RESEARCH DOSSER
HIV PREVENTION FORGIRLSAND YOUNG WOMEN

Ehiopia

ThisResearch Dossier supportsthe Report Card on HIV Prevention for Girlsand Young Women
in Bhiopia produced by the United Nations Global Coalition on Women and AIDS(GCWA).
It documentsthe detailed research coordinated forthe GCWA by the International Planned
Parenthood Federation (IPPF), with the support of the United Nations Population Fund
(UNFPA), United NationsProgram on AIDS(UNAIDS) and Young Positives.

The Report Card providesan ‘at a glance’ summary of the current statusof HIV prevention
strategiesand servicesfor gilsand young women in Ethiopia. It focuseson five cross-cutting
prevention components:

1. Legal provision

2. Policy context

3. Availability of services
4. Accessbility of services
5. Participation and rights

The Report Card also includesbackground information about the HIV epidemic and key
policy and programmatic recommendationsto improve and increase action on thisissue in
Ethiopia.

ThisResearch Reportisdivided into two sections:

PART 1: DESK RESEARCH: Thisdocumentsthe extensive desk research carried out for the
Report Card by IPPFstaff and consultantsbased in the United Kingdom.

PART2: IN-COUNTRY RESEARCH: Thisdocumentsthe participatory in-country research
carried out forthe Report Card by a local consultant in Ethiopia. Thisinvolved:

Two focus group discussions with a total of 19 girlsand young women aged 15-24
years. The participantsincluded girlsand young women who are: living with
HIV; in/out-of/school; involved in sex work; living in urban and suburban
areas, and working aspeer activists.

Fve one-to-one interviews with representativesof organisations providing
services, advocacy and/or funding for HIV prevention for girlsand young
women. The stakeholderswere: a country representative of an intemational
NGO; a nurse at a national NGO focusing on sexual and reproductive health;
a counsellorat an NGO/govemment voluntary counselling and testing
centre; a programme officer of a United Nationsagency; and a Technical
Adviser of an internationaldonoragency.

Additional fact-finding to addressgapsin the desk research.
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PART 1:
DESK RESEFARCH



COUNTRY PROHLE

Size of population: 74,777,981. Note: estimate explicitly take into account the effects of
excess mortality due to AIDS; this can result in lower life expectancy, higher infant mortality
and death rates, lower population and growth rates, and changes in the distribution of
population by age and sex than would otherwise be expected (CIA (2006) The World
Factbook — Ethiopia, http://www.cia.gov/cia/publications/factbook/geos/et.html (date
accessed 25/04/06))

% of population under 15 (0 — 14 years): 43.7% male and female (CIA (2006) The World
Factbook — Ethiopia, http://www.cia.gov/cia/publications/factbook/geos/et.html (date
accessed 25/04/06))

Population below income poverty line of $1 per day: 50% (2004 estimate) (CIA (2006)
The World Factbook — Ethiopia, http://www.cia.gov/cia/publications/factbook/geos/et.html
(Date accessed 25/04/06))

Health expenditure per capita (2002): 40.5% (2001 estimate), WHO 2004,
http://data.unaids.org/Publications/Fact-Sheets01/Ethiopia EN.pdf (Date accessed
25/04/06))

Contraceptive prevalence: 8% (1995-2003) (UNDP (2005)
(http://hdr.undp.org/statistics/data/countries.cfm?c=ETH (Date accessed 25/04/06))

Maternal mortality rate: 870 per 100,000 live births (1985-2003) (UNDP (2005)
http://hdr.undp.org/statistics/data/countries.cfm?c=ETH (Date accessed 25/04/06))

Ethnic groups: Oromo 40%, Amhara and Tigre 32%, Sidamo 9%, Shankella 6%, Somali
6%, Afar 4%, Gurage 2%, other 1% (CIA (2006) The World Factbook — Ethiopia,
http://www.cia.gov/cia/publications/factbook/geos/et.html (Date accessed 25/04/06))

Religions: Muslim 45%-50%, Ethiopian Orthodox 35%-40%, animist 12%, other 3%-8%"
(CIA (2006) The World Factbook — Ethiopia,
http://www.cia.gov/cia/publications/factbook/geos/et.html (Date accessed 25/04/06))

Languages: Amharic, Tigrinya, Oromigna, Guaragigna, Somali, Arabic, other local
languages, English(CIA (2006) The World Factbook — Ethiopia,
http://www.cia.gov/cia/publications/factbook/geos/et.html| (Date accessed 25/04/06))

AIDS deaths (adults and children) in 2003: 120 000(range: 74 000-190 000) (UNAIDS —
Ethiopia, http://www.unaids.org/en/Regions_Countries/Countries/ethiopia.asp (Date
accessed 25/04/06))

Adult (15-49) HIV prevalence rate (end of 2003): 1 400 000 (range: 890 000-2 100 000)
(UNAIDS,03/01/06) http://www.unaids.org/en/Regions_Countries/Countries/ethiopia.asp
(Date accessed 25/04/06))

Number of women (15-49) living with HIV (end of 2003): 770 000 (range: 500 000-1 200
000) (UNAIDS (2004) Report on the Global AIDS Epidemic,
http://www.unaids.org/en/Regions_Countries/Countries/ethiopia.asp (Date accessed
25/04/06))

Number of children (0-15) living with HIV (ages 0-14 years, 2003): 120,000 (UNICEF
(2003) (http://www.unicef.org/infobycountry/ethiopia_statistics.html (Date accessed
22/04/06))

Estimated number of orphans (0-17 years): estimated 4 000 000 (UNICEF (2003)
(http://www.unicef.org/infobycountry/ethiopia_statistics.html (Date accessed 22/04/06))




PREVENTION COMPONENT1: LEGAL PROVISION
(national laws, regulations, etc)

Key questions:
1. What isthe minimum legal age for marriage?

“Unlike the previousversion that permitted the marriage of women over 15 yearsof age,
the revised code setsthe minimum age formarriage at 18 yearsforboth men and
women.(Pg24)”

(Women of the World: Lawsand Policies Affecting Their Reproductive Lives
Anglophone Africa ProgressReport (2001), http://www.crlp.org/pdf/wowaapr-
ethiopia.pdf (Date accessed 22/06/06))

2. What isthe minimum legal age for having an HIV test without parental and partner
consent?

“Guidelineson VCTfor 13 Yearsof Age: “The rise in HIV infection affectschildren and
almost no counseling servicesexist forthem. HIV testing, for children usually occur with a
parent’sconsent, however, counselorneedsto consider:

* Future medical care of the child.

« Emotional support, including dealing with higherillnessand parentalillnessordeath.
* Anxietiesabout otherchildren in the family who may be infected.

* What and when to tell the child.

e Coping with stigma and discrimination in the community.

* Provision forthe child’sfuture, what to do if the child’smother orfatherbecomesiill
dies.

Management of records

Managersand counselorsshould ensure availability of client cardsand referral forms.
Client recordsmust be confidential and at a minimum should include:

e Unique client identifiercode,

* Client characterigtics,

 Reasonsforseeking VCTand client risk behaviors,

» Date of pre-test counseling,

e Llaboratory result,

« Date of notification of resultsand post-test counseling, and
e Anyreferral and follow-up. (Module 4-8)”

(Ethiopia Ministry of Health - Prevention of Motherto Child Transmission of HIV
Reference Manual (2005)

http://www.etharc.org/pmtct/resources/ PMTCT ReferenceManual.pdf (Date
accessed 22/06/06)

3. What isthe minimum legal age for accessing SRH services without parental and partner
consent?

“Asof 1990,many family planning clinicsdid not offer servicesto women underthe age
of 18 .However, no explicit lawsor policiesprevent adolescentsfrom obtaining family
planning or maternal/child health services. While the Population Policy expresdy setsforth
a strategy forthe establishment of reproductive health counselling forteenagersand
youth. pg 25”.... “The current policy of the MOH's Family Health Department isto provide
complete accessto contraceptivesforevery woman of reproductive age and at all
socio-economic levels. pg.20”.... “In addition, one of the plan’sstrategiesinvolves
amending all laws“impeding, in any way, the accessof women to all social, economic




and cultural resources,” and amending relevant articlesand sectionsof the civilcode to
remove unnecessary restrictionsto the “adverntisement, propagation and popularization
of diverse contraception control methods.” Other strategieslisted include: establishing
teenage and youth reproductive health counselling, centres;increasing research in
reproductive health; promoting male involvement in family planning; and diversifying
available contraceptive methods. (Pg19)”

(Centre for Reproductive Rights (2003), Lawsand policiesaffecting theirreproductive
Lives, http://reproductiverights.org/pdf/ WOWAAOQ02.pdf (Date accessed 27.04.06))

“This youth policy defines youth to include part of the society who are between 15-29
years.

Major Policy Issues

5.4 Youth and Health

Create favourable conditions for youth to have proper access to information,

education, counselling and leadership servicesin the areas of reproductive health and

related health issuesand benefit therefrom.

5.5 Create favourable conditions for the youth to benefit appropriately from
information,

education and counselling services on HIV/AIDSand other sexually transmitted diseases

in a coordinated, consolidated and sustained manner.”

(Federal Democratic Republic of Ethiopia National Youth Policy. Ministry of Youth,
Sortsand Culture, AddisAbaba 2004.)

Vision:

To enhance reproductive health and well-being among young people in Ethiopia ages
10-24 so that they may be productive and empowered to fully accessand utilize quality
reproductive health information and services, to make voluntary informed choicesover
their RH lives, and to participate fully in the development of the country.

Goals:
To meet the immediate and long term RH needs of young people through increased

accessand quality of reproductive health servicesforadolescentsand young people of
Ethiopia.

(National Adolescent and Youth Reproductive Health Srategy 2006-2015. Federal
Democratic Republic of Ethiopia, Ministry of Health.)

4. What isthe minimum legal age for accessing abortions without parental and partner
consent?

“Groundson which abortion is permitted

o To save the life of the woman Yes
o To preserve physical health  Yes
o To preserve mental health Yes
o] Rape orincest Yes
o] Foetal impairment Yes
o} Economic orsocialreasons No

o Available on request No

Additional requirements

Except when impossble, the dangerto the pregnant woman’slife or health must be
certified in writing by a registered medical practitioner. A second doctor must provide a
concurrent opinion. The pregnant woman, or, if she isincapable, her next of kin orlegal
representative, isrequired to give consent to the intervention.”




(Population Division of the United Nations Secretariat - Abortion Policies: A Global
Review(2002) http://www.un.org/esa/population/publicationgabortion/profiles.htm
(Date Accessed 06/07/06)

“Awoman may obtain a legal abortion underdefined cicumstancesonly when several
formalitieshave been completed. The requirementsforterminating a pregnancy on
“medical grounds’ include the presentation of a written, certified diagnosissubmitted by
a registered medical practitioner after examination of the pregnant woman.157 the
diagnossmust be approved by a second doctorwho isa specialist in the diagnosed
condition and isempowered to make an authorization. 158 In addition, the pregnant
woman must give herconsent, or, if she isincapable of granting that consent, her next of
kin orlegal representative must consent forher(pg21)”

(Centre for Reproductive Rights (2003), Lawsand policiesaffecting theirreproductive
Lives, http://reproductiverights.org/pdf/ WOWAAOQ2.pdf (Date accessed 27.04.06))

5. IsHIV testing mandatory for any specific groups (e.g. pregnant women, military, migrant
workers, and sex workers)?

“Immigrants

Seven countries (Argentina, Bulgaria, Jordan, the Kyrgyz Republic, Panama, Russia, and
Turkmenistan) indicated a positive response to obligatory testing of allimmigrants, both
in law and practice. H Salvador and Ethiopia employed thispractice despite the
absence of a law.”

(Hnin Hnin Pyne- The European Commisson Development webste, Confronting AIDS:
Evidence from the developing World- International law and the rightsof people living
with HIV/AIDS http://www.iaen.org/limelette/htmI/lim05.htm (Date accessed
07/07/06)

“No person shall be forced to undergo a mandatory HIV screening test forjob
recruitment purposesunlessthe nature of the occupation (pilots-civil aviation and air
force) requiresthem to do so.”

(Govermment of Ethiopia and Ministry of Health - Srategic Framework for the National
Response to HIV/AIDS, Ethiopia 2000-2004
http://www.aids.harvard.edu/africanow/pdfgdethiopia.pdf (Date accessed
27/04/06))

6. Isthere any legislation that specifically addresses gender-based violence?

A women policy wasenacted in the country in 1993 with the objective of facilitating
equality, equalaccessto servicesand eliminating prejudice against women. The
national povery reduction strategy papersalso identify HIV/AIDSasfocusarea. The
country hasratified the Universal Declaration of Human Rights (UDHR) and relevant
treatieslike the Convention of the Himination of All Forms of Discrimination against
Women (CEDAW) and The Convention on the Rightsof Child. Variouslawsin the
country, such asLawsof non discrimination and equality before law; participation in the
economic, political and cultural life of society; the rightsof women, children and other
vulnerable oraffected group; have helped strengthen protection of vulnerable
(specifically women and children) and affected society groups.

Barriersforimplementation: Although the country hasa number of positive policies,
strategiesand legal frameworks, pertinent to HIV/AIDSprevention and control, there are
also serious structuraland economic barriersto implementation.

There isnot enough integration between the legal framework and HIV/AIDSrisks e.g.
protection of gilsswomen and helping rape victims. The national strategy hasnot




specifically included women among the vulnerable groups. Rural areasare only to a
limited degree benefiting from interventionsincluding serviceslike information, Voluntary
Counseling and Testing and Anti Retroviral Treatment. There are also barriersof cultural
and socialnormsand practices. Genderinequality isthe most important. Sigma and
discrimination and harmful traditional practiceslike female genital mutilation, early
marriage, abduction and widow inheritance are also common.

(DANChurchAid Ethiopia website, (24/05/06),
http://www.dca.dk/sider paa_hjemmesiden/where_we_work/africa/ethiopia/re
ad_more/hiv_aids programme_in_ethiopia (Date accessed 09/11/06))

“Article 35 The Rights of Women:

Women shall have equal rightswith men in the enjoyment of the rightsand protections
guaranteed by this Consgtitution to all Ethiopians. ...

4. The Sate hasthe duty to guarantee the right of women to be free from the influence
of harmful customary practices. All laws, stereotyped ideasand cussomswhich oppress
women orotherwise adversely affect theirphysical and mental well-being are
prohibited. “

(Ethiopian Constitution (1994)
http://www.africa.upenn.edu/Hornet/Ethiopian_Constitution.html (Date accessed
28/04/06))

Rape: “The Penal Code, pursuant to a section entitled “Injury to Sexual Liberty and
Chagtity,” definesrape ascompelling “a woman to submit to sexual intercourse outside
wedlock, whether by the use of violence or grave intimidation, or after having rendered
herunconsciousor, incapable of resistance.” 285 The punishment forsuch an offence is
a maximum of 10 yearsof “rigorousimprisonment.”286 The punishment forrape can be
extended to 15 yearsof rigorousimprisonment underthe following circumstances: when
the rape iscommitted against a child underthe age of 15; against an institutionalized
woman in the care of the offender; orby a number of personsacting in concert.287 The
Penal Code thusrecognizesstatutory rape, but since it definesrape asoccurring
“outside wedlock,” it doesnot recognize maritalrape asa crime.288.”

(Centre for Reproductive Rights (2003), Lawsand policiesaffecting theirreproductive
Lives, http://reproductiverights.org/pdf/WOWAAOQ02.pdf ( Date accessed 09/11/06))

Domegtic violence: “While the Penal Code assignscriminal penaltiesfor willful injury289
and assault, 290 the lawsdo not specify the consequencesof violence occurring
between husband and wife. The Civil Code states, however, that “the spousesowe each
otherrespect, suppor and assistance.”291 Moreover, asmentioned above, underthe
CivilCode, consent formarriage isinvalid if obtained through violence.292 Article 558 of
the Penal Code on “abduction” assignsa maximum of three yearsof rigorous
imprisonment for“[w]hosoever carriesoff a woman by violence, or after having obtained
herconsent to abduction by intimidation or violence, trickry [sic] or deceit.”293There is
no prosecution if the woman “freely contractswith herabductor a valid marriage”unless
the marriage islater annulled by law.294 One who “carriesoff an insane, idiot or feeble
minded woman, one not fully conscious’ orunable to defend herself, ispunishable with
a maximum of five yearsof rigorousimprisonment.295”

(Centre for Reproductive Rights (2003), Lawsand policiesaffecting theirreproductive
Lives, http://reproductiverights.org/pdf/ WOWAAOQ02.pdf (Date accessed 09/11/06))

7. Isthere an AIDSLaw —or equivalent —that legislates on issues such as confidentiality for
testing, diagnosis, treatment, care and support?

There isnot enough integration between the legal framework and HIV/AIDSrisks e.g.




protection of gilsswomen and helping rape victims. The national strategy hasnot
specifically included women among the vulnerable groups. Rural areasare only to a
limited degree benefiting from interventionsincluding serviceslike information, Voluntary
Counseling and Testing and Anti Retroviral Treatment. There are also barriersof cultural
and socialnormsand practices. Genderinequality isthe most important. Sigma and
discrimination and harmful traditional practiceslike female genital mutilation, early
marriage, abduction and widow inheritance are also common.

(DANChurchAid Ethiopia website, (24/05/06),
http://www.dca.dk/sder paa hjemmesden/where we work/africa/ethiopia/read
more/hiv_aids programme_in_ethiopia (Date accessed 09/11/06))

“Health Infrastructure: The lack of health infrastructuresmeansthat accessto condomsis
limited, STDsare not treated and drugsare not available to avoid mother-to-child
transmission. Also, and especially in temporary health care facilities, there isa lack of
trained staff, a lack of confidentiality and privacy and a lack of care and support for HIV
infected persons. Furthermore, soldiersand uniformed servicesare more likely to be
provided with health care and treatment than their families. (Example: 50% of bedsin
military hospitalsin Ethiopia are allocated to AIDScaseswhich makesone wonderabout
the wivesor partnersof those soldiersand how they are being provided for) It isa fact
that women have lessaccessto health faciltiesand confront more public discrimination
because of the absence of medical and social support.”

(UIf Kristoffersson- Humanitarian Coordinator Joint United NationsProgramme on
HIV/AIDS (Sveden), Expert Group Meeting on "The HIV/AIDSPandemic and its
GenderImplications'13-17 November 2000 Windhoek, Namibia,
http://www.un.org/womenwatch/daw/csw/hivaids kristoffersson.htm (Date
accessed 07/07/06))

8. Isthere any legislation that protects people living with HIV/ AIDS, particularly girlsand
young women, from stigma and discrimination at home and in the workplace?

“Policy, strategy and legal frameworks: The National AIDSPolicy wasdrafted in 1991 and
approved in 1998. A National Strategic Framework wasformulated in 2002 with focuson
reducing transmission. It wasreplaced by a strategic plan in December 2004 with focus
on community mobilization of target groupsincluding youth (15-29 yearsof age), rural
communitiesand people living with HIV/AIDS

A women policy wasenacted in the country in 1993 with the objective of facilitating
equality, equalaccessto servicesand eliminating prejudice against women. The
national povery reduction strategy papersalso identify HIV/AIDSasfocusarea. The
country hasratified the Universal Declaration of Human Rights (UDHR) and relevant
treatieslike the Convention of the Himination of All Forms of Discrimination against
Women (CEDAW) and The Convention on the Rightsof Child. Variouslawsin the
country, such aslLawsof non discrimination and equality before law; participation in the
economic, political and cultural life of society; the rightsof women, children and other
vulnerable oraffected group; have helped strengthen protection of vulnerable
(specifically women and children) and affected society groups.

