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[bookmark: _Toc495407474]ABSTRACT
Human Immune Deficiency virus is one of the most serious health problems in the world which more specifically infects productive young adults. The objective of this study was to assess the level of knowledge, attitude and practice regarding HIV/AIDS amongst Injibara secondary school students, Northwest Ethiopia. Students in higher and preparatory school were assumed to be exposed to risky sexual behaviors. However, little was explored about the knowledge, attitude and practice of risk sexual behavior and VCT service utilizations. A quantitative study was conducted. A total of 385 students were selected by systematic random sampling technique. Data were collected by using self administered questionnaire and analyzed by using descriptive statistics. The responses were compared using Chi-square test and One-Way ANOVA. 44.7% had good general knowledge on HIV/AIDS and were knowledgeable. There was significant difference in their knowledge on HIV/AID in terms of their grade levels (2 = 22.29, df = 3 P < 0.01). About 53.5% respondents were knowledgeable on ways of transmission and preventive methods of HIV. There were also misconception among respondents on transmission and preventive methods of HIV/AIDS. Among participants, 64.4% had positive attitude on HIV/AIDS. There were also significant differences in the respondents’ attitude on HIV/AIDS with their grade levels (F3 381 = 26.99, P < 0.01). Those respondents at high grade level had better attitude on HIV/AIDS than those at lower levels. 56.4% of the respondents had good sexual practice. Only 20% of the respondents used VCT services and knew their HIV status before data collection time. Risk sexual behavior such as having multiple sexual partners and unprotected sex with non regular partner exists among the respondents in the study area. The parental child communication on HIV and other health and reproductive issue was low. So school administrators and local government bodies should work together to address such risk sexual behaviors and to increase overall awareness on HIV/AIDS and other health and reproductive issues.
Key words: Attitude, high school, HIV/AIDS, preparatory school, knowledge, risk sexual behaviors, students.
[bookmark: _Toc480809805][bookmark: _Toc480813033][bookmark: _Toc489562371][bookmark: _Toc495407475]1. INTRODUCTION
[bookmark: _Toc480809806][bookmark: _Toc495407476]1.1. Background of the Study
Human immune deficiency virus (HIV) is a virus that causes Acquired Immune Deficiency Syndrome (AIDS). This virus infects the cells that make up immune system in the human body and replicates itself within those cells. In order to make new copies of itself, it must infect the cells of a living organism. When it gets into the human body system several billions of HIV particle copies are produced every day and circulate in the blood. HIV is said to attack the body defenses (white blood cells) especially the so called CD4 cells which are like the coordinators of the immune system serve as eyes and ears or rather telephone to the body’s army (Nwaokoro Joakin et al., 2014).
Acquired Immune Deficiency Syndrome (AIDS) were recognized and described in 1981 in the United States. The syndrome was first described among homosexual men, with a pattern of unusual infection in healthy young adult such as pneumocystic carini pneumonia. In 1982 it was recognized in intravenous drug users and report came from recipients of blood or blood products. Since then what was originally thought to be relatively small and geographically restricted, epidemic has fast assumed pandemic proportions (Fisihatseion Kidane, 2002).
The number of adults living with HIV/AIDS in 2011 was 34 million, with more than two-third (23.5 million) living in sub-Saharan Africa (UNAIDS, 2012). Researches on the spread and determinants of HIV/AIDS in sub-Saharan Africa have shown differences by age, sex urban/rural residence, and geographical regions within and between countries (Mishra et al., 2009). 
According to the African Population Health Research Center, adolescence is an important period in human development, as a person reaches sexual maturity and they manifest in sexual engagement, thus encountering the possibility of contracting sexually transmitted diseases such as HIV (APHRC, 2009). This idea is also supported  a study on reproductive health of adolescents which stated that sexually active youths are at risk of contracting sexually transmitted diseases, including HIV infection and there are psychological and behavioral factors associated with the risk of sexually transmitted diseases like HIV/AIDS (Yeshembet Gebregiorgis, 2000).
In Kenya, despite concerted and enormous effort to bring   HIV/AIDS under control, the epidemic continues being a threat to lives of millions of Kenyans. By December 2011, 1.6 million Kenyans were living with HIV/AIDS, and it is predicted the number is likely to increase rather than decrease in the foreseeable future (Tuntufye Mwamwenda, 2014).
HIV/AIDS remains one of the leading obstacles to health and development for poor countries. Ethiopia is among the countries most affected by HIV epidemic with an estimated adult prevalence of 1.5%, it has a large number of people living with HIV/AIDS approximately 800,000; and about 1 million AIDS orphans (HAPCO, 2012). Even though enormous progress in prolonging and improving the quality of life of those infected with the virus has been made; there is neither a cure nor a preventive vaccine for this viral infection. Focus upon behavioral intervention and bring behavioral changes particularly on adolescent and young population is needed to prevent the disease since heterogeneous sexual activity is the main mode of transmission (Nigatu Regassa and Seman Kedir, 2011).
Today’s young adults are our future. Their energy, leadership and wisdom will shape the world during this new century. They will care for our own generations as we grow older and they will nurture the next generation to come (Family Health International, 2000). Consequently, protecting their good health is a vital concern for all of us. Effective strategies and programs to protect the reproductive health of young adults are needed in every country but are especially urgent for youth in developing countries. Service users are becoming more aware about quality of care and are now more vocal about issues caring dissatisfaction. One of the strategies related to policy on HIV/AIDS in FDRE is HIV testing and screening. It emphasizes that testing shall be voluntarily conducted and shall be encouraged along with counseling services (MOH, 2006).
HIV voluntary counseling and testing (VCT) is now widely accepted as the cornerstone of HIV prevention programs in many countries because of its multiple benefits. Furthermore, VCT is the gateway to comprehensive HIV care and support including access to antiretroviral therapy. Many people including the young do not seek VCT services until they develop symptoms of AIDS. Among the youth, barriers to VCT include lack of information, perception of low risk, lack of privacy and confidentiality, costs and laws that require parental consent (Onyando, 2003 as cited in Desalegn Woldeyohannes et al., 2016).
HIV/AIDS epidemic among youth is largely ignored and remains invisible to both young people themselves and to society as a whole. They are more likely to carry the virus for years without knowing that they are infected, consequently the epidemic spreads beyond high risk groups to the broader population of young people that making control harder and current data indicates that about 20% of young people aged 15–19 years (mainly secondary school students) are infected with HIV virus (Desalegn Woldeyohannes et al., 2016).
Young people are particularly vulnerable to HIV infection not only because of the physical social and economic attributes of adolescence but also due to the high levels of risky sexual behaviors, expectations and limitations of the society. Study done in South Africa on perceived factors suggested that young people particularly higher teaching institutions offers great opportunity for HIV to engage in high risk behavior despite high level of knowledge and variety of interventions focusing on the prevention. The experience of risk perception and protective factors for HIV AIDS largely determine a person’s risk perception or vulnerability to harm and individuals implementation behavior changes based on the their perception (Wondmagegn Mulu et al., 2014).
The physical and emotional changes that occur around puberty can cause girls and boys great confusion and stress. It is important that young people have an opportunity to learn facts about their development and are able to discuss their concerns openly with each other. This will help them to pass through puberty and adolescence with knowledge, confidence and self-esteem. Change is the hallmark of adolescence. Emotionally, young people move toward independence from their parents or elders and establish new interests and relationship .Young people seek information and clues about sexual life from a variety of sources parents, peers, religious leaders, health providers, teachers and mass media (MOH, 2006).
According to Goldberg et al. (1989), there are no known cures for AIDS: The highest worldwide priority has been given to the control of the epidemic. The mechanisms of transmission for HIV call attention to sexual, reproductive, and addictive behaviors, comparatively sensitive and problematic areas for intervention. These are domains often viewed as more appropriate for private decision making than for imposition of public policies. Also, one must obtain and take into account various perspectives of the epidemic from inside the communities at risk. It is now very clear that HIV infection is spread mainly through identifiable and voluntary behaviors of individuals. Based on this reality, the GPA (Global Program on AIDS) recommended that education is the key to HIV/AIDS prevention, because HIV transmission can be prevented through informed and responsible behavior. Of greater concern for AIDS in Africa, is transmission through the usual heterosexual routes, for which a few preventive practices such as limiting the number of sexual partners and/or using condoms both correctly and consistently in every sexual intercourse, may reduce the risk of HIV transmission (UNAIDS, 2012).
[bookmark: _Toc480809808]The prevalence of the disease differs from region to region because of several environmental, social, economic and geographical factors. Hence, a better understanding of the factors associated with transmission as well as how social, cultural, behavioral and community awareness affect the epidemiology and control of disease in different localities including study area. The fact that most young age group are enrolled in high school Grade 9-10 and preparatory exposes them to new environment and outside parental control perhaps for the first time in their life. These situations expose high school students for early initiation of sex resulting in senseless dating with multiple partners in and outside school. Besides, their early exposures to alcohol, Khat and drugs compel them to unsafe sex resulting in disastrous consequences including STDS/AIDS and unwanted and unexpected pregnancies (Hiwot Ethiopia, 2015). For this purpose, the sexual behaviors, knowledge and attitudes of people in relation to their socio-demographic background and sexual orientation will need to be well understood. Thus this study was conducted to assess the knowledge attitude and risk sexual behaviors among high and preparatory youths.
[bookmark: _Toc495407477][bookmark: _Toc489562374][bookmark: _Toc480813037][bookmark: _Toc480809809]1.2. Statement of the Problem
Regarding risk perception and preventive practices the report from United Nations documented that comprehensive, correct knowledge of HIV and AIDS is fundamental to the uptake of HIV services and to behavioral change. It states that 26 % among young women and 35 % among young men (aged 15-24) in Sub Saharan countries have low knowledge and condom-use rate of 45 % or greater among men. Condom use remains low among young women in most countries and levels of access to HIV testing in the region also remain low particularly among young men. The national study findings also showed that the overall awareness attitude and perception of self risk was found to be low towards causative factors and prevention methods of HIV (Tirhas Gebremedhin et al., 2013).
The knowledge, attitude and risk behavior on HIV/AIDS in Injibara Town has not been yet studied. Secondary school students’ knowledge, attitude, and risk behavior on HIV/AIDS can be an indicator of the magnitude of the problem among youths in this Town. So it is important to conduct this study among secondary and preparatory students in this school in order to ascertain their knowledge, attitude and risk sexual behavior regarding HIV/AIDS and identify the extent to which students aware of transmission methods and control mechanisms to HIV/AIDS among students. 

[bookmark: _Toc480809810][bookmark: _Toc495407478] 1.3. Objective
[bookmark: _Toc495407479][bookmark: _Toc480809811]1.3.1. General objective
· The general objective of this study was to assess the level of knowledge, attitude and risk sexual behaviors of higher and preparatory student on HIV/AIDS in Injibara Town in 2017.
[bookmark: _Toc480809812][bookmark: _Toc495407480]1.3.2. Specific objectives
· To describe the extent of general knowledge on HIV/AIDS in higher and preparatory students.
· To evaluate the attitudes on HIV/AIDS in higher and preparatory students.
· To describe the level of knowledge of students on possible transsimission and control methods of HIV/AIDS.
· To evaluate the status of risk sexual practices among higher and preparatory school students.
· To evaluate the VCT service utilization of higher and preparatory school students.
[bookmark: _Toc480809815][bookmark: _Toc495407481]1.4. Significance of the Study

The outcome of this study will have implications for further policy making and practice. The study outcome will enable healthcare workers to identify individuals (students) at risk of contracting HIV and motivate them to reduce factors that may influence sexual risky behaviors through education on safe sexual practices and consequences of early sexual practices. Additionally, the study outcome will contribute to the development of health promotion programmer for addressing risk sexual behaviors of the students. The outcome of this study will also be an indicator of the magnitude of the problem among youths in this town which in turn would reduce the incidence and prevalence of HIV/AIDS. This study will be also important to show the students awareness on the transmission and preventive methods of HIV/AIDS and to take action to increase the student’s awareness. The outcome is also will have role of cost minimization in treatment action by first taking preventive measures.
[bookmark: _Toc480809816][bookmark: _Toc495407482]1.5. Operational Definition
Perception: reception and interpretation of sensory input related to HIV preventive method. 
Attitude: Opinion, way of thinking: behavior reflecting about HIV/AIDS. The mean score was calculated to use as a cut point. 
Positive attitude: Refers to for those scored the mean and above the mean. 
Negative attitude: refers to for those scored below the mean.
Risk perception: attitude towards perceiving themselves as susceptible to HIV infection. 
Risky sexual behavior: having more than one sexual partner or performing sexual intercourse with non-regular partner without condom.
[bookmark: _Toc480809817]Knowledge: Awareness or familiarity with transmission and control methods of HIV/AIDS.
Knowledgeable: referee to for those who were scored the mean and above the mean considered as knowledgeable 
[bookmark: _Toc480809818]Not knowledgeable: refers to for those scored below the mean were considered as not knowledgeable.











