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Foreword
The Government of  Ethiopia has demonstrated momentous progress and achieved significant
milestones in the ongoing national response to the HIV/AIDS epidemic in Ethiopia. The Federal HIV/
AIDS Prevention and Control Office has carried out an essential role in fundraising, monitoring, and
evaluation (M&E), and coordination of programs for over 10 years as the central directorate tasked with
leadership for HIV/AIDS activities in the country.
The 2014 HIV/AIDS in Ethiopia: An Epidemiological Synthesis report, is the second triangulation and
synthesis published by the Ethiopian government, with the first edition published in 2008. It includes
the most recent data from national surveillance, surveys, and relevant research studies to provide
the most current picture of HIV/AIDS in the country. This report aims to synthesize the most credible
information and data collected to date about the epidemic in Ethiopia, to identify gaps in knowledge,
and to provide a basis for review of existing programs and guidance for a way forward to shape policy
and program planning.
New HIV infections and AIDS-related deaths have declined sharply in the past decade, while HIV
prevalence appears to be stabilizing at current levels. This trend is highly encouraging and shows that
the multisectoral response is working to reduce the levels of HIV in Ethiopia. However, the need for
improved strategic information systems has become very clear to the government and implementing
partners as some specific populations like urban residents and the most at-risk populations (MARPs)
are being disproportionately impacted by HIV infection. In addition, the dynamic and changing nature
of the epidemic in the country makes it imperative to continue to maintain success in the fight against
HIV/AIDS through strategic investment and strengthened M&E systems to ensure that an evidence-
based response is carried out.
Finally, I would like to thank all individuals and institutions who contributed to the development of
this report. I also thank all local and international communities for their key role and renewed focus in
fighting the epidemic in Ethiopia. I believe that we will have a major impact in reducing the burden of
HIV/AIDS in Ethiopia through a joint effort and continued commitment.
Berhanu Feyissa
Director General,
Federal HIV/AIDS Prevention and Control Office
December 2014
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Executive Summary
BACKGROUND
HIV/AIDS remains  a critical public health
challenge in Ethiopia. Accurate and timely
epidemiological data are essential for informing
effective planning and response to the epidemic.
HIV/AIDS in Ethiopia: An Epidemiological
Synthesis 2014 Edition aims to provide an
overview of the current status and recent trends
of the HIV epidemic which will inform strategies
for the prevention and control of HIV/AIDS in
Ethiopia. This volume updates the first edition
published by the Federal HIV/AIDS Prevention
and Control Office (FHAPCO) and the World
Bank in 2008.
An Advisory Task Force led by FHAPCO
identified five key questions to guide the
development of the synthesis report. The final
version reflects a collaborative effort of Addis
Continental Institute for Public Health (ACIPH),
Ethiopian Public Health Association (EPHA),
The Joint United Nations Program on HIV/
AIDS (UNAIDS), the US Centers for Disease
Control and Prevention (CDC), the United States
Agency for International Development (USAID),
the World Health Organization (WHO) and the
Clinton Health Access Initiative (CHAI), and the
Ethiopian Public Health Institute (EPHI).
METHODS
This report synthesizes information from an
extensive review of secondary and published
data sources. Conclusions about the current
status of the epidemic rely mainly on secondary
analysis of Ethiopian Demographic and Health
Surveys, data from antenatal care (ANC)
surveillance, and demographic surveillance sites
(DSS). Assessment of program response relies
on a combination of official government reports
and uptake statistics from national surveys.
The most recent version of regularly updated
SPECTRUM modeling estimates are reported in
the appendices.
The methodology for analyzing secondary
data is mainly descriptive. Where possible, HIV
estimates are presented with 95% confidence
intervals to assist comparisons across categories.
Synthesis and interpretation of various sources
of information was informed by regular
review meetings between writers, editors, the
Advisory Task Force, and FHAPCO during the
development of the report.
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KEY QUESTIONS AND  SUMMARY
FINDINGS
1. What is the current prevalence of HIV in
Ethiopia and how is it distributed across
locations and populations?
The epidemic continues to be highly
heterogeneous
HIV prevalence among the general adult
population was 1.5% according to the 2011
Ethiopia DHS. However, prevalence rates
varied markedly by age (from 0.1% among
15-19 year olds to 2.9% among 35-39 year
olds), by gender (1.9% of adult women vs.
1.0% of adult men), by residence (4.2%
urban vs. 0.6% rural), and by region (from
6.5% in Gambella to 0.9% in SNNPR).
HIV prevalence is increasingly concentrated
in large urban areas and along major
transport corridors
Urban residents account for 17% of the
national population but 67% of PLHIV
according to statistical models. Between
EDHS surveys in 2005 and 2011, HIV
prevalence remained relatively stable in
large cities, with a hint of increase from 4.3%
to 5.1% but fell sharply and significantly in
medium and small size towns from 8.2% to
3.1%. Concentration of the epidemic along
main transport corridors also intensified
as the ratio of HIV prevalence within 5
kilometers of a major road relative to more
distant locations increased from 2.5 to 4
times higher. Urban areas that border major
roads regardless of region or town size yield
HIV prevalence equivalent on average to the
largest cities (5.5%).
Data on MARPS improving
HIV prevalence among commercial sex
workers (CSW) has varied between 25% and
75% in various small scale studies since the
start of the epidemic. Starting from 2005,
Ethiopia entered a long period where data
on MARPs was almost entirely limited to
program statistics and behavioral studies.
A welcomed end to this data drought is
expected with the imminent release of the
2013 National MARPs Biobehavioral Survey
of CSW in 7 regional capitals and CSW and
distance drivers (DD) in four transportation
corridors, and an independent biobehavioral
survey among men who have sex with men
(MSM) in Addis Ababa. Final reports from
these studies were not available in time for
this publication.
2. What is the change in the HIV epidemic
over time, location, and population in
Ethiopia?
Consistent evidence of declining HIV
incidence
HIV prevalence among ANC mothers has
declined steadily since 2002. While this
may be partly explained by expansion of
ANC sites to more peri-urban, and rural
areas where background HIV risk is lower,
prevalence ratios of 15-24 year old versus
25-34 year old ANC mothers also decreased
over the same period. General population
prevalence among 15-24 year olds also
fell across national surveys conducted in
2005 and 2011. All are consistent with real
declines in HIV incidence.
AIDS mortality falling sharply
AIDS-related deaths dropped by 50% in
the two years following the introduction of
free ART in 2005 according to demographic
surveillance data from Addis Ababa.
Between 2001 and 2009, the percent of
urban deaths attributable to AIDS fell from
50% to 14% for women, and 40% to 11%
for men.
HIV prevalence may be stabilizing at national
and regional levels
Prolonged survival with ART may be
masking epidemic declines and even
contributing to slight increases in prevalence
observed in larger urban areas with better
access to treatment. Urban migration and
development activity may also pose a
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challenge to broader  declining trends in HIV
incidence as more people shift to settings
where risk of HIV transmission is higher.
3. What behavioral, biomedical, and
structural factors have contributed to
the levels and trends in HIV prevalence in
Ethiopia?
High rates of male circumcision (92%) and
low rates of reported premarital sex (under
10% for women) and extra-marital sex (under
1% for women and 3% for men) help explain
the low intensity of the HIV epidemic in
Ethiopia compared to other African settings.
Felt and enacted stigma remain significant
problems in Ethiopia
While almost all Ethiopians have heard of
HIV, comprehensive knowledge remains
low on average, particularly among women
(18%) compared to men (31%). Moderate
gains observed in this measure between
2005 and 2011 were limited to rural areas.
Reported forms of stigma attributed to HIV
status alone in the last 12 months ranged
from gossip (60%) to exclusion from family
and social events (22% to 35%), verbal
harassment (32%) and even physical assault
(7%).
HIV transmission within marriage represents
a substantial, if often overlooked, source of
new HIV infections in Ethiopia
Over 60% of adult PLHIV and 80% of
sexually active PLHIV are currently married
and report relatively little extramarital risk
behavior. Roughly two-thirds of these have
sero-discordant sexual partners. Lifetime
remarriage rates exceed 40% regardless of
gender or urban-rural residence, and are
significantly associated with increased HIV
prevalence even after adjusting for current
age. Together, these suggest that the large
majority of current PLHIV are more likely to
pass HIV to their spouses and children than
to outside sexual partners.
4. What are the current responses to the
epidemic and are they appropriate to the
nature of the epidemic in the country?
Impressive progress seen in the biomedical
response since 2005
By the end of September 2014, 334 thousand
adults or 57% of all adult PLHIV in Ethiopia
were currently taking antiretroviral therapy
(ART). ART coverage was substantially lower
among infected children with only 13% of
the estimated total on treatment. Ethiopia
has emphatically surpassed the symbolic
threshold where the number starting
treatment (59 thousand) exceeds the
number of new infections (16 thousand) or
AIDS deaths (36 thousand) in a single year.
Over 9 million HIV tests were conducted
and nearly 150 million condoms distributed
in the same year. Commercial sex workers
reported nearly universal consistent condom
use with paying partners (>99%) but much
lower rates with cohabiting partners (39%)
and other non-paying partners (65%).
Response in prevention of mother-to-child
transmission (PMTCT) lagging by comparison
Of the estimated 33 thousand HIV positive
pregnant women in 2013, 69% were
identified at ANC visits and 55% of these
and 19% of their children received any type
of antiretroviral therapy.
Need to adopt more targeted and evidence-
based approaches
Given the heterogeneous and declining
nature of the epidemic, effective responses
will need to be increasingly targeted and
scaled in proportion to the number of new
infections they may prevent. This means
intensified focus on geographic areas or
particular risk groups where HIV transmission
is shown to be higher. Targeted prevention
also means new cost effective strategies to
reach ostensibly ‘low risk’ married couples
where one or both partners are currently
infected with HIV. Combination prevention
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linking behavioral, biomedical,  and structural
approaches are believed to ensure the
greatest chance of success.
5. What are the key sources of strategic
information and are they adequate to
monitor and evaluate the epidemic and
guide the response?