Barriersforimplementation: Although the country hasa number of positive policies,
strategiesand legal frameworks, perntinent to HIV/AIDSprevention and control, there are
also serious structuraland economic barriersto implementation.

There isnot enough integration between the legal framework and HIV/AIDSrisks e.g.
protection of giflswomen and helping rape victims. The national strategy hasnot
specifically included women among the vulnerable groups. Rural areasare only to a
limited degree benefiting from interventionsincluding serviceslike information, Voluntary
Counseling and Testing and Anti Retroviral Treatment. There are also barriersof cultural
and socialnormsand practices. Genderinequality isthe most important. Sigma and




discrimination and harmful traditional practiceslike female genital mutilation, early
marriage, abduction and widow inheritance are also common”.

(DANChurchAid Ethiopia website, (24/05/06),
http://www.dca.dk/sider paa_hjemmesiden/where_we work/africa/ethiopia/read
more/hiv_aids programme_in_ethiopia (Date accessed 09/11/06))

“The Justice Sector:

Widespread abuse of human rightsand fundamental freedom associated with HIV/AIDS
infection hasemerged since the start of the epidemic in the country. Respecting the
rightsof PLWHA isone of the essential conditionsfor an effective response to HIV/AIDS.
An environment in which the rightsof PLWHA are respected ensuresthat vulnerability is
reduced, and helpsvictimslive dignified lives, ensuresthat their special needsare
progressively realized and the impact on the family and community ismitigated. Towards
thisend, the Sectorhasthe responsbility for: « Periodically reviewing and modifying
HIV/AIDSrelated legidation, « Facilitating legal servicesforthe PLWHA and their families
Creating forum for dialogue on human right and otherlegalissues. (Pg50)”

(ETHIOPIAN STRATEGIC PLAN FORINTENSIFYING MULT-SECTO RAL HIV/ AIDSRESPONSE
(2004 - 2008)-Addis Ababa, Ethiopia (December 2004),
http://etharc.org/arvinfo/HIVSrategicPlan.pdf (Date accessed 06/07/06))

“The National HIV/AIDSPolicy statesthat PWHA "shall not be subject to special restrictions
on employment, education, accessto public facilities, or housing." However, there are
no specific lawsto enforce the policy. Although Ethiopia®1994 Constitution outlaws
discrimination of any form, it doesnot address HIV/AIDSrelated discrimination. Existing
lawsare non-discriminatory with regard to PWHA, but there isevidence of discriminatory
practicesin the workplace, health care facilities, schools, and housing. Enforcement of
current laws (including the National Policy for Women) isparamount. The need fornew
legislation to specifically addressHIV/AIDSmust also be examined.(pg10)”

(Lisa Garbus, MPP AIDSPolicy Research Center, University of California San Francisco,
(April 2003)- Country AIDSPolicy Analysisproject) HIV/AIDSin Ehiopia,
http://hivinsite.ucsf.edu/pdf/countriedari-et.pdf (Date accessed 07/07/06))

9. Are sex workerslegally permitted to organise themselves, forexample in unions or support
groups?

Commercial sex work isnot a legally recognized ‘profession’ in Ethiopia. However, most
of the establishmentswhere the sex workersare based (hotels, bars/ restaurants, night
clubsetc.) operate legally with working licenses.” (Page 15). “3.5.1 Initiativesfocusing on
sex workersin red-light houses: A very small number of self-help initiativeshad developed
in a few kebeles. Forexample, a few yearsago, about 200 sex workersin Wereda 21,
Kebele 9 had established a ‘sisters self-help association. The current membership had
decreased to only 25 but thisgroup of women wasrunning a shop and a restaurant.
Each woman took herturn to work forthe enterprise; the women did not receive salaries
but were all beneficiariesof the project. Recently, Wereda 5, Kebele 7 also established a
self-help association; however, at the time of the survey thiswasnot fully operational.”
(Page 45)

(Mapping and Censusof Female Sex Workersin Addis Ababa, Ethiopia, Family
Health International (FHI)-Ethiopia in collaboration with the AddisAbaba City
Administration Health Bureau (AACAHB), August 2002 - AddisAbaba,
http://www.fhi.org/NR/rdonlyres/ ekp62fa3kznvmsn4p gktuhrlkzgtugwc 57zx4piahrkhy3
6wm3jvmsbleve4fSpgtx6n7etyfpzmje/ AAMappingofSWVsHnal5Feb03.pdf (Date
accessed 28/04/06))

10. Are harm reduction methods forinjecting drug users (such asneedle exchange) legal?




“Nevertheless, "hard drugs'such ascocaine, heroin, LSD, and the like (e.g. morphine)
may not be a problem of magnitude at present when compared to the Western
Countries. Khat isvery popularand isnot an illicit drug in Ehiopia though regionslike
Tigray have started to make khat growing illegal. Khat, according to WHO classification,
comesunder“hard drugs'and occupies6th place because of itsactive ingredient,
cathinone" (pg7).

(Mesfin Kassayl, Hassen Taha Sherief2, Ghimja FHssehaye3, Teshome Teklul, Original
article Knowledge of "drug" use and associated factorsasperceived by health
professonals, farmers, the youth and law enforcement agenciesin Bhiopia”
http://www.cih.uib.no/journals/ EJHD/ejhd-v13/ejhd-v13-n2-141.htm (Date accessed
26/06/06)

“There are no lawsaddressing harm reduction methodsforinjecting drug users(such as
needle exchange.”

(Abraham Habte Giorgis, Head, Planning, Drug Information Establishment and
Distribution Department, Drugs Adminstration and Control Authority (DACA).)

Discussion questions:

Which areas of SRH and HIV/AIDSresponses are legislated for?

What are the biggest strengths, weaknesses and gapsin legislation in relation to HIV
prevention for girlsand young women?

Isaction taken if laws are broken (e.g. if a girl ismarried below the legal age)?

Isthere any specific legislation for marginalised and vulnerable groups!? If yes, isthe
legislation supportive or punitive? And what difference doesit make to people’s
behaviours and risk of HIV infection?

To what extent are ‘qualitative’ issues —such as confidentiality around HIV testing —
covered by legislation?

How much do girlsand young women know about relevant legislation and how it relates
to them? Are there any initiatives to raise awareness about certain laws?

Overall, how isrelevant legislation applied in practice? What are the ‘real life’
experiencesof girlsand young women? What difference doesit make to their
vulnerability to HIV infection?

How do the effects of legislation vary among different types of girlsand young women,
such asthose in/out of school, married/unmarried, in rural/urban areas, living with
HIV/not aware of their HIV status?

PREVENTION COMPONENT2: POLICY PROVISION
(national policies, protocols, guidelines, etc)

Key questions:

11. Doesthe current National AIDSPlan address the full continuum of HIV/ AIDS strategies,
including prevention, care, support and treatment?

“A minimum package of servicesfortargeted prevention, care and support hasto be
defined at the level of health post, health centerand hospital and capacity building
should occurat all levels. Universal coverage by the health extension program, coupled
with capacity building from primary to tertiary levels, can ensure effectivenessand
sustainability of the programsin the fight against HIV/AIDS' (Page 9). “Objective 1:
Increase primary health service coverage from 60%to 80% and enable the facilitiesto

! Examplesinclude: people living with HIV/ AIDS sex workers, injecting drug users, migrant workers, refugees

and displaced people, street children, school drop-outs, lesbiansand ethnic minorities.




provide HIV/AIDSrelated preventive, care and treatment services. Selected Srategies:
Construct and upgrade health institutionswith emphasison health postsand health
centers. Furnish all health care facilitieswith improved diagnostic, medical equipment
and supplies. Establish functional referral syssem. Srengthen the institutional capacity of
health systems.” (Page 12)

(Ethiopian Srategic Plan for Intensifying Multisectoral HIV/ AIDSResponse (2004-2008),
, http://www.etharc.org/arvinfo/HIVSrategicPlan.pdf (Date accessed 28/04/06))

12. Doesthe National AIDSPlan specifically address the HIV prevention and SRH needs of
girlsand young women?

“The youth population between the agesof 15-29 yearsishighly affected by the
epidemic. A large numberfrom thisage group are in schools, therefore, targeted
behavioral change communication and integration of HIV/AIDSprevention issuesin the
curriculum and in civic education can effectively control the spread of HIV among the
youth and the school community. In addition, youth out of school need to be targeted
appropriately. Due to deep-rooted povernty, there isa rapid increase in the number of
commercial sexworkers, especially in urban settings, resulting in rapid transmisson of the
virus. Comprehensve and tailored packagesof interventionsshould be in place to
addresstheirspecial need. Long distance truck drivers, migrant laborers, and uniformed
people, should also be addressed with targeted interventionsfocusing on theirmobile
nature.”

(ETHIOPIAN STRATEGIC PLAN FORINTENSIFYING MULT-SECTORAL HIV/ AIDSRESPONSE
(2004 — 2008)- AddisAbaba, Ethiopia (December 2004),
http://etharc.org/arvinfo/HIVSrategicPlan.pdf (Date accessed 07/07/06))

“HIV/AIDSisgradually but steadily spreading into the rural areaswhere 85% of Ethiopia®
populationslive, therefore mainstreaming of HIV/AIDSprevention and control programs
in ourrural development and the health extension programsisa strategic step to avoid
the rapid spread of the epidemic in rural community. The active involvement of people
living with HIV/AIDShasto be given a central place in ourresponse. Orphansand other
vulnerable children must and deserve to be targeted both from care and support point
of view aswellasprevention and reduction of vulnerability.( Pg11)

Annex 2. Role of key implementing agencies and stakeholders

This Srategic Plan providesa broad multi-sectoral plan forresponse to the epidemic.
Each sectorisexpected to develop specific plansbased on itsrole/mandate in the
society and itscapacity. The plansshould focuson the sectors€comparative
advantagesin implementing the strategic plan. Each sectorisexpected to effectively
mainstream HIV/AIDSin itssectoral policy and plan, to establish a focal taskforce/person
responsble foradvocating, managing and coordinating the implementation of HIV/AIDS
activitieswithin the sectorand also to network with other sectors. ....

5. The Women's Affairs Bureau

The genderinequality that hasprevailed in rural and urban communitiesforyearshas
fueled the vulnerability of and contributed to the spread of the viiusamong women. The
Sectorisresponsble foraddressing genderinequality and advocating for
mainstreaming genderin all sectorsof development and services. ltsmajorareasof
focuswillinclude, among other,

» Advocating forthe empowerment of women and creating enabling environment to
build their skillsand thereby reduce risks

» Promoting and expanding reproductive health servicesin rural areas

* Enhancing the participation of women in all interventions mainly in prevention, HBC
and support services, and PMTCT

» Advocating forand promoting vulnerability and risk reduction programsagainst rape,




early marriage and harmful traditional practices’

(Ethiopian Strategic Plan for Intensifying Multi-Sectoral HIV/AIDSResponse (2004-
2008), http://www.etharc.org/arvinfo/HIVSrategicPlan.pdf (Date accessed
28/04/06))

13. Doesthe National AIDSPlan specifically address the HIV prevention and SRH needs of
marginalised and vulnerable groups, including people who are living with HIV/AIDS?

Policy, strategy and legal frameworks: The National AIDSPolicy wasdrafted in 1991 and
approved in 1998. A National Srategic Famework wasformulated in 2002 with focuson
reducing transmission. It wasreplaced by a strategic plan in December 2004 with focus
on community mobilization of target groupsincluding youth (15-29 yearsof age), rural
communitiesand people living with HIV/AIDS

A women policy wasenacted in the country in 1993 with the objective of facilitating
equality, equalaccessto servicesand eliminating prejudice against women. The
national poverty reduction strategy papersalso identify HIV/AIDSasfocusarea. The
country hasratified the Universal Declaration of Human Rights (UDHR) and relevant
treatieslike the Convention of the Himination of All Formsof Discrimination against
Women (CEDAW) and The Convention on the Rightsof Child. Variouslawsin the
country, such asLawsof non discrimination and equality before law; participation in the
economic, political and cultural life of society; the rightsof women, children and other
vulnerable or affected group; have helped strengthen protection of vulnerable
(specifically women and children) and affected society groups.

Barriersforimplementation: Although the country hasa number of positive policies,
strategiesand legal frameworks, pertinent to HIV/AIDSprevention and control, there are
also serious structuraland economic barriersto implementation.

There isnot enough integration between the legal framework and HIV/AIDSriskse.g.
protection of gilsywomen and helping rape victims. The national strategy hasnot
specifically included women among the vulnerable groups. Rural areasare only to a
limited degree benefiting from interventionsincluding serviceslike information, Voluntary
Counseling and Testing and Anti Retroviral Treatment. There are also barriers of cultural
and socialnormsand practices. Genderinequality isthe most important. Sigma and
discrimination and harmful traditional practiceslike female genital mutilation, early
marriage, abduction and widow inheritance are also common.

DANChurchAid Ethiopia website, (24/05/05),
http://www.dca.dk/sder_paa_hjemmesiden/where_we_work/africa/ethiopia/re
ad_more/hiv_aids programme_in_ethiopia (Date accessed 09/11/06))

“4.6 Special target groups

4.6.1 Commercial Sex Workers, truckers, migrant laborers, uniformed people, teachers,
studentsand out of school youth.

“Objective 15: Reduce vulnerability to HIV infection among the identified targeted
group. Strategies:

 Promote VCTand other behavioral change interventions.

¢ Promote the use of male and female condoms.

¢ Provide user-friendly Reproductive Health and STl services.

« Enhance bargaining and negotiations skillsfor safe sex where applicable.

¢ Provide safe and alternative income generating and employment opportunities
where applicable.

*« Srengthen and expand school anti AIDSclubsand mini Medias




14.

15.

* Integrate HIV/AIDSIn life skilleducation and basic curriculum.
» Develop youth centersand entertainment resorts.
» Organize the youth on voluntary basisand provide peereducation.

4.6.2 People living with HIV/AIDS, orphans and other vulnerable children
Objective 16: Improve quality of life of people living with HIV/AIDS, orphans and other
vulnerable children (OVC) Strategies:

» Promote care within the family and mobilize the community to addressand
accommodate the issue of PLWHA/OVC through traditional and extended family
mechanisms.

» Provide counseling service, legal advice and protection to PLWHA/OVC.

* Provide accessto basic health, education and other social servicesto PLWHA/OVC

* Provide vocational skill training and income generating opportunity for PLWHA/OVC

» Develop acceptable social security modelstowardsthe special needsof PLWHA/OVC
* Mobilize all stakeholdersto addressthe needsof PLWHA/OVC in a sustainable
manner.”

(Ethiopian Srategic Plan for Intensfying Multi-Sectoral HIV/ AIDSResponse (2004-
2008), http://www.etharc.org/arvinfo/HIVSrategicPlan.pdf (Date accessed
07/11/06))

Doesthe National AIDSPlan emphasise confidentiality within HIV/AIDS services?
Confidentiality isnot mentioned in the Srategic Plan
(Ethiopian Srategic Plan for Intensifying Multi-Sectoral HIV/AIDSResponse (2004-

2008), http://www.etharc.org/arvinfo/HIVSrategicPlan.pdf (Date accessed
28/04/06))

“Guiding Principlesfor Testing and Counseling for PMTCT. Confidentiality:

Maintaining confidentiality isan important responsbility of all healthcare workersand is
essential to establishing client trust. Information that isshared between healthcare
workersand clientsmust be kept private. It isessential that a private venue/room be
used forall discussionsof HIV-related matters, particularly HIV diagnoss. Clientsshould be
informed that personal and medical information, including HIV test results, might be
disclosed”

(Ethiopia Ministry of Health - Prevention of Motherto Child Transmission of HIV
REFERENCE MANUAL (2005) —module 4-2
http://www.etharc.org/pmtct/resources/ PMTCT ReferenceManual.pdf (Date
accessed 27/04/06))

Doesthe national policy on VCTaddress the needs of girlsand young women?
“Guidelineson VCTfor 13 Years of Age

The rise in HIV infection affectschildren and almost no counseling servicesexist forthem.
HIV testing, for children usually occur with a parent’sconsent, however, counselorneeds
to consider:

 FRuture medical care of the child.

 Emotional support, including dealing with his'herillnessand parentalillnessordeath.
* Anxietiesabout other children in the family who may be infected.

* What and when to tell the child.

 Coping with stigma and discrimination in the community.

 Provision for the child’sfuture, what to do if the child’smother orfatherbecomesill
ordies.

e Management of records




Managers and counselors should ensure availability of client cards and referral forms.
Clientrecords must be confidential and at a minimum should include:

* Unique client identifiercode,

« Client characteristics,

» Reasonsforseeking VCTand client risk behaviors,

 Date of pre-test counseling,

 lLaboratory result,

» Date of notification of resultsand post-test counseling, and
 Anyreferraland follow-up.”

(Ethiopia Ministry of Health - Prevention of Motherto Child Transmission of HIV
Reference Manual (2005) Subsection Ethiopia Policy on VCT- Module 4-8
http://www.etharc.org/pmtct/resources PMTCT ReferenceManual.pdf (Date
accessed 27/04/06)

16. Doesthe national protocol for antenatal care include an optional HIV test?
There isno national protocol forantenatal care.
(Hiwot Mengistu, Head, Matemal and Child Health, Federal Ministry of Health.)

“Counselling and testing. VCCTshould be routine essential element of the management
of HIV in pregnancy, with an informed right of refusal. In the event the woman refuses,
she should be given the benefit of repeated VCCTthroughout pregnancy”.

(Ethiopia Ministry of Health - Prevention of Motherto Child Transmission of HIV
Reference Manual (2005) — Module 3-8
http://www.etharc.org/pmtct/resources PMTCT ReferenceManual.pdf (Date
accessed 07/11/06))

17. Doesthe national protocol for antenatal care include a commitment that any girl or
young woman testing HIV positive should be automatically offered PMTCTservices?

Appendix 4-E. Counseling isa relationship and providesan opportunity to connect with
the client, answer questions, and make sure the client understandsthe information you
are providing.

o] Greet the client. Establish rapport.

o] Make sure you have the client’stest resultsand inform the client that you have the
result.
o] Ask whetherthe client hasany questionsthat have come up since being tested.

Answer questionsand let client know counseling will continue to be available to
help with important decisions.

o] Recap the pretest information/counseling session. Let the client know you are
doing thisto make sure he orshe can recallthe information.

o] Indicate that the HIV test result isready and provide it in a straightforward manner.

o] Sate in a neutraltone: “Yourtest result ispositive.”

o] Pause and wait forthe client to respond before continuing. Give the client time to
expressany emotions.

o] Checkthe client’'sunderstanding of the meaning of the result

o] Discussand support the client’sfeelingsand emotions.

o] Normalize the client’sfeelingsand emotions

o] Inform the client of essential PMTCTissues. Discussand suppott initial decisionson

o] Antiretroviral treatment/prophylaxis

o] Infant feeding options

o] Childbirth plans

o] Adequate nutrition

Addresspositive living and provide referral for preventive health care services.




o Prompt medical attention, prophylaxis, and treatment of opportunistic infections
o Waysto stay healthy
0 Sressmanagement and support systems.

Discussthe fact that the woman’stest result doesnotindicate whetherherpartneris
infected and her partner willneed to be tested. Discussdisclosure and support issues
and subsequent counseling needs. Addressrisk reduction needed to protect her
partner(s) and herself from re-infection

o Condom use
0 Reducing risk of infecting othersand screening and treatment for sexually
transmitted infections.

Identify sourcesof hope forthe client, such asfamily, fiends, community-based services,
spiritual supports, and treatment options. Make referralswhen appropriate.