[bookmark: _Toc495407483]2. REVIEW OF RELATED LITERATURE
[bookmark: _Toc495407484]2.1. Global Prevalence of HIV/AIDS
According to the latest estimates of (UNAIDS, 2016), about 36.7 million people living with HIV in 2015, up from 33.3 million in 2010, this is because of continuing new infections, people living longer with HIV, and general population growth. 1.1 million People died of AIDS in 2015, 45% decrease since its peak in 2005. Deaths have declined due in part to antiretroviral treatment scale-up. But it still remains a leading cause of death worldwide and the number one cause of death in Africa. Over the past three decades, HIV/AIDS has claimed the lives of more than 30 million Africans. Currently, the African population represents almost 70% of total HIV cases worldwide where the majority is young Africans aged 16-24 (UNAIDS, 2010). HIV is a global disease and approximately 36.7 million people worldwide suffer from this disease. Populations at risk of HIV infection and AIDS vary by geographical region. The number of people living with HIV has increased by 27% over the past 10 years, the annual number of new HIV infections has been declining but an increase has occurred because of the reduction in AIDS-related deaths due to the access to antiretroviral therapy (HAPCO, 2012).
HIV has become a global burden due to inadequate knowledge about the disease. Sexual risk behavior, poverty, weak health care, infrastructure, and political and economic instability are other reasons to the pandemic of the HIV/AIDS (Coovadia et al., 2005). The most affected area is Sub-Saharan Africa and accounts for 68% of the persons living with the disease in the world and it accounts for 76% of all death due to AIDS. The prevalence is much lower in the industrialized world; however vulnerable groups are racial and ethnic minorities, injecting drug users, men who have sex with men, and sex workers (Cohen, 2008). Almost 5 million people live with HIV in Asia and transmission is most common among sex workers, prisoners, people who inject drugs, pretrial detainees and men who have sex with men (Komatsu, et al., 2010). In South-east Asia 4.2 million adults and children live with HIV AIDS but national trends vary in the region. Since 2001 has it been an overall decrease in the annual number of infections but an increase in AIDS death (Pilmarx et al., 2009).
[bookmark: _Toc480809819]The report shows that young people are particularly vulnerable to HIV infection because of their sexual risk behavior, lack of access to HIV information and prevention services, and the lack of knowledge about HIV transmission and prevention methods. Over half of all new infections worldwide are found in young people between the ages of 15 and 24 (Bartlett et al., 2010). In recent years young people have developed more casual attitudes towards premarital sex, due to the rapid development of the economy, the influence of mass media on the per earlier than before. If these individuals lack adequate information regarding HIV knowledge and behavior, they might be hit hard by the HIV pandemic. Such a severe epidemic has a considerable social and economic impact. As AIDS usually kills young adults, it depletes a country's labor force, and weakens educational and health services. Deaths among young adults also leave behind thousands of orphaned children and grandparents, placing an additional burden on the community or the state (Bartlett et al., 2010).
[bookmark: _Toc495407485]2.2. Prevalence of HIVAIDS in Ethiopia.

Ethiopia is one of the sub-Saharan countries highly affected by the HIV/AIDs pandemic. The adult prevalence of HIV infection in Ethiopia was estimated to be 2.4% in which most of the burden occurring among younger age groups (Wondimagegn Mulu et al, 2014). Ethiopia hosts the third largest number of people living with HIV/AIDS, and ranks 16th in terms of prevalence (Abraha Tadesse and Birhanu Menasbo, 2013).
Adolescence is a transitional phase between childhood and adulthood characterized by physiological, cognitive and emotional changes. The most common changes include developed sexual characteristics, abstract thought, fantasized role in different situations, increased sexual interests and peer influences (Yitayal Shiferaw et al., 2011). HIV/AIDS affects young members of the societies especially adolescents between the age of 15 to 24 who are vulnerable and at risk of the disease. According to the WHO (2009) 60 to 80% of Ethiopia’s morbidity and mortality are due to communicable and infectious diseases such as malaria, tuberculosis (TB) and HIV/AIDS. According to world health organization, the estimated adult prevalence of HIV/AIDS in Ethiopia is approximately 2.4%. Notably, HIV prevalence among Ethiopian women is higher at 2.6% in comparison to Ethiopian men at 1.8% (WHO, 2009). The highest HIV/AIDS rates are reported in urban dwelling centers. For example, in the capital of Addis Ababa the prevalence is estimated at 7.7% of the population, which largely represents younger adults (MOH, 2006). Authors have suggested that youth residing in urban centers are more likely to be sexually active at an earlier age in comparison to their rural counterpart’s .Higher sexual activity among urban youths due to an increase in multiple sexual partners (HAPCO, 2008). According to the MOH (2006), Ethiopia’s HIV infections are mainly transmitted by heterosexual contact, whereby the most vulnerable groups are young Ethiopians from the ages of 15-24 years.
The government of Ethiopia declared HIV/AIDS detrimental to the future working force of the nation commenting that the loss of young adults in their productive years of life has affected the country’s overall economic output. The HIV epidemic will continue to tax the limited health and social services delivery systems (HAPCO, 2008). Thus, the already strained health systems within Ethiopia will continue to be depleted as HIV/AIDS infections continue to target Ethiopia’s young working force. However, despite the detrimental effects of HIV/AIDS in Ethiopia, the government has made great strides to address the MDGs in scaling up national HIV preventative services.
[bookmark: _Toc480809820]The national HIV prevalence in Ethiopia is 1.5%, indicating the country has more than achieved the Millennium Development Goal 6 target of 2.5% (HAPCO, 2013). Annual new HIV infections have also declined by 90% and AIDS-related deaths by 53% in the last decade. Across all the regions, urban areas (3.2%) are more affected than rural ones (0.5%), and females are more affected than males by the HIV epidemic. In 2015 estimated number of average HIV prevalence in Addis Ababa is lower from 7.7% to 3.3%and 116,800 peoples live with HIV. Ethiopia has made significant progress to ensure universal access to treatment of HIV/AIDS and HIV testing and counseling (VCT) services have also expanded with about 9.6 million tests done. Almost 2,500 health facilities are providing prevention of mother-to-child transmission of HIV services with a national level coverage of 61 % (HAPCO, 2013).
[bookmark: _Toc495407486]2.3. Knowledge on Transmission and Control Methods of HIV/AIDS

One of several factors that enable youth to protect themselves from HIV is knowledge of its transmission. Correct knowledge can also reduce stigma and discrimination against people living with the disease. Youth with comprehensive knowledge are those who understand and agree with prompted questions about HIV. They know that individuals can reduce their chances of contracting HIV by sticking to only one faithful uninfected sex partner and by using condoms. These are those who know that a healthy-looking person can have the HIV virus, and those who know that HIV cannot be transmitted by mosquito bites or sharing food with a person who has HIV. Knowledge on HIV/AIDS among young people globally constitutes a major challenge to the control of this problem. Most people become sexually active at adolescence. It is important know that young people are having sex but lack the proper knowledge to protect themselves (UNAIDS, 2008).
A study to assess sexual behavior, attitudes and risk perception about HIV/AIDS among out-of-school anti-AIDS club member and non-member youths in Mettu and Bedelle towns showed that 264 (66.0%); breast feeding of infected mothers, About 95.2% of non-club members and 99.5% club members correctly identified unprotected sexual intercourse as mode of transmission for HIV, but only 51% of non-club members and 74.3% of club members correctly identified mother to child transmission as mode of transmission for HIV. More than80.3% of club members and 75.7% non-club members correctly identified contaminated blades and sharp materials as mode of transmission for HIV. Mosquito bite was misconceived and mentioned as a risk factor of HIV infection by 8% of non-club member and 4.7% of club member respondents. Blood transfusions, (79.2%); breast feeding of infected mothers, (33.1%); deep kissing,(6.2%); unsafe injection, (76.4%) were the most commonly mentioned modes of transmission by the club members. While, blood transfusions, (74.5%); unsafe injection, (35.5%); followed by deep kissing, (10.2%); were the once most frequently replied responses by the non-club members (Elias Legesse, 2012).
A study conducted in Mekelle City high school students indicated that 85.5% of the respondents were able to answer the knowledge questions about HIV/AIDS which indicates they were aware of at least one type of sexually transmitted disease. Further investigation on frequency distribution of response of knowledge questions related to HIV/AIDS showed that a great number of respondents were able to list at least one mode of transmission for HIV/AIDS. Despite the high level of knowledge, there were also misconception and speculation. Among these; kissing and mosquito bites were speculated to transmit HIV/AIDS by 17.1% and 11.8% of the respondents respectively (Abrha Taddese and Birhanu Minasbo, 2013).
A cross-sectional study among high school students revealed that only 41% of female students and 44% of male students were educated on the various modes of HIV transmission (Getu Degu et al., 2004). Correspondingly, the national survey of Ethiopia reported a similar trend, whereby 28.7% of young men and only 15.8% of young women were knowledgeable on the varied modes of horizontal HIV transmission (HAPCO, 2008).
In a study among high school students, the ages of the respondents at the time of first sex ranged from 12-18 years. Majority (70.5%) had first sex between the ages of 14-16 years.60% of the respondents have reported to have had sexual relations with 2-5 partners (Fesehatsion Kidane, 2002).
A study to explored factors of sexual initiation, subsequent risk behaviors, and condom use among 1,102 youth students in secondary schools in Enemay, East Gojjam, Ethiopia, showed that two-thirds of the sexual practices were unprotected and some occurred with casual or commercial sex partners (9.1%). It is asserted in the same study that multi-partnered sex (52.7%) and sex with casual (30.4%) or commercial (25.3%) partners were the most commonly reported lifetime risk behaviors. 56.7% of the youths claimed to never use condoms (Demeke Gizew and Sandy Peter, 2014).  
A study in Gondar at Fasilids high school showed that 50% of the students responded that they did not practice sex. The majority (97.5%) of the participants responded that HIV is a causative agent for AIDS. Unprotected sex, unsafe blood transfusion, contaminated needles and mother to child transmissions were reported by 84.6%, 64.2%, 78.8%, and 69% of the students as the common ways of HIV transmission. Only 3.6% reported mosquito bite (2.5%), shaking hands (0.7%) and eating and drinking with infected individuals (0.4%) as mode of HIV transmission. Abstinence, faithfulness to one’s partner and use of condom as means to prevent transmission of HIV was responded by 84.1%, 60.4% and 41.8% of the students, respectively. Avoiding social life with AIDS patients was reported by 1.8% of the respondents as a way to prevent transmission of HIV (Gashaw Andargie et al., 2006). 
[bookmark: _Toc480809821][bookmark: _Toc489562387]Research conducted in Debre Birhan preparatory school students showed that 89.2% of the respondents select individual transmission methods like sex (80.1%), blood contact 29.2%, contaminated needle 18.6%, genetics 18%, breast feeding 33(10.6%) and the rest 9% mentions other transmission methods in which more than one answer was possible. Regarding prevention method of STIs, majority of respondents 86.1% know prevention method of sexually transmitted diseases but 13.5% of the respondents didn’t know any prevention method of STI (Addisu Adera et al, 2013).

