic attributes such as educational levels, religion, economic status, traditional belief system, etc also considerably differ between these two populations.  How, if at all, these factors may have affected the likelihood of success of the MARCH intervention in these populations is unknown. Nevertheless, our analysis indicated the presence of more positive changes in certain groups of intervention participants than in the others in both of the study areas. Whereas more positive changes were recorded among females, married and older participants than the other groups in Addis Ababa, it appeared that males were more likely than their female counterparts to have exhibited positive changes as a result of participating in the MARCH in West Hararghe. These findings may reflect (1) a better ability of the MARCH intervention to address the particular concerns of some sections of the population in the two areas or (2) a greater receptivity to the intervention among certain groups than others. This evaluation research, however, did not allow us to tease out which distinct components of the intervention were involved in these changes, and, as a result we could not link the different components of the intervention with the recorded changes in the different sections of the populations. 

Some limitations of this evaluation study deserve mentioning. First, both the outcome and baseline surveys were not based on experimental designs that often involve control group (comparison group). As a result, the study was heavily dependent upon a non-experimental static group comparison of the exposed and non-exposed in the same target populations. As a result we could not ascertain whether or not the comparison group (i.e. the non-exposed respondents) was completely free from being in someway exposed to the MARCH intervention. It may well be that those respondents who did not participate in the MARCH had exposed to some of the intervention messages by way of discussing with friends and family members that were participating in the MARCH (i.e. “contamination effect”). Thus, it is possible that the non-exposed respondents residing within the catchments’ areas of the MARCH intervention may have better knowledge, attitude, etc than the other population residing outside the catchments’ area. In such situation the observed effect of the MARCH intervention in this present evaluation could be an underestimate of the true effect. We couldn’t, however, tease out the “contamination effect” of the MARCH intervention, as this evaluation did not involve appropriate control group. Secondly, the poor quality of the baseline as well as part of the outcome survey data (such as data on condom use and HIV testing self-efficacy, and outcome expectancy, and those related to stigma and discrimination) precluded the evaluation of the full impact of the intervention in West Hararghe. Also in Addis Ababa data on psychosocial constructs concerning condom use and HIV testing (i.e. self-efficacy and outcome expectancy) and information on stigma and discrimination were measured differently at baseline, thus, not used in the present evaluation. Thirdly, the multivariate analyses adjusted for differences in respondents’ characteristics by controlling for age, sex, education, and marital status. Only this limited set of confounding variables was used in order to keep the statistical models simple, it is therefore possible that individual level differences between the exposed and non-exposed respondents might not be adequately controlled for.  Fourthly, due to the nature of the survey design, the sample size for the highly-exposed group in both of the sites was relatively small; and as a result some notable positive changes (e.g. in sexual behavior) across exposure categories did not reach the desired level of statistical significance.  Naturally a p-value is a function of the sample size.     
With the caveat of the findings are drawn from a study that relied on a non-experimental design as well as that suffered from some of the aforementioned limitations, this evaluation, taken together, demonstrated that the overall goals of the MARCH intervention were largely met. In particular, the study revealed that the MARCH intervention produced a net increase in the knowledge of HIV/AIDS and STIs, improved interpersonal communication regarding HIV/AIDS and sexual matters, created positive attitude towards PLWHAs, increased individual’s self-efficacy in relation to condom use, and increased the perceived benefits and self-efficacy regarding HIV testing among its participants. Consistent with these changes, the intervention was also associated with an increase in the uptake of HIV blood testing in the general target audiences, a modest increase in the level of sexual abstinence as well as an increase in condom use among the never married youth.    

