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From the 1993 Survey of Effectiveness of AIDS Media on
Behavior and Values, with data obtained by using a multi-stage sampling
technique designed to represent the whole Kingdom, region, and urban-
rural residence, 1650 female respondents aged between 15 - 49 were
selected for the present study. This study aimed at examining the
determinants of the perception of risk of AIDS, AIDS knowledge and fear
of AIDS affected the change of sexual risk behavior among Thai women.

The findings revealed that studied women had relatively
moderate level of AIDS knowledge. Women in agriculture sector knew
less about AIDS than did women in other occupations. Younger women
had a higher level of AIDS knowledge compared to those in older groups.

Married women living in the North perceived themselves at
risk of AIDS and feared AIDS more than married women in other regions.
The higher percentage of the perception of risk belonged to non-married
women living in the North, while the higher percentage of fear of AIDS
occurred in the group of non-married women living in the Central region.

The higher level of AIDS knowledge was found among
women who changed the sexual risk behavior.

It was found that the change of sexual risk behavior was
influenced by the fear of AIDS more than the perception of risk of AIDS.
Interestingly, women without perception of risk changed their sexual risk
behavior.

Women in all regions had lower odds of changing their sexual
risk behavior except those living in the South.
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CHAPTER ONE

INTRODUCTION

1.1 PROBLEM AND JUSTIFICATION

Acquired Immune Deficiency Syndrome (AIDS) is an immune suppressive
disease caused by the Human Immunodeficiency Virus (HIV). AIDS, a primarily
sexually transmitted disease, is a true pandemic. Over six million people with AIDS and
over 21.8 million infected by HIV have been reported from 184 countries throughout the
world, and of these approximately seventy one percent contracted HIV through
heterosexual intercourse (AIDS Division, 1994: 6; UNAIDS, 1996b: 5).

In the late 1980s, in Asia less than 25 percent of all HIV infected persons were
women. Presently 50 percent of all HIV infected people in this region are female
(Ankrah, 1995: 10).

The Thai AIDS situation seems to be similar to the change in the Asia statistic
occurring among HIV infected women. The percentage of Thai females with AIDS
nearly doubled between 1991 and 1995. In 1991 7.5 percent of those with AIDS were
females who contracted HIV through heterosexual intercourse. This percentage
increased to 13 in 1995 (AIDS Division, 1996a: 3). The annual reports of the Ministry of
Public Health detailing the number of new AIDS cases diagnosed show a gradual
increase of new AIDS cases who are female while the number of new AIDS male cases
has decreased. Between 1994 and 1995, new female cases of AIDS increased by 134,

while male cases decreased by 744 (AIDS Division, 1996a: 3). One possible explanation



for the decline of the new male AIDS cases is the success of the 100 percent condom
program in the sex industry (Kahane, 1997: 2).

The HIV sentinel surveillance report for Thailand in 1996 indicated a change in
the composition of the HIV infected cases within the female group. The numbers of HIV
infected commercial sex workers (CSWs) had stabilized. Nearly 29 percent of CSWs
were HIV infected in 1993, and 27.02 percent of them were found to be infected in
1994. Meanwhile 1.39 percent of pregnant women attending antenatal care clinic were
reported to be HIV infected in 1994, and 2.29 percent of all pregnant women were
infected in 1995 (AIDS Division, 1996 b: 6). Although this number seems to be very
low, it appears to be the new group on the rise. In some areas where AIDS has been an
epidemic, such as Chiangrai province, the percentage of HIV infected pregnant women
increased from three percent in 1992 to 8.84 percent in 1995 (AIDS/STD Section
Chiangrai Provincial Chief Medical Office,1996). Furthermore, the number of AIDS
infected children increased from 451 cases in 1993 to 730 cases in 1994 which directly
reflected the high numbers of infected mothers, because their numbers are
approximately one third of total births given by infected mothers (AIDS Division,1996a:
3; Bayer,1990: 180).

HIV infection first became widespread among men visiting prostitutes in 1990.
Two years later the disease began occurring among women who were not commercial
sex workers. For example, only 20 percent of HIV infected women who delivered
children in Chiangrai hospital between the year 1989 and 1992 reported they had a
history of prostitution (Yanpaisan, 1994: 123). It can be claimed that the inequality
between genders and Thai culture that tolerate Thai men to visit prostitutes contribute to

be the cause of HIV infection among general women.




It has been accepted that the inequality between men and women, social
influence and norms, and values shape the sexual behavior of people, with the behavior
of men being different from that of women (Bardwick & Douvan In Judith M.,
Ed.,1972: 53). Thai women are strongly discouraged against having sex before marriage,
while sex is seen as a basic need of men (Havanon, et al.,1992: 10). In one study nearly
all single male respondents reported that they already had sexual experience
(Supamethaporn, et al., 1994: 2). Subsequently, another study found that 53 percent of
- respondents accepted that having sex with commercial sex workers is normal among
Thai male population (Suterawut & Kalong, 1995: 44).

In contrast, in Thai society women are‘ usually condemned if they have
premarital or extramarital sexual relations. However, some women do not adhere to this
aspect of Thai culture (Havanon, et al., 1992: 31; Luc, 1995; Tungphaisal, et al., 1992:
10). Tungphaisal, et al. (1992) and Luc (1995) conducted studies on sexual behavior
among undérgraduate students in universities. Tungphaisal, et al (1992) found that 1.7
percent of female students reported that they already had sexual experience, while Luc
(1995) reported that 32 percent of students ha\;ing sex were women. Another study
reported that 1.3 percent of married Thai women had extramarital sex (Brown, et
al.,1994: 174).

As a result of the 100 percent condom program, women are more aware that
Thai men visiting CSWs is normal. Some AIDS announcements on television presented
those with AIDS who confessed they got HIV because they had unsafe sex with CSWs.

Therefore, more women perceive that they can get HIV from their promiscuous partners.

Some report the fear of being infected in their marriage. For example one woman




expressed her worry related to HIV as; ‘I can be faithful to my husband, but my husband
will not be faithful to me’ (Elias & Lori, 1993: 15).

Nevertheless, not all women perceiving a risk of HIV change their sexual risk
behavior (Sittitrai, et al., 1992: Table 3-100). Sittitrai, et al. (1992) reported that only
58.9 percent of currently married women who perceived themselves to be at risk of
AIDS have changed their risk behavior. It is, therefore, critical to study the change of
sexual risk behavior among women.

In 1993, Thongthai and Pitakmahaket conducted a national survey to determine
how people changed their risk behavior to control AIDS. The result of this study showed
that nearly two thirds of respondents had effective AIDS knowledge, 70 percent did not
perceive themselves as being at risk, and 64 percent did not change their sexual
behaviors (Thongthai & Pitakmahaket, 1994).

The stated study did not present the relationship between risk perception, fear of
AIDS and the change of sexual risk behavior among women with different socio-
demographic characteristics. Therefore, this study will use data from the above
mentioned study to determine how risk percept{on, AIDS knowledge and the fear of

AIDS related to forms of change in sexual risk behaviors among women.

1.2 RESEARCH QUESTIONS

Although nearly all of the Thai population have heard about AIDS, the number
of AIDS cases in the population especially among women has increased. The numbers
of women with AIDS who contracted HIV through sexual intercourse were reported to

be 8 cases in 1990, 117 cases in 1992, and 1616 cases in 1995. (Sittitrai, et al.,1992:



Table 3-86; AIDS Division, 1996a: 3). It may be that women do not have sufficient
AIDS knowledge to prevent themselves from HIV infection or are not afraid of being
HIV infected. In this study it is proposed that the level of risk perception determines the

extent of change of sexual risk behavior among Thai women.

1.3 OBJECTIVES

| General Objective

This study will assess the relationships between socio-demographic factors, risk
perception, AIDS knowledge and the fear of AIDS and determine if they influence
change in sexual risk behavior. The results will provide information useful for designing
effeétive intervention programs to help to reduce women's sexual risk behavior.
Specific Objectives

1. To identify demographic and socioeconomic factors associated with risk
perception, fear of AIDS, and level of AIDS knowledge among Thai women.

2. To determine sexual risk behavior change among women with different socio-

demographic factors, level of AIDS knowledge, risk perception and fear of AIDS.



CHAPTER TWO

LITERATURE REVIEW

2.1 INTRODUCTION

The AIDS epidemic is dynamic. The relation between the numbers of those with
HIV/AIDS among males and females provides an indication of the change of the AIDS
epidemic. The current numbers of AIDS cases are based on high numbers of HIV
infection among males at the start of the epidemic. By the end of 1996, 3.9 million
males and 2.8 million females were reported to have AIDS (UNAIDS, 1996b:1). Now
nearly half of those who are newly HIV infected are women. It can be claimed that
women are the new risk group for the AIDS epidenﬁc. It was feported that in mid 1996
there were 12.2 million males with HIV/AIDS, and 8.8 million females (UNAIDS
1996a:1). By the end of 1996, 12.6 million males with HIV/AIDS and 9.2 million
females were estimated in the report of the giobal HIV/AIDS epidemic (UNAIDS,
1996b:1). Even though it is found that the increase in the numbers between males and
females with HIV/AIDS are equal, the percentage change among HIV/AIDS women is
higher than that of infected men. Therefore the increase in HIV infection is mainly seen
among women.