If client already haschildren, discussand plan fortesting of children.

Ask whetherthe client hasquestionsorconcerns. Give the client contact information
forthe clinic should concermnsarise. Remind mothersand familiesthat counseling willbe
available throughout the pregnancy to help them plan for the future and obtain
needed services”

(Ethiopia Ministry of Health - Prevention of Motherto Child Transmission of HIV
Reference Manual (2005) —module 4-29
http://www.etharc.org/pmtct/resources PMTCT ReferenceManual.pdf (Date
accessed 27/04/06))

18. Isthere a national policy that the protectsthe rights and needs- including HIV
prevention, SRH services, employment opportunities and education - of young women or
girls atrisk or affected by early marriage?

Policy, strategy and legal frameworks: The National AIDSPolicy wasdrafted in 1991 and
approved in 1998. A National Srategic Famework wasformulated in 2002 with focus
on reducing transmission. It wasreplaced by a strategic plan in December 2004 with
focuson community mobilization of target groupsincluding youth (15-29 yearsof age),
rural communitiesand people living with HIV/AIDS.

A women policy wasenacted in the country in 1993 with the objective of facilitating
equality, equalaccessto servicesand eliminating prejudice against women. The
national poverty reduction strategy papersalso identify HIV/AIDSasfocusarea. The
country hasratified the Universal Declaration of Human Rights (UDHR) and relevant
treatieslike the Convention of the Himination of All Formsof Discrimination against
Women (CEDAW) and The Convention on the Rightsof Child. Variouslawsin the
country, such asLawsof non discrimination and equality before law; participation in
the economic, political and cultural life of society; the rightsof women, children and
othervulnerable oraffected group; have helped strengthen protection of vulnerable
(specifically women and children) and affected society groups.

Barriersforimplementation: Although the country hasa number of positive policies,
strategiesand legal frameworks, pertinent to HIV/AIDSprevention and control, there
are also seriousstructural and economic barriersto implementation.

There isnot enough integration between the legal framework and HIV/AIDSriskse.g.
protection of girswomen and helping rape victims. The national strategy hasnot
specifically included women among the vulnerable groups. Rural areasare only to a
limited degree benefiting from interventionsincluding serviceslike information,
Voluntary Counseling and Testing and Anti Retroviral Treatment. There are also barriers
of cultural and social normsand practices. Genderinequality isthe most impornant.




Sigma and discrimination and harmful traditional practiceslike female genital
mutilation, early marriage, abduction and widow inheritance are also common.

DANChurchAid Ethiopia website, (24/05/05),
http://www.dca.dk/sder_paa_hjemmesiden/where_we_work/africa/ethiopia/rea
d_more/hiv_aids programme_in_ethiopia (Date accessed 09/11/06))

"Article 35 The Rights of Women

2. Women shall, asprescribed by thisConstitution, have equal rightswith men in
respect to marriage." ...

"4. The Sate hasthe duty to guarantee the right of women to be free from the
influence of harmful customary practices. All laws, stereotyped ideasand customs
which oppresswomen or otherwise adversely affect their physicaland mental well-
being are prohibited."

"8. Women shall have the right of accessto education and information on family
planning and the capability to benefit thereby so asto protect theirgood health and
prevent health hazardsresulting from child birth." ...

"Article 36 The Rights of the Child

1. Every child shall be entitled to the rightsenumerated hereunder:-" ...
"d) the right to be protected against exploitative practices, and not to be permitted to
engage in any employment which would prejudice itshealth, education orwell-being;

"2.In allactionsconcerning children, whetherundertaken by public or private social
welfare ingtitutions, courts of law, administrative authoritiesor legidative bodies, the
best interestsof the child shallbe a primary consideration."

(Ethiopian Constitution (1994)
http://www.africa.upenn.edu/Hormet/Ethiopian_Constitution.html (Date
accessed 28/04/06))

19. IsHIV prevention within the official national curriculum for both girlsand boys?

“4.1.2 Education Sector Objective

3: Integrate HIV/AIDSeducation into the curriculum of all levelsof schools. Selected
Srategies:

* Include HIV/AIDSeducation in teaching curricula

* Promote peereducation

» Use effective communication and appropriate technology
» Srengthen civic education Pg12”.

(Mainstream HIV/AIDSinto education” (Ethiopian Srategic Plan for Intensifying
Multi-Sectoral HIV/AIDSResponse (2004 - 2008)
http://www.etharc.org/arvinfo/HIVSrateqgicPlan.pdf (Date accessed 28/04/06))

Biology Curriculum Guide

Grade 7

7.5.7. HIV/AIDS

Definition, cause, blood cellsattacked by HIV, transmission, blood transfusion, traditional
practices, prevention., Life skillsactivitieson, HIV/AIDS decison making, assertiveness,
problem solving




Grade 8.

1.4.5. Reproductive health

SIDs, llegal abortion  Harmful traditional practices(e.g. female Circumcision), HIV and
AIDS

global distribution, Local distribution, Projection, Impact on society, Care and support for
PLWHA, life skillsactivities (assertiveness, decision making, problem solving)

Grade 9

4.5 HIV and white blood cells

How does HIV affect WBC, Opportunistic infections associated with HIV, HIV Testing and
counselling, Responsble behavior to prevent HIV, Life skills activities to learn responsble
behavior.

4.6 Group project on how HIV/AIDS affects rural development programs and the
recommended solutions.

Grade 10

j) HIV and AIDS

History of HIV and AIDS major and minor symptoms, Incubation period of HIV, HIV and
Immunity, Treatment of HIV/AIDS, Living with HIV/AIDS HIV/AIDSlife skills

Grade 11
1.4 Biology and HIV and AIDS
Contribution of biology to the fight against AIDS, students contribution to the
fight against AIDS(community participation; love, care and
protection of PLWHA; etc.), responsble sexual behaviour, life skills(decison making;
problem solving; assertiveness; self - esteem; communication; etc.)

Grade 12
2.6 HIV and AIDS

HIV structuresand functions, HIV multiplication, HIV and immunity, HIV testing and
counselling, responsible sexual behaviour, life skills

(Institute of Curriculum Development and Research (ICDR) (2004-2006))
20. Iskey national data about HIV/AIDS, such as HIV prevalence, routinely disaggregated
by age and gender?

Yes.

(WHO, Country Health indicators,

http://www3.who.int/whosig country/indicators.cfm?country=eth (Date accessed
02/05/06))

Discussion questions:

To what extent are relevant bodies—such asthe Ministry of Education, NGO networks,
religious organisations, etc —engaged in policy-making around HIV prevention for girls
and young women?

To what extent do those bodieswork in partnership orin isolation? What areas of HIV
prevention responses (e.g. behaviour change, counselling, treatment, home-based
care) have national protocols or guidelines?

To what extent do those protocolsaddress the needs of girlsand young women,
including those that are marginalised and vulnerable?




What doesschool-based sex education cover? Does it help to build young people’s
confidence and skills, aswell as knowledge?

To what extent do policies help to reduce stigma and discrimination? For example, do
they encourage people to stop using derogatory language or ‘blaming’ specific groups
for HIV/ AIDS?

0

To what extent are different areas of policy provision —such asfor HIV/AIDSand
antenatal care —integrated orisolated?

0

What policy measures exist in relation to consent, approval and confidentiality? For
example, can girlsand young women access servicessuch as VCTwithout having to
notify their parents and/or partner? And are they informed of their right to
confidentiality?

Overall, how are relevant policies applied in practice? What are the ‘real life’
experiences of girlsand young women? How much do they know about them and how
they relate to them? What difference do these policies make to their vulnerability to HIV
infection?

How do the effects of policies vary among different types of girlsand young women,
such asthose in/out of school, married/unmarried, in rural/urban areas, living with
HIV/not aware of their HIV status?

PREVENTION COMPONENT 3: AVAILABILITY OF SERVICES?
(number of programmes, scale, range, etc)

Key questions:

21. Isthere a national database or directory of SRH and HIV/AIDS services for young
people?

Yes.

(Family Health International, HIV Care and Support AddisAbaba Service Directory
2003,
http://www.fhi.org/NR/'rdonlyres/ehpnlyéybupaib7vpapa3dy26y6nk5I32xlj20 xc 2e 2zh
aiebxviw6xrdarxatxwokzkalvbs3gtbp/AADirectory.pdf (Date accessed 27/04/06))

22. How many SRH clinics or outlets are there in the country?
Govemment hospitals, health centersand health stationsoffer SRH services:

7. Health Infrastructure
7.1 Potential Health Service Coverage, 2004/05

Total Number of Government Health facilities—Hospitals- 131, Health Centers- 600,
Health Sations—1,662.

Private Clinics—1,578.

(Health and Health Related Indicators2004/05, Planning and Programming

2 (Refersto the fullrange of SRH and HIV/ AIDSservicesrelevant to gilsand young women. These include
antenatal care, STlinformation and treatment, HIV prevention, condoms, VCTand other counseling, positive
prevention, treatment of opportunistic infections, care and support, treatment (including ARVs), skillsbuilding,
economic development, etc).




Department, Federal Ministry of Health.)

“The Family Guidance Association of Ethiopia (FGAE) operates18 clinics, 24 youth
service centers, 671 community-based reproductive health care sites, and hundredsof
otherhealth care facilities. The global gag rule hascost it more than $500,000, even
though abortion isillegal in Ethiopia and the FGAEdoesn®provide abortion services. It
does, however, seekto educate local policymakersabout the role that unsafe abortion
playsin Ethiopia®@staggering matemal mortality rate. The result isa lossof servicesto
301,054 women and 229,947 men in urban areas.”

(Planned Parenthood Federation USA (2005),
http://www.plannedparenthood.org/pp2/portal/filesportal/webzine/globaldispatc
h/gd-050119-globalgag.xml (Date accessed 02/05/06))

Marie Sopesintermational Ethiopia operates17 SRH clinicsin the country.
(Marie Sopesstaff.)

23. Athow many service pointsisVCTavailable, including foryoung women and girls?

"Youth Prevention: Partnershipswith youth clubsthroughout the country to increase
youth participation and leadership in HIV/AIDSprograms, including adaptation of the
"community conversation" methodology foryouth. Launching of the National Youth
Task Force to increase leadership and co-ordination. Initiation of youth-friendly VCT
servicesin six youth centre sites. Engagement of university studentsin HIV/AIDS
prevention and peereducation."

(Unicef website, http://www.unicef.org/ethiopia/hiv_aids 464.html| (Date accessed
22/06/06)

"20 sites.(Pg 20-26)"

(Fances Stuer-Country Director, Family Health International-Ethiopia, HIV Care and
Support AddisAbaba service Directory(2003),
http://www.fhi.org/NR/rdonlyres/'ehpnly6ybupaib7vpapa3dy26y6nk5I32xlj20 xc 2e 2zh
aiebxviw6xrdarxatxwokzkalvbs3gtbp/AADirectory.pdf ( Date accessed 07/11/06)

“Tigray National Region (37 Centers), Afar National Region (15 Centers), Amhara
National Region (82 Centers), Oromiya National Region (113 Centers), Somale National
Region (2 Centers), Benshangul Gumuz National Region (5 Centers), SNNPR (115
Centers), Gambela National Region (1 Centers), Harrari People National Region (6
Centers), AddisAbaba City Region (108 Centers), Dire Dawa Region (4 Centers)”

(Ethiopian AIDSResource Center Website, Voluntary counseling and testing (VCT)
Centersby Region: http://www.etharc.org/vct/vctbyregion.cfm (Date accessed
22/06/06))

There are tremendousdifferencesin the numberand availability of VCTsitesbetween
urban and rural sites. In rural areas, VCTservicesare few and farbetween, at best often
located in district capitals.

(Key Informant Interviews with officersfrom UNFPA, FGAE and the national
coordinator of the National Association of HIV Positive Women.)

24. Are male and female condoms available in the country?
"LAW AND POLICY RELATED TO HIV PREVENTION

Ethiopia plansto promote the use of both male and female condomsamong targeted
groups,including commercial sex workers, truckers, migrant laborers, uniformed




persons, teachers, and students.In orderto reduce vulnerabilty among these groups,
the country plansto make condomsavailable for free in “relevant sites.(Pg40)"

(SecusPEPFA RCOUNTRY PRO FILES: FOCUSING IN ON PREVENTION AND YOUTH,
http://www.siecus.org/inter/pepfar/Ethiopia.pdf (Date accessed 22/06/06)

“Objective 15:
Avail free supply of condomsin relevant sites. (Pg31)"
(ETHIOPIAN STRATEGIC PLAN FOR INTENSIFYING MULT-SECTORAL HIV/ AIDSRESPONSE

(2004 - 2008) AddisAbaba, Ethiopia December 2004,
http://etharc.org/arvinfo/HIVSrategicPlan.pdf (Date accessed 22/06/06)

25.Isa free HIV test available to all pregnant girlsand young women who wish to have one?

“Expand VCTcentersin allhospitalsand health centers Establish free standing and
mobile VCT(Pg31)”

(ETHIOPIAN STRATEGIC PLAN FORINTENSIFYING MULT-SECTORAL HIV/ AIDSRESPONSE
(2004 - 2008)-AddisAbaba, Ethiopia (December 2004),
http://etharc.org/arvinfo/HIVSrategicPlan.pdf (Date accessed 07/07/06))

26.At how many service pointsare PMTCTservices (such asnevirapine) available for
pregnant girlsor young women who are HIV positive?

There are 128 PMTCTsites.

(Ethiopian AIDSResource Center Website :
http://www.etharc.org/pmtct/pmtsite.htm (Date accessed 28/04/06)

27. Athow many service points are harm reduction services for injecting drug users
available?

There are no harm reduction servicesforinjecting drug usersin Ethiopia.

(Abraham Habte Giorgis, Head, Planning, Drug Information Establishment and
Distribution Department, Drugs Adminstration and Control Authority (DACA).)

28. Are there any specific national projects (such ascamps, conferences, and training
courses) for boys/ girlsand young people living with HIV/AIDS?

“Support for International Partnership against AIDSin Africa (SPAA) supported several
PLWHAsto attend study toursand conferences, train in planning, management,
leadership and networking,which hasfacilitated theircompetence in advocacy,
lobbying and public education. Forexample the DH-Econducted a 12-day training
course in leadership forelected executivesof PLWHA associationswith support from
SPAA, which hasimproved theirleadership role regarding HIV/AIDS. The Dawn of Hope
Ethiopia (DH-E), Tilla, Addis Mieraf and Tesfa Brehan have organized themselvesand
identified part-time legal advisorswho provide advise to memberswheneverit is
needed.(Pg19)”

(Akalewold Bantirgu, Sephen K. Kiirya, Tesfalidet Debesay, Alemu Aberra- SUPPORT
TO INTERNATIONAL PARTNERSHIP AGAINSTAIDSIN AFRICA (SPAA)- ETHIOPIA
PARTICIPATORY COUNTRY REVIEW REPORT- (February 2005) -
http://www.intellibiz.biz/ ReviewEthiopia.pdf (Date accessed 06/07/06))

“Highlight of planned activities for 1997 BEFY (2004-2005)

0 Short term training on developing literature, drama and music focusing on HIV/AIDS




o

Provison of relevant materialsforlocal IEC material production

Production and dissemination of messagesfocusing on stigma and discrimination

Training of animatorson local level thematic and targeted IEC material production
for 20 youth

Train 20 youth living with the viruson positive living.”

o O

o

(UNICEF, For Every Child Health, Education, Equality, Protection Advance
Humanity http://www.etharc.org/amhara/About%20us/ Programs UNICEF.htm
(Date accessed 02/05/06))

29. At how many service points are ARVs available to people living with HIV/AIDS?
"Reporting Facilities Number of treatment sitesopened in the month 10

o Numberoftreatment stesoperational 225
o Numberofreporting treatment stes 205"

(MOH - HAPCO, Monthly HIV Care and ARTUpdate- Update as of end of Tahsas 25,
1999 (Jan 3, 2007), http://www.etharc.org/arvinfo/artupdate/ ARTHid 1998 Dec.
2006.pdf (date accessed 15/01/06))

“5g «
((National AIDSCommission, UNAIDS The Global Fund, The World Bank, updated

October 2005, http://www.plusnews.org/aidgtreatment/Ehiopia.asp (Date accessed
28/04/06))

30. Are there specific positive prevention services, including support groups, for young
women and girlsliving with HIV/ AIDS?

“The Women's Affairs Bureau:

The genderinequality that hasprevailed in rural and urban communitiesforyearshas
fueled the vulnerability of and contributed to the spread of the viirusamong women.
The Sectorisresponsble foraddressing genderinequality and advocating for
mainstreaming genderin all sectorsof development and services. ltsmajor areas of
focuswillinclude, among other, « Advocating forthe empowerment of women and
creating enabling environment to build their skillsand thereby reduce riskse Promoting
and expanding reproductive health servicesin rural areass Enhancing the
participation of women in all interventionsmainly in prevention, HBC and support
services, and PMTCTe Advocating forand promoting vulnerability and risk reduction
programsagainst rape, early marriage and harmful traditional practices. (Pg49)”

(ETHIOPIAN STRATEGIC PLAN FOR INTENSIFYING MULT-SECTORAL HIV/ AIDSRESPONSE
(2004 - 2008)-AddisAbaba, Ethiopia (December 2004),
http://etharc.org/arvinfo/HIVSrategicPlan.pdf (Date accessed 06/07/06))

(USAID, ICW and Global Network of People Living with HIV/AIDS, Directory of
Associations of People Living with HIV/AIDS July 2004)
http://www.usaid.gov/our_work/global health/aids/Publications/docg hivaidsdirect
ory.pdf (Date accessed 05/05/06))

Discussion questions:

What scale and range of HIV prevention servicesis available for girls and young
women? For example, do programmes go beyond ‘ABC’ strategies? Do
programmes cover social issues (e.g. early marriage)?




To what extent are SRH, HIV/AIDSand broader community servicesintegrated and
able/willing to provide referralsto each other? For example, could most SRH clinics
refer a girl testing HIV positive to a support group for people living with HIV/AIDS?

To what extent are HIV prevention services available through ‘non-traditional’ outlets
(e.g.religious organisations, youth clubs)?

Are there community programmeson gender awareness/dialogue for girls’boys and
young women/men? Do they explore power differencesand social ‘norms’ for
sexual behaviour? Isthere mentoring, peer support and economic development that
targets females?

“1.6. Conduct Youth Dialogue
PSPsortrained CCFwillconduct a minimum of two sessonsof youth dialogue peryear
to reach 880 youth.

3.3 Undertake job oriented skill training for young people

Job oriented skill training willbe organized for selected 173 unemployed young boys
and girls. .... Hairdressing, welding, carpentry, drama and music are some of the
possible training types.

3.4 Organize girls club review meeting

In allyouth centersthere isa gif'sclub. Membersof the clubswillconduct regular
quarterly meetings.... which willenhance theirinvolvement and allow them to
disseminate correct ASRH information and education to theirpeers.

35 Conduct Assertivenesstraining

Two hundred and twenty five young girlswill be trained for 2-3 dayson different issues
of assertivenesswith the main objective of empowering and protecting them from
unsafe sexual practicesand itsconsequencessuch asunwanted pregnancy, unsafe
abortion, HIV/AIDS”

(Annual Work Program Budget 2007. Gender and Youth Program, Family
Guidance Association of Ethiopia.)

2.4 “Description of main activities
Establish youth clubsincluding girls -focussed clubs.
strengthen girlsforum in 12 existing youth clubsand establish 8 new girlsfocussed clubs
Advocacy
project will carry out community leveladvocacy on selected girlsfocussed RH issues
targeting mainly parents, community leaders, religiousleaders, health workers, youth
leadersto minimize harmful traditional practiceslike early marriage, FGM, menstrual
taboosand other RH issues.”