Better routine surveillance data from most
at-risk groups
Periodic population-based surveys like
EDHS augmented by ANC surveillance may
suffice for tracking HIV trends in the general
population, but cannot address more volatile
trends among most at-risk groups such as
commercial sex workers. Targeted surveys
are occasionally necessary but expensive,
time consuming, and quickly outdated.
Better routine surveillance data for most at-
risk groups are critical for mounting effective
prevention response for such groups.
Better definition of groups who are most at-
risk or especially vulnerable to HIV infection
Most at-risk status depends on high risk
behavior, low access to prevention services,
and exposure to sexual networks with
elevated HIV prevalence. UNAIDS formally
limits the most at-risk label to three groups:
commercial sex workers (CSW), men who
have sex with men (MSM) and intravenous
drug users (IDU). Other groups especially
vulnerable to infection are typically defined in
terms of occupation in Ethiopia, but may be
equally determined by physical location (e.g.
hotspots) or life course stage (e.g. between
dissolution of one marriage and start of the
next). Prevention investment should not be
based on presumption of risk or any single
risk condition, but a combination of all three
factors.
Better utilization of existing data for program
response
Volumes of potentially useful programmatic
data are scattered across government offices
or implementing partner organizations
without systematic efforts to analyze or make
results available. More widely recognized
data sources such as EDHS are typically
under-analyzed. Other routinely collected
data, for example HMIS data on HIV testing,
tend to be aggregated at regional and
national levels before they are analyzed
locally, in the process obscuring significant
local variations that could be used to track
or target programs more effectively. More
studies are needed, but better demand for
and use of existing data, even if imperfect,
has the potential to substantially improve
program response.
Need to identify sources of new infections
Given the changing nature of the Ethiopian
epidemic, modes of transmission studies are
needed to identify sources of new infections
so that prevention programs can be targeted
and scaled accordingly. As access to
treatment continues to expand, population
prevalence of HIV will become a less reliable
guide on the course of the current epidemic,
and the importance of sources able to
separate incident from prevalent infections
will grow accordingly.
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1
Introduction
1.1 OBJECTIVES
The HIV/AIDS  epidemic has remained one of the
important public health challenges in Ethiopia
since it was first recognized in the mid-1980s.
The epidemic has passed through various stages,
from a localized and concentrated epidemic
among most at-risk populations during the
initial phase of rapid transmission, to the current
mixed epidemic that is sustained in roughly
equal measure by new infections from most
at-risk groups and the general population. The
previous synthesis report showed the Ethiopian
epidemic to be almost uniquely heterogeneous,
with strong contrasts by urban-rural residence,
proximity to transport corridors, gender, and
occupation. Under the leadership of Federal HIV/
AIDS Prevention and Control Office (FHAPCO),
the response to this major public health challenge
has been vigorous and systematic, with evidence
of success that will be reviewed in this report.
By their nature, however, epidemics evolve in
response to changing circumstances. As part of
its ambitious development program, Ethiopia
is undergoing profound social, and economic
transformation which offers new opportunities
and threats and corresponding reasons for
vigilance and adaptability in program response.
Ideally, making sure program response is
appropriate to the nature of the epidemic
requires timely access to high quality data from
surveys, surveillance, and program evaluations.
As this report will demonstrate, access to such
data in practice remains a major challenge in
Ethiopia. The need for more comprehensive,
organized, and scientifically rigorous evidence
to support the HIV program response has
become clear to the Government of Ethiopia
and its implementing partners. The results of
this publication are a multi-sectoral effort to
synthesize all current credible and available
information on HIV/AIDS indicators in order to
facilitate its use during the design, planning,
programming, and evaluating of interventions in
Ethiopia.
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Figure 1.1: Logic  Model for the Triangulation and Synthesis Process.
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1.2 KEY QUESTIONS
The key questions to be addressed in this
report were identified through a consultative
process with the Technical Working Group
(TWG), otherwise known as the Advisory Task
Force, established by FHAPCO and other key
stakeholders based on available data. Key
questions were grouped into the following five
areas:
1) What is the current prevalence of HIV in
Ethiopia and how is it distributed across
locations and populations?
2) What is the change in HIV prevalence over
time, location, and population in Ethiopia?
3) What factors (behavioral, biomedical, and
structural) have contributed to levels and
trends in HIV prevalence in Ethiopia?
4) What are the current responses to the
epidemic and are they appropriate to the
nature of the epidemic in the country?
5) What are the key sources of strategic
information and are they adequate to
monitor and evaluate the epidemic and
guide the response?
1.3. METHODS
Thetriangulationandsynthesisofepidemiological
data process was led by the TWG. There are
various frameworks proposed for undertaking
comprehensive assessment of program quality,
implementation successes, and program
intermediate and long-term achievements. This
synthesis used the Logic Model (Figure 1.1) to
guide the triangulation and synthesis process.
Data were collected based on agreed upon key
questions and procedures.
The major objectives and key questions for this
report were identified by the Advisory Task Force
and other key stakeholders, who subsequently
identified the sources to be used for triangulation
and synthesis of epidemiological and behavioral
data. The Advisory Task Force created a list of
organizations that may have relevant data and
worked with FHAPCO to send out a formal letter
to solicit existing data on HIV/AIDS in Ethiopia.
All suggested organizations were contacted by
the study team and available data and reports
were collected. The major epidemiological and
behavioral surveys conducted in Ethiopia were
obtained from FHAPCO and other organizations
in possession of the relevant data. Relevant
reports and data were also obtained from other
stakeholders.
Information from peer reviewed publications
was also used to further strengthen the scientific
integrity of this triangulation and synthesis. The
study team searched PubMed using various
HIV/AIDS related key words in combination
with “Ethiopia” to identify relevant scientific
publications. Furthermore, specific searches
were carried out for HIV issues affecting certain
population groups and/or geographic areas.
The bibliographic compilation published by the
Ethiopian Journal of Health Development was
also used to track relevant literature (Versnel
et al., 2002; Kloos et al., 2011). The quality of
data, reports, and published materials were
evaluated in terms of representativeness as well
as adequacy of sample before using them in the
synthesis.
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Conclusions were made  after careful
consideration of the key questions, country
context, and findings. The preliminary key
findings of this triangulation and synthesis were
presented at a national HIV/AIDS review meeting
organized by FHAPCO, where attendees
provided critical input, and the final report is to
be widely disseminated to all stakeholders in the
local and international community.
1.4. DATA SOURCES AND ANALYSIS
This report is based on a wide variety of available
data sources relevant to understanding dynamics
of HIV in Ethiopia through 2014. Key sources and
relevant considerations useful for interpreting
data from each are described below.
Ethiopian Demographic and Health
Surveys (EDHS): Regular, representative, and
comparable over time, EDHS surveys have
become a mainstay of evidence-based health
programming in many developing countries.
Analysis of the current status of the epidemic
relied primarily on the 2011 EDHS based on a
sample of 16,515 women aged 15 to 49 and
14,110 men aged 15 to 59. The total sample
size of 30,625 was designed to provide accurate
region level estimates. Refusal rates for HIV
testing were 4% for women and 5% for men. The
Ethiopian government has accepted the results
as valid. Analyses of all EDHS data for all years
including 2011 restrict the age range for women
and men to 15 - 49 to ensure comparability with
EDHS final report figures.
The 2005 EDHS also included HIV testing,
but interpretation of trends across surveys
need to take differences in sample design into
consideration. The sample of respondents tested
for HIV in 2005 was substantially smaller than in
2011 (10,573 vs 27,386) due to a combination of
factors including smaller overall sample frame,
the decision to offer tests to half of randomly
selected respondents, and generally higher
refusal rates for both women (12%) and men
(17%). In 2005 medium and small town residents
accounted for a lower proportion of the total
urban sample (32% vs 44%), and were more likely
to live within 5 kilometers of a major transport
corridor (44% vs 14%) than in 2011. Reporting
95% confidence intervals around HIV estimates
was done to aid comparisons. When confidence
intervals of comparison groups do not overlap, it
Figure 1.2: Number of ANC Sentinel Surveillance sites (EPHI & FHAPCO, 2014)
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Spectrum / EPP:  Spectrum data are produced
by a modeling and projection program that is
routinely used by all countries as a requirement
of the political declaration of the 2011 UN
General Assembly High Level Meeting on HIV
for reporting annually to the United Nations
General Assembly Special Session (UNGASS).
Spectrum data provide estimates of past trends
and future directions of the epidemic based on
existing survey and surveillance data. As for
all projections, however, the figures should be
interpreted with caution since they are sensitive
to underlying assumptions and subject to change
with updated rounds of ANC surveillance, EDHS,
or other data sources.
SPECTRUM estimates used in this report are
taken from the latest available report provided
by the Ethiopian Public Health Institute (EPHI)
in 2014. Selected SPECTRUM indicators and
estimates are presented in Appendices 1 to 4 at
the end of this report.
Where possible survey data on HIV
prevalence are presented with 95%
confidence intervals to aid interpretation.
means the difference is statistically significant or
‘real’. When confidence intervals do overlap, no
firm conclusions can be drawn because there is
no way to tell if differences are real or the result
of random sample variation or other forms of
survey error.
ANC-based Surveillance: ANC surveillance is
the primary source of data to determine HIV
incidence and prevalence trends for this report.
Interpretation of ANC trends in Ethiopia pose
a number of challenges. Since facility-based
ANC remains relatively underutilized in Ethiopia,
with 76% of urban mothers and 26% of rural
mothers receiving ANC from skilled attendants
(EDHS 2011), shifts in the level and composition
of women seeking care have the potential to
influence HIV prevalence trends. For example,
the number of sentinel surveillance sites has been
steadily expanding to include more peri-urban
and rural sites (Figure 1.2). Since HIV prevalence
of women attending rural sites is usually lower,
this may create or amplify declining trends in
overall prevalence. In general, ANC prevalence
trends will tend to be more reliable in urban
areas where the number of sentinel sites is more
stable over time and women who seek care are
more representative of the general population.
Mortality surveillance: Trends in AIDS mortality
were derived from both modeling and empirical
sources. Empirical data on AIDS-related deaths
was obtained from a burial surveillance site in
Addis Ababa that conducts verbal autopsies
from burial sites around the capital city to chart
trends in causes of death. While not strictly
representative of the country, this DSS site
provides an independent and reliable source of
trends over time to compare against modeling
estimates.