[bookmark: _Toc495407487]2.4 Attitudes of Students on HIV/AIDS in Ethiopia	

In Ethiopia the prevalence of low risk perception has been observed from different research results. For instance, both show the prevalence of low risk perception in almost all surveyed groups of the population, especially among those respondents who had unprotected sex with non-regular partners (MOH, 2006). Moreover, of the total sexually active Addis Ababa University students, (39%) considered themselves as a high risk group and (18%) believed that AIDS is not their problem (Beyene Petros, 1997). 
A similar study at Jimma University and find out that 56.3% of the students who were involved in unprotected sex with casual partners do not recognize that they are at risk of HIV infection, despite the fact that their knowledge of HIV/AIDS transmission and prevention was high (Tefera Belachew et al., 2004). 
Studies revealed that over all risks perception and attitude was varied in different study areas. A study in Mekelle City showed that 93.42 % of students believed that HIV/AIDS affects more youths. 68.42% of the respondents believe that condom is one of the mechanisms to prevent the transmission of HIV/AIDS but 14.04% of the respondents were neutral and 17.54% of the respondents disagree on the preventability of condom. 46% of the students have no fear of getting HIV/AIDS. 73.7% of the respondents also believed that alcohol and chewing chat expose to HIV/AIDS (Abrha Tadesse and Birhanu Menasbo, 2013). 
It is stated that over 70% of all the Students in Fasilides high school claimed to inform their partners or family if were diagnosed positive for HIV infection due to the fear of stigmatization and social pressure which in turn might have contributed for the circulation of the virus in the community (Gashaw Andargie et al., 2006). According to the reports of Demographic and Health Survey of 2000 in Ethiopia, 85% of women and 96% of men have heard about HIV/AIDS. More than 75% of women and 90% of men believed that there was a way to avoid getting AIDS. In the report, 37% of women and 55% of men believed that healthy-looking persons can have the AIDS virus and 52% of women and 72% of men recognized maternal to child transmission. Knowledge on maternal to child transmission showed that 25% of women and 33% of men were agreed that vertical transmission during pregnancy were possible. It was only 2% of the participants of the survey who have been tested for HIV before (Ethiopia DHS, 2000).
[bookmark: _Toc495407488][bookmark: _Toc480813050][bookmark: _Toc480809822][bookmark: _Toc489562388]2.5. Risk Sexual Behavior among Students		

[bookmark: _Toc480813051][bookmark: _Toc480809823][bookmark: _Toc489562389]A study conducted in Eastern Africa Kenya showed that younger adults were 60% less likely to use a condom in comparison to their older counterparts. The youth in general engaged in sexual relations for various reasons that include self-gratification and enjoyment (Tuntufye Mwamwenda, 2014).
A survey result in Uganda has revealed low age of initiation of sexual activity among the youth with median age at first sex ranging from 14.6 to 16.8 years. Although males were reported to be having sexual intercourse more frequently than females, this age was lower for females. Further, most of the current sexual partners of the male youth were non-regular, including casual partners, ordinary friends and relatives (Pearl, 2000). Similar findings were reported by a survey in Mali on young people which showed that 65% of young people had their first sexual intercourse before the age of 18, nearly 20% of boys have more than three partners in the twelve months preceding the survey and nearly half of young people do not use condoms with confidence to their partner (Nwaokoro Joakin et al., 2014).
Ethiopian young adults from the ages of 15-24 account for more than half of all new HIV infections. Recent literature has highlighted sexual risk behaviors such as early onset of sexual debut, multiple sexual partners and unprotected intercourse to be linked to the increased rates of HIV/AIDS among young Africans (Gashaw Andargie et al., 2006).
[bookmark: _Toc480813052][bookmark: _Toc480809824][bookmark: _Toc489562390]Young Ethiopians are more vulnerable to HIV transmission due to increased sexual risk behaviors. This risk sexual behaviors include increased multiple sexual partners and unprotected intercourse (Yayeh Negash et al., 2003). Recent literature demonstrates a higher proportion HIV/AIDS cases within Ethiopian urban centers (HAPCO, 2008). Studies suggest the target groups such as post-secondary (college and university) students are at increased risk of HIV transmission (Mihret Yirdaw et al., 2004). The issue of sexual risky behaviors among youths in Ethiopia is very important for the prevention of problems relating to unwanted pregnancy and sexually transmitted infections including HIV/AIDS.
[bookmark: _Toc489562391]A study conducted in Mekelle City high school students, out of the students who chew chat and drink alcohols, 65% students use condom at the time of sexual intercourse while 35% students do not use condom during sexual intercourse (Abrha Tadesse and Birhanu Menasbo, 2013).
Alcohol consumption and its abuse have been globally associated with risky sexual behaviors like unprotected sexual intercourse (Cooper, 2002 as cited in Demeke Gizew and Sandy Peter, 2014). Its outcome reiterates that unprotected sex was more common during time of alcohol consumption compared to when alcohol was not consumed. It is apparent that alcohol and substance use are implicated in youths` sexual decision-making. Taking Ethiopia for example, Khat and alcohol use has been in a range of studies to be significantly and independently associated with risky sexual behaviors among Ethiopian school youths.
One-quarter of sexually active high school youths in Ethiopia reported using alcohol or drugs during their most recent sexual encounter. In such instances, the use of condoms is less of a priority particularly for male youths (Yeshemebet Gebregiorgis et al., 2000).  A daily use of alcohol is associated with a threefold increase in those of engaging in risky sexual activity (like unprotected sex) compared to those not using it. This view was Supports by another study showed that those who engaged in unprotected sex are generally slightly higher among male youths compared to their female counterparts (Dereje et al., 2005 as cited in Demeke Gizew and Sandy Peter, 2014).
A study conducted in Mizan Tepi university students, 49.3% of study participants drank alcohol occasionally. Among participants who had sexual intercourse after drinking alcohol, 68% never used condom. Those who drank alcohol daily were 3.5 times more likely to be involved in risky sexual behavior than others. In this study in general, substance abusers were 2.5 times more likely to be involved in risky sexual behavior compared to non-users (Andualem Henok et al., 2015).
A study showed that there are some factors that facilitate HIV transmission. These factors are high poverty levels that directly or indirectly create vulnerability of persons to HIV/AIDS, with women forming the majority. The resultant factor is that some of these women often “sell their bodies” in order to survive. Mobility is another contributory factor to the pandemic. Specific social groups, like long distance truckers, security personnel and teachers, who are usually transferred from school to school and leave behind their partners, put them at risk. Certain beliefs and practices in the community, like having multiple sexual partners, dry sex and the traditional practice of widow/widower cleansing are also facilitating the transmission of the disease. Stigma also leads to discrimination, silence, shame, denial and blaming others. Consequently, corrective action, such as diagnosis and/or treatment, is often delayed. Lastly alcohol abuse makes people tend to forget to use condoms when they are under the influence of alcohol (Oumar et al., 2014).
A study to assess sexual behavior, attitudes and risk perception about HIV/AIDS among out-of-school anti-AIDS club member and non-member youths in Mettu and Bedelle towns showed an alarming finding. That is significant percentage (28.5%) club members admitted to have sexual contact with commercial partners without using protective measure (condom), (30%) non-club members having similar contact and didn't use condom consistently (Elias Legesse, 2012).
[bookmark: _Toc495407489][bookmark: _Toc480813054][bookmark: _Toc480809826][bookmark: _Toc489562393]2.6. HIV/AIDS and VCT Service Utilization in Youths	

[bookmark: _Toc480813055][bookmark: _Toc480809827][bookmark: _Toc489562394]It is particularly important to measure testing behavior among the youth. Awareness of HIV status can motivate people to protect themselves against infection and to protect their partners from being infected. They are not only especially vulnerable to infection, but they also may experience barriers to accessing testing services because of their young age. There must be increased assess of counseling and testing for the youth in the sub-Saharan Africa. Most of them do not have access to sexual health advice, condoms, and forms of contraception, voluntary counseling and testing services for HIV. Reproductive health services are also seldom targeted towards the youth, who therefore tend to avoid them-putting themselves and their sex partners at risk of infection (WHO, 2000).
Voluntary counseling and testing for HIV is the process by which an individual undergoes counseling so that she or he can be able to make an informed choice about being tested for HIV. This process is also aimed at helping them to cope with stress and make personal decisions related to HIV/AIDS. The objectives of voluntary HIV counseling and testing according to the national guideline of VCT in Ethiopia provides information on the mode of HIV transmission, methods of prevention and help those who wish to consider HIV testing make their own decision whether or not to be tested. Finally provide information on the increased risk of HIV transmission associated with other sexually transmitted infections (STIs) and give referrals for STI examination and treatment as well as provide information on the increased risk of opportunistic infections including tuberculosis associated with HIV infection. It also provides family planning information and referral for women of child bearing age who are infected or are high risk of HIV infection, and provide referrals to HIV positive and high risk HIV negative persons for necessary medical, preventive and psycho-social services and home based care in the community (National HAPCO, 2008).
A study in Bahir Dar University practice on voluntary counseling and testing for HIV showed that 65.6% of the students had tested for HIV before (Wondmagegn Mulu et al., 2014).
A study conducted in Jimma Town teachers college students showed that 69% of the students have heard about VCT, 97.35% agreed that VCT service is necessary of students and 89.3% agreed that VCT for HIV should be available for all individual needs to know their status, 84.6% accept that couples should undergo HIV test before marriage, 96.1%, blood test should be done to know oneself status, 96.1% VCT is necessary for starting new relationship 77.58% necessary for pregnant women (Rahel Elfeno and Ebrahim Yimam, 2015).
The three major factors perceived as inhibiting for the utilization of VCT service were fear of stigma and discrimination, fear of coping with positive HIV test result and high HIV risk perception. On the other hand, the three most commonly cited perceived factor to enhance the utilization of VCT service in this study were having marriage plan, presence of care and support (ART) and persuasion by health professionals (Berhan Meshesha, 2014).
[bookmark: _Toc495407490][bookmark: _Toc480813057][bookmark: _Toc489562396]2.7. Sources of Information on HIV/AIDS

According to the study in Mizan Tepi University in southern Ethiopia, 86.9% of participants had information about sexuality and reproductive health. Most of participants get information from different sources like radio/ television (83%), school (77.3%), health institution (62%), friends (58%), parents (47%) and other sources (25%). Majority (89.1%) of participants heard about condom and 21.1% of participants had sexual partner (Andualem Henok et al., 2015).
In a study among college students in Addis Ababa results indicated that their level of knowledge is relatively high. The majority of students did not believe in the various misconceptions as risk factors for AIDS transmission. Various media were thought to be source of information: most of the students (68.8%) heard about HIV/AIDS over the radio, TV (56.2%), newspapers and magazines (45%), were also reported to be the common sources of information about the disease (Beyene Petros, 1997). Among Gondar Freshman college students more than half of them had had sex with CSWs and more than 23% of the general student population also had similar experience (Marshal, 1988).
[bookmark: _Toc480813058][bookmark: _Toc489562397]In a study among high school students, the sources of information were radio (33.6%), newspapers (22.4%), medical institution or personnel (18.9%), and TV (16.4%). In general, the result showed the respondents’ knowledge to be somewhat modest (about 50%). A substantial proportion of the respondents have a common misconception that HIV is transmitted by a mosquito bite (79.3%) and by wearing clothes of HIV infected person (37.1%) and 44% of them believed that AIDS can be cured if diagnosed early (Schoepfet al., 1988). Majority of them (93.1%) know that a person can catch AIDS by having sex with someone who has the virus, that the chances of becoming infected with HIV virus are reduced by having sex with only one faithful partner (86.2%) and that the risk is increased by having many sexual partners 87.9% (Debrework Zewudie and Kodakevich, 1990).
According to the study in Mizan Tepi University in southern Ethiopia, 86.9% of participants had information about sexuality and reproductive health. Most of participants get information from different sources like radio/ television (83%), school (77.3%), health institution (62%), friends (58%), parents (47%) and other sources (25%). Majority (89.1%) of participants heard about condom and 21.1% of participants had sexual partner (Andualem Henok et al., 2015).
[bookmark: _Toc480813059]The chief source of information about HIV/AIDS to the vast majority of respondents (73.34%) was the media (electronic 47.78%; print 25.56%). Other sources included friends (9.11%), teachers (6.0%), parents (2%) and siblings (1.78%). About 26% of respondents believed that HIV/AIDS has not yet reached the state of acquiring it while the majority (74%) expressed that it is a threat for them. Again, 65.37 % believed that it could never pose a serious problem to them. About 38.5 % of respondents aware of the disease either had no idea of an effective preventive measure or mostly had wrong perceptions. Those with a correct knowledge of various preventive measures (61.5%), a great majority named abstinence (24.45%) followed by sterilizing needle before  injections (21.78%) as the main measures for an effective  prevention. Other responses were practicing safe sex (4.22%), avoiding drug addiction (3.56), and ensuring safe blood practices (2.47%) (Basir, 2003).
[bookmark: _Toc495407491]3. MATERIALS AND METHODS
[bookmark: _Toc495407492]3.1. Study Area Description