The proportion of those with HIV/AIDS who are women in different regions
throughout the world at the end of 1996, varied from 20 to over 50 percent. Sub-Saharan
Africa ranked first with more than half of HIV/AIDS cases being women, followed by

the Caribbean (>40%). The third ranked was South and South-East Asia with over 30




percent of those with HIV/AIDS being women. In Sub-Saharan Africa the AIDS era
began in the late 1970s to early 1980s, this was also the case for the Caribbean. In
_contrast,A in South and South-East Asia the AIDS epidemic began in the late 1980s
(UNAIDS, 1996a: 6). The AIDS epidemic among women in South and South-East Asia
is more aggressive than in other areas as there is no effective prevention program for
women. It has taken a shorter time to increase the percentage of HIV infected females to
over 30 percent, compared to the time taken in other regions.

In other areas such as Latin America, North America, West Europe,
Australia/New Zealand, Central/East Europe, Central Asia, East Asia, Pacific, North
Africa, and Middle East, about 20 percent of all HIV/AIDS cases are women. In some
areas, for instance, East Asia and the Pacific, the HIV epidemic began the in late 1980s
(UNAIDS,19962: 6). This was the same time as the beginning of the HIV epidemic in
South and South-East Asia.

The proportion of all those with HIV/AIDS who are female is highest in
developing areas. For example, approximately 20.4 percent of new AIDS cases in
France in 1995 were women (Edelmann ,1995: 16). In the US, 21 percent of HIV
infected people were women (Aral & Wasserheit In Ann & Loretta, Eds.,1995: 13). In
- contrast, in both Malaysia and Vietnam, 30 percent of all HIV cases were women. In
Cambodia half of all HIV cases were women (WHO Western Pacific Region, 1996: 3).

It is clear that in areas with high gender inequality and lower status of women,
the HIV epidemic is more widespread among women (Ankrah, 1995: 10).
Unfortunately, Thailand is a country with a situation of gender inequality, therefore the

HIV epidemic in Thailand has penetrated the female population.




In Thailand the first AIDS case was reported in 1984. In 1988 there were reports
of a striking increase in HIV transmissionv among intravenous drug users (IVDUs).
Three years later there was estimated to be 300,000 HIV infected people in a total
population of 55 million. This estimated prevalence rate was nearly the same level as
that estimated for HIV infection in the United States (where there were 1 million HIV
infected people in a population of 250 million), where the epidemic was more than 10
years old (Weniger, et al., 1991: 80). Now Thailand has 44,471 AIDS cases and an
estimated 800,000 with HIV (WHO South-East Asia Region, 1997: 8). |

The temporal pattern of the HIV epidemic in Thailand was: first, the rapid
spread in IVDUs; then among female prostitutes; then their male clients; followed by the
apparent low risk groups of wives and girlfriends; then to newborn children
(Vorakitphokatorn, et al.,1995: 7).

The pattern of the spread of the HIV epidemic in Thailand changed the structure
of the infected population. In 1989 the ratio of males per females with AIDS was 8.2 to
1. Then the number of females infected with AIDS increased more rapidly than those of
males. Consequently, this ratio shifted to 4.8 to 1 m 1995 (AIDS Division, 1996a: 3).

Thai women were not initially seen as a risk group in the AIDS epidemic. At the
beginning of the epidemic, most HIV/AIDS cases were bisexual men and intravenous
drug users. Since the spread of HIV infection among men visiting prostitutes intensified,
more and more women have become infected by HIV (AIDS Division, 19965: 7.
Vulnerability of Women to HIV Infection

Women are vulnerable to HIV infection because of their biological structure,
culture related to sexual behavior and the social position of women (Phijaisanit, 1995:

21-23).




Biological Structure of Women

HIV can be easily transmitted through sexual intercourse. The probability of
HIV infection is greater for women than for men. Most women do not realize that HIV
can be transmitted from males-to-females 2-4 times more efficiently than from females-
to-males. One reason is the biological structure of women, which make them more
vulnerable than men. Women have a larger mucosal surface exposed to virus during
sexual intercourse and another reason is that semen contains more HIV than does
vaginal fluid (Phijaisanit, 1995: 21).

Sittitrai, et al. (1992: Table 3-26) found that the median age of the first
intercourse of men and women is different. Most men at age 18 already had sexual
experience while most women had first sex between the ages of 19 to 23. Likewise a
study by the Demographic Committee, (1995: Table 7) found that the highest proportion
of male respondents had their first intercourse at-age 17-18 years, while that for female
workers was around 21-22 years. Furthenhore, a study in a slum area reported that 50
percent of all male respondents had first sexual intercourse with their girlfriends, and
41.2 percent reported first sex with the prosti’tutes (Kanungsukasem, 1994: 127).
Therefore when women marry, many of them will normally have husbands with sexual
experience. If their husbands have HIV, women will get it easily. A study on HIV
infected mothers reported that 81 percent of infected mothers who delivered children in
Chiangrai hospital gave first births (Yanpaisan ,1994: 121).

Thai Culture
It is also argued that the spread of the HIV epidemic among women in Thailand

has been supported by Thai culture.
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| All societies have social values, norms, and beliefs used to socialize children in
order that their behavior comes close to the ideal behavior of that society. However in
any society, there are subcultures with different values or beliefs which deviate from the
model behavior. These subcultures are shaped by education, economic status, and
beliefs of people in that group (Feshbach, et al.,1996: 48-49).

Thai culture defines female sexual behavior to be totally different from that of
males. Unlike men Thai women are not supposed to have premarital or extramarital
sexual relations. Thai women are expected to be virgins until they marry while men are
expected to have premarital sexual experience. The social sanction against non-marital
sexual behavior is very strong for women. When a woman has premarital or extramarital
sex, she and her family will be blamed by the society. Certainly, men are not blamed in
the same situation (Havanon, et al.,1992: 13).

In Thai society, men are generally not prohibited from visiting commercial sex
workers (CSWs). For men having many lovers is generally acceptable. A double
standard is strictly applied to women (Havanon, et al.,1992: 10; Suterawut & Kalong,
1995: 44; Tungphaisal, et al.,1992; Ford and Ki';tisuksathit, 1996: 85). Tungphaisal, et
al. (1992: 9) found that 63 percent of male students and 29.2 percent of female students
agreed that men's premarital sexual experience was normal. Ford and Kittisuksathit
(1996: 85) found that 7 percent of female respondents thought that although they had
sex with their boyfriends, it would be acceptable if their boyfriends visited CSWs.
Havanon, et al. (1992: 28) reported that some women in their study accepted that their
partners had sexual relations with other women.

After marriage some women said that they could accept their husbands visiting

prostitutes rather than having other permanent partners (Pramualratana, et al.,1995:16).



11

Even though Thai women grow up in a modernized world, they are still expected
to perform traditional roles. The first sexual partners of women should be their husbands
(Chantangphol, 1994: 26).

Sexual Behavior of Non-married Women

In Thai society non-married women are not usually sexually active. Virginity is
still very much a social value for non-married women especially, the younger ones.
However, nowadays there are more and more women who do not choose to observe the
traditional norms. These are mostly teenagers and the young adults. They may have
more than one sexual partner or engage in premarital sex. One study found that the
maximum national mean number of sexual partners of women before their first marriage
was 0.5 person (Sittitrai, et al.,1992: Table 3-22). In the same year a study of sexual
behavior among the adolescents of university students reported that 1.7 percent of
female students had sexual experience (Tungphaisal, et al, 1992: 10). Three years later
another study found that 11.7 percent of non-skilled single female workers and 3.7
percent of female students had experienced sexual relations (The Demographic
Committee, 1995: Table 23). Likewise, a study,of sexual behavior among university
students found that 27.7 percent of students had sexual experience, and of these 32
percent were female (Luc, 1995: 36).

Sexual Behavior of Married Women

Not only that there are more non-married women who do not stick to the Thai
traditional sexual norms, but also there are more married women who behave in the
similar fashion. One study reported that 1.3 percent of married Thai women had

extramarital sex (Brown, et al.,l994: 174). This is more than the result in the study of



12

Sittitrai, et al. (1992: Table 3-42) which found that among married women 0.1 percent
reported having sex with other partners apart from their spouse or regular partner.
Sexual Behavior of Thai Women and Men

The reports of the numbers of women's sexual partners are very small compared
with those of men. Sittitrai, et al. (1992: Table 3-22a) found that after grouping married
men by age at first marriage the median numbers of sexual associates before their first
marriage ranked from 3 to 40. In their study they found that married men aged between
30 - 39 who were married when they were 25 years old and over, had the highest
number of sexual associates of 40. The Demographic Committee (1995: Table 7)
reported that 84.5 percent of both single and married non-skilled male workers had
sexual experience, and 31 percent of single male non-skilled workers had premarital
sexual relation during the last twelve months before interview. In the same study, 34.3
percent of male students also had sexual experience.

Although Thai law mandates monogamy, a good percentage of Thai married
men still engage in sex outside their marriage by having lovers or seeing prostitutes. The
Demographic Committee (1995: Table 8) repor'ted that 13 percent of married male
workers had sexual relations with prostitutes in the last 12 months before interview.
Sittitrai, et al. (1992: Table 3-42) found that the percentage of currently married men
paying for sex ranged from 10 to 19. Another study found that 45.4 percent of married
men visited prostitutes during their lifetime (Surasrang, 1996: Table 3).