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% of total  PLHIV
Less than 1%
1 - 1.4%
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2 - 4.9%
5% or more
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(% PLHIV Totals)
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1.1%
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1.8%
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(28%)
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TIGRAY
1.8%
(7%)
BENISHANGUL
GUMUZ
1.3%
(1%)
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(25%)
1.6%
SNNPR
0.9%
(13%)
ADDIS ABABA
5.2%
(11%) HARARI
2.8%
(0.5%)
DIRE DAWA
4%
(4%)
Current HIV/AIDS Profile
2
Figure 2.1: HIV Prevalence1
and Disease Burden2
by Region, Ethiopia 2011 (ORC Macro &
CSA, 2011)
Total HIV prevalence: 1.5% (EDHS 20111
)
Total Persons Living with HIV (PLHIV) in 2011: 846,700 (EPHI 2014)
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Figure 2.3: Urban  and Rural HIV Prevalence by Sex and Residence (ORC Marco & CSA, 2011)
Figure 2.2: National HIV Prevalence by Sex (ORC Marco & CSA, 2011)
2.1 HIV PREVALENCE BY AGE AND SEX
Women in urban areas have the highest risk
of HIV infection
The most recent Ethiopia Demographic and
Health Survey (EDHS) reported a national adult
HIV prevalence of 1.5% in 2011. HIV prevalence
was significantly higher among adult females
(1.8%) compared to adult males (1.0%) (Figure
2.2). Women were more likely than men to be
infected with HIV in both rural and urban areas
(Figure 2.3) although gender differences were
wider and statistically significant only in urban
areas (5.2% vs. 2.9%). According to SPECTRUM
model projections, overall adult prevalence is
expected to decline to 1.4% for women, 0.8%
for men, and 1.1% nationally by 2014 (Appendix
1).
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Figure 2.4: Adult  HIV prevalence by sex and age group 15-49 (ORC Macro & CSA, 2011)
Figure 2.5: HIV prevalence among youth age 15 to 24 (ORC Macro & CSA, 2011)
The age distribution of HIV prevalence differs
significantly for males and females. As shown in
Figure 2.4, prevalence increases more sharply
at younger ages for women and peaks between
age 30 and 34, while age-specific prevalence
rises more gradually for males and peaks later
between age 35 and 39. HIV prevalence is 3 to
4 times higher among women than men in the
under-35 age groups (20-34 years). In the 35
and older age groups, HIV prevalence is nearly
identical between the two sexes.
A closer look at the younger segment of the
population reveals women to be two to six times
more likely to be HIV positive when compared
to men of the same age group (Figure 2.5). This
demonstrates the disproportionate impact that
HIV/AIDS is having on young women.
The HIV related estimates and projections
for Ethiopia – 2014 report by EPHI projected
HIV prevalence of 1.4% for females, 0.8%
for males, and 1.1% overall for 2014.
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Figure 2.6: National  HIV Prevalence by Residence (ORC Macro & CSA, 2011)
2.2 HIV PREVALENCE BY URBAN AND
RURAL RESIDENCE
Urban areas have seven-fold higher
HIV prevalence than rural areas
The 2011 EDHS reported adult HIV prevalence
of 4.2% in urban areas and 0.6% in rural areas
(Figure 2.6). This represents a seven-fold
difference in risk and highlights the relative
concentration of HIV risk in urban areas
compared to rural ones in Ethiopia. According
to SPECTRUM modeling estimates, heightened
risk of HIV in urban areas is expected to persist
as overall HIV prevalence levels is projected to
decline to 3.5% in urban areas and 0.5% in rural
areas by 2014 (Appendix 2).
HIV prevalence is 7 times higher in urban
areas and 4 times higher within 5 kilometers
of a major transport corridor.
 


	23. 22
Large towns are  now more severely affected
than small or medium size towns
In the 2011 EDHS, towns were classified
according to population size, as seen in Table
2.1).
As shown in Figure 2.7, HIV prevalence was
significantly higher in Addis Ababa and other
large cities compared to medium and small
sized towns in the 2011 EDHS. This represents
a fundamental shift since the 2005 EDHS which
Figure 2.7: Trends in Urban HIV Prevalence by town size (ORC Macro & CSA, 2005, 2011)
Table 2.1: Categorization of Town Size
(EDHS 2005 and 2011)
Category Population size
Small town < 10,000
Medium town 10,000 – 50,000
Large town > 50,000
found the opposite relationship (FHAPCO &
World Bank, 2008). Explaining these shifts
requires further analysis, but better access to
ART in cities and larger towns, perhaps with
selective migration to access treatment, lower
survival among those who did not migrate, and a
robust overall national prevention response may
have all contributed.
HIV prevalence was four times higher among
populations within 5 kilometers of a main asphalt
road in 2011 (Figure 2.7) compared to less than
3 times higher in 2005. This suggests HIV is
becoming more concentrated around major
transport corridors over time. Across regions,
HIV prevalence is typically highest where urban
settlements overlap with major roads (5.5%) and
comparable to that found in the largest cities
regardless of town size or surrounding regional
prevalence in many cases.
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Figure 2.8: Map  of Ethiopia Depicting the Proximity of Medium and Large-Sized Towns to
Main Asphalt Roads (ORC Macro & CSA, 2011).
Figure 2.9: HIV Prevalence by Proximity to a Main Asphalt Road
(ORC Macro & CSA, 2005, 2011)
5Km Main Road Buffer
Medium Towns
Large Towns
Addis Ababa
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Figure 2.10: HIV  Prevalence by Current Marital Status and Residence
(ORC Macro & CSA, 2011)
2.3. HIV PREVALENCE BY MARITAL STATUS
Highest risk of HIV infection among the
separated, widowed and divorced
Within both urban and rural settings, HIV
prevalence rises in response to the duration of
relationship exposure and to the number and
stability of these relationships. HIV prevalence is
lowest soon after sexual debut and grows steadily
with experience of marriage, multiple marriages,
marital disruption, and finally widowhood
(Figure 2.10). Prevalence is significantly higher
in urban areas at each stage of marital evolution,
reflecting greater exposure to HIV in urban
sexual networks. Remarriage is also common
and significantly associated with elevated risk of
infection (see Section 4.1).
HIV prevalence rises steadily from sexual
debut and increases with the number and
instability of relationships.
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Figure 2.11: Adjusted  odds ratios for HIV prevalence by education level
(ORC Macro & CSA, 2011)*
2.4 HIV PREVALENCE BY EDUCATION
In Ethiopia, 76% of those with secondary
or higher levels of education live in cities or
towns where background HIV prevalence is
highest. While a strong positive association of
education and HIV might be expected to result,
multivariable analysis adjusting for age, sex,
wealth, urban residence, and education reveals a
distinctly non-linear relationship. (Figure 2.11).
Those with any education are at significantly
higher risk of HIV compared to those with no
education. Among educated respondents,
however, additional years of education after
primary level appear increasingly protective
against the risk of infection. Thus a university
graduate is half as likely to be infected as
someone with no education, and four times less
likely to be infected as a primary school graduate
after adjusting for confounding factors.
*Adjusted for urban/rural residence, age, gender, and household wealth
Odds ratio
Among educated respondents, additional
years of education after primary level
appear increasingly protective against the
risk of infection.
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Figure 2.12: HIV  prevalence by wealth quintile (ORC Macro & CSA, 2011)
Figure 2.13: HIV prevalence by wealth quintile and urban residence
(ORC Macro & CSA, 2011)
2.5 HIV PREVALENCE BY WEALTH
Wealth, like education, is powerfully associated
with HIV prevalence at a national level (Figure
2.12). Wealth is measured in EDHS by household
assets like radios and televisions and household
characteristics like floor and roof type. According
to this scale, 88% of the urban population falls
in the highest wealth quintile, compared to only
5% of the rural population (ORC Macro & CSA,
2011).
Creating separate quintiles for wealth within
urban and rural areas reveal a more complicated
relationship between wealth and HIV (Figure
2.13). Most of the initial association appears
to be a proxy for urban residence. Hence, the
richest rural resident has a substantially lower
risk of HIV than the poorest urban resident
in Ethiopia. Within urban areas, an irregular
relationship between wealth and HIV risk
emerges, with prevalence reaching its highest
point in the middle wealth stratum and declining
to its lowest point in the highest stratum. Once
adjusting for factors such as education, age, sex,
and urban residence in multivariable analysis, the
relationship between wealth and HIV prevalence
disappears altogether. In other words, wealth
alone does not appear to be a significant risk
factor for acquiring HIV infection in Ethiopia,
although living in urban areas where wealth
tends to be concentrated certainly is.
Wealth Quintile
Wealth Quintile
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% Urban
Density
% HIV
Region
%  HIV urban* % HIV rural*
Region (1) (2) (3) (3)
Non-pastoralist
Addis Ababa 100.0 5.2 4.6 N/A
Dire Dawa 68.1 4.0 4.9 0.8
Harari 52.8 2.8 4.6 0.1
Tigray 21.3 1.8 3.5 0.7
Amhara 12.5 1.6 3.4 1.0
Oromia 13.0 1.0 2.1 0.6
SNNPR 11.3 0.9 2.2 0.5
Pastoralist
Gambella 29.6 6.5 8.8 3.4
Afar 15.3 1.8 2.5 1.3
Benishangul-Gumuz 16.0 1.3 2.1 0.9
Somali 14.3 1.1 1.3 0.9
Gambella which is not reached by major transport
corridors), HIV risk is more variable and more
closely associated with proximity to a major road
than urban residence. Further analysis of 2011
EDHS data show areas where urban residence
and the 5-kilometer main road buffer overlap
tend to have the highest HIV prevalence (5.5%
on average) regardless of region or town size.
Gambella represents the consistent exception to
any rule set for the Ethiopian epidemic. It has the
highest HIV prevalence yet contributes relatively
little to the burden of infection (2%) due to its
small population size. It is the only region where
unadjusted EDHS data suggested no significant
difference between urban and rural HIV risk.
Table 2.2: Urban density and HIV prevalence by residence and region (CSA, 2012; ORC
Macro & CSA, 2011; EHNRI & FMOH, 2013)
Regional HIV prevalence corresponds
strongly with percent living in urban areas
within each region.