(Project Title - Creating Space for Girls, Awassa Area, SNNPR, 2005, DSW, German
Foundation for World Population)

How available is prevention information and support for girlsand young women
living with HIV/AIDS?

How available are HIV prevention ‘commodities’ (e.g. condoms)? How are they
distributed?

How much do girlsand young women know about the availability of services,
such aswhere to getcondoms or ARVs?

Overall, what does the availability of HIV prevention services mean in practice?
What are the ‘real life’ experiences of girlsand young women? What difference
do these services make to their vulnerability to HIV infection?




How do the effects of availability vary among different types of girlsand young
women, such asthose in/out of school, married/unmarried, in rural/urban areas,
living with HIV/not aware of their HIV status?

PREVENTION COMPONENT4: ACCESSIBILITY OF SERVICES
(location, user-friendliness, affordability, etc)

Key questions:

31. Are all government HIV prevention and SRH services equally open to married and
unmarried girlsand young women?

“The youth population between the agesof 15-29 yearsishighly affected by the
epidemic. A large numberfrom thisage group are in schools, therefore, targeted
behavioral change communication and integration of HIV/AIDSprevention issuesin the
curriculum and in civic education can effectively control the spread of HIV among the
youth and the school community. In addition, youth out of schoolneed to be targeted
appropriately. Due to deep-rooted poverny, there isa rapid increase in the number of
commercial sexworkers, especially in urban settings, resulting in rapid transmission of the
virus. Comprehensive and tailored packagesof interventionsshould be in place to
addresstheirspecial need. Long distance truck drivers, migrant laborers, and uniformed
people, should also be addressed with targeted interventionsfocusing on their mobile
nature.

HIV/AIDSisgradually but steadily spreading into the rural areaswhere 85% of Ethiopia®
populationslive, therefore mainstreaming of HIV/AIDSprevention and control programs
in ourrural development and the health extension programsisa strategic step to avoid
the rapid spread of the epidemic in rural community. The active involvement of people
living with HIV/AIDShasto be given a central place in ourresponse. Orphansand other
vulnerable children must and deserve to be targeted both from care and support point
of view aswell asprevention and reduction of vulnerability.( Pg11)”

(ETHIOPIAN STRATEGIC PLAN FORINTENSFYING MULT-SECTORAL HIV/AIDSRESPONSE
(2004 - 2008)-AddisAbaba, Ethiopia (December 2004),
http://etharc.org/arvinfo/HIVSrategicPlan.pdf (Date accessed 06/07/06))

32. Are all government HIV prevention and SRH services equally open to girlsand young
women who are HIV positive, negative or untested?

“To respond to the challenge of HIV/AIDS the new Ethiopian Ministry of Youth, Sorts
and Culture decided to involve young people from all overthe country in the processof
formulating policy and planning action. The program isbased on a methodology called
“Participatory Learning and Action,” or PLA.

The processbegan with an in-depth training program and the selection of 51 youth
leadersby regional HIV/AIDSPrevention and Control Officesand Youth Bureausin all 11
regionsof the country. The youth leadersproceeded to:

Implement peereducation initiativeswith more than 800 otheryoung people from
throughout the country. Conduct participatory assessmentswith youth and adult
stakeholdersin both rural and urban settingsnationwide. Analyze the resulting data.
Lead workshops, validate assessment findings, and synthesize findingsin their youth
charterand action plan. Severaltoolswere key to the youth leaders activities. One tool
employed during training was“body mapping,” a leaming method in which
participantsdraw representationsof the human body. Thistool demonstrates
participants basic knowledge about the human reproductive system and other health




functions, aswell ashighlighting gapsin knowledge and distorted information. The
body-mapping tool served asa significant opportunity foryouth leadersto discussissues
related to sexuality. Youth leadersalso learned to use a “universe-mapping” tool,
whereby they schematically depicted theirfamily and community networks, and
examined sexual and reproductive health issuesfrom a variety of perspectives. Other
important toolsincluded assessmentsof youth-friendliness, cost, and accessibility of
existing reproductive health and HIV/AIDSservices. Afteryouth leadersleamed to use
these participatory methods, they were able to lead assessmentsamong theirpeers, in
collaboration with adult advisors.

After training, assessments, data collection, and data analysswere complete, the youth
leadersvalidated their findingswith larger groupsof young people during a series of
regional consultations. They then reconvened in AddisAbaba forthe first National Youth
Consultation on Sexual and Reproductive Health and HIV/AIDSto present the resultsof
theirwork. The consultation served asa forum forthe young leadersto develop a
national youth charterand a three-yearaction plan to mobilize youth forimproved
sexual health and HIV/AIDSpreventive behavior. An important benefit of the process
wasthe creation of a dynamic network of young people committed to the health and
future of Ethiopia.

Lessons Learned

The Participatory Learning and Action processundertaken by the Ethiopian youth
leaderspointsto a number of lessonsfor future work on young people and HIV/AIDS

Participatory learning toolssuch asbody and universe mapping can help young people
understand how their sexuality relatesto HIV infection. Toolssuch aschartersand action
plans, with young people askey participantsand catalysts, can serve to channellocal
energy and knowledge into a national arena. The participatory processcan help adults
overcome stereotypesof youth and reinforce ideasfora broaderarray of
programs.Adult advisorsneed to embrace a long-term commitment to nurture youth
networksfor future action. Information adapted from the website of the Global Health
Council

(Reproductive Health outlook website, Program Examples,
http://www.rho.org/html/hiv_aids progexamples.htm( Date accessed 09/1/06)

33. Are VCTservices free for girlsand young women?

Pro Pride promotesrightssbased approach, encouragesthe involvement of the
community and otherconcemed bodies in addressing genderissues. HIV/AIDSrelated
activitiesinclude community sensitization on HIV/AIDSand SID, condom promotion and
distribution, peer education, counseling, care and support.

Activities Implemented

. Encouraged STl positive clientsto take VCTservices

. Encouraged HIV positive clientsto test for STis

. Offered free STland VCTservicesto all clients (previoudy these serviceswere
charged)"

(International Councilon Management of Population Programmeswebsite,
Increasing Ingtitutional Capacity of RH and HIV/AIDSNGOsfor Linked Response,
http://www.icomp.org.my/Inno_prog/inno-LR-ethiopia.htm ( Date accessed
05/07/06)

34. Are approximately equal numbers of femalesand malesaccessing VCTservices?

“HIV in VCTclients: ( Year 2003/04)




o Female:11.531
0 Male: 14,824, (N.B. Allthe Yearsare in G.C)”

(Ethiopia Ministry of Health, Disease Prevention and Control Department, 2004. AIDS
in Ethiopia, Hfth Report, AddisAbaba: Ministry of Health - AIDSin Ehiopia Ffth
Report, (June 2004), http://www.etharc.org/plwha/resourceg nationalfact.htm
(Date accessed 05/07/06))

35. Are STl treatment and counseling services free for all girlsand young women?

“2.2 The Package for STl Prevention and Control

The following are componentsof the public health package for STl prevention and
care.

Integration of STl prevention and care facilitiesinto PHC, RH core facilities, private
core facilities, private clinicsand others.

Fecific servicesforpopulationsat risk such as CSWs, adolescents, truck drivers,

military personnel and prisoners.”

(National Guideline forthe Management of STisusing the Syndromic Approach,
MOH, 2001.)

“Formerly drugsfor STiwere funded by MS-and were therefore free. But since the
funding hassince been terminated, patientsnow have to purchase the drugsfrom
private sources. Diagnosisand counselling for STishoweverisoffered free at
government facilities’.

(Dr. Aseged Woldu, Head, Program Evaluation, Operational Research and Capacity
Building. Federal HIV/ AIDSPrevention and Control Office.)

"Pro Pride promotesrightsbased approach, encouragesthe involvement of the
community and otherconcermed bodies in addressing genderissues. HIV/AIDSrelated
activitiesinclude community senstization on HIV/AIDSand SID, condom promotion and
distribution, peereducation, counseling, care and support.

Activities Implemented

o Encouraged ST positive clientsto take VCTservices

0 Encouraged HIV positive clientsto test for STis

o Offered free Slland VCTservicesto all clients(previously these serviceswere
charged)

o Provided Sl and HIV/AIDScounseling to all FP/MCH clients"

(International Councilon Mangement of Population Programmeswebsite, Increasing
Institutional Capacity of RHand HIV/AIDSNGOsfor Linked Response,
http://www.icomp.org.my/Inno_prog/inno-LR-ethiopia.htm (Date accessed 07/11/06)

36. Are condoms free for girlsand young women within government SRH services?

“Avail free supply of condomsin relevant sites, Provide user friendly RH/ STl services’
(pg31)

(ETHIOPIAN STRATEGIC PLAN FORINTENSFYING MULT-SECTORAL HIV/ AIDSRESPONSE
(2004 - 2008)-AddisAbaba, Ethiopia (December 2004),
http://etharc.org/arvinfo/HIVSrategicPlan.pdf (Date accessed 06/07/06)

“Sandard 2:
Appropriate health servicesthat caterto the reproductive and sexual health needs of
the youth are available and accessble.




2.3 Criteria:

SRH servicesforthe youth should be provided at an affordable cost forthose who
cannot pay forfree.

...... each health facility should provide a range of services“included in the minimum
service delivery package” forthe youth, i.e.

- Information and Counseling on RSH issues,

- HIV testing and other servicesincluding PMTCT,

- Syndromic management of STis,

- Pregnancy Testing, Antenatal care, Delivery Service and PNC,

- Abortion and Post abortion care,

- Family Planning Information, Counseling and Methods,

- Condom Promotion and Provision,

- Counseling and otherrelated servicesshould give emphasisto victimsof sexual
violence/abuse and otherspecialgroups.

(Sandardson Youth Fiendly Reproductive Health Services, Service Delivery
Guideline and Minimum Service Delivery Package YFRH Services. Hrst Draft.
September 2006.)

“Condomsare offered free in government health facilitiesbut usually for family planning
clients.”

(Dr. Aseged Woldu, Head, Program Evaluation, Operational Research and Capacity
Building. Federal HIV/ AIDSPrevention and Control Office.)

37. Are ARVsfree for all girlsand young women living with HIV/AIDS?

“Their Excelencies, the President and the Prime Minister of The Federal Democratic
Republic of Ethiopia, launched the Free ARTfor Ethiopia on 24 January 2005”.

(Ministry of Health, Accelerating Accessto HIV/AIDSTreatment in Ehiopia, Road
Map for (2004-2006),
http://www.etharc.org/publicationssmoh/acceleratingtreatment.pdf (Date
Accessed 02/04/06))

38. Are issuesrelating to HIV/AIDS stigma and discrimination included in the training
curriculum of key health care workers at SRH clinics?

Combating stigma, isolation and marginalization Nursesand midwiveshave a
responsbility to care forallpeople, regardlessof theirhealth or social status (Fact Sheet
6). They can act asrole modelsto othersin helping combat stigma, discrimination and
isolation of PLHA. Prevention strategieswillbe more successful if HIV istreated like any
other chronic illness.(pg281)

(MaryAnn Vitiello, APRN-BC,ACRN, Debbie Winters, APRN-BC,AACRN Pat Daoust,
MSN International Training and Education Centeron HIV - Participant Handbook
Basic HIV/ARV Training Course for Bthiopian Nurses (July 2004),
http://go2itech.org/pdf/p06-db/db-50690.pdf (date accessed 26/06/06))

39. Are issuesrelating to young people included in the training curriculum of key health
care workers at SRH clinics?

"Voluntary Counselling and Testing Modelsin Ethiopia Integrated within existing health
care services, generalized and specialized:

e ANC,TB, ST
* Fee standing sites




* Mobile outreach

» Private

*  Youth-friendly

* Workplace.(dides 2-6)

(MaryAnn Vitiello, APRN-BC,ACRN, Debbie Winters, APRN-BC,AACRN Pat Daoust,
MSN International Training and Education Centeron HIV - Participant Handbook
Basic HIV/ARV Training Course for Ethiopian Nurses (July 2004),
http://go2itech.org/pdf/p06-db/db-50690.pdf (date accessed 26/06/06))

Module 7, pg13

(Disease Prevention and Control Department Federal Ministry of Health, Ethiopia
(April 2005), Prevention of Motherto Child Transmission of HIV, Training guide,
http://www.go?2itech.org/pdf/p06-db/db-50919-01.pdf (Date accessed 05/05/06))

40. Are there any government media campaigns (e.g. television commercials and
newspaper advertisements) about HIV/AIDSthat specifically address prevention among
girlsand young women?

“ADDISABABA — The President of Ehiopia thisweek declared September 10 asNational
Voluntary Counseling and Testing (VCT) Day in Bhiopia to demonstrate the country®
strong commitment to fighting the waragainst HIV and AIDS Agenciesworking in
HIV/AIDS prevention, control, treatment, and care and support were pleased with the
move and said strong leadership iswhat isneeded to stop the spread of HIV and
mitigate the impact it ishaving in Ehiopia .

“VCTisimportant asan entry point in HIV prevention and forearly accessto treatment,
care and support and thiscampaign isgeared towardsnot only empowering our
community to accessVCTservicesbut also targeting service providersto strive towards
the provision of quality Voluntary Counseling and Testing Services,” said Ato Negatu
Mereke, Head of HIV/AIDSPrevention and Control Office (HAPCO).

The observance of the first National VCTDay featured Ethiopian Presdent Girma Wolde-
Giorgisunveiling a billboard that depictsthree top BEhiopian world classathletes. The
athletes— Tirunesh Dibaba, Meseret Defar, and Sleshi Shen — were appointed VCT
Ambassadorsby Presdent Wolde-Giorgis. Also present at the unveiling ceremony were
Sate Minister of Health, Dr. TedrosAdhanom; HAPCO Head Ato Negatu Mereke; U.S
Acting Deputy Chief of Mission, Dr. Brian Moran; Country Director of U.S Department of
Health and Human Service®Centersfor Dissase Control and Prevention (HHS CDC-
Ethiopia), Dr. Tadesse Wuhib, Headsof Health Bureau and HAPCO of the capital and
other dignitariesand representativesof youth, women, religiousand other
organizations’

(Centre for Communication Programs (September 2005), Ethiopia Observes Frst
National HIV Voluntary Counseling and Testing Day, Three Ethiopian World Class
AthletesNamed VCTAmbassadors
http://www.jhuccp.org/pressroom/2005/09-15.shtml (Date accessed 09/11/06)

“The Ministry of Information, the Media and Information Sector The Sector hasthe
comparative advantage of guiding and developing the use of the massmedia in
disseminating HIV/AIDSrelated information and messagesto the general public and
specialtarget groupsin different languages. Besidesintensfying specific workplace
interventionsit hasthe mandate/role for: « Establishing a network of private and public
media, promoting media campaigns, and inciting public dialogue on the epidemic
producing and regularly updating the natural glossary of termsrelated to HIV/AIDS«
Developing and facilitating the expansion of edutainment programsthrough the mass
media, etc.+ Developing guidelinesforthe involvement of the media in the fight
against HIV/AIDS.(Pg49-50)




(ETHIOPIAN STRATEGIC PLAN FOR INTENSFYING MULTI-SECTORAL HIV/AIDSRESPONSE
(2004 - 2008) AddisAbaba, Ethiopia December 2004,
http://etharc.org/arvinfo/HIVSrategicPlan.pdf (Date accessed 22/06/06))

Discussion questions:

Are HIV prevention servicestruly accessible to girlsand young women, including those
that are marginalised and vulnerable? Forexample, are they: safe? Affordable?
Reachable by public transport? in appropriate languages? Non-stigmatising? open
at convenient times?

What are the cultural norms around prioritizing females and males for health care?

To what extent are informed and supportive SRH services accessible for girls or young
women living with HIV/AIDS?

What are the client/service provider ratiosin different types of HIV prevention services?
Whatisthe gender ratio for staff in those services?

Do servicesmake proactive efforts to attract girlsand young women? For example, do
SRH clinics have separate roomsfor young women so that they do notrisk seeing
family members or familiar adults?

What are the attitudes of service providersto girlsand young women, including those
who are marginalised and vulnerable? Are they kind, non-judgemental and realistic
(forexample about young people’s sexual pressures and desires)? Can they
encourage girls'boysto assess their risks of HIV infection and change their
behaviour? Are attitudes generally getting better or worse?

Do HIV prevention information campaigns, etc, target girlsand young women? For
example, are they culturally and linguistically appropriate? Are materials distributed
through appropriate media and outlets?

Isthere a national monitoring and evaluation framework? Doesit encourage data to be
disaggregated (according to gender and age) —to help assess the extent to which
girlsand young women are accessing programmes and services?

Are referralsand follow-up provided during HIV/AIDS, SRH and antenatal care services
foryoung women and girls?

Overall, what difference does accessibility to services mean in practice? What are the
‘real life’ experiencesof girlsand young women? What difference ismade to their
vulnerability to HIV infection?

How do the effectsof accessibility vary among different types of girlsand young
women, such asthose in/out of school, married/unmarried, in rural/urban areas,
living with HIV/not aware of their HIV status?

PREVENTION COMPONENT5: PARTICIPATION AND RIGHTS
(human rights, representation, advocacy, participation in decision-making, etc)

Key questions:

41. Has the country signed the Convention on the Rights of the Child (CRC)?




Yes, on 13th June 1991.

(Office of the United NationsHigh Commissioner for Human Rights - status of
ratificationsof the principal International Human Rights Treaties Asof 09 June 2004
http://www.unhchr.ch/pdf/report.pdf (Date accessed 25/04/06)

42. Has the country signed the Convention on the Himination of all Forms of Discrimination
against Women (DECAW) and the Convention on Consent Marriage, Minimum Age of
Marriage and Registration of Marriages (CCM)?

CEDAW —Yes, on 10th October 1981.
(Office of the United Nations High Commissioner for Human Rights— Satusof

Ratification of the Principal Intemational Human Rights Treaties (Asof 09 June 2004)
http://www.unhchr.ch/pdf/report.pdf (Date accessed 25/04/06))

CCM —no.

(United NationsTreaty Collection [Asof 5 February 2002] 3. Convention on Consent
to Marriage, Minimum Age for Marriage and Registration of MarriagesNew York, 10
December 1962 http://www.unhchr.ch/html/menu3/b/treaty3 .htm (Date
accessed 22/04/06)

43. In the National AIDS Council (or equivalent), isthere an individual or organisation that
representsthe interests of girlsand young women?

Forging partnerships

“Governments, policy makers, law enforcement agencies, health and social service
agency personnel, nongovernmental organizations (NGOs), religiousleadersand
religiousgroupsshould join togetherin preventing HIV transmisson. Nursesand midwives
can play a central role in advocating for, and creating and participating in, such
partnerships.(pg280)”

(MaryAnn Vitiello, APRN-BC,ACRN, Debbie Winters, APRN-BC,AACRN Pat Daoust,
MSN International Training and Education Center on HIV - Participant Handbook
Basic HIV/ARV Training Course for Bhiopian Nurses (July 2004),
http://go?2itech.org/pdf/p06-db/db-50690.pdf (Date accessed 09/11/06))

“The consultation developed a national youth consensuson possble pointsforthe
proposed National Youth Charterand Plan of Action through an iterative process
facilitated by the 51 youth facilitators. Thisiterative consensus-building consultation to
contribute to orinfluence national policy might be considered a modified Delphi
Consultation, a processdeveloped and used in a number of settingsfor consensus
building asthe basisforhealth policy.(Pgiii)”

(Kathy Attawell, Going to Scale in Ethiopia: Mobilizing Youth Participation in a
National HIV/AIDSProgram (July 2004),
http://www.synergyaids.com/documents GoingToScalelnEthiopia.pdf (Date
accessed 26/06/06))

44. In the National AIDS Council, isthere an individual or organisation that represents the
interests of people living with HIV/ AIDS?