Women's Status

Culturally, Thai women dare not bargain or negotiate with their husbands or

partners in sexual relations. Asking men to use a condom is against the usual practice of

women (Chutikul,1995: 5). Ford & Kittisuksathit (1996: 109) found that 22 percent of
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single women did not want to know about contraception because they might be seen as
promiscuous. In the same study 70 percent of women and 73 percent of men agreed that
condom use was related to unfaithful love. Condoms were often viewed as a protective
device to prevent contracting a sexual transmitted disease from prostitutes (Havanon, et
al., 1992: 24).

Wives are expécted to provide for the sexual need of their husbands. Therefore
some women have té have sex with their husbands or partners without any protective
device (Chutikul, 1995: 5). Sittitrai, et al. (1992: Table 3-82) found that 9.8 percent of
female respbndents had sexually transmitted diseases in the 12 months before the time
of interview. Another study found that married women have very little knowledge of
their husbands' extramarital activities and they have little or no negotiating power with

their husbands (Pramualratana, et al.,1995: 32).

2.2 AIDS KNOWLEDGE

Because of its pathology, it is very difficult to alarm people into awareness of
contracting HIV. Although AIDS is a sexual transmitted disease (STD), its symptoms
are totally different from other STDs . People who contract HIVA cannot recognize when
they become infected because the symptoms which they have at the first time of
infection are similar to cold symptoms. Infected persons have to wait for years until they
lose most of their immunity and become sick by some opportunistic pathogens. At that
time the appearance of HIV infected people shocks other people because they look pale
and unhealthy. Other people will realize that they are HIV infected (Berer & Ray, 1993:

7).

39615
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Some people believe that AIDS is an illusion, and that the government
distributed AIDS knowledge to control the sex establishments (Rojanapittayakorn, 1993:
6). However, society cannot wait until all people realize that AIDS is a deadly disease.
Therefore AIDS knowledge is important for the AIDS prevention program and it
involves motivation to adopt safe sexual behaviors. It helps people to decide about their
sexual risk behaviors and put their decisions into practice (Hubley,1993: 16).

The proverb ¢ An ounce of prevention is cheaper than a pound of cure’, is true in
the attempt to combat the AIDS problem. The AIDS prevention program should
stimulate people to protect their health. Prevention requires knowledge and
understanding which are important to motivate people to be concemed about their
behavior. Prevention will be successful under the condition of © the right people use the
right techniques in the right place at the right time’ (Sutherland, 1979: 256).

At the beginning of the AIDS epidemic in Thailand, most AIDS cases occurred
among homosexual men and intravenous drug users. Therefore the AIDS information
focused on these groups. The AIDS campaign made these groups of people aware of
AIDS. Subsequently AIDS spread widely among ,prostitutes and the general population,
information was shifted to focus more on prostitutes and men visiting CSWs. It was not
until 1991 that AIDS information mentioned housewives and the general population
(Boonchalaksi, et al.,1995: 3).

AIDS knowledge is now provided throughout the Kingdom to all groups of the
Thai population. However, the level of understanding is different among groups. Many
researchers have studied the level of knowledge among the various groups of Thai
population in order to evaluate the level of knowledge of respondents (Shah, et al., 1990;

Chandeying, et al.,1991; Sittitrai, et al.,1992: Table 3-90). Shah, et al. (1990: 132) found
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that 59 percent of married women with a primary school level of education, 73 percent
with a secondary school and 86 percent with vocational school had adequate AIDS
knowledge. Chandeying, et al. (1991: 13) found that after giving AIDS information to
factory-based .adolescents they had a significant increase in the level of AIDS
knowledge.

Nevertheless, many Thai people have misunderstandings about AIDS. In a study
by Tungphaisal, et al. (1992: Table 18) 61.5 percent of female students believed that
they could get infected by using the toilet. Sittitrai, et al. (1992: Table 3-87) found that
59.5 percent of female respondents believed that they could get HIV from a public toilet.
In the study of the Demographic Committee (1995: 31) 16.5 percent of female students
stated that they could get HIV by sharing clothes with AIDS infected persons. Sittitrai, et
al. (1992: Table 3-90) found that the mean score on AIDS knowledge of transmission

scale was around 8 among currently married women based on a scale of 0 to 14.

2.3 AIDS AND FEAR

AIDS information was first designed to provide fear in order that people would
be afraid of contracting HIV (Boonchalaksi, et al.,1995: 3). Because knowledge not only
influences health behavior, but also does fear ‘Fear is one of the major human and
animal emotional states’. It is almost invariably brought about either by the presence of a
threatening or dangerous situation in the immediate environment. (Wright, et al.,1974a:
859). Human fear may be found when man faces change, or the various crisis of life
(Wright, et al.,1974b: 145). Generally, fear seems to be effective in changing behavior.

One possible explanation is that once fear is induced, man will be motivated to reduce it.
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Fear may be an effective method of social influence used as a basic weapon to motivate
people to protect themselves from preventable disease (Baron, et al., 1974: 202-203).

In Thailand the slogans as ‘AIDS is incurable; once (you have) AIDS, (you) die’
and ‘AIDS kills* were heavily publicized through all channels of the mass media. The
HIV virus was often portrayed in graphic illustrations as devilish monsters. Graphic
photographs of person with full-blown AIDS symptoms were shown in all kinds of
media (Duongsa, 1995: 66). Not only do Thai women fear AIDS, in Sao Paulo, the
slogan * If you are not careful, AIDS will catch you!” created panic rather than providing
meaningful information (Cavalheiro, 1995: 36). Boonchalaksi, et al (1995: 61,79,113)
found that the contents of AIDS media made people fear the disease.

However, fear produces a number of undesirable outcomes, such as
stigmatization and alienation or even desertion of people with AIDS, and increased
suicide or homicide among people with AIDS (Duongsa,1995: 66). Some commit
suicide to escape from the AIDS problem (A man with AIDS committed suicide, 1997:
23). Many HIV/AIDS infected people hide their HIV status because they fear negative
responses from others (Yothayai, 1995: 165). The, study of Tungphaisal, et al. (1992: 15)
reported that 6.5 percent of all students in the university would commit suicide, if they
got HIV. Chandeying, et al (1991:Table 8) found that 3.7 percent of factory-based
adolescents would commit suicide if they were HIV infected. Boonchalaksi, et al (1995:
76) found that one respondent stopped donating blood because of the fear of contracting

HIV by a needle in the hospital.
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2.4 AIDS AND RISK PERCEPTION

Few AIDS messages focus on women. One AIDS message presented on
television (TV) showed a well-educated pregnant women talking to her unborn baby ‘It's
a pity for a good woman like me to have AIDS’ was shown on TV to warn women that
they could get HIV from their partners (Apisuk In Margaret & Mary, Eds,1995 : 16).

Perception is the process which people obtain information about their
environment. It is the ‘gateway to knowledge’, it is sometimes called the first principle
of behavior (Munn, et al., 1974:1 9). No risk is acceptable if it is readily avoidable
(Covello, et al, 1989: 27).

In one study it was explained that the definition of risk in prevention is a social

construction based on political, social and scientific issues. Social, cultural, economical

and psychological factors influence individual risk perception. Risk-taking is classified -

into the risk of meeting an HIV infected partner and the risk that sex will lead to
infection. Thus the individual will select partners or other methods concerning to his/her
risk perception. Risk is constructed by each individual and depends on the social context
and their relationships with others. The process (;f risk construction relates to each
individual's characteristics and individual experience etc. The relationship between
partners can affect the process of risk construction. The impact of gender power
| relations on sexual vrelationship largely influences the experience of sexuality and the
conditions of the negotiation (Banjos, 1997: 231-234).
Risk Behavior
The term 'promiscuous' is often used to describe the risk behavior of people who
have a high probability of being infected with HIV. This word is like a stigma, therefore,

many people associate promiscuity with CSWs or ‘loose women’. As Havanon, et al.
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(1992: 31) mentidned, another view about AIDS knowledge related to risk perception in
their study was that AIDS knowledge often stressed sexually promiscuous behavior.
However, many women who had more than one partner did not usually classify
themselves as promiscuous because each of them had only one partner at a time and as
they were not CWSs who had sexual contacfs with several men in an every day basic
therefore they did not see themselves as sexually promiscuous.

Generally, sexual risk behavior is individual behavior which depends on the risk
perception. People who perceive themselves as promiscuous will realize that they have a
high risk of getting HIV infection.

Risk Situation

If a married man is not monogamous, his wife is likely to be a great risk to get
HIV infested. It is possible to find that a wife who contracted HIV from her husband
who had stopped visiting CSWs when they married. The couple only learnt that they
were HIV infected when the wife got pregnant and attended antenatal care clinic
(Thongchai, 1996: 8) Thus, monogamy is not sufficient in marriage to prevent HIV, it
also requires responsible behavior even before ma’rriage and that is for both partners..