The study was conducted at Injibara Secondary and Preparatory School containing 2775 students from grade 9-12 in 2016/17. This zone has 34 high schools from which 18 schools are preparatory. Injibara is situated in a predominantly mountainous location with an average elevation of 2,560 meters above sea level. It is the administrative center of Awi Administrative Zone in the Amhara National Regional State. Injibara is located at 10° 58' 06" N Latitude and 36° 52' 50" E Longitude with a distance of 450 km along the asphalt road Northwest of Addis Ababa (Adugaw Birhanu, 2013). Based on figures from the 2007 census, Injibara has an estimated total population of 21,065, of whom 10,596 were males and 10,469 were females

[image: ]
           Figure 1.Map of the Study area.
[bookmark: _Toc495407493]3.2. Research Design

Descriptive type of study design was employed as appropriate tool for this study. Descriptive research permits the explanation of phenomena as they naturally transpire and without intervention from the researcher (Bernaned, 2005). Quantitative approach or structured questionnaire was used as instruments to collect the data from respondents. Quantitative approach has an advantage that it is highly structured, which allows for the cost efficient and less tedious data analysis. This quantitative methodological approach aids the researcher to collect data from higher and preparatory students at Injibara higher and preparatory school on variables underlying the study for conclusions to be made.
[bookmark: _Toc520702924][bookmark: _Toc495407494] 3.3. Study Population
Study population comprised students who are attending their education in Injibara Higher and Preparatory School. Students in the higher and preparatory school attending a day time education during year 2016/17 selected from the study population.
[bookmark: _Toc480809813][bookmark: _Toc520702910][bookmark: _Toc495407495] 3.4. Study Variables
[bookmark: _Toc480809814][bookmark: _Toc489562379][bookmark: _Toc489562380] Dependent variables: Knowledge, attitude and risk sexual behaviors of students on HIV/AIDS. Independent variables: Socio-demographic variables such as: age, educational status of family, religion, marital status, income, residency area, Ethnicity, grade level of students.
[bookmark: _Toc495407496] 3.5. Sample Size Determination

The single population proportion formula used to calculate the sample size for knowledge, attitude and risky practice on HIV/AIDS. The proportion of students who are not aware of HIV/AIDS is estimated to be 50% (Wondimagegn Mulu et al., 2014). Adding non-response rate of 5% and considering the assumption of a 95% confidence level, a 5% margin of error the sample size was determined as follows.
Proportion 50 % is used in order to maximize the sample size P (50 %): assumed proportions of KAP toward among higher and preparatory students. Where 𝑛= (𝑍∝/2)2∗𝑃 (1−𝑝)/d2    Where
                                    n = Sample size 
                                   z = The standard normal deviate with 95% confidence interval (1.96) 
                                  p = Expected proportion of students who are not aware of HIV/AIDS 
                                  d = Degree of precision (0.05)
The sample size for KAP towards using the above formula and assumption was n= (1.96)2 ∗ 0.50(1−0.50)/ (0.05)2= 384 
A non-response rate of 5 % of 384 = 19 the total sample size was: 384+ 19 non-respondent = 403 students
[bookmark: _Toc495407497] 3.6. Sampling Techniques

First: Through obtaining students list from the school, students was stratified in four strata (Grade 9, Grade 10, Grade 11, Grade 12) based on grade level difference. Second: The total calculated sample was proportionally allocated to each grade based on the total size of students. Finally respondent among each grade was selected by systematic random sampling method by their roll numbers as frame of reference. The students were selected by taking every 7th from the alphabetical lists in each class.                  
   The number of students in Injibara higher and preparatory school               
            Grade -9th   ---------- 1086   Grade- 10th   ---------988
             Grade-11th------------312   Grade- 12th------------389   Total = 2775
Proportionality of sample of students at each grade levels was calculated as follows.            Sample to be taken from each grade level (Ni) is equal to total number of students at each grade (Ne) multiply by total sample size (n) divide by total number of students in the school (Nt). 
                 Ni = Ne*n/Nt   Where   Ni = number of students to be taken at each grade level
                                                       Ne = total number of students at each grade leve 
                                                       n = total sample size
                                                      Nt = total number of students in the school
               Grade 9th = 1086*403/2775 = 158        Grade 11th = 312*403/2775 = 45
               Grade 10th = 988*403/2775 =143          Grade 12th = 389*403/2775 = 57 total (n) = 403 
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[bookmark: _Toc495407498] 3.7. Data Collection Method
The study instrument was a self-administered questionnaire which comprised of six parts. Part 1 related to students socio-demographic background, Part 2 on students’ knowledge regarding HIV/AIDS, transmission and control methods, Part 3 on the attitude towards HIV/AIDS and Part 4 on students’ risky behavior towards HIV/AIDS, part 5 Source of information on HIV/AIDS Part 6 Sexual history of students. Author guided self administered data collection technique was used. Knowledge of HIV/AIDS was assessed using questions which include knowledge on the difference between HIV and AIDS, curability of the disease AIDS, HIV can be transmitted through sharing of sharp materials and protective effect of use of condom, abstains, being faithful to a partner, from HIV transmission.
Attitude towards HIV was assessed using questions including attitude: towards their importance to prevent HIV infection, towards their beliefs in the prevention of HIV, towards the chance of acquiring the virus if his/her sexual partners had multiple partners, towards use of condoms, towards willingness to live in one dormitory with HIV positive students, towards any body’s chance to be infected by the virus and towards accessibility of condom when needed. Questions which showed risk sexual behavior such as confident to convince their sexual partner to use condom, having unprotected sex, having sex with multiple sexual partners, sex with commercial sex workers, sex after drinking alcohol and chewing chat. Question items to see their sources of information about HIV/AIDS and their sexual history were also included. 
[bookmark: _Toc495407499] 3.8. Data Analysis

Data gathered through questionnaires from the respondent was analyzed with the use of SPSS version 20 software. Here both descriptive and inferential statistics analysis methods were employed. The descriptive statistics were used to describe the basic features of the data in a study to provide simple summaries about the sample. Frequency distribution tables and graphs were used to describe most of the findings and for some accordingly. P-values were calculated and tests of association for categorical variables were made. Inferential statistics such as correlation, chi- square and One-way ANOVA were used to determine relations of one variable to other variable.
[bookmark: _Toc495407500] 3.9. Scoring

For assessing general knowledge of the respondents on HIV/AIDS 11 questions were given. Each right response was given a score of 1 while a wrong response was scored 0. Total knowledge scores were ranged between 3- 11.The mean score was 8.2. The scores equals or greater than the mean value were taken as knowledgeable where as the scores below the mean value were  taken as not knowledgeable in similar study in Bahir Dar University (Wondimagegn Mulu et al., 2014).
For knowledge on the transmission and control methods 20 item questions (ten on transmission and ten on preventive methods) were given to  evaluate whether they clearly identified them or not. Each correct response was given a score of one and wrong responses were given zero. The total score for each student was ranged from 5 to 20. The mean scores were 14.57.
Attitude towards HIV/AIDS was assessed using a 15 item questions. Attitude scores between3 to 14. The mean score was calculated to be 10.78. In this study those respondents who scored below the mean (10.78) were considered as having negative attitude where as those who scored equal or greater than the mean (10.78) considered as having positive attitude on HIV/AIDS.
The risk sexual behavior of the students was assessed using 6 item questions .Those students that had the exposure to each practices were given zero and those who did not have the exposure were given 1 value. The total score for each students ranged between1 to 6. The mean score was 4.48. Those students who scored below the mean were grouped as having unsafe sexual practice and were at risk of acquiring the virus where as those who scored equal to or greater than the mean value were grouped as having safe sexual practices and have less exposure to the virus.
[bookmark: _Toc495407501]3.10. Data Quality and Management
Structured questionnaire were primarily prepared in English then translated to Amharic and then back to English by translator in order to check consistency of the questions. A 5% sample questionnaire was used in nearby high and preparatory school as pre-test. It was important to modify some contents in the questionnaire. In this study out of 403 samples 385 respondents were participated and filled the questionnaire in appropriate way making the respondent rate 95.5%.
[bookmark: _Toc495407502]3.11. Ethical Considerations
[bookmark: _Toc489562409]Ethical clearance was obtained from Debre Markos University College of natural and computational science, before the staring the field work. An official letter of co-operation was written to Injibara higher and preparatory school. Respondents were informed about the objective and purpose of the study and verbal consent was obtained from each respondent. Moreover, all the study participants were informed that they have a full right to participate or decline from participating in the study and the study participants were assured for an attainment of confidentiality for the information obtained from them.







[bookmark: _Toc495407503]4.  RESULTS
[bookmark: _Toc495407504]4.1. Socio Demographic Characteristics
[[
Among these respondents 47.3% were males and 52.7% were females. The age distribution of the respondents showed that most of the respondents (87.8%) were between 15-19 years old. 71.2% of the respondents were living with their family and 13.2% were living with other relative house. Most (92%) of the respondents participated in these study were not married (Table 1).
[bookmark: _Toc492098988]                  Table 1. Socio-demographic characteristics of respondents in the study area.
	Sociodemographic factors
	
	Frequency
	Percentage

	Sex 
	M
	182
	47.3

	
	F
	
	

	
	
	203
	52.7

	Age
	15-19
	338
	87.8

	
	20-24
	47
	12.2

	
Grade level 
	 9
	155
	40.3

	
	10
	140
	36.4

	
	11
	44
	11.4

	
	12
	46
	11.9

	
	
	
	

	Marital status

	Single
	356
	92.5

	
	Married
	 24
	6.2

	
	Divorced
	  5
	1.3

	
	 Total
	
	385
	100

	With whom they were living.
	With family
	 274
	71.2

	
	With relatives
	  51
	13.2

	
	Rent house
	   60
	15.6















[bookmark: _Toc495407505]4.2. Association of Factors
There was significant differences among respondents attitude on HIV/AIDS with grade levels (F3 381 = 26.99, P < 0.01), general knowledge on HIV/AIDS with grade levels (F3 381 = 15.24, P < 0.01) and, knowledge on transmission and control with grade levels (F3 381 = 25.6, P < 0.01) but there was no significant differences among grade levels in terms of practices of risk sexual behaviors (F3 381 = 0.68, P > 0.05) (Table 2).
         Table 2. One -Way ANOVA showed that association of general knowledge, knowledge on transmission and control, attitude, and risky behaviors with students’ grade levels.
	Dependent variables
	Sum of Squares
	Df
	Mean Square
	F
	Sig.