2.6 HIV PREVALENCE BY REGION
Regional Differences: Gambella and Addis
Ababa have the highest HIV prevalence,
SNNPR and Oromia the lowest
Regional HIV prevalence ranges from 6.5% in
Gambella region to 0.9% in SNNP (Table 2.2).
Because EDHS surveys have not been powered
to provide statistically reliable estimates at
the sub-regional level, urban and rural figures
presented below are based on available 2013
SPECTRUM model estimates that calibrate
regional EDHS survey results with ANC data
(ENHRI & FMOH, 2013). Outside pastoralist
regions, variation in regional and urban HIV
prevalence is closely correlated with urban
density, defined here as percent living in urban
areas. Within pastoral regions (excluding
* Based on spectrum estimates (2013 version)
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Western 2.3%
North Western  0.7%
Central 0.4%
Eastern 1.0%
South Eastern 1.5%
Southern 1.6%
Strong geographical heterogeneity is found
in HIV prevalence within as well as between
regions.
2.7 HIV BY SUB-REGION AND
DEVELOPMENT SITES
Figure 2.14 demonstrates that just as in
the whole of Ethiopia, there is geographical
heterogeneity in HIV prevalence within regions.
In Tigrai region, for example, HIV prevalence
ranges from 0.4% in the Central Zone to 2.3%
in the Western Zone (Tigrai Regional Health
Bureau, 2012). A number of factors may account
for this, but it can be stated that the areas with
the lowest prevalence - the North Western and
Central zones - are less urbanized and comprise
the rural hinterland of Tigrai. By contrast, the
higher-prevalence Western zone is where there
are concentrations of settlers and seasonal
migrant workers and rapid urbanization. The
Southern zone is a “growth corridor”, with a
booming economy and fast developing towns.
Figure 2.14: HIV Prevalence in Tigrai by zone excluding municipal cities, based on ANC
routine data (Tigrai Regional Health Bureau, 2012)
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It is along  the old tarmac road (from Alamata to
Adigrat,) which is the main transport route into
the region and runs through a number of major
urban centres including Mekelle. (Tigrai Regional
Health Bureau, 2012).
Similar variation within regions and ethnic
groups is observed in other regional states
such as Gambella, where the EDHS 2011 found
a relatively low HIV prevalence among Nuer
respondents (1.3%), even though this group
has low circumcision rates and comprise nearly
half the population of Gambella. It should also
be noted that other non-indigenous groups
who are predominantly ethnic “highlanders”
report significantly higher HIV prevalence (6.4%)
in Gambella, despite almost universal rates of
circumcision. (Gambella Regional HAPCO, 2013)
Figure 2.15: Distribution of factors which may influence the distribution of HIV in Tigrai
(Tigrai Regional Health Bureau, 2012)
Subregional variation observed in Gambella and
Tigrai raise two critical points for HIV prevention
strategy. First is that implied differences in
sexual risk behavior can override the protective
effects of biomedical interventions such as
male circumcision in the absence of a more
comprehensive prevention response. Second is
that the emergence of major development sites
that attract concentrations of labor migrants
and associated transactional sexual economies
predictably increase HIV transmission and
require a vigorous prevention response if they
are not to reverse the long-term gains against
HIV in Ethiopia.
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2.8 DISTRIBUTION OF  PEOPLE LIVING WITH
HIV/AIDS (PLHIV)
Five regions including Oromia, Amhara, SNNPR,
Tigray, and Addis Ababa account for 88% of
people living with HIV in Ethiopia (see Figure
2.1), roughly matching general population
distributions across Ethiopia. No national
population-based surveys have been conducted
to estimate the prevalence of HIV among
children under 15, but according to SPECTRUM
estimates, children comprised 23% of total PLHIV
in Ethiopia in 2014 (Appendix 3). This figure has
been declining over time as PMTCT coverage
levels have improved, albeit from relatively low
levels compared to adult ART coverage (see
Chapter 6).
Burden of HIV/AIDS varies by social and
demographic characteristics
Social and demographic characteristics of
PLHIV in 2011 using EDHS and SPECTRUM
modeling data are shown in Figure 2.16. Since
both data sources draw on household-based
sample and surveillance data, they are likely to
underestimate more mobile and risk-exposed
groups like truckers or sex workers who typically
contribute disproportionately to disease burden
and new infections. Nevertheless, they are useful
in depicting how the largest part of the disease
burden is shared across the general population.
For example, according to secondary analysis of
2011 EDHS data, over half (54%) of PLHIV live
within 5 kilometers of a major transport corridor
(see Figure 2.8). The modal age for female
PLHIV is between 25 and 34, a full decade
younger than infected males. Notably EDHS
analysis found 59% of PLHIV were currently
married, rising to 80% when those who have
been sexually abstinent for the last month or
more are excluded.
Notably the large majority of PLHIV are
currently married (59%). When limiting to
those who report any sexual activity in the
last month, this figure rises to 80 percent.
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Figure 2.16: Selected  social and demographic characteristics of PLHIV in Ethiopia (EPHI
20141
& ORC Macro & CSA, 2011 secondary analysis2
)
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Epidemic Trends in  HIV Incidence,
AIDS-related Mortality and HIV
Prevalence
3
3.1 HIV INCIDENCE TRENDS
ANC prevalence trends
The ANC data shows steadily declining HIV
prevalence among pregnant mothers in both
rural and urban areas since 2001 (Figure 3.1).
Trends observed in all ANC sentinel sites and
in some selected sites (those with at least four
consecutive data points during 2001-2012)
clearly show a declining prevalence pattern. The
decline is greater in urban areas as compared to
rural, where trends are less influenced by shifts in
distribution of ANC sites. Collectively sustained
reductions in ANC prevalence indicate declining
HIV incidence among the general population.
The ratio of HIV prevalence between ANC
attendees aged 15 to 24 compared to those 25
to 34 provides another indicator of whether an
epidemic is growing or contracting. Ratios above
one generally indicate a growing epidemic.
Ratios below one generally indicate a declining
epidemic. Evidence from Ethiopia suggest
steady declines in this ratio since 2001 in urban
areas, and after 2005 in rural areas.
EDHS survey trends
Declining HIV prevalence among the youngest
sexually active age groups is often interpreted
as a sign of positive behavior change among
the younger generation. Between 2005 and
2011 EDHS, prevalence dropped notably for
the 15 to 24 age groups (Figure 3.2). The
fact that population prevalence appears to be
higher among 25 to 34 year olds in the more
recent period may have different explanations
depending on how recently infections were
acquired. The same ratio a decade earlier when
the earlier cohort was starting sexual activity
would have indicated a growing epidemic, which
may have been true at the time.
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Figure 3.1: Trends  in HIV prevalence (%) among ANC mothers in all urban and rural sites reporting
more than four ANC rounds, 2001 – 2012 (EHNRI & FMOH, 2013)
Table 3.1: HIV Prevalence among ages 15-24 and 25-34 of women seeking ANC in urban
and rural areas, 2001-2009 (EHNRI & FMOH, 2010, 2011, 2013)
Figure 3.2: Trends in Age-Specific HIV Prevalence (ORC Macro & CSA, 2005, 2011)
Year Urban ratio
(ages 15-24 : ages 25-34)
Rural ratio
(ages 15-24 : ages 25-34)
2001 0.95 1.89
2003 0.95 1.10
2005 0.86 1.10
2007 0.74 0.82
2009 0.62 0.82
2012 0.58 0.76
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Figure 3.3: Percent  of deaths attributable to AIDS: Adult mortality surveillance in Addis
Ababa 2001 – 2011 (Araya et al., 2011)
Verbal autopsy data from large burial sites
in the capital city suggested a 50% decline
in AIDS mortality in the first two years after
introduction of ART.
3.2 AIDS-RELATED MORTALITY TRENDS
AIDS-related mortality declining
sharply in urban areas
The immediate impact of ART on AIDS mortality
was clearly highlighted by mortality surveillance
data. Verbal autopsy data from large burial sites
in the capital city (Reiners et al., 2009) suggested
a 50% decline in AIDS mortality in the first two
years after introduction of ART. Declines over
the full decade spanning the introduction of
ART were even steeper (Figure 3.3). In 2001, for
example, over half of all female deaths in Addis
Ababa were attributed to HIV or AIDS. By 2009,
only 8% could be similarly attributed for both
sexes.
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Figure 3.4: Trends  in HIV prevalence by region 2005 – 2011
(ORC Macro & CSA, 2005, 2011)
The number of regions where HIV prevalence
rose between 2005 and 2011 was roughly
balanced by those where it fell. None of
these trends were statistically significant.
3.3 PREVALENCE TRENDS
Overall prevalence may be stabilizing
at national and regional levels
National HIV prevalence levels between 2005
and 2011 EDHS remained relatively stable,
between 1.4 and 1.5% respectively. Similarly,
the number of regions where HIV prevalence
rose was roughly balanced by those where it
fell (Figure 3.4). None of these regional trends
were statistically significant. Collectively, they
are consistent with stabilizing HIV prevalence at
national and perhaps regional levels. A stabilizing
national trend would not contradict declines in
urban prevalence or other evidence of declining
HIV incidence. Prolonged survival due to the roll-
out of ART, population movement from rural to
urban areas, or a combination of the two provide
the most likely explanations. HIV prevalence may
be expected to increase if AIDS mortality drops
below the rate of new or imported infections,
as may be starting to occur in larger cities in
Ethiopia. Given the rapid growth in access to
ART, overall prevalence trends have arguably
ceased to be a reliable indicator for underlying
epidemic trends. Alternative indicators such
as statistical modeling or focused surveillance
among core transmission groups, such as HIV
positive pregnant mothers and commercial sex
workers, will become increasingly important to
assess the future direction of the epidemic.
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Syphilis trends in  urban areas indicated
by RPR results suggest changes in sexual
risk, changes in access to treatment, or a
combination of the two.