. It is necessary to understand that éexual risk behavior of partners may cause
women to be at risk of HIV infection. Many women do not have sexual risk behavior
themselves but are in a risk situation because of the sexual risk behavior of their
partners. The study of Sittitrai, et al. (1992: Table 3-91) reported that nearly all women
in their study did not have premarital or extramarital sexual relationships but 33.5
percent of women in urban and 33.7 percent of women in rural area reported that they

are at risk of AIDS (little degree to high degree).
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Women who have promiscuous husbands can be classified as being in a sexual
risk situation. Unmarried women who have sex with their promiscuous partners can also
be categorized as having a sexual risk situation. Women realize that they are at risk if
their partners have sex with others (Jornvong,1993: 11). Sittitrai, et al. (1992: Table 3-
95) found that 70 percent of married women respondents considered themselves to be at
risk of AIDS.

Many married women in other countries are also in the same situation. One
woman in Zambia complained ¢ There are very few men who are faithful to their wives’
(Elias & Lori, 1993: 15).

Some women know well that their partners have others sexual partners, but they
do not realize they are at risk and continue to have sex with their partner without
condom use. The report of Havanon, et al. (1992: 28) stated: ‘This guy says that he uses
condom when he sleeps with a prostitute. He doesn't use condom with me because he
says that I am clean’. In the same study an unemployed female teenager did not use
condoms with her partner because he had a high level of education and therefore she
thought that he should know how to protect hjmsc;,lf. Some female respondents said that
their boyfriends did not used condoms with them because they were not prostitutes.

Sittitrai, et al. (1992: Table 3-90) reported the contrast between the high level of
AIDS knowledge and the level of the risk perception among urban women. Around 63
percent of women living in urban areas classified themselves at no AIDS risk and their
mean score of AIDS knowledge was 9.56. It may be explained that they did not know

that they were at risk or they have neither risk behavior nor were in a risk situation.
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2.5 BEHAVIORAL CHANGE

Behavior can include overt activities such as walking, internal activity such as
thinking and emotion, and involuntary activity. Thus behavior is the action of humans
that can be observed (Katz & Zlutnick, 1975: 4).

Behavior is strongly influenced by the environment. Two persons who were born
in different areas will not behave similarly. Behavior can change by the process of
learning. Humans will apply their knowledge and experiences to solve problems and
decide how to behave in a situation. Sittitrai, et al. (1992: Table 3-100) found that only
58.9 percent. of currently married women changed their risk behavior after perceiving
themselves at risk of AIDS. Similarly, the study of The Demographic Committee (1995:
38) found that 42 to 58 percent of female respondents in different occupations (un-
skilled workers, clerks, and students) who perceive themselves at risk of AIDS reported
behavioral change after getting AIDS knowledge .

Sexual behavior change related to HIV/AIDS prevention can occur in various
ways; such as stop being promiscuous and use condoms when they have sexual
intercourse. However, some people do not have risk behavior but are in a risk situation.
These people do not change their behavior themselves, but asking their partners to stop
visiting CSWs or to use condoms with CSWs are also considered as behavioral change
(The Demographic committee, 1995: Table 24).

And, there are some people who perceive that they are at risk of AIDS but they
still continue their risk behavior. Learning theories and models cannot always explain
why people behave differently in the same situation (Katz & Zlutnick,1975: 5-26;
Munn, et al.,1974: 200-234). Where this occurs other factors may influence change of

behavior.
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It is understood that health beliefs affect health behavior. People having strong
beliefs will behave according to their belief, even if their behavior is not correct. Their
behaviors are influenced by their health values, health beliefs, and socio-demographic
factors. Beliefs lead people to understand themselves and their environment. People will ;
believe what they read from books or hear from other persons. Then belief appears as an
individual or community experience (Hubley, 1993: 31).

Theoretical models that predict behavior change focus on stages through which
the individual may attempt to change behavior. The Health Belief Model developed by
Rosenstock and Becker has been widely used to explain behavior change related health
risk reduction. This model states that an individual will not undertake any health related
action unless they believe that they or their family are susceptible to a particular disease
and need to prevent themselves from contracting the disease. Then they must believe
that the disease is serious and believe that the cost of prevention is cheaper than the cost
that they have to pay for treatment expense. Finally, they must believe that AIDS can be
prevented by knowing more than behavior modification (Hubley,1993: 39; Counte &
Christman, 1981: 48). ,

In this study the Health Belief Model is used to explain risk perception. Women
have to realize that they and théir family are at HIV/AIDS risk and they have to believe

that AIDS can be prevented as they know how from the AIDS media that they have
access to or are exposed to.

In conclusion, the change of sexual behavior among Thai women with different
risk perception‘conceming HIV/AIDS is affected by AIDS knowledge, while fear is also
important to consider. Moreover, the difference in the change of their sexual risk

behavior is important to study.
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2.6 CONCEPTUAL FRAMEWORK

The literature review presented the relationship between AIDS knowledge, the
fear of AIDS and the risk perception of AIDS which influence sexual risk behavior
change among women. The figurative presentation of conceptual framework and

definition of variables used are the followings:

FIGURE 1 Conceptual Framework"

DEMOGRAPHIC and FEAR
SOCIOECONOMIC OF AIDS
FACTORS I
-Age
-Marital status | KNOWLEDGE SEXUAL
-Region OF AIDS BEHAVIORAL
-Income I CHANGE
-Occupation
-Education THE PERCEPTION
OF RISK
INDEPENDENT INTERMEDIATE DEPENDENT
VARIABLES VARIABLES | VARIABLE

2.7 RESEARCH DESIGN

In this research demographic and socioeconomic factors are treated as
independent variables. The levels of AIDS knowledge, fear of AIDS, and risk perception
are interxﬁediate variables. Sexual behavioral change is the dependent variable.

| Demographic and socioeconomic factors including the level of AIDS
knowledge, the fear of AIDS and the AIDS risk perception are hypothesized to have an

impact on sexual behavioral change.
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According to the coﬂcepmal framework, the analysis can be divided into three
parts.

Part 1. The percentage distribution of women in different socioeconomic
categories, and the proportion of women who answer correctly the questions related to
AIDS knowledge.

Part 2. The association between independent variables and intermediate
- variables, The relationship between socioeconomic factors and the fear of AIDS or the
risk perception. The mean score of AIDS knowledge associated with socioeconomic
factors.

Part 3. The logistic regression model will determine factors affecting the
change of sexual risk behavior of respondents.

Hypotheses

1. Married women are more likely to change their sexual risk behavior than non-
married women.

2. When the educational level of both married and non-married women
increases, level of AIDS knowledge will also increase.

3. After controlling all other variables, the change of sexual risk behavior is
more likely to be influenced by the fear of AIDS than by the perception of risk.

4. Women who have higher levels of AIDS knowledge are more likely to change

their sexual risk behavior than those who have lower levels of AIDS knowledge.



CHAPTER THREE

RESEARCH METHODOLOGY

3.1 SOURCE OF DATA

This study utilized data from the 1993 national survey of Effectiveness of AIDS
Media on Behavior and Values "AIDS Knowledge, Information, and Behavior"
implemented by Thongthai and Pitakmahaket, Institute for Population and Social
Research, Mahidol University. The survey was conducted between August and October
1993. The population included both men and women aged 15-49 years old. The sample
is comprised of 2,027 men and 2,063 women, selected by using a multistage sampling
technique. The sampling was designed to represent the nation, region, and urban-rural

residence. The original report was published in 1994.

3.2. THE POPULATION

According to the multi-stage sampling technique, the data was weighed to
represent the nation, region, and urban-rural residence. In this study as more than half of

respondents are excluded, therefore a weigh off technique is use to provide all numbers

of selected characteristics of women. After weighing off, the number of women

increased from 2,063 to 2,197.

Respondents in this study are women who answered questions about risk

perception exclusively. Those who changed risk behavior but not related to sexual risk

behavior are excluded from the analysis.
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The study also excludes women who had never heard about AIDS and women
who did not answer the occupation question. The figurative representation of the

selection of women is given in Figure 2.

FIGURE 2. The Selection Process of Women Group for Analysis

2197 women

2176 women 21 women did not know about
AIDS

| l

2085 women 91 women did not answer
the risk perception question

A

1651 women 434 women changed their risk
behavior but not related to
the sexual behavior

A

1650 women 1 woman did not
provide her occupation

1650 cases are Deleted from analysis
in the analysis.
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3.3 OPERATIONAL DEFINITIONS OF VARIABLES

Independent Variables

Age; The number of complete years counted at the last birthday of respondent. It
is classified into 3 groups; 15-24, 25-34, 35-49.

Marital Status; Status of the ‘respondent related to their current marriage as
defined into two groups of married and non-married by using the question No. 5.5
asked about the current marital status. Women who answered as currently living with
their husbands are classified as married. Women who answered separated, single
without partner, single with partners, and so on are classified as non-married.

Education; Level of formal education of respondent at the time of interview is
classified into 4 groups: no education, Primary 1 - 4, Primary 5 - 7, and secondary
education and higher.

Income; Total monthly income of the respondent is classified into five
categories: less than 2500 baht, 2501-5000 baht, 5001 - 7500 baht, 7501 - 10000 baht,
and more than 10000 baht.

Occupation; Current work of respondent, including unemployed is classified
into 5 groups as: agricultural worker, white collar, blue collar, students and unemployed,
and housewife.

Region; Region is the current region of residence of the respondent. These
include North, Northeast, Central and South and Bangkok.