	
Attitude 
	
Between Groups
	
249.15
	
3
	
83.05
	
26.99
	
0.00

	
	Within Groups
	1172.53
	381
	3.08
	
	

	
	Total
	1421.67
	384
	
	
	

	General knowledge 
	Between Groups
	100.03
	3
	33.34
	15.24
	0.00

	
	Within Groups
	833.57
	381
	2.19
	
	

	
	Total
	933.60
	384
	
	
	

	Risk  behaviors
	Between Groups
	3.3
	3
	1.1
	0.68
	0.57

	
	Within Groups
	614.45
	380
	1.62
	
	

	
	Total
	617.74
	384
	
	
	

	Knowledge transmission
	Between Groups
	392.89
	3
	130.97
	25.61
	0.00

	
	Within Groups
	1948.19
	381
	5.11
	
	

	
	Total
	2340.98
	384
	
	
	



[bookmark: _Toc492098989]The students general knowledge had weak positive correlation with their grade levels (r = 0.28, P < 0.01), knowledge on the transmission and preventive methods was also positively correlated with grade levels of respondents (r = 0.39, P < 0.01). Attitude towards HIV/AIDS had also weak positive correlation with grade levels of respondents (r = 0.32, P < 0.01). That was as the students grade level increases their general knowledge, knowledge on transmission and preventive methods and attitude on HIV/AIDS also increases (Table 3).
      Table 3. Correlations of students’ general knowledge, knowledge on the transmission and preventive methods, attitude and risk sexual behaviors with students’ grade levels.
	Correlations
	General knowledge
	Knowledge  transmission
	Attitude 
	Risk behavior

	
Grade level 
	Pearson
Correlation
Sig.(2-tailed)
N
	
0.28**
	
0.39**
	
0.32**
	
0.05

	
	
	0.00
	0.00
	0.00
	0.33

	
	
	385
	385
	385
	385


                     *Correlation is significant at the 0.05 level (2-tailed)
Analysis from the Chi square showed that there was a significance difference among respondents in their general knowledge, knowledge with transmission and control and attitude in terms of their grade levels. But there was no significance differences among respondents in their practices of risky sexual behaviors’ and VCT service utilization in terms of their grade levels (Table 4).







Table 4. A Chi-Square that showed the differences of general knowledge, knowledge on transmission and control, attitude, risky behaviors and VCT service utilization with students’ grade levels.
	Dependent variables
	Chi square value 
	Degree of
 freedom
	No. of
students
	P value

	General knowledge
Knowledge on transmission 
	22.4
	3
	385
	0.00

	
	58.99
	3
	385
	0.00

	Attitude
	45.5
	3
	385
	0.00

	Risky sexual practices
	0.43
	3
	385
	0.93

	VCT service utilization
	4.4
	3
	385
	0.22



[bookmark: _Toc495407506]    4.3. General Knowledge of Respondents on HIV/AIDS

In this study the mean score on general knowledge items questions were 8.2. Accordingly scores less than 8.2 were considered as not knowledgeable while the scores greater or equal to 8.2 were considered as knowledgeable regarding HIV/AIDS. 44.6% of the respondents scored greater or equal to the mean value (8.2) and were considered as knowledgeable where as 55.3% were scored below 8.2 and categorized as not knowledgeable. The knowledge of students on HIV/AIDS varies with their grade levels. Only 30.3% of grade nine respondents were knowledgeable but the rest 69.7% out of 155 respondents were not knowledgeable. On the contrary, in grade eleven only 40.9% and in grade twelve 43.5% of the students were not knowledgeable (Table 5). There was significant difference among grade levels of students and their knowledge on HIV/AIDS (F3 381 = 15.24, P < 0.01) (Table 2). There was weak positive correlation among students grade levels and their general knowledge (r = 0.279, P < 0.01) (Table 3). Out of 182 male students 50% of males and out of 203 female students 40% were knowledgeable. 64.2% of the respondents had information on the difference between HIV and AIDS. 68% knew that the disease (AIDS) is non-curable. The majority (72.7%) of participants responded that HIV cannot be transmitted through sharing of meals, clothes and latrine. 75.6% of the participants knew that having sex with commercial sex workers increase the chance of acquiring HIV. Abstain from sex (78.4%), being faithful (74.5%), use of condom (74.3 %) and male circumcision (82.6%) described by the respondents as best methods for prevention. 33.8% participants knew correctly about the duration of taking antiretroviral treatment by AIDS patients (Table 10).
Table 5.The respondent’s knowledge with their grade levels
	Grade level of the students
	General knowledge on HIV/AIDS

	
	  Knowledgeable
	Percentage
	Not knowledgeable
	Percentage

	                                        9
                                      10
                                       11
                                      12
                                   Total
	47
	30.3
	108
	69.7

	
	73
	52.1
	67
	47.9

	
	26
	59.1
	18
	40.9

	
	26
	56.5
	20
	43.5

	
	172
	44.7
	213
	55.3



[bookmark: _Toc495407507]4.4. Knowledge on Transmission and Control Methods of HIV/AIDS.

The mean score obtained while assessing the respondents’ knowledge on transmission and preventive methods of HIV/AIDS were calculated to be14.57. Those that scored less than14.57 were considered as not knowledgeable and those who scored equals or greater than 14.57 were considered as knowledgeable on the transmission and control methods of HIV/AIDS. 53.5% of the students who scored equals or greater than 14.57 were knowledgeable where as the rest 46.5% who scored below the mean value were considered as not knowledgeable. The knowledge of students on the control and transmission methods of HIV/AIDS varies with their grade levels. Only 31% of grade nine respondents were knowledgeable but the rest 69% out of 155 respondents were not knowledgeable. On the contrary, in grade eleven only 34.1% and in grade twelve 15.2% of the students are not knowledgeable (Table 6). There was significant difference among respondents knowledge on transmission and control methods of HIV in terms of their grade levels (F3 381 = 22.98, P < 0.01) (Table 2). There was weak positive correlation among students grade levels and their general knowledge (r = 0.39, P < 0.01) (Table 3).

Table 6. The Knowledge on transmission and control methods of HIV/AIDS
	Grade level of the students
	Knowledge on transmission and control methds of HIV/AIDS

	
	Knowledgeable
	Percentage
	Not knowledgeable
	Percentage

	                        9
                       10
                       11
                       12
                Total
	48
	31
	107
	        69

	
	90
	64.3
	50
	35.7

	
	29
	65.9
	15
	34.1

	
	39
	84.8
	7
	15.2

	
	206
	53.5
	179
	46.5



Most of the respondents knew the common methods of HIV transmission. For instance unprotected homosexual or heterosexual intercourse (85.7%), unscreened blood transfusion (80.8%), unsterilized surgical instruments (79.7%), Breast feeding (75.1%), from mother to unborn baby (66.5%). But still there were respondents with misconceptions who thought that HIV can be transmitted by eating food with HIV/AIDS patients (39.7%), shaking hands with HIV positive person (37.1%), and mosquitoes bite (34.5%). Most of the respondents knew preventive methods of HIV among these, abstain from sex (85.2%), use of condom (78.7%), Receiving only screened blood (71.7%) avoid sharing sharp instruments (72.5%), being faithful (62.6%),were the methods that were  stated by the respondents to be used to prevent the infections of the virus. Misconception on the control methods were also stated by the respondents (Table11).
[bookmark: _Toc495407508] 4.5. Attitude of Respondents towards HIV/AIDS

[bookmark: _Toc489562414][bookmark: _Toc492099046]Most (64.4%) of the respondents scored above the mean value (10.78) and considered as having positive attitude where as the rest 35.6% scored below the mean value (10.78) and considered as having negative attitude on HIV/AIDS patients and misunderstanding on HIV/AIDS (Table 7). There was significance difference between respondents with positive attitude and those with negative attitude. The attitude of respondents on HIV/AIDS also varies with their grade levels. 57.4 % of grade nine respondents’ and 15.2% of grade twelve have negative attitude on HIV/AIDS patients and misunderstanding on HIV/AIDS. On the other hand 42.5% of the respondents in grade 9th and 84.8% of grade 12th have positive attitude on HIV/AIDS patients and misunderstanding on HIV/AIDS (Table 7). There was significant difference among students attitude on HIV/AIDS among grade levels (F3381 = 26.99, P < 0.01) (Table 2). There was weak positive correlation between student’s attitude and their grade level (r = 0.32, P < 0.01) (Table 3). 
  Table 7. Attitude of respondents on HIV/AIDS with their grade levels.
	Grade level of the students
	Attitude of the students

	
	   Negative attitude
	Percentage
	    Positive   attitude
	    Percentage

	                                         9
                                        10
                                         11
                                         12
                                     Total
	              89
	57.4
	66
	42.5

	
	                32
	22.9
	108
	77.1

	
	                9
	20.5
	35
	79.5

	
	                7
	15.2
	39
	84.8

	
	   137
	35.6
	248
	64.4


[bookmark: _Toc489562415]  
Out of the total respondents (68.4%) had agreed to sleep on the same bed, 53.2% give care HIV/AIDS patients, 48.8% hug HIV/AIDS infected person and 44.9% to live in one dormitory with HIV positive persons. 75.1% of the respondents disagreed that HIVAIDS is not a spiritual illness. Similarly 91.2% of the students have agreed that HIV affect youths more than any other age group. 85.2% of the respondents agreed the existence of HIV in their Town. 60% of the students agreed that they are among the most important people to fight off the disease. Most (65.2%) agreed on the idea that students should stay abstain in their school life. About half ( 52.2%) of the respondents had agreed that anybody has the chance of acquiring the virus, 55.8% believed that having multiple sexual partner increases the chance of acquiring the virus and 68.8% also agreed that intake of Khat and alcohol increases the chance of acquiring the virus. The majority of the students (60.8%) believed that someone infected with HIV still looks healthy (Table 12).
[bookmark: _Toc495407509]4.6. Risk Sexual Behaviors of the Respondents

The mean score obtained while assessing the respondents’ exposure for risk sexual behaviors’ for HIV/AIDS was calculated to be 4.48. Those students who scored below the mean were grouped as having unsafe sexual practice and are at risk of acquiring the virus where as those who scored equal to or greater than the mean value were grouped as having safe sexual practices and have less exposure to the virus. 56.4% of the respondents have safe sexual practices where as 43.6% of the students have unsafe sexual practices and are at risk to acquire the virus. There were significant differences between respondents with those having safe sexual practices and those with unsafe sexual practices. 57.9% of grade 10 respondents had safe sexual practices where as 47.7% of grade 11 respondents had unsafe sexual practices (Fig.2). There was no significant difference among student’s grade level in terms of their sexual practices (F3 381 = 0.68, P > 0.05) (Table 2).
[bookmark: _Toc492099047]             Figure 2. Respondents’ exposure for risky sexual behaviors among grade levels 
Most of the students (69.1%) responded that they are confident to convince their sexual partner to use condom when needed. Among the respondents 24.9% of the respondents had multiple sexual partners, 28.3% of the respondents had sex by influence of addictions (Table 8).
[bookmark: _Toc492098992]       

     



     
Table 8. Respondents’  response on risky sexual behaviors.
	
Items on risky behaviors
	
Response of students

	
	Yes
	No

	
	Male
	Female
	%
	Male
	Female
	%

	Are you confident to convince your partner to use condom?  
	
129
	
137
	
69.1
	
53
	
66
	
30.9

	Have you had unprotected sex? 
	45
	62
	27.7
	137
	141
	72.3

	Do you have multiple sexual partners?
	