Associationsof Persons Living with HIV/AIDS (PLWHA) PLWHA are the key actors of the




nationalresponse. they are expected to organize themselvesin asmany associations
and at all levelsasthey find it fit and form a joint forum. They are expected to focuson:
» Protecting the rightsof theirmemberse Educating the public at large through sharing
their life experiencese Promoting and participating in the provison of compassionate
home based care ¢« FHghting stigma and discrimination « Advocating forresponsble
behavioramong theirmemberse Advocating foraccessto ARTand policy formulation
and legidlation Information Education Centre/Behavioral Change Communication
IEC/BCC (Pg52)”

(ETHIOPIAN STRATEGIC PLAN FOR INTENSIFYING MULT-SECTORAL HIV/ AIDSRESPONSE
(2004 - 2008)-AddisAbaba, Ethiopia (December 2004),
http://etharc.org/arvinfo/HIVSrategicPlan.pdf (Date accessed 06/07/06))

“The review also established that by supporting the membersof Dawn of Hope Ethiopia
(DH-E) to participate in regional Anti Sigma Tour of 2004, there hasbeen a growth in the
momentum of the organization to address Sigma, Denial and Discrimination (SDD) issues
and participate in public education and senstization campaigns. Thishasfacilitated
disclosure of the HIV statusthe organization hasplanned to undertake smilartours
particularly in the remote areaswhere Sigma, Denial and Discrimination (SDD) is till
widespread. . There isalso an increase in the population of PLWHAscovered by
senstization activitiesorganized by PLWHA associations. Forexample Tilla alone hasso
far sensitized about 107,867 people (54,082 malesand 53,785 females) about SDD
associated with the epidemic in and outsde Awassa . Addis Mieraf hasalso initiated
public debateson the rightsof PLWHA, which hashelped to break slence about the
epidemic.(Pg19)”

(Akalewold Bantirgu, Sephen K. Kiirya, Tesfalidet Debesay, Alemu Aberra- SUPPORT
TO INTERNATIONAL PARTNERSHIP AGAINSTAIDSIN AFRICA (SPAA)- ETHIOPIA
PARTICIPATORY COUNTRY REVIEW REPORT- (February 2005) -
http://www.intellibiz.biz/ ReviewEthiopia.pdf (Date accessed 06/07/06))

“Association of PLWHA RHAPCOs Implementing Stakeholders (Pg23)”

(ETHIOPIAN STRATEGIC PLAN FOR INTENSFYING MULT-SECTORAL HIV/ AIDSRESPONSE
(2004 - 2008) AddisAbaba, Ethiopia December 2004,
http://www.etharc.org/arvinfo/HIVSrategicPlan.pdf (Date acceesed 26/06/06))

45. Was the current National AIDSPlan developed through a participatory process, including
input from girlsand young women?

“The Ministry of Youth, Culture and Sports Affairs Youth:

Both in and out of school, and in both rural and urban settings, are amongst the most
vulnerable groups. The Sector hasthe responsibility to develop, promote and expand
innovative vulnerability reduction approachesthat can provide for better life
alternativesforthe youth. Towardsthisend, the sectorisexpected to play pivotal role
in: « Advocating and facilitating forthe productive engagement of the youth ¢
Developing strategiesto establish comprehensve youth centersand edutainment
facilities. « Advocating forthe expansion of youth friendly health servicese Enhancing
youth focused IEC and Care and support activities. (Pg50)”

(ETHIOPIAN STRATEGIC PLAN FOR INTENSIFYING MULT-SECTORAL HIV/ AIDSRESPONSE
(2004 - 2008)-AddisAbaba, Ethiopia (December 2004),
http://etharc.org/arvinfo/HIVSrategicPlan.pdf (Date accessed 06/07/06))

“SQuccessfulimplementation wasmade possble by the enthusiastic participation of 51
young women and men facilitatorsat the grassrootslevel through regional meetings
and, finally, a national plenary.(Pgiii)”




(Kathy Attawell, Going to Scale in Ethiopia: Mobilizing Youth Participation in a
National HIV/AIDSProgram (July 2004),
http://www.synergyaids.com/documents GoingToScalelnEthiopia.pdf (Date
accessed 26/06/06))

“Apart from the FBBOsand PLWHA associations, Action Aid Ethiopia- Support for
International Partnership against AIDSin Africa (AAE-SPAA) targeted other strategically
important organizationsto reach and mobilize their constituentsfor HIV/ AIDSprevention,
care and support, and anti-Sigma, Denial and Discrimination (SDD) campaigns. This
includesthe AddisAbaba Youth Association (AAYA), National Coalition for Women
against AIDS(NCWA), Information and Development for Persons with Disabilities
Association (IDPDA) and Afar Pastoralistss Development Association (APDA), the
Ethiopian Business Coalition - (EBC) and Ethiopian Employers Federation —(EEF).(Pg21)”

(Akalewold Bantirgu, Sephen K. Kiirya, Tesfalidet Debesay, Alemu Aberra - SUPPORT
TO INTERNATIONAL PARTNERSHIP AGAINSTAIDSIN AFRICA (SPAA)- ETHIOPIA
PARTICIPATORY COUNTRY REVIEW REPORTFebruary 2005 -

http://www.intellibiz.biz/ ReviewEthiopia.pdf (Date accessed 06/07/06))

46. Isthere any type of group/coalition actively promoting the HIV prevention and SRH
needs and rights of girlsand young women?

Combining resources

The combination of counselling, education, support, care services, and resourcesis
necessary to provide a holistic continuum of prevention and care (Fact Sheet 3). For
example, SID, antenatal, family planning, home care, hospital care, and community
care, aswellasotherresourcesand services, can be combined to provide a
comprehensive programme. In thisway, programmesand servicescan be combined
that addressthe variousmodesof HIV transmission without the sigma and discrimination
often associated with HIV specific programs.

Forging partnerships

“Governments, policy makers, law enforcement agencies, health and social service
agency personnel, nongovernmental organizations (NGOs), religiousleadersand
religiousgroupsshould join togetherin preventing HIV transmission. Nursesand midwives
can play a central role in advocating for, and creating and participating in, such
partnerships.(pg280)”

(MaryAnn Vitiello, APRN-BC,ACRN, Debbie Winters, APRN-BC,AACRN Pat Daoust,
MSN International Training and Education Centeron HIV - Participant Handbook
Basic HIV/ARV Training Course for Ethiopian Nurses (July 2004),
http://go2itech.org/pdf/p06-db/db-50690.pdf (Date accessed 09/11/06))

The Women's Affairs Bureau:

The genderinequality that hasprevailed in rural and urban communitiesforyearshas
fueled the vulnerability of and contributed to the spread of the virusamong women.
The Sectorisresponsble foraddressing genderinequality and advocating for
mainstreaming genderin all sectorsof development and services. ltsmajor areas of
focuswillinclude, among other, » Advocating forthe empowerment of women and
creating enabling environment to build their skilsand thereby reduce riskss Promoting
and expanding reproductive health servicesin rural areases Enhancing the
participation of women in all interventionsmainly in prevention, HBC and support
services, and PMTCTe Advocating forand promoting vulnerability and risk reduction
programsagainst rape, early marriage and harmful traditional practices. (Pg49)

(ETHIOPIAN STRATEGIC PLAN FORINTENSFYING MULT-SECTORAL HIV/AIDSRESPONSE




(2004 - 2008)-AddisAbaba, Ethiopia (December 2004),
http://etharc.org/arvinfo/HIVSrategicPlan.pdf (Date accessed 06/07/06))

“The use of PLA in a consultative processfacilitated by young people isan effective
model for building youth capacity to respond effectively to HIV/AIDS aswellasa good
practice foraddressing the holigic sexual and reproductive health needsof young
people.

(Kathy Attawell, Going to Scale in Ethiopia: Mobilizing Youth Participation in a
National HIV/AIDSProgram (July 2004),
http://www.synergyaids.com/documents GoingToScalelnEthiopia.pdf (Date
accessed 26/06/06))

“The clientsof Hiwot include HIV positive persons, orphans, in-school youthsand
dropouts. Hiwot providesfinancial, material and technical support to 15 youth clubsfor
them to deliver SRH information and servicesto young people age 10-24. Hiwot runs
different awarenessraising programsthrough seminars, coffee ceremony, [IEC materials
etc. It also workswith parents, community leaders, government officials, and policy
makersto encourage them to participate in youth RH program ActivitiesiImplemented
Behavior change communication through

o Discussion sessionson PMTCTand FP with the community membersduring 4
coffee ceremonies

o Drama and music group

o Provison of FP counseling and referral forVCTand FP services

o Referrallinkagesfor P and VCTservices

0o Youth dialogueson male involvement in FP access, HIV/AIDSprevention, and
being

supportive of theirpartners

0 Public discussonson ‘male involvement on issuesof women’sreproductive
health’

0 Public discusson sesson to advocate forthe ‘Sexual and Reproductive
Health (SRH) including HIV/AIDSrightsand needsof HIV positive women’

o0 Young boysgroup wasformed to advocate forfemales SRHR’

(International Councilon Management of Population Programmeswebsite,
Increasing Ingitutional Capacity of RHand

HIV/AIDSNGOsfor Linked Response, http://www.icomp.org.my/Inno_prog/inno-
LR-ethiopia.htm (Date accessed 05/07/06)

47. Isthere any type of national group/coalition advocating for HIV prevention (including
positive prevention) for girlsand young women?

“Forging partnerships

“Governments, policy makers, law enforcement agencies, health and social service
agency personnel, nongovemmental organizations (NGOs), religiousleadersand
religiousgroupsshould join togetherin preventing HIV transmission. Nursesand
midwivescan play a central role in advocating for, and creating and participating in,
such partnerships.(pg280)”




(MaryAnn Vitiello, APRN-BC,ACRN, Debbie Winters, APRN-BC,AACRN Pat Daoust,
MSN International Training and Education Center on HIV - Participant Handbook
Basic HIV/ARV Training Course for Ethiopian Nurses (July 2004),
http://go2itech.org/pdf/p06-db/db-50690.pdf (Date accessed 09/11/06))

“The Women's Affairs Bureau:

The genderinequality that hasprevailed in rural and urban communitiesforyearshas
fueled the vulnerability of and contributed to the spread of the viusamong women.
The Sectorisresponsble foraddressing genderinequality and advocating for
mainstreaming genderin all sectorsof development and services. ltsmajor areas of
focuswillinclude, among other, » Advocating forthe empowerment of women and
creating enabling environment to build their skillsand thereby reduce riskss Promoting
and expanding reproductive health servicesin rural areass Enhancing the
participation of women in all interventions mainly in prevention, HBC and support
services, and PMTCTe Advocating forand promoting vulnerability and risk reduction
programsagainst rape, early marriage and harmful traditional practices. (Pg49)”

(ETHIOPIAN STRATEGIC PLAN FORINTENSIFYING MULT-SECTORAL HIV/ AIDSRESPONSE
(2004 - 2008)-AddisAbaba, Ethiopia (December 2004),
http://etharc.org/arvinfo/HIVSrategicPlan.pdf (Date accessed 06/07/06))

"Box 3. Recommendationsfrom the Ethiopian National Youth Charter

Promote prevention of unwanted pregnancy, sexually transmitted nfections, and HIV
infection (e.g., promote choice of preventive options, including delayed sexual debut,
abstinence, dual protection, consistent and correct use of male and female condoms;
low-cost orfree, easy-to-accesscondom provison).(Pgl11)"

(Kathy Attawell, Going to Scale in Ethiopia: Mobilizing Youth Participation in a
National HIV/AIDSProgram (July 2004),
http://www.synergyaids.com/documents GoingToScalelnEthiopia.pdf (Date
accessed 26/06/06))

“In Ethiopia, teenswho have volunteered to become “advocatesof hope” are
demonstrating what World AIDSDay really meansby making a difference in their
communities. Fourteen teenswere given digital camerasfora week in August and
asked to document theirlivesand waysthey were keeping the promise of fighting AIDS
by caring for one another, their families, their communitiesand themselves’.

(Save the Children USA))
http://www.savethechildren.org/health/hiv_aidsworld_aids day05.asp# (Date
accessed 05/05/06))

48. Isthe membership of the main network(s) for people living with HIV/AIDSopen to young
people, including girlsand young women?

Mekdim Ethiopia isa national association established in 1997 by people living with
HIV/AIDS (PLWHA) and AIDSorphans. Mekdim believesthat PLWHA and AIDSorphans
should play an active role in the fight against HIV/AIDS Their mission isto promote
human rightsfor PLWHAs and AIDSorphans; to provide care and support to those
infected and affected by the epidemic; and to educate and promote behaviour
change among the public atlarge”.

(Mekdim Ethiopia http://www.mekdim.org/ (Date accessed 02/05/06)

“Dawn of Hope isone of earliest association of people living with HIV/AIDS including
orphansdue to HIV/AIDSin Ehiopia. It wasfounded in 1998 by a group of eleven HIV-
positive people with the purpose of educating the people and getting the rightsof HIV-
positive personsrespected. Now Dawn of Hope countsmore than 10,000 membersand




it hastwelve branch officesin AddisAbaba, Nazreth, Debre Zeyt, Debre Birhan, Awasa,
Shashemene, Dilla, Harar, Bahir Darand Humera implementing the Dawn of Hope
program of education, care and support, and advocacy throughout the country.”

(Dawn of Hope, http://www.dawn-of-hope.org/ (Date accessed 02/05/06)

49. Are there any programmesto build the capacity of people living with HIV/AIDS (e.g. in
networking, advocacy, etc)?

“Mekdim Ethiopia isa national association established in 1997 by people living with
HIV/AIDS (PLWHA) and AIDSorphans. Mekdim believesthat PLWHA and AIDSorphans
should play an active role in the fight against HIV/AIDS Their mission isto promote
human rightsfor PLWHAs and AIDSorphans; to provide care and support to those
infected and affected by the epidemic; and to educate and promote behaviour
change among the public at large”.

(Mekdim Ethiopia website, http://www.mekdim.org/ , (Date accessed 02/05.06)

“Dawn of Hope isone of earliest association of people living with HIV/AIDS including
orphansdue to HIV/AIDSin Ethiopia. It wasfounded in 1998 by a group of eleven HIV-
positive people with the purpose of educating the people and getting the rights of HIV-
positive personsrespected. Now Dawn of Hope countsmore than 10,000 membersand
it hastwelve branch officesin AddisAbaba, Nazreth, Debre Zeyt, Debre Birhan, Awasa,
Shashemene, Dilla, Harar, Bahir Darand Humera implementing the Dawn of Hope
program of education, care and support, and advocacy throughout the country.”

(Dawn of Hope website, http://www.dawn-of-hope.org/ (Date accessed 02/05/

50. Are there any girlsor young women living with HIV/AIDSwho speak openly about their
HIV status (e.g. on television or at conferences)?

“We would like to thank gratefully the membersof Tilla Association of Women Living with
HIV who have come forward and share theirtrue life story. It isa sacrifice they pay to
save the generation.”

(People Living with HIV/AIDSin Ehiopiawebsite,
http://www.etharc.org/plwha/index.htm (Date accessed 05/07/06)

"Summary:

The second part in our serieson health problemsin the Horn of Africa: the problem of
HIV-AIDSamong a growing number of young girlsliving in the Bthiopian capital as
progtitutes.

The Science Unit’sPauline Newman vistsa drop-in centre in AddisAbaba run by the
Forum on Street Children Ethiopia, set up foryoung prostitutes.”

(Ethiopa: HIV AIDSamong child prostitutes Broadcast Monday (20 August 2001) with
Norman Swvan , http://www.abc.net.au/r/talks 8.30/helthrpt/stories/s349705.hm
(Date accessed 05/07/06))

“ADDISABABA, Dec 1 (IPS) - Astertested positive for HIV/AIDSeight yearsago, but she
hasyet to summon the courage to tell her family, for fear of being rejected by them.
Her predicament istypical of HIV-positive Ethiopians. Health workers say the biggest
obstacle to these people leading normal livesisthe stigma associated with the disease.
"'knew that I had the...virusin my blood in 1996. My husband died five yearsbefore that,
and because hisillnesswasvery seriousldecided to have an HIV/AIDStest," said Aster”.

(Inter Press ServicesNewsagency, HEALTH-ETHIOPIA: Fghting the HIV/AIDS Sigma




Remainsan Uphill Battle, http://preciousangel.org/uph/ (Date accessed 02/05/06))

Discussion questions:

How are international commitments (e.g. CRC, CEDAW, and CCM) applied within the
country?

Isthe national response to HIV/AIDSrights-based? For example, doesitrecognise the
SRH rights of women living with HIV/ AIDS?

Do key decision-making bodies (e.g. the Country Coordinating Mechanism of the
Global Fund to FHght AIDS, TB and Malaria) have a set number of seatsfor civil society?
Are any of them specifically for representatives of girlsand young women or people
living with HIV/AIDS?

Are HIV prevention programmes generally developed ‘for’ or ‘with’ girlsand young
women, including those who are marginalised and vulnerable? Are girlsand young
women seen as‘implementers aswell as‘receivers’ of services?

To what extent are girlsand young women aware of decision-making processes? Are
they encouraged to have a voice? Are they seen asan important constituency within
committees, management groups, etc?

How high are issuesrelating to HIV prevention for girlsand young women (e.g. early
marriage and stigma) on the agendasoflocal leadersand decision-making groups
(e.g. district AIDScommittees)? To what extent do girlsand young women participate in
those type of bodies?

To what extent are people living with HIV/ AIDSorganised, for example in networks? Are
girlsand young women involved in those bodies?

How are issues of participation affected by stigma? For example, isit safe for people
living with HIV to speak openly about their HIV status?

Overall, how are participation and rights applied in practice? What are the ‘real life’
experiencesof girlsand young women? What difference ismade to their vulnerability to
HIV infection?

How do the effects of participation and rightsvary among different types of girls and
young women, such asthose in/out of school, married/unmarried, in rural/urban areas,
living with HIV/not aware of their HIV status?




PART 2:
IN-COUNTRY RESEARCH



Focus group discussion with young women and girls

Age group: 13-21 years

Number of participants: 10

Profile of participants: included ou-of-school girls, sex workersand peereducators
Place: AddisAbaba

Prevention component Availability of Services:
1. What sort of HIV prevention services are there for girls and young women in your
community?

Information and counseling on HIV is provided by a youth-oriented NGO and several Anti-
Aids clubs. “Peed educators in Hiwot Ethiopia conduct coffee ceremonies and peer
education activitiesto teach usabout life skills, anatomy and peer pressure. There are also
4 Anti-AIDS clubs which teach us about HIV/AIDS” The youth, including girls, get condoms
from the health center and youth clubs as well as shops. Youth clubs, the local
administration and World Vison counsel and refer youth to the health center for HIV tests
and Slltreatment.

2. How much do boys and young men know about HIV prevention services in your

community? What is their role in supporting HIV prevention for girlsand young women?
Although boys and young men are aware of HIV prevention methods and services, they
may not be willing to use them. “There istill a problem with men’sattitudestowardsthe HIV
test. Women have more awareness about the importance of the HIV test and are willing to
take the test”. Some men are reluctant to use condoms. But many are changing in that
they encourage women to get treated for SIDS. “Young men and women are not afraid of
each otherany more and freely talk about HIV/AIDS'.