Since the MARCH intervention has already been phased-out, it appeared tardily to provide recommendations for its improvement. However, any future effort that aims at implementing similar intervention approach in any population group in the country needs to be cautious about the fact that the impact of such intervention could not be assumed uniform across varying socio-demographics. One plausible approach to address this issue is through a program that takes proper account of the special needs and concerns of the various groups in the population, i.e. “audience segmentation”.  In this respect, we suggest that future intervention efforts must consider the need for segmenting the target population at least by gender, age and marital status.  It is also important to take note the fact that only moderate exposure to such intervention is not adequate to induce behavioral change in these populations. Rather, one had to regularly pass through the various peer group discussions (i.e. being highly-exposed) before exhibiting favorable behavioral changes towards safer sex. Therefore, any similar intervention effort should be aware of this fact in framing its goals, objectives, approaches, etc. 
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ANNEX 1. LIST OF KEBELES AND SAMPLE SIZE BY KEBELE
List of Sampled Kebeles, sample size, Addis Ababa


Kebele Name |   Number Interviewed    Percent  

         19 |        124             15.50       

         20 |        114             14.25       

         23 |        119             14.88       

         28 |        113             14.12       

         32 |        119             14.88       

         34 |        114             14.25       

         36 |         97             12.12      

------------+------------------------------

      Total |        800            100.00

List of Sampled Kebeles, sample size, West Hararghe 


   Kebele Name |   Number Interviewed    Percent  

   GENDA GOSHA |         35        

4.34       

        KOLOLO |         70        

8.67       

   GENDA ALEGA |         32        

3.97       

       SHULUKE |         24        

2.97       

       GEMBELA |         36        

4.46       

BURAISA-KECHEM |         17        

2.11       

 WATAHA TAKUMA |         60        

7.43       

         WORKE |         54        

6.69       

   GENDA JILLO |         25        

3.10       

  MULUNE-ZEWDE |         41        

5.08       

          SORO |         22        

2.73       

          WAYE |         15        

1.86       

         MECHA |         12        

1.49       

        HATURE |         13        

1.61       

GENDA OMAR ALI |          9        

1.12       

         ANESO |         17        

2.11       

     GORO BATE |         18        

2.23       

      HABEKELA |         27        

3.35       

  GENDA GETATA |         17        

2.11       

         HADRA |         14        

1.73       

        HAMETI |         12        

1.49       

         EBITE |          8        

0.99       

       MIDEYDU |         27        

3.35       

          URDE |         28        

3.47       

         BIYYO |         38        

4.71       

    GENDA TINI |         33        

4.09       

       HORGOBA |         11        

1.36       

      ODA-BASO |         27        

3.35       

  GENDA GILIYO |         31        

3.84       

        CHONTE |         34        

4.21      

---------------+----------------------------------

         TOTAL |        807      

100.00

How sure are you that you could get an HIV test if you wanted to?


How sure are you that you could get an HIV test even if you thought you might be infected with HIV?


How sure are you that you would get an HIV test even if you were afraid someone might find out that you went? 


What about if your partner didn’t want you to?  


How sure are you that you could get an HIV test even if you thought your family or partner would reject you if you had HIV?


How sure are you that you could get an HIV test if you thought other people would shun you if you were HIV positive? 


How sure are you that you could get an HIV test if you thought the counselors at the testing center would tell other people your results?





How likely do you think that you would feel like you were protecting the health of your family?


How likely do you think that your partner would appreciate it?


How likely do you think that your would brave?


How likely do you think that other people would think you had HIV?


How likely do you think that you would be relieved to know your status?


How likely do you think that you would worry and die more quickly if you had HIV?


How likely do you think that the counsellors at the testing centre would tell other people your results if you had HIV?








For most people with HIV, it is their own fault that they got HIV.


People with HIV/AIDS should be ashamed of themselves.


People with HIV/AIDS can remain productive members of society.


People with HIV/AIDS have nothing to feel guilty or ashamed about.


People who say they are HIV/AIDS positive are brave and strong.


People with HIV/AIDS present a threat to their own and their families’ health.


People with HIV/AIDS deserve sympathy.


People with HIV/AIDS deserve treatment and care.


The family of the person with HIV/AIDS is also to blame.