Intermediate Variables
Knowledge of AIDS; Knowledge of AIDS is related to knowledge of the

understanding, the cure, and the symptoms of AIDS. Questions of AIDS knowledge
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involve the questions No0.Q2.3-Q2.9, Q2.14, and Q2.15 of questionnaire (see Appendix).
For example question No. 2.4 asks ¢ Can HIV be transmitted by touching on infected
person?’. The possible answers were (1) 'yes', (2) no', (3) 'do not know or do not
answer’. The correct answer is 'no' for the question No.Q2.4 - Q2.9, Q2.14 and Q2.15.
The question number 2.3 ask ° Is it possible in your opinion that people with HIV/AIDS
are asymptomatic?’. Only this question the correct answer is possible. Respondents get a
score of one for each correct answer. The highest score is nine and the lowest score is
Zero.

Fear; Fear of AIDS is measured by question No. 2.11 which asked respondents:
* How much are you afraid of contracting HIV/AIDS?’ The possible answers were (1)
Not at all, (2) Very little, (3) Moderately, and (4) Very much. In this study 'fear' is
classified fear and no fear. Respondents who answered 'not at all' are classified in the
group 'no fear'. Those with answers of 'very little, moderate, or very much' are
categorized as in the 'fear' group.

Pefception of risk of AIDS; The perception of risk is measured by question No.
2.10 which askéd respondents * How much are’you at risk of HIV infection? ¢ There
were 5 possible answers: (1) Not at all, (2) Very little, (3) Moderately, and (4) Very
much. A respondent is classified in the group of 'no risk' when she selected 'not at all,
and women who selected other are classified in the 'risk' group. Women who did not
aﬁswer this question are excluded from the analysis.
Dependent Variable

The dependent variable is the change of sexual risk behavior created by using
questions No.2.12 and 2.13a. The question No.2.12 asked respondents: ' Have you

changed your behavior or action since you knew about AIDS'? The answers were 'yes' or
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'mo'. Whenever a woman answered 'yes', the following question No.2.13a was asked:
“What action or behavior do you change?’. An interviewee would note the respondent's
answer. Answers are then categorized according to core meanings. For instance, warning
a partner not to visit a prostitute is in the same group of forbidding a partner or a relative
to have sex with a commercial sex worker.

There are 8 categories of the behavior of respondents answered that they could
do as change:

1. Stopping promiscuity

2. Warning a partner to not visit a prostitute

3. Using a condom

4. Being careful not to contract HIV

5. Stopping having nails done at beauty salon, or sterilizing a razor or
scissors before using

6. Being careful with injectable needle.

7. Stopping going out (stay home)

After excluding the changes of risk behavior four to seven which are not
associated to sexual behavior, the change of sexual risk behavior is classified by two
groups. Women who have the answer number 1 to 3 are classified in the group of
change, while women who answer 'no' for the question number 2.12 are in the group of

'no change'.
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’ 3.4 DATA PROCESSING AND ANALYSIS

The data analysis process is set forth below:
1. Descriptive analysis is used in the form of frequency distributions.
2. Bi-variate analysis is applied in the form of
(1) cross tabulation to classify the relationship between the socio-
i demographic factors, perception of risk, and fear of AIDS

(2) analysis of mean of AIDS knowledge to classify the association
between socio-demographic factors and the level of AIDS knowledge.

Chi-Square test is used to test the relationship between socio-
demographic factors, fear of AIDS, and perception of risk as well as the association of
perception of risk, fear of AIDS and the change of sexual risk behavior. The associations

. between socio-demographic factors, the change of sexual risk behavior and the level of
AIDS knowledge are tested by the Analysis of Variance.

(3). Multivariate analysis, the Logistic Regression is utilized to assess

and analyze the associatién among socio-demographic factors, perception of risk, fear of

AIDS, level of AIDS knowledge and the change of sexual risk behavior.



CHAPTER FOUR

RESULTS AND DISCUSSION

Results of this study are presented in three parts: descriptive analysis,

bi-variate analysis, and multi-variate analysis.

PARTI DESCRIPTIVE ANALYSIS

This part will describe about respondents characteristics and the percentage

distribution of respondents by HIV/AIDS knowledge.

4.1 RESPONDENTS' CHARACTERISTICS

Women respondents in this study are aged between 15 and 49 years old. More
than 71 percent of them are older than 25 years. The highest percentage of them are in
age group of 25 - 34, followed by the group of wo'rnen aged 35 and over.

Considering the marital status of studied women, nearly 71 percent are married,
while the non-married group includes single, divorced, and separated women.

Women in this study have relatively low levels of education. About 65 percent
of them have ‘primary education, and approximately four percent of them do not have
any formal education. Only about 32 percent of all women have gained an education
higher than primary level.

About 71 percent of all women earn less than 5,000 baht a month, and more than

half of these women have monthly income less than 2,500 baht. Associated with their
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low level of education, women have low earnings with a median monthly income of
2,500 baht. However, the percentage distribution of income in the sample is not
available for all women because 30 percent of them did not answer the income question.

The percentage distribution of women by region shows little difference. The
largest percentagé of women are in the North (23%), while the smallest percentage
belong to the Central regio‘n (17.6%).

Women in this study are divided into five different groups of occupation. The
largest percentage of them works in white collar occupations, that is about 41 percent of
all respondents, follows by 27 percent of women working in agriculture sector. About 20
percent of them are housewives, while a few of them are studying, unemployed (6.8%)
and working in blue collar occupations (5.1%).

In summary, most women in this study are older than 25 years old, having low
income and low education. Most of them are married, and the largest proportion of them
belongs to the white collar group. Only a few in the sample were either unemployed or
students.

The following Table shows the percentage distribution of women by socio-
demographic characteristics.

Table 1. Characteristics of Women Respondents

Socio-Demographic Factors No. of women Percent
Age group ,

15-24 476 28.8
25-34 606 36.7
35-49 568 34.4
Total 1650 100.0

Mean = 30




Table 1. Characteristics of Women Respondents (Continued)
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Socio-Demographic Factors No. of women Percent
Income
<2500 571 50.1
2501-5000 341 20.7
5001-7500 82 5.0
7501-10000 69 4.2
> 10001 76 4.6
Total 1139 100.0
Mean = 4,179 Median = 2,500
Note: 511 cases with missing values are excluded
Education
No education 60 3.6
Primary 1-4 662 40.1
Primary 5-7 401 243
Secondary education 527 31.9
Total 1650 100.0
Mode = Prathom 4
Region
Bangkok 314 19.0
Central 291 17.6
North 380 23.0
Northeast 338 20.5
South 327 19.8
Total 1650 100.0
Marital Status
Married 1165 - 70.6
Non-Married 485 294
Total 1650 100.0
Occupation '
Agriculture 445 27.0
White collar , 675 40.9
Blue collar 84 5.1
Student/unemployed 112 6.8
Housewife 334 20.2
Total 1650 100.0




42 WOMEN AND HIV/AIDS KNOWLEDGE.

Nine quesﬁons about AIDS knowledge were asked to measure the level of
knowledge of the disease among studied women. The data indicated that some women
in this study have some misunderstandings related to AIDS knowledge despite the
information disseminated throughout the Kingdom by the mass media, community
activists and so on. For example, the mode of HIV transmission by insect bite, nearly
42 .percent of women believe that they can get HIV from mosquitoes and about 19
percent are not sure or do not know how to answer this question. It may be that AIDS
information always has over stressed the danger of sharing a needle. Therefore, some
women may link a mosquito bite to the use of a syringe and a needle. They may believe
that whenever the insects (mosquitoes) bite them, they would have a possibility to be
HIV infected just the same as if they were to share needles with others. Not only do
some women in this study misunderstand about mosquitoes and AIDS, but also they
misunderstood in another study. Sittitrai, et al. (1992: Table 3-87) found that 63 percent
of female respondents believed that they could get HIV from mosquitoes.

Thailand has been designated by the World Health Organization for AIDS
vaccine development support (Weniger, 1994). Therefore, some AIDS vaccine
information is disseminated to general population. It may say that because of this
information, 25 percent of women believe that an AIDS vaccine is available. However,
16 percent of women confuse information of an AIDS vaccine and the slogan 'AIDS is
incurable'.

About 58 percent of women do not know that HIV infected people may be

asymptomatic. It may be that, generally, when a person has a disease, he always has

39615
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some symptoms to warn himself or other people to know that he is sick. Regarding the
pathology of HIV infection, it requires years for HIV to decrease the immunity of
infected people. Consequently, it contradicts the belief of people. Moreover, it is found
that women in this study do not understand about the symptoms of AIDS compared to
the understand of HIV/AIDS symptoms among respondents in another study. The
Demographic Committee (1995) found that nearly all of their female respondents (96 -
98 percent) with different occupations knew that they could not know if a person was
HIV infected by looking his appearance.

For other questions, many women have correct information of AIDS, so it can be
concluded that women in this study have a relatively moderate level of AIDS
knowledge. However, some of them have to improve AIDS knowledge such as the
symptoms , AIDS vaccine, and the HIV transmission related to insect bite.

In the Table 2 the correct answers for questions concerning AIDS knowledge are
"No' except for the question related to the symptom of HIV infected people that the

correct answer is 'Possible’.
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Table 2 Percentage Distribution of Women According to Opinion on Specified
Modes of HIV Transmission, the Cure and the Symptoms of AIDS.