3. What sort of HIV prevention services would you like more of in your community? How
would that make a difference to your life?

We need more HIV test centersbecause only the health center providesthisservice and

and it may be too far for some. “In our area, there isno STl counseling center. The clubs

also do not distribute contraceptiveson a regularbasis’.

Prevention component: Accessibility of services

4. What are your experiences of using HIV prevention services in your community? In what
way have those experiencesbeen good or bad?

Service providers do not maintain a flexible schedule to accommodate the needs of the

youth. They are also very inquisitive when giving birth control, which discourages girls from

going to them. “When people go foran HIV tedt, the health workers give group counseling

rather than individual counseling. Many of them are too bored to provide careful

counseling”.

5. What are the main barriers that you have faced when trying to use HIV prevention
servicesin your community?

Health workersdo not have a good attitude towards girlsand young women who come to
them. Because a large numberof people go to them foran HIV test, they preferto conduct
pre-test counseling on a group bass. The youth are afraid of testing positive for HIV. “I
alwayswonderif lam found to be HIV positive, what my family’sand community’s attitude
towardsme would be. Snce | see how they treat my friend who ispositive, how can | have
the courage to take the test?” Although the HIV test is free, the Family Guidance clinic
charges 10 birr, which discouragessome youth from using the service.

6. Inwhatwaysare HIV prevention services easier or harder for particular types of girls and
young women to use?




Married women are too busy trying to make a living, which preventsthem from having
accessto information on HIV. Also, “married women think they are safe because they are
married and fail to use protection. Unmarried women however use condomsbecause their
relationship with their partner is more casual’. Out-of-school girls have less access to
information, so they are lesslikely to want to test for HIV.

Prevention component: Participation and rights

7. In what ways and to what extent are girls and young women involved in HIV prevention
in your community?

The girls clubs prepare coffee ceremonies for the community and conduct discussions,

drama and poetry on HIV and otherreproductive health issues. Although there are asmany

as 20 female membersin youth clubs, girls and young women’soverall participation in HIV

prevention isnot enough.

8. Have there been any projects in your community to bring together girls and boys or
young women and young men to talk about HIV prevention?

A youth club bringstogether girlsand boyson a monthly basisto discuss variousissues. “We

discuss issues such as marriage and reproductive health. The youth like the program very

much. It improves their decison-making skills and helps them develop confidence in

themselves'.

9. What would encourage you to get more involved in HIV prevention in your community?
The coffee ceremoniesshould be held more regularly. If parentsreceive information
through ‘idirs' or the burial association and home-to-home visits, they willbe encouraged to
discuss HIV with their children freely and allow them to participate in Anti-AIDSclubs.

Prevention component: Legal provision:

10. What do you know about laws in Bhiopia that might affect how girls or young women
can protect themselves from HIV?

There are lawsprohibiting the harassment of women, rape, wife inheritance, female

circumcision and abortion. These can help protect girlsand young against HIV.

11. To what extent do these laws affect HIV prevention for girlsand young women?

Although such lawsexist, theirenforcement isoften weak. Thisispartly because the
community’'sawarenessof these lawsislow. Rapistsare often freed on bail or forlack of
evidence. “In ourarea, a 40 yearold man got married to a 13 yearold girl. The police
arrested him but laterfreed him. He subsequently abducted the girland took herto another
city”. Although abortion isprohibited by law, backsstreet abortionsstill take place.

Prevention component: Policy provision:

12. What type of education have you received about issues such as relationships, sex and
AIDS? For example, what have you been taught about your sexual and reproductive
health in school?

The school curriculum does not cover reproductive health issues. “In biology class, the

teachersteach usabout our bodiesand menstruation, but do not give detailed instruction

on HIV or sex”. The school Anti-AIDSclubsand mini-media deal with these topics however.

The health center holds instruction sessons and TV shows on HIV, SIDs and condoms for

people who go there formedical assstance. Dramasare also shown.

13. What could the government of Ethiopia do to fight fear about AIDSin your community?
Information on HIV should be provided to the public through the media and other
ingtitutions. It should be given in an attractive and easly understandable way. The
govermnment should also allow expansion in the numberof NGOswhich provide information
on HIV.

Summary Question:




14. What are the 2-3 most important changes that could be made to help girls and young
women in Ethiopia protect themselves from HIV?

Girls and young women should be provided with better education and employment.

Women should be placed in decison-making positions so that they can help other women.

The enforcement of the laws on rape, early mariage and abduction should be

strengthened. “Support should be given to open job opportunities for prostitutes and to

expand the numbersand coverage of girls clubs’.

Focus group discussion with young women and girls

Age group: 17-20 years

Number of participants: 10

Profile of participants: included in-school girls, mostly peereducators
Place: AddisAbaba

Prevention component: Availability of services

1. What sorts of HIV prevention services are there for girls and young women in your
community?

Youth clubs,an NGO and a health center offerinformation and condomsto the

community. The latter, however, offerscondomsonly when they run out of other

contraceptives. Condomsare also available in shopsand pharmacies. The NGO provides

HIV testing servicesforfree. ARVsare provided by the health center.

“The youth clubsdistribute newspapersand leaflets, conduct peereducation sessonsand

coffee ceremoniesto teach people about HIV, and distribute condomsaswell”.

2. How much do boys and young men know about HIV prevention services in your
community? What is their role in supporting HIV prevention for girlsand young women?
Many boysand young men do not want to use condoms. “Men’sinterest in usng condoms
is very low. Women are embarrassed to buy condoms so it would be good if the men

become more interested in getting and using them™.

Men are also often uninterested in taking the HIV test. “Neither the young men or women
take the initiative to take the HIV test. The women take the test only when they are about to
go abroad orwhen they are getting married. The girls club teacheswomen about HIV, but
men have to be reached also. Otherwise, it islike clapping with one hand”.

3. What sort of HIV prevention serviceswould you like more of in your
community? How would that make a difference to yourlife?
Provision of information on HIV should be expanded. More youth clubsshould be
established and more entertaining forms of transmitting information such asdramasand
songsshould be used.

“Shools should include information on HIV in their curriculum. Thisisbecause students pay
more attention to what theirteacherssay than to anyone else”.

Prevention component: Accessibility of services

4. What are your experiences of using HIV prevention services in your community? In what
way have those experiencesbeen good orbad?

Girls and young women are often reluctant to receive information on HIV and condoms

because of embarrassment, negative attitudes towards youth clubs, or because they are

tired of hearing about HIV. “When we invite girlsto come to the girls club, they refuse to

come, saying they have heard enough from the media. But we encourage them to come

and listen to discussionsof otherissues, including reproductive health”.

5. What are the main barriers that you have faced when trying to use HIV prevention
servicesin your community?




Health workersare not very welcoming to girlsand young women who want to take the HIV
test. “Once my friend and I went to a clinic foran HIV test. We told the nurse that we were
18 years old but she looked at us and said that we would not be allowed to take the test
unless we brought our parents. The attitude of the health workers does not encourage
people to take the HIV test. Sometimes, they go out for a tea break and make people
wait”.

The attitudes of community members are also discouraging. “The community does not
have a good attitude towards people who want to take an HIV test. They often say, ‘why
doesshe doubt herself? She must have done something wrong’”.

The cost of an HIV test can also discourage some from taking it, sometimesbecause they
believe that testswhich are offered without charge orforlow pricesare inadequate.

6. Inwhat waysare HIV prevention services easier or harder for particular types of girlsand
young women to use?

Married women are usually less likely to test for HIV because they believe that they are safe.

On the other hand, their chances of taking the test become higher when they become

pregnant. Out of school girlsand married women also have lessaccessto information on

HIV. “Married women spend most of theirtime in the house. So they do not have accessto

placeswhere they can get information”.

Prevention component: Participation and rights

7. In what ways and to what extent are girls and young women involved in HIV prevention
in your community?

The person who handles HIV mattersin our local administration isa woman. In the youth

club, 40 out of 50 membersare girls. However, “overallfemale participation in youth clubsis

low because they are burdened by domestic chores’.

8. Have there been any projects in your community to bring together girls and boys or
young women and young men to talk about HIV prevention?

Anti-AIDSclubsprepare coffee ceremoniesin which young men and women discuss HIV,

RH, relationshipsand their life experiences.

9. What would encourage you to get more involved in HIV prevention in your community?
Effortsto present messagesin an attractive mannercan promote girls involvement in HIV
prevention. “We should reach out to parentsto encourage them to allow theirdaughterto
participate in Anti-AIDSclubs.”.

Prevention component: Legal provision:

10. What do you know about laws in Bhiopia that might affect how girls or young women
can protect themselves from HIV?

The lawson rape, early marriage, circumcision, abduction and the right to have information

on reproductive health help girlsand young women protect themselvesfrom HIV.

11. To what extent do these laws affect HIV prevention for girlsand young women?
Lack of enforcement of the lawson rape, abduction and early marriage weaken theirrole
in preventing HIV for gilsand young women.

“There are some who say that they can commit rape and 4ill be released from jail by
paying 500 birr”.

Prevention component: Policy provision:

12. What type of education have you received about issues such as relationships, sex and
AIDS? For example, what have you been taught about your sexual and reproductive
health in school?



We have not had lessonson HIV in our school. “In our biology class, we have been taught
about the menstrual cycle and ouranatomy, but very little on HIV”.

13. What could the government of Ehiopia do to fight fear about AIDS in your
community?
More counseling and information centers should be established. The govermment should
encourage youth associations because they can bring about change. It would help if
schools provide more instruction on HIV. Media messageson HIV should be monitored more
closely.

Summary Question:

14. What are the 2-3 most important changes that could be made to help girls and young
women in Ethiopia protect themselves from HIV?

Parent-child communication on reproductive health should be encouraged. Support

should be provided to promote women’sinvolvement in decision-making positions.

“The govermment should provide opportunities for greater female participation in

combating HIV/AIDS. The govemment and NGOs should support girls clubsand women’s

associations.”

Focus group discussion with rural, married young women

Age group: 18-23 years

Number of participants: 11

Profile of participants: Rural, married women

Place: Soyoma Genji, Becho district, Oromia region —Rural area

Prevention component: Availability of services

1. What sorts of HIV prevention services are there for girls and young women in your
community?

The two Community-Based Reproductive Health Agents (CBRHASs) teach women about the

modes of transmisson and prevention of HIV during home visits and community meetings.

The health centerhoweverdoesnot provide information on HIV.

“There isa community health worker who teachesusabout HIV. He taught usto remain with

only one partner, and to encourage our husbandsto use condoms’.

Condoms are distributed to the men by the CBRHAs. The HIV test is offered by health

centers in the rural town of Tulo Bolo 10 km away and in Weliso town, 15 km away. Not

many people were aware of the existence of thisservice nordid they use it however.

“I took the HIV test at the Weliso health center when | got married three years ago. We

started to take the test before marriage after we got information on it from the CBRHAs but

some people stillget married without getting tested.”

Treatment for SIDsisofferred at the health centerand private clinicsin Tulo Bolo.

The women believed that ARVsforpregnant women were given only in AddisAbaba, while

it wasprobably given in Weliso.

2. How much do boys and young men know about HIV prevention services in your
community? What is their role in supporting HIV prevention for girlsand young women?
Men learmn about HIV and HIV prevention services from the CBRHAs during community
meetings and when they go to health centers with their wives. Most had received such

information. “They know about it but we do not know whetherthey use it or not”.

After receiving information on HIV from the CBRHASs, the men had started to change their
behaviorand also to advise women on protecting themselves.

“Previoudy, the men used to go to town and spend 2 to 3 days drinking. But they have
stopped doing thisafter they received the information on HIV. leven know a man who uses
condomsbecause he isnot sure about hishealth status’.




3. What sort of HIV prevention services would you like more of in your community? How
would that make a difference to your life?

Provision of information on HIV by the Community-Based Reproductive Health Agentsshould

be expanded to reach remote localities, malesand elders.

“Blderly men are giving their daughtersin marriage to men without asking them to take the

HIV test. So, it isimportant to teach them about the disease since they are the decision-

makersabout marriage”.

It wasconsidered desrable to have a health facility built nearby, because tripsto the health

centerin town gave men the opportunity to spend more time drinking and engaging in

sexual liaisons.

Prevention component: Accessibility of services

4. What are your experiences of using HIV prevention services in your community? In what
way have those experiencesbeen good orbad?

The women felt that the provison of information and services by the community-based

reproductive health agentswasvery accessble and useful. The health centershoweverdid

notteach about HIV and were lessaccessible and receptive.

5. What are the main barriers that you have faced when trying to use HIV prevention
servicesin your community?

The barriersto using condomsand taking the HIV test are mainly attitudinal.

“Ourhusbandssay that condomsreduce sexual satisfaction and do not want to use them”.

“People are too embarrassed to take condomsfrom health workersand health centers’.

“People do not take the HIV test because if they were found to be HIV postive they are

afraid they willbe stigmatized by the community”.

6. Inwhatwaysare HIV prevention services easier or harder for particular types of girls and
young women to use?

Married women are able to get accessto HIV information and services when they go to

health facilitiesto get various MCH services. While in-school girlscan get information about

HIV from schools, their awarenesscan be lower than that of out-of-school girlsbecause the

former are often focused only on theireducation.

Prevention component: Participation and rights

7. In what ways and to what extent are girls and young women involved in HIV prevention
in your community?

Girlsand young women who are more aware about HIV prevention discusstheir knowledge

with otherson an informal bass, at marketsand social occasions. But they do not engage in

otherformal orplanned HIV prevention activities.

8. Have there been any projects in your community to bring together girls and boys or
young women and young men to talk about HIV prevention?

Although the community-based reproductive health agents give instruction on HIV to males

and femalestogether, discussonsamong them have not taken place.

9. What would encourage you to get more involved in HIV prevention in your community?
The formation of a woman’sassociation, which can be involved in teaching the community
about HIV, and sensitizing men to allow women to participate in such work were suggested
waysof increasing women’sinvolvement in HIV prevention.

Prevention component: Legal provision:

10. What do you know about laws in Bhiopia that might affect how girls or young women
can protect themselves from HIV?



Lawsthat protect girlsand young women from HIV are those which prohibit early marriage,
abduction, harassment of women and harmful traditional practicessuch ascutting of tonsils
and scraping gums.

11. To what extent do these laws affect HIV prevention for girlsand young women?

Early marriage and rape, which make girls and young women vulnerable to HIV, have
declined because of the lawsagainst them.

“Previoudly, it was difficult to send girlsto school orthe market because rape wascommon.
But rape rarely occurs now because people have heard through the media that it is
punishable with 15to 20 yearsin prison”.

Prevention component: Policy provision:

12. What type of education have you received about issues such as relationships, sex and
AIDS?

The school curriculum deals with subjectslike human anatomy but not about such issuesas

relationships and sex. The provison of information on the modes of transmission and

prevention of HIV was either lacking or limited, according to participants. The Anti-AIDS

clubsthough, discuss HIV, faithfulnessand relationships.

13. What could the government of Ethiopia do to fight fear about AIDSin your community?
Srengthened education about HIV and stigma aswell asincreased availability of ARVs
were suggested asmechanismswhich could reduce fearabout AIDSin the community.

“It would be better if we could get the medicine in the nearest health center. This would
encourage people to take the HIV test”.

“The government should teach about HIV so that the stigma against people living with the
virus will be reduced. Many people want to take the test but they are afraid that the
community may stigmatize them if they are found to be positive”.

Summary Question:
14. What are the 2-3 most important changes that could be made to help girls and young
women in Ethiopia to protect themselves from HIV?
Srengthen enforcement of the laws which prohibit early marriage and harmful traditional
practicessuch astonsllectomy, uvulectomy and female genital circumcision.
This should be supplemented with “education for elders who are the main decision-makers
on theirchildren’smarriage”.
Introduce a law that requirestestsfor HIV before marriage.

Interview with Program Officer, Male, HIV/ AIDSand ARH, UNFPA

1. Whatisyourimpression about the general situation of HIV prevention for girls and young
women in Ethiopia? Are things getting better or worse, and why?
The National HIV/AIDS Srategic Plan createsa good policy environment for HIV Prevention
among girlsand young women. It makesclearthat they are the main target group for HIV
prevention. Actual prevention activitiesare much strongerin urban areaswhere there are
many Anti-AlIDs clubs. There are few Anti-AlIDs clubs in rural areas and HIV-related
educational activities are directed mainly at married adults. Groups of women who are
particularly inaccessble to HIV prevention servicesand information are girls within marriage
in rural areas—the average age of marriage for girlsin Amhara region for insance is14.4 —
and domestic workers.
The Adolescent and Youth Policy isexpected to come out in January. Thispolicy gives
substantial attention to HIV in addition to reproductive health generally aswellasgender.
The Community Conversationsinitiated by UNDP have significant potential in involving urban
and rural communitiesin discussionsand action related to HIV prevention. Although they
would ideally involve young women, girlsmay be lessinvolved. The conversationsare also
held in a limited number of areasin the country.



2. In your opinion, what laws in Ethiopia are making HIV prevention for girls and young
women better or worse?

The legal minimum age of marriage is now 18 years. This has raised the actual age of
marriage in many communities, which will reduce girls vulnerability to HIV arising from this
practice. However, the reality remains that a large proportion of girls still get married at
younger agesto maleswho are asmuch asten yearsolder. This will make some of them
vulnerable to HIV infection. Sronger effortsare needed to build the capacity of judicial and
enforcement agencieswith respect to the age of marriage.

The new Family Law has liberalized abortion rights, especially for women who have
experienced rape orincestuousintercourse. Thismay protect some girlsand young women
from HIV/AIDSinfection due to back-street abortions. There are no legal prohibitionson the
use of HIV prevention and STl treatment services for girlsand young women. Girlsunder 18
yearsof age are presently restricted from using VCTserviceshowever. A new provison that
isbeing developed expandsaccessto VCTservicesto those who are 15 yearsand older.

3. How does legislation affect different types of girls and young women and their
vulnerability to HIV?

The legal restrictions on abortions as well as the recent changes have a more significant

impact on urban and unmarried girls who are more likely to be exposed to unwanted

pregnancy. The right to use SRH servicesismore likely to be beneficial forin-school girlswho

are more informed about these services.

4. Overall, what laws could the government change to bring the greatest improvements to
HIV prevention for girls and young women?

Srengthened implementation of laws on early marriage and abortion rights is needed to

improve HIV prevention. The proposed provison of accessto VCT for girls over 15 years of

age ispostive but needsto be supplemented with appropriate counseling.

5. What types of government policies or protocols makes HIV prevention for girls and
young people in Bhiopia better or worse?

The national HIV/AIDS strategy stresses expanded availability of male and female condoms.
The policy on ARTmakesit widely available free of charge. It doesnotinclude directionson
nutritional interventions and livelihoods support however, which should be addressed. While
the previous policy on VCT services stresses self-initiated requests for this service, the
proposed HCT urges health workers to encourage clients to undertake counseling and
testing. The policy on mainstreaming HIV is helpful in directing line ministries to allocate 2%
of theirbudget to HIV prevention.

6. Do girlsand young women —and also boysand young men - receive any type of official
sex education?

The Ministry of Education has incorporated Life Sills in the national curriculum, which

includes attention to SRH issuessuch asHIV and STl prevention. However, there is substantial

variation in the extent to which the different regional administrationshave adopted it in their

regional curriculums.

7. Overall, what policies or protocols could the government change to bring the greatest
improvementsto HIV prevention for girlsand young women?

Potential improvement to policy should involve “giving more attention to strengthening

livelihoodsand nutrition, which are sourcesof vulnerability to HIV and AIDS'.