The family of PLWHA is cursed and should be avoided and isolated.


People with HIV/AIDS are promiscuous.


Women get HIV because they are prostitutes





The objectives of the MARCH project were to:


Increase the exposure of the target population to accurate information concerning positive outcomes of behaviour change 


Increase the perceived relevance of HIV/AIDS related behaviour change and information


Promote healthy practices and reduce risky behaviours that increase the risk of HIV infection


Promote positive and non-stigmatizing environments for PLWHA and affected families








The following are the major activities implemented by the project:





Developed communication strategy, curriculum for Listening and Discussion Guides (LDGs) and Listening Discussion Guides


Coordinated reinforcement activities with Radio Serial Drama (RSD) that sets the intended Model Behavior 


Trained scriptwriters and produced pilot episodes. 


Conducted TOT for CARE staff and partners followed by “Step – Down” trainings   to Peer Educators and CBRHA’s at both sites. 


Increased the exposure of the target population to the radio serial dramas through the Drama Group. 


In order to further motivate the target population, the project staff trained youth groups in West Hararghe to produce local dramas and songs pertaining to issues raised in the LDGs.  


Implemented reinforcement activities through trained peer education and the Listing and Discussion Group (LDGs). 


Mobilized communities to generate continuous support to project activities


Designed School and Teachers Support to provide supervisory support for PE’s 


Supported schools Anti-AIDS clubs with audio visual materials to facilitate the channel of communication in schools. 








How likely do you think it is that you would feel embarrassed if you used condoms with your partner? 


How likely do you think it is that you would feel like you were protecting yourself and your partner if you used condoms?


How likely do you think it is that your partner would not trust you if you used condoms?


How likely do you think it is that your partner would appreciate it if you used condoms?


How likely do you think it is that you would not enjoy sex if you used condoms?


How likely do you think it is that your partner would have other partners if you used condoms?








If a relative of yours had HIV/AIDS, would you be willing to care for him in your household?


If a teacher had HIV/AIDS, should he or she be allowed to continue teaching in school?


If a student has HIV/AIDS, should he or she be allowed to continue attending school?  


If you knew that a shopkeeper or food seller had HIV/AIDS, would you buy food from them?


If a religious leader in your church/mosque had HIV/AIDS, would you continue to attend the church/mosque?





Q1. In the past year, did you participate in MARCH discussion groups, led by a peer educator or community based reproductive health agent from CARE?


1-Not at all


2-Only went to 1 or 2 meetings and then stopped going


3-Missed more than half of the meetings


4-Missed about half of the meetings


5-Missed only a few of the meetings


6-Never missed one of the meetings


Q2. Did you listen to the drama (Yeken Kegenet) in a CARE listening and discussion groups?


1. Yes  


2.  No


Q3. In the past year, did you attend community drama (Yeken Kegenet) presentation by CARE?


1. Yes  


2.  No





Definition of Exposure Category (Level of exposure) based on the above questions


Non-exposed:  --------------- Q1=1 and Q2=2 and Q3=2  


Moderately-exposed: ------- Q1< = 3 or Q2=1 or Q3=1


Highly-exposed:--------------- Q1>=4








How sure are you that you would be able to put a condom on yourself or your partner?


How sure are you that you would be able to put a condom on yourself or your partner with out feeling embarrassed?


How sure are you that you would be able to suggest using condoms if you were unsure of your partner's feelings about using condoms?


How sure are you that you would be able to use a condom even after you have been drinking?


How sure are you that you would be able to stop to put a condom on yourself or your partner even in the heat of passion?


How sure are you that you would be able to ask a new partner to use condoms?


How sure are you that you would be able to convince your partner to use a condom during intercourse even if he or she were against it at the beginning?


How sure are you that you would be able to ask a partner you haven't been using condoms with to start using them?





Summary of the salient findings and the key lessons learned 








Conclusion and Recommendations
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