Figure 3.5: Trends in RPR-positive assays for syphilis and other treponemal infections
among mothers attending antenatal care in urban and rural areas, 2005 – 2012, by
residence and HIV status (EHNRI & FMOH, 2010, 2011, 2013)
3.4 SEXUALLY TRANSMITTED INFECTION
TRENDS
Sexual Risk Behavior
No strong trends were observed in the proportion
of people who reported engaging in sex with a
non-marital/non-cohabiting partner between
EDHS 2000 and EDHS 2011. A proportional
reduction in risk behavior was reported by
married men and women after 2000, and a
suggestion of a smaller proportional increase
in risk behavior among unmarried women after
2005. The strongest contrasts in risk behavior
were reported among unmarried compared to
married adults, and unmarried men compared
to unmarried women.
Routine ANC screening in Ethiopia includes a
rapid plasma reagin (RPR) test to detect recent
syphilis infection. This marker does not give a
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direct measure of  syphilis prevalence because it
is non-specific for other non-sexually transmitted
treponemal infections, such as yaws, and can
also be triggered by a variety of other conditions
including malaria and even pregnancy.
Biologically false positive (BFP) rates of 40%
and higher have been documented in different
developing settings (Nandwani & Evans, 1995;
Dorigo-Zetsma et al., 2004). Effective treatment
with antibiotics generally results in negative
RPR tests within a year of actual syphilis or
other treponemal infection. Background health
conditions that yield large numbers of false
positives or other treponemal infections are
typically more common in underdeveloped
settings with poor access to health care, which
may contribute to, if not fully explain, higher
prevalence of RPR positives in rural than urban
settings in Ethiopia. Urban RPR trends may
provide a truer guide to changes in sexual risk
behavior, change in access to treatment, or a
combination of the two.
In the four ANC surveillance rounds in Ethiopia
between 2005 and 2012, RPR prevalence showed
a nearly four-fold decrease in urban areas for
both HIV positive and negative mothers (Figure
3.5). Moreover the gap between infected and
uninfected mothers narrows over the same
period. Rural rates appear relatively unaffected
until the final time period.
Observed declines over time may be explained
by reductions in risk behavior, improved access
to treatment for both syphilis and HIV, or a
combination of the two. Higher prevalence
of syphilis in rural areas suggested by these
data would be inconsistent with lower rates
of self-reported risk behavior by rural survey
respondents (see Figure 4.2). The more likely
explanation is a combination of higher rates
of biologically false positive results and lower
access to treatment services in poor rural areas.
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Factors Influencing HIV  Transmission
4
4.1 BEHAVIORAL FACTORS
Intergenerational sex, early
marriage, and premarital sex
Intergenerational sex is conventionally defined
as an age gap of 10 years or more between
sexual partners (Wyrod et al., 2011). This
represents a key risk factor for transmitting HIV
infection from older, more exposed age cohorts
to younger ones and sustaining the epidemic
from one generation to the next. Approximately
one quarter of sexually active Ethiopian women
in their 20’s and men in their 30’s reported their
most recent sexual partner to be older or younger
by 10 years or more (Figure 4.1). The practice of
remarriage tends to increase intergenerational
exposure. Across every age group, remarried
women and men are roughly 50% more likely to
have a partner 10 years apart compared to those
who have more remarried.
Other changing features of Ethiopian society with
the potential to contribute to epidemic trends
include the practice of early marriage for girls
and premarital sex. Early marriage remains more
common in rural areas, where median age at
sexual debut for women is 16.7 years compared
to 18.7 years for women in urban areas (ORC
Macro & CSA, 2011). Early marriage is generally
associated with low levels of premarital sex. In
rural areas, 82% of women report sexual debut
at the time of their first marriage, compared to
63% of urban women. The close association
between marriage and sexual debut remains
consistent over time in rural areas, but gradually
loosens in urban areas where 60% of women
in their 20’s report sexual debut at the time of
marriage compared to 74% of women in their
40’s. Premarital sexual partnerships, while
riskier in many respects, are substantially less
likely to involve intergenerational partners (5%)
compared to monogamous (27%) or polygamous
(49%) marriages.
Multiple and Concurrent
Partnership Behavior
Risky sexual partnerships shown in Figure 4.2
include unmarried respondents who report a
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Figure 4.1: Percent  reporting age gap of 10 years or more with most recent sexual
partner, by gender (ORC Macro & CSA, 2011)
casual partner or more than one regular sexual
partner in the last year, and married respondents
who report one or more extra-marital sexual
partners. This definition excludes polygamous
marriages (reported by roughly 6% rural and 2%
urban respondents) since these tend to obscure
urban-rural differentials in non-marital sexual risk
behavior.
Levels of risky partnership behavior, as defined
above, were low across most groups, reported
by an average of 1.2% of survey respondents.
Risky partnerships were relatively more common
among urban residents, males, and 20 to
29-year-olds. Education was also positively
associated with risky partnership behavior,
although this may be confounded by the strong
tendency of more educated people to reside in
urban areas. Marital status categories provide
the most striking contrasts, with never married
sexually active individuals reporting more than
three times more risk behavior in the last year
than others. It is also important to note women
may have underestimated their multiple sexual
partnerships because it is less socially acceptable
for women to have multiple partners than for
men to have multiple partners (Versnel et al.,
2002).
The practice of remarriage tends to increase
intergenerational exposure; across every
age group, remarried women and men are
roughly 50% more likely to have a partner
10 years apart compared to those who have
not remarried.
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Figure 4.2: Percent  of respondents reporting high-risk sexual partnerships in the last
year, by selected demographic characteristics (ORC Macro & CSA, 2011)
Remarriage
Remarriage following divorce or widowhood is a
widespread practice in Ethiopia with significant,
if less recognized, potential for spreading HIV.
While polygamy contributes to remarriage rates
for men, particularly in rural areas, remarriage
is not primarily a male or urban phenomenon.
Patterns of remarriage by age group are almost
identical across gender and residence (Table
4.1). Lifetime remarriage rates exceed 40%
across all groups based on the cumulative
experience of 40 to 49 year olds. Significantly
for HIV prevention, remarriage is almost twice
as common among HIV infected adults. Nearly
half (47%) of a cross-section of adult PLHIV have
been remarried, compared to 25% of uninfected
adults. The significant positive association of
remarriage with HIV prevalence is shown in
Figure 4.3. On average, HIV infection rates
are over two and a half times higher among
remarried adults compared to once-married
adults with a stronger association in rural
than urban areas (RR 4.2 vs. 2.3). Depending
on time duration and partnership behavior
occurring between marriages, not available from
current data, it is possible that significant HIV
transmission is occuring from marital union to
marital union without necessarily involving non-
or extra-marital ‘risk behavior’ as traditionally
understood.
Ethiopia shares with other settings a strong
positive association between HIV prevalence and
an increasing number of lifetime sexual partners.
What is unique to Ethiopia is the relatively low
number of lifetime sexual partners in comparison
to other high-burden HIV countries, and the
closer association between number of lifetime
partners and lifetime marriages. Remarriage
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Table 4.1: Percent  ever married and remarried, by age group, gender, and residence
(ORC Macro & CSA, 2011)
% Ever
Married
Of These, % Ever Remarried
Age
Group
Total Total Male Female Urban Rural
15-19 23.0 8.2 5.6 8.4 3.3 8.8
20-24 68.1 12.7 9.6 13.7 9.1 13.5
25-29 90.4 18.8 16.8 19.9 18.2 19.0
30-34 95.9 24.6 23.2 25.5 19.4 26.1
35-39 98.2 31.6 32.6 30.9 32.8 31.3
40-44 98.6 38.8 38.8 38.8 32.1 40.3
45-49 99.4 44.0 46.6 42.0 41.7 44.4
Total
15-49
72.9% 25.9% 27.9% 24.7% 23.5% 26.5%
Figure 4.3: HIV prevalence by gender and remarriage (ORC Macro & CSA, 2011)
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Figure 4.4: Percent  of Men and Women Giving Correct Responses to Comprehensive HIV
Knowledge Questions (ORC Macro & CSA, 2011)
Fewer than one in three men (31%) and
one in five women (19%) could answer all
five questions defining comprehensive
knowledge correctly.
Knowledge about MTCT and prevention is
generally stronger than knowledge about sexual
transmission, while misconceptions regarding
mosquitoes and transmission by supernatural
means remain persistent. With few exceptions,
women scored lower than men on knowledge
questions. The gender gap in knowledge was
particularly strong concerning the efficacy of
condom, possibly reflecting a more negative
attitudes towards condoms among women.
Urban residents and men remain significantly
betterinformedaboutHIVthanruralresidentsand
women, respectively (Figure 4.5). Rural women
showed the lowest knowledge scores, with only
shows a significant positive association with HIV
prevalence even controlling for individual age
(Figure 4.3). This may lead us to the hypothesis
that promoting couple HIV testing before
first and subsequent marriages, in addition to
general encouragement of testing among all
those who are sexually active may help to reduce
HIV transmission as a result of remarriage.
Contributing Factors to Sexual Risk Behavior
Knowledge
Overall, 99% of men and 97% of respondents
in the 2011 EDHS had heard of HIV or AIDS,
making knowledge of this infection virtually
universal in Ethiopia. However, the percentage
able to respond correctly to the EDHS standard
HIV knowledge questions varied widely, and
comprehensive knowledge scores were relatively
low (Figure 4.4).
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10% reporting comprehensive  knowledge in
2005, rising to 13% in 2011. Comprehensive
knowledge increased significantly in rural areas
but decreased significantly in urban ones. Urban
trends primarily reflected a marked decline in
the proportion of urban residents (particularly
from larger cities) who agree that abstinence can
help reduce the chance of HIV infection. Belief
in the effectiveness of condom use increased in
the same settings, but not by enough to offset
an overall decline in comprehensive knowledge.
Substance Use - multiple sexual partnerships
more likely among substance users
Althoughalcoholconsumptionhaslongbeenpart
of the festive tradition in Ethiopia, the expansion
of khat use in Ethiopia is a recent phenomenon
that deserves careful consideration in the fight
against HIV/AIDS. Khat has become one of
the most important sources of foreign revenue
in Ethiopia (Ambaye, 2012). As production of
khat increases, the number of khat users has
Figure 4.5: Trends in Comprehensive HIV Knowledge 2005 to 2011, by Sex and Residence
(ORC Macro & CSA, 2011)
been increasing in parallel. Khat chewers have
a mixed perception about the effect of khat on
sexual desire. Some say it enhances while others
perceive the opposite. (Berhanu et al., 2012).