- Opinion Yes No Do not Total (N)
know / not (1650)

sure

Mode of transmission

Contracting HIV by

-Touching 10.4 79.9* 9.7 100.0

-Sharing food 14.0 73.0* 13.0 100.0

-Sharing clothes 18.7 69.5* 11.8 100.0

-Using public toilet 20.0 64.2* 15.8 100.0

-Contact HIV blood 22.2 63.0* 19.3 100.0
Cure

AIDS can be cured 7.3 80.5* 11.9 100.0

AIDS vaccine is available 24.8 58.8* 16.3 100.0
Symptoms

- HIV people may have no symptom  41.6* 32.4 26.0 100.0

Note: Percentage may not add up to 100.0 due to rounding
* Correct answer

PARTII BI-VARIATE ANALYSIS

Bi-variate analysis is employed in the form of crosstabulation and analysis of
means to describe and interpret the relationship between independent variables (socio-
derﬁographic factors), intervening variables ( AIDS knowledge, the perception of risk,
fear of AIDS), and the dependent variable ( the change of sexual risk behavior).
Unfortunately information on income is not available for about 511 cases and this may
cause the results to be distorted. Therefore, income is dropped from the analysis.

About 80 percent of non-married women report that they do not have sexual
experience, and 73.9 percent those without sexual experience perceive themselves to be

at risk of AIDS. Therefore, in this section studied female respondents are classified into
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two groups as married and non-married women in order to elucidate the perception of

risk, fear of AIDS, and the level of AIDS knowledge.

4.3 WOMEN AND AIDS KNOWLEDGE, FEAR OF AIDS, AND PERCEPTION
OF RISK. |

The following analysis will present the different levels of AIDS knowledge,
perception, and fear of AIDS classified by specific characteristics both married and non-
married women.
AIDS Knowledge

There are nine questions related to AIDS knowledge (see Table 2). Every

respondent is given one point for a correct answer for each question and zero otherwise.

The value of AIDS knowledge variable is the sum of all nine questions and therefore
the knowledge score has the possibility of ranging from zero to nine. The mean
knowledge score is computed for different socio-demographic groups of women.

It is found that married women aged 15 to 24 years have a higher level of AIDS
knowledge than those aged 25 and over according Ato mean score of AIDS knowledge.
Similarly, non-married women aged 35 and over have a lower mean level of AIDS
knowledge than do non-married women aged below 34. The relationships between
AIDS knowledge and age group for both married and non-married women are
statistically significant, which indicates that the level of AIDS knowledge for all specific
groups are not equal. Moreover, it is also found that as age increases, the level of AIDS
knowledge decreases. It may be said that younger women have a higher level of AIDS

knowledge than older women.
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It is found that the difference in the level of AIDS knowledge among married
women living in different regions is statistically significant while that of non-married
women is not. The level of AIDS knowledge among married women in different regions
varies. The highest level of AIDS knowledge among married women is 6.17 for those
living in Bangkok, while the lowest one is 4.33 among whom residing in the Northeast.
On the other hand the level of AIDS knowledge among non-married women ranks from
5.98 to 6.76. From these results it is found that married women have a lower level of
AIDS knowledge compared to non-married women. This may be because when women
are married they have to look after their families’ members rather than taking care of
themselves.

Not only the level of AIDS knowledge among married women working in the
agriculture sector is the lowest, but also that of the non-married women of this
occupation group is the lowest for all groups. It is found that married women working in
the agriculture sector have the lowest level of AIDS knowledge (4.52) compared to
married women in other occupations. These results are similar for non-married women.
Non-married women working in the agriculture sector (5.19) have a mean score of
AIDS knowledge lower than those in other occupations. This may be because
agricultural women spend more than 50 hours a week in the fields, therefore, they have
less opportunity to get AIDS information compared to their counterparts (Dulypach, In
Ambhorn, George, & Pensri, Eds., 1995).

A Linear relationship is found between the level of AIDS knowledge and
educational level for both married and non-married women. It is seen that when the

educational level of women increases the level of AIDS knowledge also increases.
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Shah, et al. (1987: Table 3) found that the level of AIDS knowledge among
married women increased as educational level increased, but the level of AIDS
knowledge showed little difference by married women’s occupations. Sittitrai, et al.
(1992: Table 3-90) found that the mean score of AIDS knowledge among married
women (8.12) was lower than those of formerly married (8.34) or never married (9.31)
women.

The results of this study are similar to the results of both studies mentioned
above. In this study married women have a lower level of AIDS knowledge compared to
non-married women. Moreover, the mean score of AIDS knowledge decreases when the
level of education decreases.

In summary the level of AIDS knowledge among married women, on average, is
lower than that of non-married women. Both married and non-married women working
in agriculture have low levels of AIDS knowledge. The relationship between the level of
AIDS knowledge and women’s age shows that when the age of women increases the
level of AIDS knowledge decreases. On the other hand, it is found that when women's
educational level increases, the level of AIDS knowledge also increases. Considering the
level of AIDS knowledge by region, it is found that the levels of AIDS knowledge
among married women are different according to region, while those of non-married
women are not.

The following Table presents the different levels of AIDS knowledge for
married women and non-married women classified by region, age group, educational

level, and occupation.
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Table 3 Mean Score of AIDS Knowledge: by Socio-demographic Factors for
Married Women and Non-married Women

Socio-Demographic Factors

Married Women Non-mared Women

Total
Age
15-24
25-34
35-49

Region
Bangkok
Central
North
Northeast
South

Occupation
Agriculture

White collar

Blue collar
Student/unemployed

Housewife

Education
No education
Primary 1-4
Primary 5-7

Secondary education

5.44 (1165) 6.30 (485)
5.94 (210) 6.74 (266)
5.57 (499) 6.18 (107)
5.07 (456) 5.36 (112)

F=10.3761* df=2 F=18.2024* df=2

6.17 (182) 6.29 (132)
5.31 (199) 5.98 (92)
5.67 (282) 6.03 (98)
4.33 (263) 6.52 (75)
5.96 (239) 6.76 (88)

F =22.0500* df=4 F=21714 df=4

4.52 (373) 5.19 (72)
5.93 (413) 6.31 (262)
4.83 (73) 6.18 (11)

6.00 (2) 7.23 (110)
6.05 (304) 5.50 (30)

F=24.5957* df=4 F=12.5145* df=4

4.42 (49) 5.09 (11)
4.73 (565) 5.20 (97)
5.68 (269) 5.92 (132)
6.82 (282) 6.99 (245)

F=555072%* df=3 F=228675* df=3

Note: The mean score is based on a scale designed to indicate knowledge of AIDS
with a maximum score of 9, and a minimum score of 0.

*P<.05
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Fear of AIDS

Fear of AIDS is classified into 2 groups as fear and no fear. In this case cross-
tabulation is applied to explained the relationship between studied women with different
socio-demographic characteristics and the fear of AIDS.

It is found that the relationship between the fear of AIDS and women's socio-
demographic characteristics for both married and non-married women do not present the
same trend.

Married women aged up to 24 fear AIDS more than married women aged 25 and
over, while non-married women in age group of 25 - 34 fear AIDS less than their
counterparts.

The proportions of married women who fear AIDS are higher among those
living in the North and Northeast, while for non-married women the highest percentage
who fear AIDS occurs in the group of women living in the North. A possible
explanation may be that both of them reside in AIDS epidemic areas.

Considering the relationship between fear of AIDS and women's occupation. It is
found that among married women, the occupatior; With the highest percentage who fear
AIDS is agriculture. For non-married women, the occupation with the highest
percentage is blue collar. For married women, the lowest percentage fearing AIDS is
found among those in white collar occupations, while for non-married women the
lowest percentage fearing AIDS occurs in the group of student and unemployed.
However, the proportion who fear of AIDS among married students and unemployed
cannot be interpret because there are only two cases in the analysis.

The proportion of women who fear AIDS is higher among married women

having no education and those with a primary levels of 5 -7 compared to those with a
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secondary level of education and who gradﬁa{ed from a primary level of 1-4. For non-
married women the lowest percentage fearing AIDS is found among those without
education.