41
	
55
	
24.9
	
141
	
148
	
75.1

	Had sex with CSW?
Do you have sex empowered by any addictions?  
	26
	17
	11.2
	156
	186
	88.8

	
	
51
	
58
	
28.3
	
131
	
145
	
71.7



The respondents have different addictions. Alcohol intake (27.0%), but the rest (72.7%) do not have any addiction (Fig.3)

[bookmark: _Toc492099048]                          Figure 3. The status of Respondents addictions

[bookmark: _Toc495407510]4.7. Sexual History of Students and Sources of Information on HIV/AIDS	
[bookmark: _Toc495407511]4.7.1. Sexual History of Students
The result of this study showed that 55.8% of the students did not yet started sexual intercourse. The rest of the students engaged in sexual intercourse. 23.6% practice it before entering high school and 20.5% at high school. About 32.5% of the students had their first sex with boy and girl friends and with teachers 4.7%, commercial sex workers 2.3% and with somebody they did not know before 4.7%. From those practice sexual most 20.8% did it because of falling in love, 14.3% was because of peer pressure. Only 16.4% of those used condom always.17.4% not used condom at all. The reason not to used condom varies. 7.8% is difficult to access, 6.8% because it reduces sexual pleasure, 5.7% because of unwillingness of partner (Table.13).
[bookmark: _Toc495407512]4.7.2. Sources of Information on HIV/AIDS
{
Most of the students (66.8%) did not participate in anti-AIDS school clubs. More than half (56.9%) of the respondents thought that the school clubs well organized. 77.7% of the respondents did not have discussions regarding HIV/AIDS with their families (Table 9).
[bookmark: _Toc492099049]The students obtained information on HIV/AIDS from different sources.59.7% from friends and peers, 42.6% from school clubs, 27.0% from curricular lessons (Fig. 4). 
                                   Figure 4. Respondents’ sources of information on HIV/AIDS

[bookmark: _Toc495407513]4.7.3. Respondents VCT Services Utilization

Only 20% of the respondents know their HIV status before the data collection time. The majority (80.0%) of the students did not have visited voluntary counseling and test before because of their different reasons. 83.9% of grade 9th respondents did not take VCT services on the other hand 29.5% of grade 11th respondents took VCT services to know their HIV status before this study (Fig.3).
Figure 5. Status of VCT service utilization among respondents with their grade level.
 The reason that the respondents did not take VCT services varies accordingly. 23.1% lack of information on VCT services, 9.6% lack of the services nearby (Fig. 6).
Figure 6. Respondents reason not to visit VCT services
[bookmark: _Toc495407514]5. DISCUSSION
[bookmark: _Toc495407515]  5.1. General Knowledge on HIV/AIDS
This study showed that general knowledge of the respondents was low. Only 44.7% of them had good knowledge where as more than half (55.3%) of the respondents had poor knowledge on HIV/AIDS. The knowledge of the respondents in this study was higher than a study conducted in Bahir Dar and Gondar City on street adults showed that only 31.4% had comprehensive knowledge on HIV/AIDS (Berihun Megabiaw and Taddesse Awoke, 2013). The difference in their knowledge might be due to the differences in educational status of the street adults and higher and preparatory school students. Higher and preparatory school students had more access to information and more awareness on HIV/AIDS than street peoples. The results of this study was lower than results obtained from a study conducted in Mizan Tepi University which showed that 93% of study participants had good knowledge (Andualem Henok et al., 2015). A study conducted in Hawassa City also showed that 66.5% of the respondents were knowledgeable (Abiy Semungus et al., 2015). The differences in their knowledge in this study and others might be due the educational level between high school students and university students and their age levels. University students were more knowledgeable and more matured in age than high school students.
There was significant difference among respondents knowledge on HIV/AIDS in terms of their grade levels. Respondents in higher grade levels were founded to be more knowledgeable than those respondents in lower grade levels. There were also weak positive correlation between the respondents’ general knowledge and their grade levels. As respondents grade level increases their general knowledge on HIV/AIDS increases. The respondents’ general knowledge had correlation with their knowledge on transmission and control of HIV/AIDS. This showed that as their knowledge on transmission and control increases, their overall general knowledge on HIV/AIDS also increases and vice versa. It had also correlation with attitude of respondents (r = 0.41, P < 0.01). This means that as respondents attitude increases their overall general knowledge on HIV/AIDS also increases and vice versa.
 Out of 182 male students 50% of them and out of 203 female students 40% females are knowledgeable. This showed that there are significant differences in their general knowledge in males and females. Similar result was reported in a research conducted in Bahir Dar University students showed that 48.8% of males and 39.6% females were knowledgeable (Wondimagegn Mulu et al., 2014). The difference in the level of knowledge between male and female students might be due to difference in access to information, media and participation in different anti-HIVAIDs club. But there were no significant differences in student’s general knowledge in association with other variables such as: age and with whom they were living.
[bookmark: _Toc495407516]5.2. Knowledge on Transmission and Preventive Methods of HIV/AIDS
The students knowledge on the transmission and control methods on HIV/AIDS varied among respondents.53.5% of the students were knowledgeable where as the rest 46.5% were not knowledgeable on the transsimission and control of HIV. The knowledge on the transmission and control methods on HIV/AIDS in this study was lower than results obtained from a study conducted in Mizan Tepi University which showed that 96.4% of study participants had good knowledge on the transmission and preventive methods of HIV/AIDS (Andualem Henok et al., 2015). The difference might be due University students had better access to information and were more knowledgeable than high school students. But the result of this study was supported by a study conducted in Hawassa City high school students which showed that 56.8% of the respondents were knowledgeable on transmission and control methods of HIV/AIDS (Abiy Semungus et al., 2015).
There were significant difference among grade levels of students and their knowledge on methods of transmission and control of HIV/AIDS. Respondents in higher grade levels were more knowledgeable than those respondents in lower grade levels. There was also weak positive correlation between respondents’ grade level and their knowledge on the transsimission and control method of the virus. That means as the students’ grade level increases their knowledge on the transmission and control method of HIV/AIDS also increases. The knowledge of respondents on transmission and control of HIV/AIDS was strongly correlated with their attitude (r = 0.5, P < 0.01). This showed that those respondents with positive attitude on HIV/AIDS had also good knowledge on transmission and control of HIV/AIDS and vice versa.
In this study from 182 male and 203 females, 60.0% males and 47.8% of females were knowledgeable on the transmission and preventive methods of HIV/AIDS. The difference might be due to the cultural influences in the study area and as a whole in the country that male youths had more information access when they carry out outdoor activities than females.
This study also showed that there were misconceptions in the routes of transmission of the virus among respondents which may affect the social interaction and relation of individuals in their day to day activities. Many thought that HIV can be transmitted by eating food with HIV/AIDS patients (39.7%), shaking hands with HIV positive person (37.1%) and mosquitoes bite (34.5%). There were differences in the level of misconceptions in the current study and the findings of a study conducted in Gondar Fasilids high school. Only 3.6% reported mosquito bite (2.5%), shaking hands (0.7%) and eating and drinking with infected individuals (0.4%) were speculated as mode of HIV transmission (Gashaw Andargie, et al., 2006). A study conducted in Mekele City also showed that kissing and mosquito bites were also speculated to transmit HIV/AIDS by 17.1% and 11.8% of the respondents respectively (Abrha Taddese and Birhanu Manasbo, 2013). The difference in misconception on transmission of the virus in this study and others might be due to low educational status of the respondents family to inform the transmission methods of the virus as most of (67.5%) the respondents in this study were from rural areas and low access to information in the study area as there was no well organized youth center to address information on HIV/AIDS. 
This study also showed that there were misconceptions on the preventive methods stated by respondents which might lead them to be exposed for HIV infections. For insistence: taking antibiotics before and after sex (36.6%), use of contraceptive pills (33.5%) and use of herbs from traditional medicine (18.4%) were stated by respondents as they were methods to avoid infections. This might be due to limitation of information and less involvement of the concerned body in creation of awareness on preventive methods on HIV/AIDS in the study areas.
[bookmark: _Toc495407517] 5.3. Attitude of Respondents on HIV/AIDS
[bookmark: _Toc489562426]It is obvious that increasing the attitude of nations on HIV/AIDS will have crucial role in overall measures taken to fight off the disease.  In this study, most (64.4%) of the respondents had positive attitude where as the rest 35.6% had negative attitude on HIV/AIDS. There was significant difference between respondents with positive attitude and those with negative attitude. This result was higher than a result study conducted in street people in Addis Ababa City which showed that, 23.7% had favorable attitude towards HIV/AIDS while the remaining 76.3% had unfavorable attitude (Berihun Megabiaw and Taddesse Awoke, 2013). The difference might be life status for accessing information and educational levels of students were better in the study area than the street peoples. The results of this study was lower than results obtained  from a study conducted in Mizan Tepi university  which showed that 71% of study participants had  positive attitudes (Andualem Henok et al., 2015). The difference might be due the educational level between high school students and university students and their age level.
[bookmark: _Toc489562427]There was weak positive correlation between student’s attitude and their grade level. This means as their grade level increases their positive attitude on HIV/AIDS also increases. There were also significant differences in the respondents’ attitude with grade levels. Those respondents at high grade level had better attitude on HIV/AIDS than those at lower levels.
Out of the total respondents; 68.4% have agreed to sleep on the same bed, 53.2% give care HIV/AIDS patients and 44.9% to live in one dormitory with HIV positive persons. It is similar with the findings in Gondar City showed that majority of respondents noted that students’ attitude towards AIDS were combined with their willingness to live in one dormitory with HIV positive students. The majority (66%) of the respondents was sympathetic towards AIDS patients and was against isolating AIDS patients from living in one dormitory (Yitayal Shiferawet al., 2011). Most (91.2%) of the respondents had agreed that HIV affect youths more than any other age group. Similarly, 71.2% has agreed that intake of Khat and alcohol also increases the chance of acquiring the virus and 60% of the students agreed that they were among the most important people to fight off the disease. The results of this study was almost similar with the findings conducted in Mekelle City showed that 93.42 % of students believed that HIV/AIDS affects more youths and about 73% of the respondents agreed that intake of Khat and alcohol increases the chance of acquiring the virus (Abrha Taddese and Birhanu Menasbo, 2013).
[bookmark: _Toc495407518] 5.4. Risk Sexual Behaviors of Respondents
[bookmark: _Toc489562429]More than half (56.4%) of the respondents had safe sexual practices where as 43.6% of the students had unsafe sexual practices and were at risk to acquire the virus. There was a significant difference between respondents with those having safe sexual practices and those with unsafe sexual practices. The result of this study was similar with a study conducted in Hawassa City high school students which showed that 57% had safe sexual practice (Abiy Semungus et al., 2015). But it is higher than a results obtained in Bahir Dar University which showed that only 41.7% of respondents had good practice towards HIV/AIDS (Wondimagegn Mulu et al., 2014). The difference might be that University students were living apart from parents and they were out of parental control. The results of this study was less than the results obtained in Gondar City where about 75% of the respondents had safe sexual practice and only 25% of all respondents had at least one risk behavior related to HIV & other STIs transmission (Yitayal Shiferaw et al., 2011). The difference might be due to low information access in this study area and differences in study time.
Out of 182 males 59.3% had safe sexual practice and out of 203 females 53.7% had safe sexual practices. There were no significant differences between male and female respondents on their sexual practices.
Most of the students (69.1%) responded that they were confident to convince their sexual partner to use condom when needed where as 17.1% of the students were not sure to convince and 13.8% were totally not confident to convince their sexual partner at all. This showed that there was a gap in condom use by convincing a sexual partner and the respondents had high risk of exposure for the virus. This study also showed that 27.7% of the respondents practiced unprotected sexual intercourse which was lower than a study conducted in Mekelle City high school students where 35% students did not use condom during sexual intercourse (Abrha Tadesse and Birhanu Menasbo, 2013) and the results obtained in Gondar Town where 39% respondents had unprotected sex (sex without condom) (Yitayal Shiferaw et al., 2011). This study result was also lower than results obtained in Jimma University were 56.3% of the respondents had unprotected sexual intercourse with their casual partner (Tefera Belachew et al., 2004). The differences in the results between the current study and other studies might be due to age differences between study groups and differences in study time.
This study also showed that there were different reasons among respondents not to use condom. Among the reasons speculated by respondents were: difficult to access condom nearby; condom reduces sexual pleasure, unwillingness of partner and shameful to buy. This showed that there were gaps in Condom use among youths for various reasons as it was stated and youths are predisposed for infection with virus and other sexually related problems.
In this study, among the respondents 24.9% had multiple sexual partners which were less than a result obtained in Gondar Town where 43.3% of sexually active students had more than one sexual partner (Yitayal Shiferaw et al., 2011). This study showed that 11.2% had sexual intercourse with commercial sex workers. It was lesser compared to the findings in Bahir Dar University which showed that over 15% of the respondents had sex with commercial sex workers (Wondimagegn Mulu et al., 2014). The engagement of respondents in sexual intercourse with CSW in this study was also low compared with the findings in Mettu Bedelle Town which showed that 30% of non participants in AIDS clubs had sex with CSW even without condom (Elias Legese, 2012). The differences might be due to age difference between the current study groups and University students. But this result was higher than a results obtained in Gondar Town where only 5% respondents had sex with sex workers (Yitayal Shiferaw et al., 2011). The differences might be the gaps in study time.
[bookmark: _Toc495407519]5.5. Sexual History of Respondents		