8. Whattype and scale of HIV prevention services are available for girlsand young women
in BEhiopia?
The availability of HIV prevention servicesis generally inadequate. With respect to condom
availability, he said, “In a recent study trip to the north of the country, we found that the
availability of condoms per person allowed for the use of only 4 condoms a year, which is
highly inadequate in relation to the estimated average coital frequency of 80 timesa year”.
Female condomsare unavailable in most areas. UNFPA hasplansto expand the availability
of female condomsin 2007. Although there are 700 VCT sites and 112 ARV sites, they are



serioudy inadequate in relation to the need for them, especially in rural areas where
information about them isalso minimal.

9. What type and scale of HIV prevention services are available for particular types of girls
and young women?

HIV prevention services are least available for rural women. Lack of information makes it

more difficult for out-of-school girlsto make use of available services. Married women are

lessable to request condomswithout theirhusbands permission.

10. What type and extent of HIV prevention services and information are available for boys

and young men? How doesthis affect the situation for girlsand young women?
Availability and accessto ARVs, STl treatment and information on HIV isgreater forboysand
young men who are more knowledgeable about them.

11. Overall, what types of services most urgently need to be increased to improve HIV
prevention for girlsand young women?

To improve service availability, HIV services should be integrated with ANC. The availability

of YFS should be expanded. Support for livelihood skills will transform the lives of girls and

young women and enable them to avoid multiple partnersand sex work.

Q 12-15. Skipped forlack of time on the part of respondent.

16. How are international commitments applied in Bhiopia?

The protection of the human rights of girls and young women is not strong. The CRC and
CEDAW lack reporting mechanisms, which makes it difficult to assess implementation.
Implementation is likely to be limited given low awareness of them and the prevalence of
early marriage, abduction, FGM and violence.

17. To what extent isthe national response to AIDS ‘rights-based’?

The national AIDS policy is not formulated on the basis of ‘rights. It placesthe burden of
responsibility on ‘duty bearers or service providersrather than giving recognition to clients
rights.

18. To what extent are girls and young women involved in decision-making about AIDS at
the national level?

The respondents knowledge of female participation in national-level decison-making on

AIDSprevention waslimited.

19. Overall, what priority actions could be taken to support girls and young women to be
more involved in national level decision-making about AIDS?

Women’s representation on national and regional HIV/AIDS councils and the CCM should

be ensured. There is a need to strengthen capacity in the Women'’s Affairs Ministry on

Gender and HIV, to improve their ability to address HIV prevention and strategic issues. HIV

should be mainstreamed in the National Gender Action Plan.

20. In summary, what are the 3-4 key actions that would bring the biggest improvements to
HIV prevention for girls and young women in Bhiopia?

To improve HIV prevention for gils and young women, he stressed that “focused
interventions targeting specific geographic areas and women and youth should be
emphasized. Forinstance, youth involvement in HIV prevention should be strengthened by
supporting Anti-AIDS clubs. Integration of HIV prevention services with the health system,
such as in the expanson of YFS can be a significant opportunity”. He added that
underlying causes for the expansion of the epidemic could be addressed by supporting
economic self-reliance among women. Accessto male and female condoms should be
expanded. Greater attention should be given to gender issues such as early marriage,
violence and harmful traditional practicessuch asabduction and FGM.



Interview with HIV/AIDS Program Division Head, Male,
Family Guidance Association of Ehiopia (FGAE)

1. Whatisyourimpression about the general situation of HIV prevention for girls and young
women in Ethiopia? Are things getting better or worse, and why?

HIV prevention programmes for girls and young women have been limited and not as

effective. They are usually directed at the whole population and do not target them

specifically. But we see some improvementsamong thisgroup in that they are more likely to

use services freely. The number of girls anti-AIDS clubs is increasing and more girls are

involved in post-test clubsand aspeerpromoters.

2. In your opinion, what laws in Ethiopia are making HIV prevention for girls and young
women better or worse?

The new legal provision on abortion allowsvictims of rape to get an abortion based on their

own testimony in contrast to the previous situation in which they had to go through an

extended process. The law prohibiting marriage under the age of 18 years will also

contribute significantly to HIV prevention. Girls are not required to get parental consent in

orderto use HIV prevention services.

3. How does legislation affect different types of girls and young women and their
vulnerability to HIV?

The abortion law is more likely to benefit unmarried and out of schoolgirls who are more

vulnerable to rape and unwanted pregnancy. The law on early marriage will strengthen HIV

prevention especially among rural and out-of-school girls.

4. Overall, what laws could the government change to bring the greatest improvements to
HIV prevention for girls and young women?

The government should introduce a law that restrictscommercial sexwork. The absence of

such a law deniesthe women involved any protection and exposesthem to HIV.

5. What types of government policies or protocols make HIV prevention for girls and young
people in Bhiopia better or worse?

The proposed VCT policy, which allows service providers to take the initiative to suggest

testing, is beneficial, and will increase the number of VCT clients. It also allows for group

counseling for ANC clients who may then undertake testing and individual post-test

counseling. Vulnerable girls and young women, including CSWs, who come for other

services, willbe able to benefit from this.

6. Do girlsand young women —and also boysand young men - receive any type of official
sex education?

The respondent believed that family life education wasbeing given in schoolsbut was

uncertain about itscontents.

7. Overall, what policies or protocols could the government change to bring the greatest
improvementsto HIV prevention for girlsand young women?
He did not suggest any changesto current policy that could improve HIV prevention

8. Whattype and scale of HIV prevention services are available for girlsand young women
in BEhiopia?
HIV prevention servicesare generally quite available in urban areas. Male condoms, and
ST, VCTand ARV servicesare available in hospitalsand health centers. Two hundred health
centersnow offer PMTCTservices. But since the number of such facilitiesislimited in rural
areas, condoms, ST, VCTand ARV servicesare unavailable to most of the rural population.
RH agentsare often the only source of condomsbut they may not be present in many
localitieshowever. Unreliable supplies, lack of awarenessand biasesagainst condomsalso
restrict condom use in rural areas. Female condomsare generally unavailable in both
urban and rural areashowever.



9. What type and scale of HIV prevention services are available for particular types of girls
and young women?
In addition to rural girls, HIV prevention services are less available to out-of-school girls who
are lessinformed about them. CSWsvisit health centersto get treatment for STisand are
often offered condoms through outreach activities. Orphaned gitls with HIV who are
involved in HBC are able to get ARVs. Posdtive prevention among PLWAs has been
strengthened considerably as a result of ‘the increasing number of and support for post-test
clubs which have allowed them to discuss their concems and promoted a posditive
environment for them.”

10. What type and extent of HIV prevention services and information are available for boys
and young men? How doesthis affect the situation for girlsand young women?

The availability of servicesfor malesissimilar to that forfemales. Malesare more likely to

request condomsand STland VCTservices. They face lesssocial restrictions.

11. Overall, what types of services most urgently need to be increased to improve HIV
prevention for girlsand young women?

To improve HIV prevention among girlsand young women, availability of information and

VCTservicesin rural areasand forthose out of school should be strengthened.

12. What are the main barriers to girls and young women using HIV prevention services in
Ethiopia?
The barriersto girflsand young women using HIV prevention servicesinclude the cost of VCT
services. The location of servicesismore of an obstacle forrural girlsand women. Lack of
privacy isa strong concermn in the case of VCTsites, which often do not have visual privacy.
ARTsdites, which are often newly built, are more isolated. The attitudesof health workers,
who may sometimesbe judgmental of ARV clients, can be quite discouraging. “We have
also observed that counseling servicesare notideal since some health workerswho work as
counselorsare sometimesdisinterested and even hostile.” Culturalnormscan also be
severe constraintson the use of HIV prevention services. Acommon comment made about
those who want to take up VCTforinstance, is“why doesshe want to get tested? She must
have engaged in illicit sex.”

13. Are HIV prevention services easier or harder for particular types of girls and young
women to access?
The costs of VCT services can till be prohibitive for those who are unmarried and out of
school. Condomsare more accessble to CSW and unmarried girlshowever.
14. What role do boys and young men have in making HIV prevention services easier and
better for girlsand young women?
Men play both negative and postive roles. Married men, forinstance, are commonly
disinterested in usng condoms. On the otherhand, men are often instrumental in bringing
theirpartnersto undertake VCTor STl treatment. Many are lesswilling to use these servicesin
response the theirpartners request however.

15. Overall, what priority actions could be taken to make HIV prevention services more
accessible to girlsand young women?

“Priority should be given to the expansion of VCTservicesin rural areaswhere there isgreat

demand forthem. Many rural people now have to come to urban centersto get tested in

preparation formarriage. It would be beneficial if VCTservicesare offered free of charge to

rural, unmarried and out-of-school girlsand young women. Smilarly, condomsshould be

promoted among rural and out-of-school girls.”

16. How are international commitments applied in Ethiopia?

International commitments such asthe CRC and CEDAW are not well implemented. Thisis
apparent from rampant persistence of child labor and continued lack of decision-making
powerand low statusof women in the country.

17. To what extent is the national response to AIDS ‘rights-based’?



The national AIDS policy is theoretically rightsbased but these rights are not well
implemented. Forexample, “SRHrightssuch asthe right to confidentiality, safe servicesand
information are not guaranteed”. The respondent was not aware that SRH rights of female
PLWA were mentioned in the AIDSpolicy

18. To what extent are girls and young women involved in decision-making about AIDS at
the national level?

The respondent was not aware of the participation of girls and young women in national

decison-making on HIV/AIDS.

19. Overall, what priority actions could be taken to support girls and young women to be
more involved in national level decision-making about AIDS?

“The development of plans, policiesand guidelineson HIV prevention should involve girls

and young women”.

20. In summary, what are the 3-4 key actionsthat would bring the biggestimprovements
to HIV prevention for girls and young women in Ethiopia?

Expand the presence and awarenessof VCT, ARTand PMTCTservicesin rural health centers
and clinics. Legal processesforvictimsofrape should be facilitated. The respondent
underlined that “women living with HIV/AIDSshould be supported by giving them special
employment and educational privileges. Thiswill also encourage many girlsand young
women to get tested for HIV”. To reduce the many cultural constraintson HIV prevention,
there isa need to involve community leadersin encouraging people to use condomsand
VCTand STl services.

Interview with Model Clinic Head, Male,
Family Guidance Association of Ethiopia (FGAE)

1. Whatisyourimpression about the general situation of HIV prevention for girls and young
women in Ethiopia? Are things getting better or worse, and why?
HIV/AlIDShasbeen recognized asa major problem at the national level. Asa result, the
govemment and the Ministry of Health aswellasNGOshave given great attention to it.
Major activitieshave been concerned with information provison and advocacy.
Substantial effortshave been made to promote VCT. NGOshave been a significant source
of support fororphansand the elderly who have been affected by the epidemic. There are
weaknessesin the overall effort however. Seekersof HIV prevention servicesare not able to
find them wheneverthey are need. The resourcesavailable forNGOsand the government
are not adequate which lead to fluctuation in the servicesthat they provide.

2. In your opinion, what laws in Ethiopia are making HIV prevention for girls and young
women better or worse?
The legal environment for the prevention of HIV/AIDSamong giflsand young women has
been improving. A new law hasbeen introduced to penalize those who knowingly spread
the virus. Srengthened sanctionsand enforcement on rape will protect those who are
vulnerable to HIV/AIDSasa result of rape. The law prohibiting early marriage isbeing
implemented by some of the regions. Parentsare now penalized for marrying off girlswho
are lessthan 18 yearsold. Legal measureshave also been introduced to restrict harmful
traditional practicessuch aswife inheritance, FGM and tattooing. The new law on abortion
permitsthose who have experienced rape and incestuoussexual relationsto have an
abortion based on the victims testimony only. Thismay be beneficial butit can also
promote risky sexual behaviorand the spread of HIV and SIDs. It would be betterto stress
the use of condomsand contraceptives. Generally, these lawscan play a strong role in
preventing HIV among girlsand young women if supplemented with education.

3. How does legislation affect different types of girls and young women and their
vulnerability to HIV?



The laws on rape, early marriage and abortion are especially beneficial to unmarried girls
and both in school and out-of-school girls.

4. Overall, what laws could the government change to bring the greatest improvements to
HIV prevention for girlsand young women?
The enforcement of these lawsshould be strengthened in orderto better prevent HIV

among girlsand young women.

5. What types of government policies or protocols makes HIV prevention for girls and
young people in Bhiopia better or worse?

The policy environment around HIV prevention is generally good. The National HIV/AIDS

policy emphasizes HIV prevention, promotes utilization of VCTand discourages stigma and

discrimination against PLWAs. The Women’'s and Youth Policies also complement it.

However, implementation of the policy isweak.

6. Do girlsand young women —and also boysand young men - receive any type of official
sex education?
The respondent wasnot aware of the inclusion of sex education in the school curriculum.

7. Overall, what policies or protocols could the government change to bring the greatest
improvementsto HIV prevention for girlsand young women?

“The policy on VCTshould be supplemented with strengthened community sensitization and

mobilization if it isto be effective. This policy can also be improved by allowing for the

provison of proof of statusaftertesting aswell asobligatory testing forrapists’.

8. Whattype and scale of HIV prevention services are available for girlsand young women
in Bhiopia?

HIV prevention services, including condoms, VCTand STl treatment, are available in most

health facilities. However, the respondent emphaszed that:

“dnce VCTand STl servicesare often subsidized or offered by donorsor NGOstheir future

availability and affordability isin question. Snce the youth do not tell their parentsthat they

are about to test for HIV, they may find VCTincreasingly unaffordable.”

ARV treatment isalso not available in many places, including in AddisAbaba.

9. What type and scale of HIV prevention services are available for particular types of girls
and young women?

The relative availability of HIV prevention servicesto different typesof girlshoweverissmilar.

PLWAsreceive messageson positive prevention during VCTsessions.

10. What type and extent of HIV prevention services and information are available for boys
and young men? How does this affect the situation for girlsand young women?

The availability of HIV prevention servicesforboysand young men issimilarto that of girls

and young women, except that the latterare more likely to be offered such serviceswhen

they come forfamily planning services.

11. Overall, what types of services most urgently need to be increased to improve HIV
prevention for girlsand young women?

The availability of servicessuch asVCT, STl treatment and ARTshould be expanded. This

requiresinvestment in human resources, drugsand equipment.

12. What are the main barriers to girls and young women using HIV prevention services in
Ethiopia?

There are cultural normsthat sanction male dominance and discourage women from

expressing theirneeds. Thus, “women are not encouraged to look forcare. While males

have many excuses—such astheirinvolvement in games—that allow them to use RH

services, femalesare restricted to the home. Girlswho experience rape therefore cannot

getemergency contraceptivesortreatment for SIDs. Because they are often economically



dependent, they may not be able to get treated for SID, also because they are unable to
inform their partnerabout their condition.” In rural areas, the location of HIV prevention
servicesand lack of transport constrainsmany women from using health services. The
respondent also believed that available servicesare usually not very youth friendly; “Health
workersmay not be receptive to the youth. Snce otherentertainment servicesare absent,
the youth do not have a coverif they come into contact with family membersat the health
facility.”

13. Are HIV prevention services easier or harder for particular types of girls and young
women to access?

Among the female population, unemployed, unmarried and in-school girlsare least likely to

have the financial resourcesto pay forsuch services. Ruralwomen are also constrained

culturalnormsand lack of awareness. While in-school girlshave greateraccessto

information, they may have lessaccessto condomswhich are not offered in schools.

14. What role do boys and young men have in making HIV prevention services easier and
better for girlsand young women?

Many malesmay restrict women’sand girls' use of services. Forinstance, we commonly

hear girlssaying “If lask him to use a condom, he refusessaying ‘you must have had sex with

others. | know my status”.

15. Overall, what priority actions could be taken to make HIV prevention services more
accessible to girlsand young women?
There isa need to raise theirawarenessof theirrightsand available services

16. How are international commitments applied in Ethiopia? Not discussed —lack of time
17. To what extent isthe national response to AIDS ‘rights-based’? Not discussed.

18. To what extent are girls and young women involved in decision-making about AIDS at
the national level?

Respondent not informed about women’s participation in decison-making on HIV/AIDS at

the national level, he noted that women held many key positionsin the health ministry.

19. Overall, what priority actions could be taken to support girlsand young women to be
more involved in national level decision-making about AIDS?
Itisimportant to increase the involvement of women in the National HIV/AIDS Office.

20. In summary, what are the 3-4 key actionsthat would bring the biggestimprovements
to HIV prevention for girlsand young women in Bhiopia?

“Sepsshould first be taken to enhance theiroverallawarenessand education. Secondly,
female participation in positionsof authority and decison-making should be increased,
which will allow them to stand for their own rightswithout waiting forthe good will of others.
Thirdly, theireconomic self-reliance should be strengthened by supporting them in gaining
employment and generating income. Fourth, legal provisonsconcermed with practices
that contribute to the spread of HIV among giflsand young women, which include rape,
knowingly spreading HIV, early marriage, wife inheritance and abduction, should be
strengthened and enforced better.”

Interview with National Coordinator, Female, PLHIV Network
National Association of Positive Women in Ethiopia.




1. Whatisyourimpression about the general situation of HIV prevention for girls and young
women in Bhiopia? Are things getting better or worse, and why?
An assessment of the general stuation of HIV prevention for gilsand young women in
Ethiopia hasto considerthe extent to which the rural population hasbeen reached, since
that isthe majority. In thisrespect, the work done isnot adequate in terms of raising
awarenessand addressing harmful traditional practicessuch asabduction, rape, FGM and
the spread of HIV. Media programs, which are transmitted in only several languages, do not
reach communitieswho speak the many otherlanguages. The media isespecially
inaccessble to young girls. Forsure, health workers, youth and PLWAshave done strong
educational work. But theirimpactisweakened by the lack of open parent-child
communication, which makesgirlsvulnerable due to the clandestine sex they engage in,
and the lack of awarenessabout condom use. Religiousleadersurge abstinence asa
mode of prevention but thisisconsidered unrealistic by the youth. They also advocate ‘one
to one’ relationshipswhich may be difficult to achieve forthe many youth who have to
migrate to urban areasdue to the lack of enough land in the rural areas. Practicessuch as
early marriage and wife inheritance also put gilsand women at risk. The work done in
promoting VCTisquite good however.
Although thingsare getting better, much more needsto be done. She explained:
“Programmesare directed at the general population and do not give special attention to
females. Forinstance, when girlsare raped, they face biased judges. They are also not
able to communicate theircomplaintsout of fearand the humiliation that results. Girls
themselvesdo not have the education and skillsto protect themselves. | myself had 3
children in 5 yearsafterbeing abducted by husband. He died subsequently after exposing
me to HIV. Change hasbeen dow in the twenty yearssince I got married.”

2. In your opinion, what laws in Ethiopia are making HIV prevention for girls and young
women better or worse?

Lawswhich protect women exist but theirimplementation isweak. The community doesnot

cooperate in enforcing the laws. For instance, “when a girl is raped, it is often settled

through mediators and bribes. People also lack awareness of the laws. They keep quiet

when FGM occurs, claiming that it is none of their busness’. The law also does not

adequately protect HIV positive women from evictionsand property losses.

3. How does legislation affect different types of girls and young women and their
vulnerability to HIV?

Out-of-school girlsare vulnerable to rape but they do not presschargesbecause they lack

awarenessabout the law. If they became infected with HIV, they fail to go to court out of

shame. Married women are not protected from physical and sexual violence within their

marriage.

4. Overall, what laws could the government change to bring the greatest improvements to
HIV prevention for girls and young women?

Srengthened enforcement of lawson violence, rape and abduction will contribute to HIV

prevention.

5. What types of government policies or protocols makes HIV prevention for girls and
young people in Bhiopia better or worse?