While the statistical association between use of
this substance and sexual risk behavior is weak,
khat use has been associated with increased
odds of HIV infection among clients attending
Voluntary Counseling and Testing (VCT) centers
(Ayenew et al., 2012). Alcohol consumption
is more commonly associated with increased
chances of having multiple sexual partners,
sex with non-regular partner, and engagement
in transactional sex (Alemu et al., 2007;
Tumwesigye et al., 2012). However the causal
direction underlying the relationship remains a
matter of active debate and may depend on a
variety of contextual factors. Findings from a
2008 study on the association between multiple
sexual partnerships and alcohol and khat use are
reported in Table 4.2 below.
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vegetables from a  PLHIV shopkeeper. In 2011,
slightly less than half of urban residents harbored
at least one of four negative attitudes. The same
negative attitudes were more than twice as
prevalent in rural areas as urban ones. Between
2005 and 2011, the prevalence of stigmatized
attitudes fell significantly from an average of 1.00
to 0.82 (on a scale of 0 to 4) in urban areas, and
from 2.26 to 1.70 in rural areas. Both changes
were statistically significant.
Table 4.2: Association between Multiple Sexual Partnerships and Alcohol and Khat Use
(Berhane & Worku, 2007).
Substance use Adjusted* OR 95% CI
Used alcohol during last sex 2.30 1.62,3.25
Ever chewed khat 1.75 1.55,1.99
* Adjusted for age, sex, residency, marital status, working condition, and economic status in
a logistic regression model
AIDS Stigma
Stigma against PLHIV remains a significant issue
in Ethiopia. EDHS surveys routinely include
4 attitudinal questions gauging stigmatizing
attitudes among the general population. These
include needing to keep HIV in the family a
secret, unwillingness to care for an HIV-infected
relative, unwillingness to accept female PLHIV to
serve as teachers, and unwillingness to purchase
Figure 4.6: Percent of People Living with HIV (PLHIV) Facing AIDS Stigma in the Last 12
Months, by Type of Discrimination (NEP+, 2011)
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Figure 4.7: Percent  of Respondents Reporting Condom Use at Last Sex, by Sex and Type of
Relationship (ORC Macro & CSA, 2011)
Nevertheless a large survey of over 3300 PLHIV
representing all regions of Ethiopia in 2010
found a substantial burden of felt and enacted
stigma remained from the perspective of
those living with HIV (NEP+, 2011). Reported
experiences ranged from gossip (60%), social
exclusion (35%), family exclusion (22%), and
physical assault (7%) in the last 12 months as
a perceived result of HIV status alone (Figure
4.6). Strong regional variations were observed.
Somali and Gambella appeared to be the most
affected settings, with more than half of PLHIV
experiencing different forms of stigma in the last
year including exclusion from family, social, and
religious events, and between a third and half
experiencing verbal or physical harassment. In
other regions like Tigray and Amhara, exclusion
from social events was also reported by roughly
half of PLHIV, but more severe forms of enacted
stigma were less common.
4.2 BIOMEDICAL FACTORS
Condom use
Condom use at last sex is highest among casual
non-marital partnerships and virtually non-
existent among married and cohabiting couples
(Figure 4.7), who account for 90% of most
recent sexual contacts. Overall, 50% of men and
14% of women reported using a condom the
last time they had sex with a non-marital partner.
Of these, approximately four in five reported
using condoms consistently over the last month.
The other notable feature of condom use is the
three-fold difference in reported condom use
at last sex outside marriage between men and
women. Survey research suggests that women
Condom use and consistency declines in
more stable relationships and with increasing
age.
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typically underreport condom  use compared to
men (Schellstede & Ciszewski, 1984) for a variety
of different reasons related to the lack of control
over the method, but an explanation of a gap
of this magnitude requires further investigation
using independent data sources.
The other characteristic features of condom use,
depicted in Figure 4.8, are the steady decline
of condom use and consistency with increased
age, and the widening gap in condom use
between rural and urban areas as age increases.
Condom use in non-marital relationships peaks
in rural areas among 15-19 year olds at 37%,
and among 20 to 29 years old in urban areas at
50 percent. Consistency of non-marital condom
use declines from 85% among users in their
20’s, to 61% for users in their 40’s. Additionally,
consistent condom use is significantly lower in
rural settings (77%) compared to urban areas
(85%).
HIV Testing
Expanded access to and uptake of HIV testing
represents one of the most significant program
achievements for HIV prevention in Ethiopia.
The percent of men and women who received
HIV test results in the last year increased 10-
fold from 2% to 20% between 2005 and 2011.
By 2011, HIV testing uptake was twice as high
in urban areas, where 59 % of urban adults
had ever been tested and 34% tested within
the last year, compared to rural areas where
30% had ever been tested and 16% tested in
the last year (Figure 4.9). Uptake of testing
Figure 4.8: Percent Condom Use at Last Sex with a Non-Marital Partner, by Age Group and
Residence (ORC Macro & CSA, 2011)
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Figure 4.9: Percent  ever Tested for HIV and Tested in the Last Year, by Selected
Demographic Characteristics (ORC Macro & CSA, 2011)
was roughly equal between men and women,
but varied widely by age, education level, and
marital status. For example, those with post-
secondary education were almost three times
more likely to have undergone testing compared
to those with no education. Patterns of testing
roughly reflect engagement in risky sex across
demographic categories of urban, gender,
age, and education. This suggests demand is
at least partially responsive to real prevention
needs. On the other hand, relatively high rates
of testing among ostensibly low-risk groups,
Between 2005 and 2011 the percent of men
and women who received an HIV test in the
last year increased 10-fold from 2% to 20
percent.
such as those who never reported sex, reflect
the strong influence of provider-initiated testing
currently estimated to account for up to 70% of
HIV testing in public and private health facilities
(PEPFAR, 2014).
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Antiretroviral therapy (ART)  uptake
ART adherence has proven the ability to
suppress HIV viral load to undetectable levels
and come close to eliminating HIV transmission
entirely. In a major multicountry study in Africa,
HIV transmission among discordant couples was
reducedby96%whenthepositivepartnerwasput
on treatment (Cohen et al., 2011). Consequently
the roll-out of ART in Ethiopia since 2005 has
become an increasingly significant contributor
to HIV prevention efforts. Of the estimated
591 thousand HIV-infected adults in 2014, 334
thousand or 57% were currently taking ART.
Every year for the last 5 years, an average of
58,000 adult and child PLHIV are newly enrolled
on ART programs (FHAPCO, 2014b). At the
same time the number of new infections and
the number of HIV-related deaths have been
falling steadily (Appendix 3). Ethiopia has now
reached a symbolic milestone for curbing the
spread of the epidemic, where the number of
newly started clients on ART has surpassed the
number of new infections (Figure 4.10 – also see
Chapter 6 for more detail on ART expansion).
Prevention of mother-to-child transmission
(PMTCT) uptake
Despite significant improvements in recent
years, coverage of PMTCT services remains
below target levels set for Ethiopia. Figures 4.11
and 4.12 (FHAPCO, 2012) show the official
figures for the PMTCT cascade from antenatal
counselling and testing to antiretroviral drugs
for mothers and newborns at the facility level. Of
2.9 million births expected in 2013, 2.2 million
or 80% received ANC from health facilities
In 2014 more than half of all HIV-infected
adults (57%) and nearly two-thirds of adults
eligible for ART (63%) were receiving
treatment.
Figure 4.10: Estimated number of new HIV infections, AIDS deaths, and newly started on
ART in Ethiopia, 2013 (EPHI & FHAPCO, in press)
or trained health extension workers in the
community, up from 68% in the previous year.
Health facilities managed to test and provide
results to 69% of these mothers, equivalent
to 55% of total expected pregnancies in the
country, up from 36% the previous year (Figure
4.11). In 2013 over 88% of identified HIV positive
pregnant women received ARV prophylaxis (43%
of the estimated total number of HIV positive
pregnant women). Less than half (45%) of their
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Figure 4.11: HIV  tested among pregnant women in 2013 (FHAPCO, 2014b)
Figure 4.12: Percent of HIV-positive pregnant women identified at ANC and receiving ART,
and HIV exposed infants receiving ART prophylaxis in 2013 (FHAPCO, 2014b)
HIV-exposed infants received ART (representing
19% of total exposed HIV infants) (Figure 4.12).
Although sustained progress has been made
over the years, only 43% of estimated pregnant
women needing PMTCT received PMTCT
services in 2013 (EPHI & FMOH, 2014).
Of the women receiving PMTCT by the end of
2013, roughly two-thirds (66%) were already
enrolledonOptionB+involvinglifelongART.With
few exceptions, the remainder received maternal
Zidovudine (AZT) prophylaxis during pregnancy
and delivery. No information is available on
infant exposure during the breastfeeding period
for women not taking lifelong therapy. According
to modeling calculations, the resultant rate of
vertical transmission among HIV-exposed infants
dropped to 25% in 2013 from 32% in 2012
(UNAIDS & FHAPCO, 2014).
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Male Circumcision
Malecircumcision(MC)atbirthiswidelypracticed
in most  regions of Ethiopia. Currently, 92% of
adult males report being circumcised (ORC
Macro & CSA, 2011). In Gambella, where 2007
Ethiopia census data show fewer than a third of
males belong to traditionally circumcising groups
(CSA, 2012), lower rates of male circumcision are
thought to contribute to the particular severity of
the epidemic in this region. Programs to enable,
promote, and provide male circumcision to at
least 80% of adult males are enjoying success
and expected to reach their targets by the
end of 2015. By 2011, HIV prevalence among
circumcised males in Gambela (4.1%) was only
half that of uncircumcised males (7.9%), but still
four times higher than average prevalence for
other Ethiopian men (Figure 4.13). Interestingly,
the benefits of male circumcision for HIV
prevention do not appear to extend to low
prevalence settings such as the SNNP region,
where there are more than 10 times the number
of uncircumcised males but virtually no difference
in HIV prevalence between circumcised and
uncircumcised males.