In summary, it is found that the overall percentage of married women who fear
AIDS is 76.7, while that for non-married women is 61.9. A higher percentage of married
women aged up to 24 fear AIDS compared to those aged over 25. A higher percentage
of married women living in the North and Northeast fear AIDS compared to those living
in other regions. A higher percentage of married agricultural women fear AIDS
compared to women who work in other occupations. A lower percentage of married
women having a secondary level of education fear AIDS compared to women who have
a primary level of education or lower. Some groups of non-married women have
highest percentages of fear of AIDS compared to their counterparts, such as those living
in the North, working as housewives, and having a primary level of education. All of

these results are presented in Table 4.
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Table 4. Percentage Distribution of Women Fearing of AIDS Classified by Socio-
Demographic Factors among Married and Non-married Women

Socio-Demographic
Factors

Married Women

Non-Married Women

All
Age
15-24
25-34
35-49

Region
Bangkok
Central
North
Northeast
South

Occupation
Agriculture

White collar

Blue collar
Student/unemployed

Housewife

Education
’No education
Primary 1-4
Primary 5-7

Secondary education

No
Fear
233

19.0
234
252

29.7
36.2
17.4
17.9
20.9

Fear Total
76.7  100.0 (1165)
81.0  10.0(210)
76.6  100.0 (499)
748  100.0 (456)
A2 =3.06 df=2

70.3  100.0 (182)
63.8  100.0 (199)
82.6  100.0 (282)
82.1 10.0 (263)
79.1  100.0 (239)

A2 =33.19* df=4

16.6
29.8
26.0

224

18.4
21.6
17.8
33.0

83.4  100.0 (373)
702  100.0 (413)
740 1000 (73)
100.0  100.0 (2)
77.6  100.0 (304)

A2 =20.04 df=4
81.6  100.0 (49)
784 100.0 (565)
82.2  100.0 (269)
67.0  100.0 (282)

A2 =20.82 df=3

No  Fear Total
Fear
38.1 619  100.0 (485)
36.1 639  10.0(266)
458 542  100.0 (107)
357 643  100.0(112)
A2 =341 df=2
417 583  100.0 (132)
370 63.0  100.0(92)
276 724 100.0 (98)
453 54.7 100.0 (75)
39.8  60.2 100.0 (88)
A2 =715 df=4
347 653 100.0 (72)
393 60.7 10.0 (262)
182 81.8 100.0 (11)
409 59.1  100.0(110)
333 667  100.0 (30)
A2 =3.01 df=4
45.5 545 10.0 (11)
36.1 639  100.0(97)
364 63.6 10.0 (132)
39.6  60.4 10.0 (245)
A2 =081 df=3

*P<.05
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The Perception of Risk

It is found that about 28 percent of married women perceive themselves at risk
of AIDS, while approximately 18 percent of non-married women do so. The results of
this study are similar to the study of Sittitrai, et al. (1992: Table 3-95) which found that
a higher percentage of married women (70 %) perceive themselves to be at risk of AIDS
compared to those who are formerly (37.5%) or never married (66.7%).

The relationship of risk perception between married and non-married women by
selected characteristics show that a higher percentage of married women aged up to 24
perceive themselves to be at risk of AIDS compared to women aged over 25. This may
be because in general women will marry when they are younger than 25 years old and
they know well that normally Thai men have their first sexual experience before
marriage (Supamethaporn, 1994: 2; Sittitrai, et al.,: Table 3-11). Moreover, AIDS is
disseminated as a sexual transmitted disease. Therefore, they may perceive themselves
to be at risk of AIDS.

A higher percentage of non-married women aged below 24 perceive themselves
at risk of AIDS compared to those aged 25 and ,over. This may be because that non-
married women in this age group have sexual relations as it is found that some of them
live with their partners without marriage (Chantangphol, 1994: 26).

A higher percentage of married women living in the North perceive themselves
at risk of AIDS compared to those living in other regions, while a higher percentage of
non-married women living in Bangkok and the Central region perceive themselves at
risk of AIDS compared to those living in other regions.

The highest percentages of those perceiving themselves to be at risk of AIDS

among married women occurs in the group of those working as housewives (29.6
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percent), white collar occupations (29.3 percent), and agriculture (27.1 percent), while
the highest percentage of those with risk perception among non-married women include
students and the unemployed. The higher percentage perceiving risk among non-married
unemployed and students indicates that they may have premarital sexual relations. The
Demographic Committee (1995: Table 22) found that about eight percent of female
students had sexual experience.

The relationship between perception of risk and women’s education shows that
among both married and non-married women a higher percentage of those without
education percéive themselves at risk of AIDS compared to higher education groups.

In summary, the proportion of those who perceive themselves to be at risk of
AIDS is highest among women age up to 24 for both married and non-married women.
Among married women a higher percentage of those living in the North perceive
themselves to be at risk of AIDS compared to their counterparts. Among non-married
women a higher percentage of those residing in Bangkok and the Central region
perceive themselves to be at risk of AIDS compared to those living in the South,
Northeast or North. Among married women a lowér percentage of those working in blue
collar occupations perceive themselves to be at risk of AIDS compared to those
working in other occupations. Among non-married women a higher percentage of those
who are students and unemployed perceive themselves to be at risk of AIDS compared
to those in other occupétiOns. There are higher percentages of those with no education
perceive themselves to be at risk of AIDS than those with higher education.

The results of the relationship between the perception of risk and socio-

demographic characteristics are presented in the Table 5.
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Table 5. Percentage Distribution of Women Who Perceive themselves to be at Risk of
AIDS Classified by Socio-Demographic Factors among Married and Non-married

Women

Socio-Demographic
Factors

Married Women

Non-Married Women

All
Age
15-24
25-34
35-49

Region
Bangkok
Central
North
Northeast
South

Occupation
Agriculture

White collar

Blue collar
Student/unemployed

Housewife

Education

No education
Primary 1-4

Primary 5-7
Secondary education

No Risk - Total
Risk
722 27.8 100.0 (1165)
67.6 324  10.0(210)
741 259  100.0 (499)
721 279  100.0 (456)
A2 =3.13 df=2
73.1 269  100.0 (182)
729 27.1  100.0 (199)
642 358  100.0 (282)
779 221 10.0(263)
741 259  100.0 (239)
A% =13.87* df=4
729 27.1  100.0 (373)
707 27.1  100.0 (413)
83.6 164  100.0 (73)
100.0 - 100.0 (2)
704  29.6  100.0 (304)
A =651 df=4
67.3 327 100.0 (49)
733 267 100.0 (565)
684 316  100.0 (269)
745 255 100.0 (282)
A% =3.55 df=3

No Risk Total
Risk
81.9 18.1  100.0 (485)
812 18.8  10.0(266)
822 17.8  100.0 (107)
83.0 17.6 100.0 (112)
A2 =0.19 df=2
79.5 205  100.0 (132)
783 21.7  100.0 (92)
83.7 163  100.0 (98)
813 187  100.0 (75)
87.5 125  100.0(88)
A% =339 df=4
833 167  100.0 (72)
828 172  10.0(262)
100.0 - 100.0 (11)
76.4 23.6  100.0 (110)
833 167  100.0 (30)
A =498 df=4
727 273 10.0 (11)
845 155  100.0 (97)
848 152  10.0(132)
79.6 204  10.0 (245)
A2 =272 df=3

*P<.05
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4.4 AIDS KNOWLEDGE, FEAR OF AIDS, PERCEPTION OF RISK
AND THE CHANGE OF SEXUAL RISK BEHAVIOR AMONG

WOMEN

The Change of Sexual Risk Behavior

It is seen that the change of sexual risk behavior is influenced by the level of
AIDS knowledge. Women who change sexual risk behavior have more knowledge
about AIbS than those who do not change. It may be said that women who change their
sexual risk behavior are more interested in AIDS knowledge than those who do not
change because they would like to prevent themselves from contracting HIV infection.
The result of this study contrasts the result of some study which found that AIDS
knowledge did not affect the change of sexual. risk behavior among their respondents
(Surasrang 1996: 55).

The results in the Table 6 portrays the relationship between the level of AIDS

knowledge and change of sexual risk behavior.

Table 6 The mean score of AIDS knowledge by the change of sexual risk behavior

Selected Sexual Risk Behavioral Change = The Mean Score of AIDS Knowledge

1. Change of sexual risk behavior 6.04 (220)
2. No change 5.64 (1430)
F=5.1853* df=1

Note: The mean score is based on a scale designed to indicate knowledge of AIDS
with a maximum score of 9, and a minimum score of 0.
*P <.05 N=1650
Not only the level of AIDS knowledge influences the change of sexual risk
-behavior but also the perception of risk and fear of AIDS add to the change. It is found

in Table 7 that the percentage of women who will change: their sexual risk behavior is
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2.6 times higher among women who perceive themselves to be at risk of AIDS
compared to the percentage of those without perception of risk will change to prevent
AIDS. Surprisingly, it is found that about 10 percent of women who do not perceive
themselves to be at risk of AIDS change their sexual risk behavior, and 75 percent of
women who do perceive themselves to be at risk of AIDS do not change any risk
behavior.

The percentage of women who change their risk behavior is 5.2 times greater
among those who fear AIDS compared to the percentage who change their sexual risk
behavior among those with no fear of AIDS. Only three percent of women who do not
fear AIDS change their sexual risk behavior. On the other hand 82 percent of women
who do not change any sexual risk behavior report that they fear AIDS.

In summary, the fear of AIDS seems to cause womeh to change their sexual risk
behavior 5.2 times more than those who are not afraid of AIDS. Similarly, the risk
perception leads women to change their sexual risk behavior 2.6 times more than those
who perceive that they are not at risk (see Table 7).

Table 7 Percentage distribution of the perception of AIDS risk and fear of AIDS
by the change sexual risk behavior.

The Change of Sexual Risk Behavior Total
Perception of Risk ~ Change No Change
Risk 24.8 75.2 100.0 (412)
No Risk 9.5 90.5 100.0 (1238)
F=62.01* df=1
Fear of AIDS
Fear 17.2 82.8 100.0 (1193)
No Fear 3.3 96.7 100.0 (457)
F=5525*% df=1

N =1650, *P<.05
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PART III MULTI-VARIATE ANALYSIS
45 THE DETERMINANTS OF THE CHANGE OF SEXUAL

RISK BEHAVIOR

}e(gistic regression is utilized in order to identify the factors that affect the
change of sexual risk behavior. The variables included in the model are socio-
demographic characteristics, fear of AIDS, perception of risk, and level of AIDS
knowledge.