Policieson HIV also do nottarget women specifically. She said that they plan to work foran

increased focuson women in the revised HIV policy expected to come out in 2008. HIV

postive women also have to be involved in the development of policieson HIV.

6. Do girlsand young women —and also boysand young men - receive any type of official
sex education?

Don’t know.

7. Overall, what policies or protocols could the government change to bring the greatest
improvementsto HIV prevention for girlsand young women?

Don’t know.



8. Whattype and scale of HIV prevention services are available for girlsand young women
in Ehiopia?
The availability of HIV prevention related servicessuch asARTand VCTisfairly adequate in
urban centerswhere they are found in most hospitalsand in a growing number of health
centers. Nurseshave now started to administer ART. These are good developmentsbut the
servicesare stillconcentrated in urban centerswhere they are inaccessble to much of the
rural population. But the supply of CD4 count and viralload measurementsmachinesand
second line drugsare severely short and highly variable, which result in 3 month long waiting
periods. PMTCTismainly available in hospitals. Home-based care isprovided by NGOs,
which mostly work in urban areas, so HBC isnot really available in rural areas. Female
condomsare unavailable generally and awarenessregarding them islow. Male condoms
are mostly available in urban areas.

9. What type and scale of HIV prevention services are available for particular types of girls
and young women?

Beyond urban and rural differences, the availability of HIV prevention services is similar for

different categories of women, including migrants. Till recently, appropriate ARVswere not

available for AIDSorphans, but thismay have improved.

10. What type and extent of HIV prevention services and information are available for boys
and young men? How doesthis affect the situation for girlsand young women?

The availabilty of HIV prevention services for boys and young men is smilar to that of

females, but their accessto information is higher because their opportunities to listen to the

media and join Anti-AlIDSclubsare greater.

11. Overall, what types of services most urgently need to be increased to improve HIV
prevention for girlsand young women?
“We have to bring information and advocacy about these servicesto theirhomes, smilar to

the way we promote sanitation and mosquito nets’.

12. What are the main barriers to girls and young women using HIV prevention services in
Ethiopia?
One of the obstaclesto gilsand young women using HIV prevention servicesare men who
restrict their mobility. Parental control can also make it difficult for girlsto accessand use
these services. Once they reached the health facilities, they did not face significant barriers
to theiruse of services. The shortage of health workerscould result in long waitshowever.
She believed that VCT, SID and ARTserviceswere available free of charge forthose who
needed them, although some drugsfor SIDshad to be bought from private sources, which
often made them inaccessble. She felt that the attitudesof health workerswere generally
good. Fearsabout confidentiality were also lessimportant these days.
13. Are HIV prevention services easier or harder for particular types of girls and young
women to access?
Accessto HIV prevention servicesisobvioudy much more restricted forrural women due to
the location of the services. The accessbility of VCTservicesissomewhat better for married
women than forunmarried women. Thisisbecause the latter were often unwilling to get
tested because of fearsthat they may be vilified forloose behaviorif found positive.

14. What role do boys and young men have in making HIV prevention services easier and
better for girlsand young women?

Malesare often not interested in usng condoms. They also make use of STitreatment and

ARVswithout telling theirpartnersor wives, because they are afraid to do so.

15. Overall, what priority actions could be taken to make HIV prevention services more
accessible to girlsand young women?

ARVsshould be made more accessble to ruralwomen by making them available in rural

health facilitiesand increasing women’sawareness of their availability.

16. How are international commitments applied in Ethiopia?



No information.

17. To what extent isthe national response to AIDS‘rights-based’?

The National AIDSPolicy doesrecognize the reproductive rightsof women living with HIV.
However, the problem isthat implementation isweak. She explained, “Many men do not
permit theirwivesto reveal their positive status. These women therefore cannot get any
care orassistance. Some men also force such women to have children”. On the other
hand, counselorsdo provide information on reproductive and sexual health during post-test
counseling sessions.

18. To what extent are girls and young women involved in decision-making about AIDS at
the national level?

Female involvement in policy development is generally low. The millennium campaign

(according to the Ethiopian Calendar), which seeksto raise awarenesslevelsand use of VCT

and ARTservice, isexpected to involve women significantly.

19. Overall, what priority actions could be taken to support girls and young women to be
more involved in national level decision-making about AIDS?
They should be appointed to government and decision-making positions.

20. In summary, what are the 3-4 key actionsthat would bring the biggest improvements to

HIV prevention for girls and young women in Bhiopia?

Enable HIV positive giflsand young women to provide peerto-peereducation. Integrate
sexeducation in the school curriculum. Srengthen women’sinvolvement in including
decison-making bodies, including those addressing HIV/AIDS. Supportincome generation
forgirflsand young women.

Executive Director, Female, NGO providing HIV Prevention and Support Services.

1. What is your impression about the general situation of HIV prevention for girls and
young women in Ethiopia? Are things getting better or worse, and why?

HIV prevention for girlsand young women isgenerally strongerin urban areas, where a lot of
information on HIV/AIDSisdisseminated through TV and the radio and school and
community programmes. Health facilities, which provide information and counseling, are
more accessble in urban areas. Rural girlsoften even lack accessto radio programmes
because they are burdened by domestic work. Theiraccessto information on HIV is
therefore limited. But the dissemination of information isgetting stronger. Religiousbodies
are getting involved in teaching about HIV. The Community ConversationsProgramme is
also strengthening knowledge about HIV. Many youth are involved in using rural markets
and holidaysto conduct edutainment activities.

1. In your opinion, what laws in Ethiopia are making HIV prevention for girls and young
women better or worse?

One of the laws that help prevent HIV among girls and young women isthe one on rape,

which penalizes perpetrators. Victims are increasingly beginning to bring rapists to the

courts. Enforcement of thislaw is stronger in some regions. The law on abduction has also

reduced itsincidence. Because of fearsabout HIV, familiesare now lesslikely to come to a

settlement when it occurs.

2. How does legislation affect different types of girls and young women and their
vulnerability to HIV?

Among different categoriesof girls, “it isthose who are informed about theirrightsand

HIV/AIDSwho are able to seeklegal help when they experience rape.” Urban girlsare more

likely to be assertive about theirrights.



3. Overall, what laws could the government change to bring the greatest improvements to
HIV prevention for girlsand young women?

“Theirenforcement needsto be strengthened. Educational activitiesshould be conducted

to support victimsin becoming more assertive and knowledgeable with respect to the law.

Community awarenessof the law should also be promoted.”

4. What types of government policies or protocols makes HIV prevention for girls and
young people in Bhiopia better or worse?

There are sound policies relating to HIV prevention for girl and young women such as the

HIV/AIDS and the Youth and Women’s policies. She said however, “Are they being

implemented properly? Thisneedsan informed and empowered public. It isonly then that

weaknessesin the policiescan be assessed.” Although the educational policy isexpanding

girls enrollment in schools, they do not receive much information on HIV/AIDS.

5. Do girlsand young women —and also boysand young men - receive any type of official
sex education?

The school curriculum does not give much attention to sex education, except in biology

classwhere they may learm about STisand HIV.

6. Overall, what policies or protocols could the government change to bring the greatest
improvementsto HIV prevention for girlsand young women?

“Policiesshould promote male involvement in HIV/AIDSand RH issuesand activities. Thisis

because both malesand femalesare involved in the occurrence and effect of RH

problems’.

7. Whattype and scale of HIV prevention services are available for girlsand young women
in Bthiopia?
HIV prevention servicesare mainly provided by health facilities. However, “Youth-friendly
servicesare uncommon although some NGOshave started to set them up in health
facilities. Snce the whole community goesto these health facilities, the youth do not have
youth-oriented facilitiesthat they can go to confidently. VCTservicesare attached to
health facilitiestoo. Sand-alone ordrop-in VCTcentersare uncommon. Snce health
workersare burdened by otherwork, the quality of counseling provided islowered.” Health
facilities, NGOs, shops, peereducatorsand reproductive health agentshave made
condomsfairly available. Information on HIV prevention iswidely disseminated, from such
placesasmarkets. Surveysindicate that “most of the population receivesinformation from
the radio and TV”.

8. What type and scale of HIV prevention services are available for particular types of girls
and young women?

Among different categoriesof girls, “the provision of servicesto young and unmarried girlsis
very inadequate in relation to their needs because the servicesare not designed to target
them specifically”. Otherwise, the degree of service availability forin and out-of schoolgirls
issmilar. Sex workersalso no longer need identification cardsto get free services. Refugee
camps often have UN funded clinics which also provide VCT services. PLWA associations,
which have regional branches, provide positive prevention services.

9. What type and extent of HIV prevention services and information are available for boys
and young men? How does this affect the situation for girlsand young women?

Although the availability of HIV prevention servicesisnot differentiated by gender, women

are given special attention due to theirreproductive rolesand enhanced vulnerability.

“Men are not targeted by health services. Snce many of them do not come to health

facilities, they are not able to get information nor services’.

11. Overall, what types of services most urgently need to be increased to improve HIV
prevention for girlsand young women?

Mobile servicesshould be introduced to serve rural gilsand women who have to travellong
distancesto get health care. The provison of reproductive and sexual information in the
curriculum and extra-curricular activitiesshould be strengthened aswell.



12. What are the main barriers to girls and young women using HIV prevention services
in Ehiopia?

An important barrier to the use of HIV prevention servicesby gitlsand young women is “the
lack of opennessregarding RSH within the family. Parentsdo not talk to their children about
RSH. Therefore, if a girl experiencesa problem, she isnot able to talk to her parentsand to
make use of services’. Health institutionsare not oriented to serve the youth who do not feel
that they are there to serve them. The location of servicesisa major barrier to rural women.
A barrier to the use of VCT services by the youth is their uncertainties about the
confidentiality of their discussionswith counselors.

13. Are HIV prevention services easier or harder for particular types of girls and young
women to access?
Unmarried adolescent girlshave lessaccessto servicesdue to theirfearof disapproval.

14. What role do boys and young men have in making HIV prevention services easier and
better for girlsand young women?

Young maleswho are open and aware support their partnersin using HIV prevention

services. But thisisnot alwaysthe case.

15. Overall, what priority actions could be taken to make HIV prevention services more
accessible to girlsand young women?

Community awarenesshasto be raised regarding HIV/AIDs, reproductive health and the

problemsofthe youth. NGOsand private institutionsneed to be involved in establishing

youth-friendly servicesin health institutions.

16. How are international commitments applied in Ethiopia?
The public is not aware of intemational conventions related to children’s and women’s
rights. As a result, implementation of or claims to these rights are weak. Abuses against
children also remain hidden.

17. To what extent isthe national response to AIDS ‘rights-based’?
The National AIDSpolicy isnot really ‘rightsbased’ because PLWAswere not involved when
it wasbeing developed. “There are PLWAswho have suffered a lot and they should
participate in revising the AIDSpolicy in orderto make it more ‘rightsbased’”.

18. To what extent are girls and young women involved in decision-making about AIDS
at the national level?
Girlsand young women participate in regional level youth associationswhich may be
involved in HIV related activities. But their participation in the development of the HIV/AIDS
policy norin the Nationals AIDSCommittee isnot very apparent.

19. Overall, what priority actions could be taken to support girls and young women to be
more involved in national level decision-making about AIDS?

“Srong women’sassociationshave to be established at the regional and national level. The

HIV/AIDSand ‘rights component of already existing women’sassociationshave to be

strengthened. Girlsshould be more involved in school student councilsand girls clubsin

every schoolhave to be supported. Generally, specific mechanismshave to be established

to give voice to gilsand young women”.

19. In summary, what are the 3-4 key actionsthat would bring the biggestimprovements
to HIV prevention for girlsand young women in Bhiopia?

Enhanced politicalcommitment isneeded at all levels. Public awarenessof policieshasto
be raised to insure theirimplementation. Donorshave to design long-term school projects
that provide education on HIV to adolescentsthroughout high school. HIV projectshave to
have a livelhoodscomponentin orderto reduce female vulnerability to HIV. Forinstance,
daughtersof CSWsare neglected and have to be targeted with income generating or
educational programmes.



Interview with Youth Club Coordinator, Female, HIWOTEhiopia (NGO)

1. Whatisyourimpression about the general situation of HIV prevention for girls and young
women in Ethiopia? Are things getting better or worse, and why?
The situation of HIV prevention for girlsand young women in Ethiopia can be divided into
two categories. In urban areas, the work done hasbeen good. There are many youth
associations, NGOsand school programswhich have provided a lot of information on
HIV/AlIDsand preventing pregnancy. People are therefore very aware. Inruralareas
however, the level of activity and information provision isvery low. Ruralpeople do not
have much accessto the media. The situation isimproving though because the
development of infrastructure isallowing NGOsto start HIV related activitiesthere.

2. In your opinion, what laws in Ethiopia are making HIV prevention for girls and young
women better or worse?

Some lawswhich may affect HIV prevention have been strengthened. These include the

lawson rape, incestuousmarriage and the purposeful sexual transmission of HIV.

3. How does legislation affect different types of girls and young women and their
vulnerability to HIV?

The lawson rape are especially likely to protect out-of-school girlswho are vulnerable to

rape. The lawson early marriage, abduction and wife inheritance are especially beneficial

to rural girls.

4. Overall, what laws could the government change to bring the greatest improvements to
HIV prevention for girls and young women?

“Awarenessof the laws, which isvery low, hasto be increased. The legal documentsshould

be made available everywhere so everybody can get them. Imyself don’t know much

about the laws, so itishard forme to comment on changesto them”.

5. What types of government policies or protocols makes HIV prevention for girls and
young people in Bhiopia better or worse?
She supported the policiesrelating to HIV prevention to a certain extent. Their shortcoming
however wasthat “the youth are not involved in the design of the policies. Forinstance, in
attending a discussion forum on the youth policy, Iwassurprised to see that only a few youth
were present. And they were mainly talking about how to establish officesand the like. The
policies would be much more effective if the youth, who are most affected by the
problems, are more involved in theirdesign”.
The policies are also not well implemented. For example, “The youth supposedly have a
right to VCT. But we see that counselorsare much older people. Thisdiscouragesthe youth
from using the services because it is much easder for them to talk about their problems to
those who are their own age. It would be much better to make peer to peer counseling
more available”.

6. Do girlsand young women —and also boysand young men - receive any type of official
sex education?

During the time she wasin school, not much attention wasgiven to sex education. A class

touched on such issuesasmenstruation very briefly. She did not think that there wasmuch

coverage of reproductive health in the current curriculum either.

7. Overall, what policies or protocols could the government change to bring the greatest
improvementsto HIV prevention for girlsand young women?

“The capacity ofimplementershasto be strengthened. “Just because a someone isa

nurse, it doesnot mean she can be a counselor, which requiresspecial training. Let me give

you an example from my own experience. When Iwent to get counseling, | saw the results

of my test on the table of my counseloreven before we started talking. Ithought, ‘what if |

had been postive, what would | have felt?'”.



8. What type and scale of HIV prevention services are available for girls and young

women in Ethiopia?
The availability of HIV prevention servicesisfairly adequate. In towns, youth clubs,
associations, NGOsand local administrations provide information. Information provision in
rural areasisinadequate however. While the availability of male condomsisfairly adequate
in both urban and rural areas, female condomsare unavailable. Government and private
health facilitiesoffer VCTand STl treatment, so their availability isgenerally adequate. The
budget thisNGO hasin itsreferral system for STlislimited however.

9. What type and scale of HIV prevention services are available for particular types of girls
and young women?

The availability of HIV prevention servicesto different categoriesof girlsis quite similar.

‘Poditive prevention’ servicesare very inadequate however, due to the high scarcity of

specialized counselorswho provide thistype of counseling.

10. What type and extent of HIV prevention services and information are available for
boysand young men? How doesthis affect the situation for girlsand young women?
HIV prevention servicessuch asinformation and condomsare fairly available to males. Girls
are more likely to use STl treatment and family planning. There isa need to offer
programmesthat are of interest to young males, such aseducational services. The lack of
variety in the typesof condomsoffered to young malesisalso a seriousproblem because
many of them do not want to use the type thatiscommonly available.

11.Overall, what types of services most urgently need to be increased to improve HIV
prevention for girlsand young women?

Improvementsin HIV prevention servicesshould include, “expanded availability of female
condoms. Itissomething that increasestheircontroland girlscould carry them around
easly and use them in case of rape. There are also anti-AlIDscreamswhich are now only
available in certain hospitalswhich should be more widely available”.

12. What are the main barriers to girls and young women using HIV prevention services

in BEhiopia?
“The barriersto gilsand young women using HIV prevention servicesthat were mentioned
were mainly attitudinal. “Many in-school girlsare afraid to receive condomsbecause they
think they may be discovered by their familiesor friendswho may consider them sexually
loose. Many girlsalso place the responsibility to get and use condomson males. Some are
afraid to ask malesto use a condom”. Girlsare lesslikely to use STl servicesbecause they
are often afraid to tell service providersorotherpeople if they are having a problem with
Slisand because of theirlimited awarenessof available services. Many are reluctant to use
VCTservicesbecause they think they may die soon if they turn out to be positive. “The
youth, including girlsand young women, are also discouraged by health workerswho are
not qualified to counsel. Some counselorslack ethical principles,commonly tell others
about the statusof their clients’.

13. Are HIV prevention services easier or harder for particular types of girls and young
women to access?

HIV prevention servicesare more accessble to more educated and aware girlsand young

women, whereas “rural and out-of-school females may fail to use VCT services because

they don’t want the community to hearabout it. Smilarly, in-school girlsare afraid they may

have to stop going to school or having to leave their homes if they happen to be HIV

postive. Whereas married women can say that they got the virus from their partners,

[RL)

unmarried girlsare asked ‘where did you bring it from? Aren’t you a virgin'”.

14. What role do boys and young men have in making HIV prevention services easier and
better for girlsand young women?

“The role of male in preventing HIV among femalesislimited. In ourwork, girlstellusthat

theirpartnersrejected them when they became pregnant. In addition, “girlsare more

interested in taking test for HIV. The malesare often not willing to take the test”.



15. Overall, what priority actions could be taken to make HIV prevention services more
accessible to girlsand young women?

“Itisimportant to reduce the shortage of trained counselorswho are ethicaland know that

girlshave a right to confidentiality. Girlsshould be informed that such servicesare available,

in placessuch asschools. Girlsshould also know that it istheirright to get information and to

talk to professionals’.

20. How are international commitments applied in Bhiopia?

Although the protection of children’sand women’srightsisimproving, many AIDSorphans
suffer from stigmatization. Care should therefore be taken in using children in adsabout
AlIDSorphans. Commercialadsalso often perpetuate gender stereotypes.

21. To what extent isthe national response to AIDS ‘rights-based’?

SRH rights are well recognized in national policy. Recognition of the rights of PLWAs is also
improving in that many offices now have PLWA associations and testing is encouraged.
Implementation of these rightsisweakened by lack of trained counselors.

22. To what extent are girls and young women involved in decision-making about AIDS at
the national level?

Female involvement in national associationsand local youth associations, policiesand

NGOswhich addressHIV isgrowing.

19. Overall, what priority actions could be taken to support girls and young women to be
more involved in national level decision-making about AIDS?

“Girlsshould be made aware of theirrightsand the law through training and discussion

forums’.

20. In summary, what are the 3-4 key actionsthat would bring the biggestimprovements
to HIV prevention for girlsand young women in Bhiopia?

To improve HIV prevention for ginrsand young women, the availability of referral and
counseling servicesshould be expanded. Variety in the typesof condomsavailable should
be increased. The rightsof children who appearin advocacy campaignson HIV should be
protected. Greaterattention should be given to reduce child trafficking.