Figure 4.13: HIV Prevalence by Male Circumcision Status (ORC Macro & CSA, 2011)
Low rates of male circumcision are thought
to contribute to the severity of the epidemic
in Gambella, but not SNNPR.
4.3 STRUCTURAL FACTORS
Structural factors: Deep-rooted cultural
practices and poverty persisting
Ethiopia has some of the highest rates of
violence against women in the world (Gossaye
et al., 2003; Garcia-Morena et al., 2005; Abeya
et al., 2011). Among many reasons to combat
this practice, violence against women inevitably
compromises their ability to negotiate safer sex.
Cultures based on male superiority provide more
freedom to males to be sexually exploitive and
less responsible for unintended consequences of
sexual intercourse, such as sexually transmitted
diseases (Taffa, 2002a, 2002b). Other cultural
practices that may increase vulnerability of
women to STIs include early marriage, marriage
by abduction, female genital cutting (FGC),
and widow inheritance (Mitike & Tamiru, 2008).
Measurable progress is being made to improve
women’s status in Ethiopia, though serious
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Cultural factors interact  with widespread
poverty to limit avenues for women’s
economic advancement and compound
their risks of HIV infection.
challenges remain. The percent of 15 to 19
year old girls who married before age 15 fell
significantly from 12% to 8% between 2005 and
2011 (ORC Macro & CSA, 2011). Circumcision
rates in Ethiopia seem to be in decline. In a 2010
survey of seven region in, the Population Council
found that 80% of women 40 to 49 years of age
had been circumcised while 58% of women
age 15 to 19 years of age had experienced
circumcised. There were no consistent changes
in type of circumcision across age groups (Erulkar
et al., 2010). Because this data was only collected
in seven regions, it is not representative of the
country as a whole.
Cultural factors interact with widespread
poverty to limit avenues for women’s economic
advancement and compound their risks of
HIV infection. Comparative access to formal
education provides a clear example. Over half
of adult women in Ethiopia (51%) have no formal
education, compared to 30% for adult men. For
those who do reach school, girls tend to drop
out earlier than boys at levels where education
is associated with more rather than less HIV.
Access to education is improving rapidly for girls
in Ethiopia: 75% of women aged 35 to 49 had
no education compared to only 26% of women
aged 15-24, but post-primary education is still
dominated by male enrolment (ORC Macro &
CSA, 2011). Economic vulnerability combined
with lack of employable skills contributes to
women’s sexual vulnerability. For example,
research has found 80% of young migrant
girls moving to urban areas end up joining
housework, waitressing, or other low-paying
service jobs with easy access and incentives to
engage in transactional sex or even sexwork
(Erulkar et al., 2004). A study of sex workers in
five Ethiopian cities found that 40% started as
housegirls (Girma & Erulkar, 2009). Similarly
divorced or widowed women facing stigma in
rural communities join urban migrant streams to
face the same structural limitations when they
arrive in urban areas.
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Most at Risk  Populations (MARPS)
5
Definition of MARPS
The definition of most at-risk and vulnerable
populations has evolved since the start of the
HIV epidemic. In recent years UNAIDS the term
‘key populations’ to refer strictly to four groups
that consistently face higher risk of infection by
the nature and degree of their exposure. These
include commercial sex workers (CSW), men who
have sex with men, transgender individuals, and
injecting drug users (UNAIDS, 2011). Ethiopia
continues to favor the use of the term ‘MARPs’
and a broader definition that encompasses
all groups proven to have substantially higher
exposure to HIV infection, measured by
HIV prevalence or involvement in casual or
concurrent sexual partnerships. The potential
for HIV to spread within and between sexual
networks could spill over to the general public
and trigger a resurgence of HIV prevalence.
One of the striking observations about HIV trends
among high-risk populations is the scarcity of
data collected on them. Although some MARPS,
such as FSWs and long distance truck drivers,
were recognized at the initial phase of the
epidemic (Mihret, 1990a, 1990b; Wyohannes,
1996), they have never been regularly or
systematically monitored. Quantitative data for
other potentially high-risk groups such as MSM,
migrant laborers, and injection drug users (IDUs)
are completely lacking at the national level. This
should be considered in future strategic plans as
one of the directions for M&E.
According to the 2011 HIV Prevention Package
for MARPS and vulnerable populations (FHAPCO
& FMOH, 2011), MARPS are defined as:
• Sex workers
• Mobile populations
• In-school youth
• Uniformed services of Ethiopia
• Prisoners/inmates
Sero-discordant couples where one partner is
HIV-positive and the other is HIV-negative are
also included in this report as an important
MARPs group in Ethiopia. This category
of individuals does not engage in ‘high risk
behavior’ as traditionally understood. Most
are monogamously married. Less than 1% of
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Figure 5.1: HIV  Prevalence among Female Commercial Sex Workers in Ethiopia, Surveys
Conducted During 1986-2008 (Mihret et al., 1990a, 1990b; Ralenbeck et al., 1997; Hussein
et al., 2000; Kebede et al., 2000; Brady et al. 2000; Aklilu et al., 2001; Habte, 2008; DKT
Ethiopia & FHAPCO, 2009)
these reported extramarital partners according
to 2011 EDHS. However condom use within
marital unions remains virtually non-existent
at a population level. Unless the HIV-infected
partner in such discordant couples is virally
suppressed through ART, risk of transmission
with repeated exposure is very high, and
comparable if not higher with other known
MARPs groups. According to 2011 EDHS, 59%
of all adult PLHIV are currently married, rising to
80% if only those who have been sexually active
in the last month are included. Two thirds of
these have sero-discordant negative partners
who are likely to represent a major source of new
infections in the future unless their prevention
needs are addressed.
Results from a major biobehavioral survey
conducted in 2013 among commercial sex
workers in 7 regional capitals and commercial
sex workers and distance drivers in 4 major
transport corridors are expected to be released
in the near future. The resulting data will mark
a welcome end to the long ‘data drought’
concerning HIV prevalence among high priority
targets for prevention in Ethiopia. Findings from
programmatic and behavioral research available
at the time of publication are presented in the
current chapter.
5.1 FEMALE SEX WORKERS
High HIV prevalence among FSWs, although
insufficient data to fully understand
HIV dynamics in this population
Although commercial sex work is not legal in
Ethiopia, laws against trade in sex are not strictly
enforced. A recent size estimation conducted in
2012 indicates that there are over 11,500 formal
FSWs operating in Addis Ababa alone (PSI, 2012).
This figure is likely to be an underestimation due
to exclusion of non self-identified FSWs.
Among MARPS, FSWs are a group for which
most HIV prevalence data exist in Ethiopia.
These show extremely high HIV prevalence in
the 1990s that may have declined in the last
decade, although a notable dearth of recent
studies makes trends difficult to determine with
any certainty (Figure 5.1).
Economic vulnerability combined with lack
of employable skills contribute to women’s
sexual vulnerability. A study of sex workers in
five Ethiopian cities found that 40% started
as housegirls.
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Consistent condom use  high in commercial
sexual relationships but low in non-commercial
sexual relationships
Promoting consistent condom use has been one
of the most commonly advocated preventive
interventions for FSWs in Ethiopia. Encouraging
results have been observed among CSWs,
with over 99% reporting condom use at last
sex with paying clients and over 80% reporting
consistent condom use over the last month
(Mekonnen & Demissie, 2010; Girma & Erulkar,
2009). However, between 15 and 25% of FSWs
in these studies reported having one or more
regular sexual partners in the last year. Self-
reported condom use with such partners was
substantially lower with such partners (Figure
5.2). With non-paying partners, women who
earn their living from sex work may adopt similar
relationship expectations as other women and
do not perceive their regular partners to be a
risk factor for contracting HIV (Girma & Erulkar,
2009). The most cited reason mentioned for not
using condoms in a recent behavioral study of
FSWs in five Ethiopian cities was trust (59%). This
may be one of the major gaps in addressing the
transmission of HIV in areas where commercial
sexual relationships are common (orison et al.,
2001; Lowdnes et al., 2002; Hong et al., 2008).
HIV testing represents an increasingly accessible
alternative for prevention among MARPs in
Ethiopia. In two recent studies, between 34 and
45% of sex workers in major cities and roadside
towns in Ethiopia had tested for HIV in the
previous three months (MeKonnen & Demissie,
2010; Girma & Erulkar, 2009). How knowledge of
HIV status affects sexual behavior and prevention
uptake of FSWs with paying and non-paying
partners is unknown.
Figure 5.2: Consistent Condom Use among Female Sex Workers in Ethiopia (Girma &
Erulkar, 2009)
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low HIV prevalence  as well as low-risk behaviors in
secondary students, and low HIV prevalence but
high-risk behavior among the small percentage
of sexually active university students (Tegabu et
al., 2011; CDC, 2012).
Sexual risk behavior among in-school youth
University Students:
A study of five Ethiopian universities found 30%
(1,702) of university students report ever having
sexual intercourse. Of these students, over half
(53%) were sexually active in the last 12 months.
The number of students reporting sexual activity
within the last 12 months was higher among
females (60%) when compared to male students
(51%). (Figure 5.3)
5.2 YOUTH
Youth: Low HIV prevalence, but high-risk
behavior among sexually active, unmarried
youth
The EDHS and other studies show low HIV
prevalence among youth (Taffa 2002a, 2002b;
ORC Macro, 2005, 2011; Bekele, 2011). There
are concerns that expanding opportunities for
secondary or tertiary education away from the
parental home could increase exposure of youth
to higher prevalence sexual networks in urban
areas or roadside locations where higher level
schools tend to be located. The increasing
availability of digital and electronic technologies
for viewing pornography (Bekele et al., 2011),
the presence of bars and nightclubs where sex
may be sold, and sexual coercion (Lindstrom
et al., 2012) may influence youth to engage
in risky sexual behavior. However, nationally
representative studies on in-school youth found
Figure 5.3: Sexual risk indicators among Ethiopian university students, 5-University Study
(FHAPCO, 2011)
Studies on in-school youth have found
low HIV prevalence in secondary schools
or universities but worryingly high-risk
behavior among a minority of sexually active
university students.