In this study 56% of the respondents did not yet started sexual intercourse. 44% of the respondents engaged in sexual intercourse of which 23.5% practice it before entering high school and 20.5% at high school. The result of this study is similar with a study conducted in Hawassa City high school students showed that 43.9% had started sexual activity (Abiy Semungus et al., 2015). The sexual engagement of the respondents in this study area is higher compared to the study conducted in Mekelle high school students which showed that 26.3% students had started sexual activity which were 17.1% males and 9.2% of females (Abraha Tadese and Berhanu Menasbo, 2013). The difference might be due to study time gaps and socio-cultural variations in the two study areas.
[bookmark: _Toc495407520] 5.6. Respondents VCT Services Utilization
Only 20% of the respondents know their HIV status before. The majority (80.0%) of the students do not have visited voluntary counseling and test before. There were significance differences between those respondents who obtained the services and those who did not obtained the VCT services. There was no significant difference among respondents with VCT service utilization in terms of their grade level.
VCT service utilization is one method to fight off the HIV infection but the service utilization in the study area was founded to be low. The result of this study was lesser from results obtained in Bahir Dar University which showed that 65.6% had tested for HIV before (Wondmagegn Mulu et al., 2014). The differences might be due to age and educational status of the respondents between high school students and University students. The reason not to be tested varies. 23.1% lack of information on VCT services, 19% lack of interest to take VCT, 18.4% being afraid to know the results, 9.9% being confident that they are fee from HIV, 9.6% lack of the services nearby. Similar reason were given in a study conducted in Goba Town Batu Terara preparatory school students 27.6% of the respondents were not tested because of fear of results, lack of interest (29%) (Ahmed Yasin et al., 2017). There was limitation of information in addressing the VCT service in the study area and respondents’ awareness about the importance of the services was low.
[bookmark: _Toc495407521]      5.7. Respondents Sources of Information on HIV/AIDS

The respondents in this stated that as they obtained information on HIV/AIDS from different sources in unorganized form. There was no organized center in the study area aimed at addressing information for youths on HIV and other reproductive health issues. 46.6% of the respondents in this study did not have full information about HIV/AIDS. 59.7% of the respondents obtained information about HIV/AIDS from friends and peers, 34.3% from radio, 32.7% Television, and 27.0% from curricular lessons. Similar source of information was used by respondents in a study conducted in Gondar preparatory school (Yitayal Shiferaw et al., 2011).
Most of the respondents (66.8%) did not participate in anti-AIDS school clubs where as the rest (33.2%) had participation in their school life. Even though there were Anti-AIDS club in the study area, the strength to address full information and motivation to increase numbers of participants in the club was less. This result was almost similar with a study conducted in Goba Town Batu Terara preparatory school students showed that only 39.5% of the respondents participated in Anti-AIDS clubs in their school (Ahmed Yasin et al., 2017). This study also showed that the parental and children communication on HIV and other reproductive health issues were founded to be less. 77.7% of the respondents did not have discussions regarding HIV/AIDS with their families. The result of the current was different from the study in Mizan Tepi University in that 52% of the respondents never had discussion on HIV with their parents (Andualem Henok et al., 2015). The difference might be due to the difference in the age levels of the study group and socio-cultural influences.
[bookmark: _Toc495407522]6. CONCLUSIONS AND RECOMMENDATIONS
[bookmark: _Toc495407523]6.1. Conclusions
Despite their relatively higher results in their attitude, there were knowledge gap and misconception on the ways of transmission and control as well as   exposure for risk sexual behaviors among respondents. Among these; eating food with HIV positive person, shaking hands with HIV positive person and mosquito bite were speculated to transmit HIV/AIDS. This study also showed that there are misconceptions on the preventive methods stated by students for insistence taking antibiotics before and after sex, use of contraceptive pills and use of herbs from traditional medicine. This study also showed that general knowledge, knowledge on transmission and preventive methods and attitude of the respondents were positively correlated with respondent’s grade levels. This showed that education is one tool to bring a change in knowledge and attitude on HIV/AIDS.
There were also exposures among the respondents for acquiring the virus through unsafe sexual practices such as having multiple sexual partners, practicing unprotected sex and having sex with CSW. Most of the respondents did not have discussions regarding HIV/AIDS with their families and utilization of VCT services in the study area was low compared to similar studies in other study areas. 
[bookmark: _Toc495407524] 6.2. Recommendation
Based on the finding of the present study, the following recommendations have been given.
· Attitude alone is not enough to prevent HIV/AIDS but strategies to instill safe sexual practice and VCT service utilization for preventing HIV/AIDS and awareness raising on transmission and control should be done to increase their knowledge on HIV/AIDS.
· The school administration together with the local government bodies and student parents should work together to address the identified risk sexual behaviors  to promote free discussion with parents to bring behavioral change and communication. 
· An integrated effort is needed to be initiated to address such risk sexual and reproductive health problems through establishing and strengthening school anti-AIDS clubs, providing in school training for students on adolescent reproductive health.
.
· Due attention should be given by government in the Town to built youth centre which is well organized to give full information on HIV/AIDS and other health and reproductive issues.
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       DEBRE MARKOS UNIVERSITY
                                                  COLLEGE OF GRADUATE STUDY 
DEPARTMENT OF BIOLOGY
1. Questionnaire
  This Questionnaire prepared to assess the knowledge, attitudes, and risk sexual behaviors’ on HIV/AIDS in Awi zone Injibara town. To be filled by inibara higher and preparatory students. The objective of this study was to assess the knowledge, attitudes and risk sexual behaviors on HIV/AIDS among higher and preparatory school students. The choice was made using systematic random sampling using the students’ alphabetical list. In order to attain effectively the goal, we are asking you for your generous help. We would like to assure you that privacy will be strictly be maintained throughout. There is no need to put your name or roll number on the format. No individual response will be reported. It is your full right to participate or refuse in the study. If you don’t want to participate in the study you can put the format on the table upside down. But your honest participation will have a great contribution. So please take a few minute to answer this question. If there is anything that require clarification please don’t hesitate to ask the facilitator for clarification. Thank you for allowing us to share your precious time and for your willingness to participate in this study.
      Do you wish to participate in the study? 
      Yes, I want to participate in the study (please go to the next page) 
       No, I do not (you can leave the class)
                                THANK YOU VERY MUCH





Part-1. Socio demographic factors.
       Please thick (√) or encircle your choice from the given alternatives.
Code No.
1. Sex                       Male         Female
2. Age  15-19       20-24 	≥25
3. Grade level            9th           10th       11th                     12th
4. Ethnicity       Amhara        Agew      Oromo     Tigrie      Shinasha       Other specify-------
5.Religion        Orthodox      Muslim      Catholic       Protestant          Others------
6. Marital status       Singe                Married          Divorced            Widowed 
7. Place of birth (residence)   Rural            Urban 
8. With whom you are living?  Family         Relatives       rent house         any other   specify__                                               
9. From whom you get your school materials?  Family        Relative         any other specify ____
10. Economic status of your family? Very poor          Poor            medium          Rich
 11. Father level of education? Illiterate         1-8       9-12          College diploma        Univ degre
 12. Mother level of education? Illiterate     1-8       9-12      College diploma     University degree
13. Job of your family? Farmer        Merchant        Gov’t employee         other specify-----
               Part 2 .Knowledge question items.
      Please encircle the letter to your appropriate answer                                                                                                        
1. There is no difference between HIV and AIDS. A. Yes   B. No
2. AIDS is a curable disease. A. Yes     B. No
3. HIV can be transmitted through sharing of meals, Clothes and latrine. A. Yes      B. No
4. Genital sores increases the rate of HIV transmission. A. Yes     B. No
5. Use of condom prevents HIV transmission. A. Yes     B. No
6. Having sex with commercial sex workers increases the transmission of HIV. A. Yes     B. No
7. Abstain from sex is a very good preventive method of HIV transmission. A. Yes     B. No
8. Being faith full to a partner is an excellent preventive method of HIV transmission. A. Yes     B. No
 9. HIV/AIDS patient may or may not show sign and symptoms. A. Yes B. No
10. ART should be taken throughout the life of the patient.        A. Yes   B. No
11. Male circumcision reduce rate of HIV infection.                  A. Yes   B. No
                    2.2. Level of knowledge transmission methods  
 Do you think that the following activities are means of transmission of HIV?
1. Unprotected heterosexual and homosexual intercourse.  A. Yes        B. No 
2. Use of unsterilized surgical instrument.                           A. Yes        B. No    
3. Having more than one sexual partner.                             A. Yes         B.  No                     
4. Having sex without condom with unknown person.      A. Yes        B .No                 
5. Bite of mosquitoes.                                                         A. Yes        B.  No
6. Unscreened blood transfusion                                         A. Yes         B.  No
7. From infected mother to her unborn baby.                      A. Yes         B. No
 8. Breast feeding.                                                                A. Yes        B. No
9. Eating food with HIV positive person.                           A. Yes         B. No
10. Shaking hands with HIV positive person.                    A. Yes        B. No   
 2.3. Level of knowledge on preventive measures      
  Do you think that the following activities are means of control of the spread of HIV?
1. Taking antibiotics before and after sexual intercourse.         A. Yes       B. No
2. Use of contraceptive pills.                                                     A. Yes       B. No
3. Being faithful to one sexual partner.                                     A. Yes       B.  No
4. Use of condom if you must have sex casually.                     A. Yes       B.  No
5. Use of herbs from the traditional medicine.                          A. Yes       B. No
6. Taking Immunization against HIV/AIDS.                            A. Yes       B. No
7. Receiving only screened blood.                                            A. Yes       B. No
8. Abstinence   from sex.                                                          A. Yes       B. No
9. Avoiding body contact with infected persons.                     A. Yes       B. No
10. Avoid sharing sharp instruments that might have blood.   A. Yes       B. No
      Part-3 Attitude item questions
1. Do you think that HIV/AIDS a spiritual illness? A. Yes    B. No
2.Does HIV/AIDS exist in your town?             A. Yes   B. No
3. Can you sleep on the same bed with an HIV infected person? A. Yes    B. No   
4. Would you volunteer caring for a HIV/AIDS person?   A. Yes    B. No   
5. Could you hug a HIV/AIDS infected person? A. Yes    B. No   
6 .Do you think that you are one of the important people to prevent HIV infection? A. Yes    B. No   
7. Is it difficult to prevent HIV/ AIDS transmission? A. Yes    B. No   
8. Having multiple sexual partners, increases the chance of acquiring the virus? A. Yes    B. No   
9. Do you have willingness to live in one dormitory with HIV positive student? A. Yes    B. No   
10. Anybody has the chance of acquiring the virus. A. Yes    B. No   
11. Anybody can get condom simply when needed. A. Yes    B. No  
12. Students should stay abstain from sex in their school life not to be exposed for HIV. 
             A. Yes       B. No   
13. Do you think that HIV/AIDS affects youths more than any other age group? A. Yes    B. No   
14. Do you think that taking ‘chat’ and alcohol increases the exposure of individuals to HIV/AIDS? 
                               A. Yes    B. No   
15. Someone infected with HIV still look healthy. A. Yes    B. No   
              Part-4. Risk behaviors  of students
1. Are you confident to convince your sexual partner to use condom if needed?
                          A. Yes    B. No     C. Not sure
 2. Have you practiced unprotected sex?    A. Yes     B. No
 3. Have you multiple sexual partners?      A. Yes     B. No
4. Had sex with commercial sex workers? A. Yes     B. No
5. Do you have any addiction/s such as:   (more than one answer is possible?)
           A. Drinking alcohol B. Chewing Chat   C. Smoking cigarette D. taking Hashish
           E. Watching porno videos   F. I do not have any addictions         
 6. Do you have sex empowered by any one of the addiction mentioned above?  A.  Yes    B. No
          Part-5.Sexual history of students
1. When starts first Sex?   A. Before entering high school B. At high school C. Not yet started
2.  With who first sex? A. Boy /girl friend   B. Teacher   C. commercial sex worker
                                       D. Any other body that I do not know before
3. What is the reason for having sex? A. Falling in love       B. Peer pressure   
                                                            C. Sake money   D.  Rape   E. Sex desire
4. Have you use condom? A. Rarely B. Occasionally C. Always D. Not used
5. What is the reason not used condom during sexual intercourse?
         A.  Unwillingness of sexual partner      B. Because it reduce sexual pleasure
         C. Difficulty to access it        D. Shameful to buy it   E. I do not know the reason.
       Part -6. Source of information on HIV/AIDS
1. Do you participate in anti-AIDS Clubs?       A. Yes            B.   No
2. Do you think that school clubs are well organized to give necessary information?  
                                                  A. Yes    B. No
3. Do you think that introducing sex and reproductive health education in schools is needed?
                       A. Yes   B. No
4. Do you think that you have got full information regarding HIV/AIDS?  A. Yes     B. No
 5. Have you visited Voluntary counseling and test services for HIV/AIDS to know your 
HIV status?      A. Yes     B. No                      
 6. If your answer to question no. 4 is No, what is the reason?
           A. Lack of information about VCT   B. being afraid to know the results
           C. Lack of interest                              D. Lack of the service center nearby
            E.I am confident that I am free from HIV
 7. from whom/which other sources do you get information about HIV/AIDS? (More than one answer is possible) A. Radio     B. Friends and peers   C.  Health worker   D. Television 
             E. School clubs   F. Curricular lesson   G. News paper   H. Religious lesson               
[bookmark: _GoBack]8. Do you have discussion regarding HIV/AIDS with in family clearly?  A. Yes B. No
                                                2. List of tables
Table 9. Students’response on the source of information
	Source of information
	                    Response of students