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In terms of  sexual risk behaviors, 81% of male
students and 63% of female students have
had sex with a non-regular partner in the last
12 months. The study also found that 64% of
currently sexually active male students had sex
with at least one FSW in the last 12 months.
(Figure 5.3)
Preventive behavior among
university students:
Despite increased high-risk behavior among
sexually active students, the five university
study also found relatively high rates of
preventive behaviors among university students.
Approximately 62% of students had ever used
a condom, and 65% of male and 46% of female
students used a condom at last sex. When asked
how often a condom is used during sexual
activity, 54% of students always use condoms,
17% occasionally, and 29% rarely use condoms.
HIV testing was also found to be high, with 51%
of students ever being tested and 36% tested in
the last 12 months (Figure 5.3).
High School Students:
The most recent bio-behavioral survey
conducted in 2012 among a representative
sample of secondary schools in urban and
roadside ‘hotspot’ locations in Amhara region
tested 1,317 students and found a single case
of HIV (0.07%) and 18 cases of HSV2 infection
(1.3%) (CDC, 2012). Eight percent of male and
female students reported a sexual partner
in the last 18 months, 40% of whom were
formally married in the case of female students.
Qualitative data from the same study suggested
intense pressure from parents and students
themselves to succeed at school combined with
fear of pregnancy and HIV infection provided
compelling reasons for most students to avoid
pursuing sexual or romantic relations of any kind.
Nevertheless, over half of the students reported
testing for HIV in the last year, and 46% of
those reporting casual partners reported using
a condom at last sex. Comparative data from
the 2011 EDHS for those currently enrolled in
secondary school found comparable HIV and
behavioral risk indicators to the Amhara study,
leading authors to conclude secondary students
as a whole should not be considered a MARP
group in Ethiopia. Nevertheless subgroups are
known to engage in high-risk behavior. Another
recent study in Addis Ababa (Cherie & Berhane,
2012) reported 4% of high school students ever
having anal sex. The main reasons for engaging
in this sexual practice were reported to be
prevention of pregnancy, preserving virginity,
and reduction of HIV and STI transmission. The
latter is indicative of misconceptions around HIV
transmission risk associated with different sexual
practices.
5.3 MOBILE POPULATIONS
People working away from home:
limited data suggests HIV risk
behaviors are prevalent
People frequently working away from home
are among the recognized high-risk groups
in Ethiopia. These MARPs include drivers and
their assistants, mobile merchants and daily
laborers. A study in the Horn of Africa, including
Ethiopia, indicated risk factors among migrant
groups include high rates of partner change,
unprotected sexual intercourse, prior sexually
transmitted diseases, injecting drug use, and
residence in a high HIV-prevalence community
(Girdler-Brown, 1998). Single-point estimates
of mobile populations indicate the presence of
multiple and concurrent partnerships among
several mobile populations groups
Truck drivers: elevated HIV risk through
mobility and exposure to transactional sex
Limited information is available regarding
HIV prevalence or sexual risk behavior among
truck drivers, yet their mobility and potential
to become clients of sex workers make them a
focus of prevention activities. Data from the 2005
BSS and more recent data from a large-scale
prevention program targeting transactional sex
among mobile populations confirm exposure
to infection through contact with sex workers
(Figure 5.4). Condom use and consistency
is relatively high against national standards,
though still below desired levels of consistency
for HIV prevention (Figure 5.5).
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Figure 5.4: Truck  Drivers’ Sexual Behaviors in Ethiopia, Studies Conducted between
2005-2010 (Mekonnen & Demissie, 2010; Mitike et al., 2005)
Figure 5.5: Condom Use among Truckers (Mitike et al., 2002, 2005; Mekonnen & Demissie,
2010)
5.4 UNIFORMED SERVICES OF ETHIOPIA
Uniformed Services: recent estimates
suggest declining HIV prevalence
HIV prevalence trends in the military have shown
a promising decline in recent years. Since 2000,
prevalence estimates from various studies have
all been found to be below 10%, unlike previous
estimates that were as high as 25% (Figure 5.6)
(Kefenie et al., 1991; Zewde et al., 2002; Tessema
et al., 2010). Whether this decline in prevalence
is due to changes in data collection methods,
more stringent recruitment criteria, early
retirement of those living with HIV, or improving
sexual behavior, needs to be investigated to
ensure sustained success in reducing the burden
of HIV among the military and police. As shown
in Figure 5.6, ANC Surveillance data from the
Armed Forces Hospital also demonstrates a
declining trend (EHNRI & FMOH, 2011).
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5.5 DISCORDANT COUPLES
Discordant  couples: According to the 2011
EDHS, HIV affects one in 15 married urban
couples (6.8%) and one in 143 married rural
couples (0.7%). Approximately two-thirds of
these couples were sero-discordant. In urban
areas, women were found to be HIV positive in
90% of all infected households and to be sero-
discordant HIV positive in half of them. In rural
areas, the opposite was true; men were HIV
positive in 86% of all infected households and
sero-discordant positive in more than half of
them (Figure. 5.7).
5.6 OTHER POTENTIALLY HIGH-RISK
GROUPS
Several groups in Ethiopia have been identified
as potential MARPs in the HIV epidemic along
with the ones previously mentioned in this
report. However, due to a shortage of data
on these populations, it is difficult to develop
targeted and effective interventions for HIV
without further study and routine monitoring
among the following groups.
• Men who have sex with men (MSM):
MSM are recognized globally as a MARP
for HIV among leading health experts,
such as the WHO, UNAIDS, and the World
Bank. Currently, MSM have a higher HIV
prevalence rate than general population of
reproductive-aged adults in every region of
the world (Beyrer et al., 2012). To adequately
discuss the current HIV epidemic in Ethiopia,
HIV prevalence among MSM populations
needs to be addressed and quantified.
MSM represent a MARP whose contribution
to HIV transmission in Ethiopia is difficult
to determine due to lack of information.
Addressing this gap has been challenging
due to the illegality, intense stigma,
misconceptions, and denial that discourage
public discussion of this topic (Ephrem &
White, 2011; Gebreysus & Mariam, 2009).
According to the 2011 EDHS, HIV affects
one in 15 married urban couples (6.8%)
and one in 143 married rural couples (0.7%).
Approximately two-thirds of these couples
were sero-discordant.
Figure 5.6: HIV Prevalence Trends among the Uniformed Services in Ethiopia (EHNRI &
FMOH, 2011)
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Figure 5.7: Patterns  Of Hiv Sero-Discordance among Married or Cohabiting Couples Where
Either Partner Is Infected (ORC Macro & CSA, 2011)
The only available evidence comes from
small-scale qualitative studies that confirm
the presence of hidden social networks
of homosexual men engaging in varying
degrees of risk behavior, but having limited
access to information and prevention
services (Tadele, 2011). Such conditions
have been conducive to the spread of HIV
among similarly stigmatized groups in other
countries, but would be difficult to address
under conditions currently prevailing in
Ethiopia.
• Infected Drug Users (IDUs): Data on IDUs
in Ethiopia is largely lacking, emphasizing
the difficulty of drawing conclusions on
HIV trends in this group. However, IDUs
are generally recognized as being at high-
risk for HIV, largely due to the practice of
needle-sharing (Reid, 2009). Though rates
of IDUs throughout Ethiopia are unknown,
the current scarcity of IDUs services (such
as needle exchange programs) should be
assessed.
• Refugees: Though conclusive data on HIV
prevalence in refugee in Ethiopia are lacking,
studies indicate that refugees populations
often have HIV prevalence rates which are
lower or comparable to that of the general
population (Spiegel et al., 2007). In one
study of Sudanese refugee camps in Ethiopia
(Holt et al., 2003), refugees had HIV rates
between 2 and 5 percent. Recent routine
ANC data from refugee camps maintained
by the United Nations High Commissioner
for Refugees (UNHCR) in Ethiopia found no
HIV positive mothers from over 1000 tested
in 9 of 11 camps, but over 9% prevalence
in one of the larger camps serving refugees
from Sudan. Therefore, while refugee groups
in Ethiopia should be monitored, high HIV
prevalence among such groups should not
be assumed.(PEPFAR, 2014)
• Prisoners/ inmates: No published
information is currently available in Ethiopia
on the status of HIV risk among prisoners.
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HIV/AIDS Program Response
6
The  response to HIV/AIDS in Ethiopia has
evolved over the years from a single-sector
approach to the current multi-sectoral approach.
The policy environment has also changed since
the initial discovery of the epidemic in Ethiopia
in the mid-1980s. Throughout this thirty-year
period, HIV/AIDS has remained one of the
top priorities on the health agenda for the
Ethiopian government. However, interventions
during the initial phase of the epidemic were
inadequate in scale, lacked a coordinated
approach, and were considered mainly the
responsibility of the health sector. The current
approach embraces a multi-sectoral approach
with greater involvement of the community,
and both local and international partners. One
of the main challenges has been inadequacy of
resources, and thus availability of financial and
human resources have influenced the scope of
interventions. A remarkable scale-up of services
for HIV/AIDS has been achieved through the
current multi-sectoral approach, which has
been characterized by greater involvement
of international and multilateral partners and
increased availability of funding (FMOH, 2008).
The Global Fund and the President’s Emergency
Plan for AIDS Relief (PEPFAR), among others,
have provided significant funding; government
agencies have also improved their capacity to
manage, administer, and use multi-sector funds
to fight the HIV epidemic in Ethiopia.
Capacity for effective response
substantially improved
The capacity to effectively respond to the
HIV epidemic has been growing substantially
as a result of government allocations,
mainstreaming, and donor support. The human
resource capacity necessary for an effective
national HIV/AIDS program have improved due
to increased training of various types of health
professionals both locally and through technical
assistance from international partners. Although
local resources to fight the epidemic have
increasingly been made available, the program
remains heavily dependent on donor assistance.
According to the most recent National AIDS
Spending Assessment (NASA), of $405 million
USD spent on HIV and AIDS in 2011/12, 86%
came from external sources, 13% came from
the public sector in Ethiopia, and less than one
percent came from the private sector (UNAIDS
& FHAPCO, 2014). Funding for HIV/AIDS in
Ethiopia has also encouraged health system
strengthening efforts by leveraging resources for
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