	
	Yes
	No

	
	Male
	Female
	%
	Male
	Female
	%

	Do you participate in anti-AIDS Clubs?      
	
71
	
57
	
33.2
	
111
	
146
	
66.8

	Do you think that school clubs are well organized to give necessary information?   
	
110
	
109
	
56.9
	
72
	
94
	
43.1

	Do you think that introducing sex and reproductive health education in schools is needed?
	
125
	
136
	
67.8
	
57
	
67
	
32.2

	Do you think that you have got full information regarding HIV/AIDS?  
	
104
	
101
	
53.2
	
78
	
102
	
46.6

	Do you have discussion regarding HIV/AIDS with in family clearly?  
	
45
	
41
	
22.3
	
137
	
162
	
77.7

	 Have you tested to know your 
       HIV status?   
	
30
	
47
	
20.0
	
152
	
156
	
80.0



        Table10.The response given to General knowledge questions to HIV/AIDS
	General knowledge questions.
	                 Response and percentage 

	
	                  Yes
	             No

	
	Male
	Female
	Percentage
	Male
	Female
	Percentage

	1. There is no difference between HIV and AIDS.   A. Yes     B. No

	
66

	
72

	
35.8
	
116

	
131

	
64.2

	2. AIDS is a curable disease. 
A. Yes     B. No
            
	54

	69

	31.9
	128

	134
	68.0

	3. HIV can be transmitted through sharing of meals, Clothes and latrine. 
              A. Yes     B. No
	44
	61
	27.3
	138
	142
	72.7

	4. Genital sores increases the rate of HIV transmission.   A. Yes     B. No
	101
	153
	66.0
	81
	50
	34.0

	5. Use of condom prevents HIV transmission. A. Yes     B. No
	125
	161
	74.3
	57
	42
	25.7

	6. Having sex with commercial sex workers increases the transmission of HIV.        A. Yes     B. No
	139
	152
	75.6
	43
	51
	24.4

	7. Abstain from sex is a very good preventive method of HIV transmission A. Yes     B. No          
	144
	158
	78.4
	38
	45
	21.6

	8. Being faith full to a partner is an excellent preventive method of HIV transmission.  A. Yes     B. No
	138
	149
	74.5
	44
	54
	25.5

	9. HIV/AIDS patient may or may not show sign and symptoms. A. Yes    B. No 
	91
	107
	51.4
	91
	96
	48.6

	10. ART should be taken throughout the life of the patient.      A. Yes    B. No  

	72
	58
	33.8
	110
	145
	66.2

	11. Male circumcision reduce rate of HIV infection.       A. Yes    B. No

	133
	185
	82.6
	49
	18
	17.4



Table 11. Respondents responses on transmission of HIV/AIDS
	Items on the transmission Method
	                           Response on transmission

	
	                        Yes
	               No

	
	Male
	Female
	Percent
	Male
	Female
	Percent

	1. Unprotected heterosexual and homosexual intercourse.  A. Yes        B. No 
	154
	176
	85.7
	29
	26
	14.3

	2. Use of unsterilized surgical instrument. 
 A. Yes        B. No    
	134
	173
	79.7
	48
	30
	20.3

	3. Having more than one
 sexual partner.                         
   A. Yes         B.  No                     
	142
	156
	77.4
	40                   
	47
	22.6

	4. Having sex without condom with unknown person.     A. Yes        B .No                 
	157
	169
	84.6
	25
	34
	15.3

	5. Bite of mosquitoes.                                                      A. Yes        B.  No
	60
	73
	34.5
	122
	130
	65.5

	6. Unscreened blood transfusion                                         A. Yes         B.  No
	144
	167
	80.8
	38
	36
	19.2

	7. From infected mother to her child. A. Yes     B. No
	122
	134
	66.5
	60
	69
	33.5

	8. Breast feeding.                                                                A. Yes        B. No
	137
	152
	75.1
	45
	51
	24.9

	9. Eating food with HIV positive person.                           A. Yes         B. No
	70
	83
	39.7
	112
	120
	60.3

	10. Shaking hands with HIV
 Positive person.                     
	67
	76
	37.1
	115
	127
	62.9

	Table 11 Continued
	
	
	
	
	
	

	Items on Control method HIV/AIDS
	                   Response on control method

	
	                 Yes                                                         
	            No

	
	Male
	Female
	Percent
	Male
	Female
	Percent

	11. Taking antibiotics before and after sexual intercourse. Ayes B. No
	62
	79
	36.6
	120
	124
	63.4

	12. Use of contraceptive pills.                                                     A. Yes       B. No
	59
	70
	33.5
	123
	133
	66.5

	13. Being faithful to one sexual partner.      A. Yes       B.  No
	129
	112
	62.6
	53
	91
	37.4

	14. Use of condom if you must have sex casually.     A. Yes       B.  No
	154
	149
	78.7
	28
	54
	21.3

	15. Use of herbs from the traditional medicine.  A. Yes B. No
	37
	34
	18.4
	145
	169
	81.6

	16. Taking Immunization against HIV/AIDS.     A. Yes      B. No
	63
	49
	29.1
	119
	154
	70.9

	17. Receiving only screened blood.                                            A. Yes       B. No
	134
	142
	71.7
	48
	61
	28.3

	18. Abstinence   from sex.                                                       A. Yes       B. No
	161
	167
	85.2
	21
	36
	14.8

	19. Avoiding body contact with infected persons.    A. Yes      B. No
	61
	77
	35.8
	121
	126
	64.2

	20. Avoid sharing sharp instruments that might have blood. A.Yes B. No
	
142
	
137
	
72.5
	
40
	
66
	
27.5



Table 12. Respondents response to attitude questions
	Attitude questions
	Yes
	Percent
	No
	 Percentage

	1. Is HIV/AIDS a spiritual illness?                 
          A.Yes    B.No  
	
96
	
24.9
	
289
	
75.1

	2. Does HIV/AIDS exist in your town? 
         A.Yes    B.No             
	
328
	
85.2
	
57
	
14.8

	3. Can you sleep on the same bed with an HIV infected person? A.Yes    B.No  
	
264
	
68.6
	
121
	
31.4

	4. Would you volunteer caring for a HIV/AIDS person?   A.Yes    B.No  
	
205
	
53.2
	
180
	
46.8

	5 Could you hug a HIV/AIDS infected person?               A.Yes    B.No  
	
188
	
48.8
	
197
	
51.2

	6 .You are one of the important people to prevent HIV infection. 
A.Yes    B.No  
	
231
	
60.0
	
154
	
40

	7. It is difficult to prevent HIV/ AIDS transmission. A.Yes    B.No  
	
170
	
44.2
	
215
	
55.8

	8. Having multiple sexual partners, increases the chance of acquiring the virus? A.Yes    B.No  
	
215
	
55.8
	
170
	
44.2

	9. Willingness to live in one dormitory with HIV positive student       A.Yes    B.No  
	
173
	
44.9
	
214
	
55.6

	10. Anybody has the chance of acquiring the virus. A. Yes    B. No  
	
201
	
52.2
	
184
	
47.8

	11. Anybody can get condom simply when needed?  A.Yes    B. No  
	
169
	
43.9
	
216
	
56.1

	12. Students should stay abstain from sex in their school life. A.Yes    B.No  
	
252
	
65.5
	
133
	
34.5

	13. HIV/AIDS affects youths A. Yes    B. No  
	351

	91.2
	34
	8.8

	14. Taking ‘chat’ and alcohol increases the exposure of individuals to HIV/AIDS? 
         A.Yes    B.No  
	
265
	
68.8
	
120
	
31.2

	15. Someone infected with HIV still look healthy? A.Yes    B.No  
	
234
	
60.8
	
151
	
39.2



Table 13.  Sexual history of the students.
	   Sexual history of the students
	                            Response

	
	Male
	Female
	Total
	Percentage

	When starts first Sex?  
    Before entering high school 
    At high school 
    Not yet started.
	
35
49
98
	
56
30
117
	
91
79
215
	
 23.6
 20.5
 55.8

	With who first sex?
    Boy /girl friend  
     Teacher 
    Commercial sex worker
     I do not know before
	
61
4
7
12
	
64
14
2
6
	
125
18
9
18
	
 32.5
 4.7
 2.3
 4.7

	What is the reason for having sex?
      Falling in love      
      Peer pressure   
      Sake money  
       Rape   
       Sex desire
	
43
25
6

10
	
37
30
2
2
15
	
80
55
8
2
25
	
20.8
14.3
2.1
0.5
6.5

	Have you use condom?
      Rarely 
     Occasionally
     Always 
     Not used
	
11
13
30
31
	
6
10
33
36
	
17
23
63
67
	
4.4
6.0
16.4
17.4

	Reason not used condom  
   Unwillingness of sexual partner     
  Because it reduce sexual pleasure
  Difficulty to access it        
  Shameful to buy it  
  I do not know the reason.
	
12
15
11
9
7
	
10
11
19
7
6
	
2
26
30
16
13
	
5.7
6.8
7.8
4.2
3.4




Safe sexual practice	
9	10	11	12	Total	56.1	57.9	52.3	56.5	56.5	Unsafe sexual practice	
9	10	11	12	Total	43.9	42.1	47.7	43.5	43.6	Grade level

Percentage

Percentage	
No addiction	Alcohol	Chewing khat	Watching porno videos	Smoking cigarrate	72.7	27	16.399999999999999	22.3	1	Types of addictions

percentage

% of respondents	
friends	school clubs	Radio	Televesion	Health worker	Curriculum lesson	News paper	Religious lesson	59.7	42.6	34.300000000000004	32.700000000000003	15.6	27	14	11.2	

tested	
9	10	11	12	Total	16.100000000000001	20	29.5	25	20	Not tested	
9	10	11	12	Total	83.9	80	70.5	75	80	
Percentage


percentage	
Lack of information	Lack of interest	Afraid the results	C onfident of being free	Lack of services nearby	23.1	19	18.399999999999999	9.9	9.6	Reasons

Percentage
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