In the logistic regression model the two continuous variables of age and year of
education of women are not classified by group, in order to identify the extent of the
change of sexual risk behavior for each year change in women's age or educational level.

The dependent variables is the change of sexual risk behavior and is classified as
change and no change. In this study the change of sexual risk behavior includes stopping
promiscuity, warning a partner to stop visiting a prostitute, and using a condom. The
percentage distribution of stopping promiscuity is 2.4, that of warning a partner to stop
visiting prostitutes is 9.3, and that of using a condom is 1.7.

The results of the logistic regression show that the significant predictors of
change of sexual risk behavior were AIDS knowledge, region (the South is reference),
perception of risk (no risk is reference), fear of AIDS (no fear is reference), marital
status (non-married is reference), and agricultural occupation (white collar is reference). ‘&

It is also found that, after controlling other variables as the level of AIDS
knowledge increases women are more likely to change their sexual risk behavior.
Therefore, it may indicate that women are more likely to change their sexual risk

behavior if they have a higher level of AIDS knowledge compared to those who have
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lower levels of AIDS knowledge. This result also supports the result of the bi-variate
analysis in Table 6. This result contrasts the logistic regression model of Surasrang
(1996: Table 8) which found that the level of AIDS knowledge did not affect the
change of sexual risk behavior among studied respbndents.

The odds of women changing their sexual risk behavior are reduced by forty
eight percent for women living in Bangkok, 80 percent for women in the Central region,
61 percent for women in the North, and 74 percent for women in the Northeast
compared to women living in the South. It may be said that women living in the South
are more aware of AIDS than those in other regions. Sittitrai, et al. (1992: Table 3-100)
found that people living in both of the South and the Central regions change risk
behavior more than those residing in the North, Northeast, and Bangkok.

1t is found that the odds of changing sexual risk behavior among women who
fear AIDS are 6.4 times higher than those who are not afraid of AIDS. This result is
~ similar to the result of the Table 7 which presents the large difference in percentages of
women who change sexual risk behavior between women who fear and do not fear
'AIDS (see Table 7). |

Similarly the odds of changing sexual risk behavior among women who perceive
'themselves at risk of AIDS are 2.2 times higher than those who do not perceive
themselves as being at risk of AIDS. This result is the same as the result of relationship
between the change of sexual risk behavior and perception of risk in Table 7. Sittitrai, et
al, (1992: Table 3-98) found that respondents who did not perceive themselves at risk of
AIDS change their sexual risk behavior less than those who did perceive risk.

Married women are almost 3 times more likely to change their sexual risk

behavior than non-married women. The result of the change of sexual risk behavior
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among married women contrast the study of Sittitrai, et al. (1992) which is found that
currently married women (58.9%) who perceive themselves to be at risk of AIDS
change their risk behavior less than formerly married (64:3%) or never married (73.8%)
women. .

It is also found that only women in agriculture sector have a statistically
significant difference in the odds of the changing sexual risk behavior. The odds of
women in agriculture changing their sexual risk behavior are reduced by 48 percent
compared to women in white collar occupations.

These results of the logistic regression model are shown in Table 8.

Table 8 Logistic Regression Coefficients and Odds Ratios for a Model Predicting
the Change of Sexual Risk Behavior.

Variables Coefficients Odds Ratio
Age -.0224
Year of education -.0413
Level of AIDS knowledge .0700 1.0801*
Region ( Ref: South)
Bangkok , -.6378 .5285*
Central -1.5838 .2052*
North -.9313 .3940*
Northeast -1.3278 2651*
Fear (Ref: no fear) 1.8691 6.4827*
Risk (Ref: no risk) 7905 2.2045%*
Married women (Ref: non-married) 9490 2.5830*
Occupation (Ref: white collar)
Agriculture -.6396 5275*
Blue collar -.8581
Student/unemployed -.3211
Housewife -4109

* P <.05, Model Chi-square = 148.844 df =14
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In summary, as found in the bi-variate analysis, the results of multi-variate
analysis also shows the fear of AIDS increases the likelihood of changing of sexual risk
behavior. Women who fear of AIDS are six times more likely to change the sexual risk

behavior than those who do not fear of AIDS.



CHAPTER FIVE

CONCLUSION AND RECOMMENDATION

5.1 CONCLUSION

Data used for this study are from the 1993 National Survey of Effectiveness of
AIDS Media on Behavior and Values “AIDS Knowledge, Information, and behavior”.
Total number of sampled womeﬁ are 1650. The largest percentage of women are in age
group of 25 - 34. Associated with the low level of education many women have
relatively low monthly income. More than half of studied women work in white collar
occupations, and about 23 percent of all respondents live in the North of Thailand.
Seventy percent of all women are married.

Regarding AIDS knowledge, some women still misunderstand the fact about
AIDS, for example the mode of HIV transmission related to insect bite, AIDS
symptoms, the cure of AIDS.

In bi-variate analysis, it is found that the level of AIDS knowledge on average is
associated negatively to age of women but positively to women's education for both
married and non-married women. The result of the relationship between the educational
level of women and the level of AIDS knowledge supports the hypothesis that; ‘When the
educational level of both married and non-married women increases, the level of AIDS
. knowledge will also increase’.

Both married and non-married agricultural women know less about AIDS than

women with other occupations. Married women living in the Northeast have a lower




53

mean score of AIDS knowledge compared to their counterparts, while the level of AIDS
knowledge among non-married women shows little difference by region.

According to the diﬁ'érent percentage of sexual experience between married and
non-married women the highest percentage of fear AIDS for each selected socio-
economic factors occur differently in specific categories of all variables.

The highest percentage of fear AIDS belongs to married women aged up to 25,
while the lowest percentage of fear of AIDS occurs in the age group of 25 - 34.

A higher percentage of married women living in the North and Northeast fear
AIDS compared to those in other regions, while only the percentage of fear AIDS
among non-married worﬁen living in the North is higher than those residing in the other
four regions.

The highest percentage of fear AIDS is found among married women working in
the agriculture sector, while that of non-married occur in the group of whom working in
blue collar occupations.

Higher percentages of fear of AIDS are found among married women without
education and those with a primary level of 5 - 7. A lower percentage of fear of AIDS
among non-married women occurs in the group of women who have no education.

The results of the relationship between risk perception and socio-demogfaphic
factors show that a higher percentage of married women aged up to 24 perceive
themselves to be at risk of AIDS compared to those in other age group, while the
percentage of risk perception among non-married women in different age group show

little difference.
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Married women living in the North perceive themselves to be at risk of AIDS
more than those residing in other regions. The highest percentage of risk perception
occurs among non-married women in the Central region.

Both housewives and married women working in white collar occupations
perceive themselves at risk of AIDS more than those in other groups of occupation,
while only non-married students and unemployed do so.

Both married and non-married women without education perceive themselves to
be at risk of AIDS more than those in other levels of education groups.

It is seen that the mean level of AIDS knowledge is higher among women who
change their sexual risk behavior compared to that of women who report no behavior
change.

It is found that the proportion women with sexual behavior change is 2.6 times
higher for women who perceive themselves to be at risk of AIDS compared to those
who do not perceive themselves to be at risk of AIDS. However, there are some women
who perceive themselves at risk of AIDS yet do not change their sexual risk behavior.
Interestingly, women with no perception of risk ch;nge their sexual risk behavior also.

It is also found that the perc‘entage of women who fear AIDS and change their
sexual risk behavior is 5.2 times higher than those who change their sexual risk behavior
without the fear of AIDS.

The analysis also revealed that women in greater percentage prefer to change
their sexual risk behavior by warning their partners to stop visiting prostitutes rather
than by asking them to use condoms or start using condom and stopping sexual

promiscuity.
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Multi-variate analysis found that as the level of AIDS knowledge increases the
odds of women changing their sexual risk behavior also increase. This result supports
the hypothesis that; 'Women who have higher level of AIDS knowledge are more likely to
change their sexual risk behavior than those who have lower level of AIDS knowledge’.

It is found that women in all regions have lower odds of changing their sexual
risk behavior except to those living in the South. It is also found that only women
working in agriculture sector are less likely to change their sexual risk behavior than
those working in white collar occupations.

Married women are more likely to change their sexual risk behavior than non-
married women. This result supports the hypothesis that; ‘Married women are more
likely to change their sexual risk behavior than non-married women’.

Fear and risk perception influence the change of sexual risk behavior among
studied women. The fear of AIDS influences women to change their sexual risk
behavior much more than their perception of the disease risk. This result supports the
hypothesis that, ‘After controlling all other variables, the change of sexual risk behavior

is more likely to be influenced by the fear of AIDS than by the perception of risk’.

5.2 RECOMMENDATION
Policy Implication

There is still a need to increase the level of AIDS knowledge, especially for
married women living in the Northeast and women working in agriculture sector in
order to help them to know more about AIDS correctly. When they have correct
sufficient AIDS knowledge they will know better of how to prevent themselves from

contracting HIV infection.
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There is a need to design a special AIDS information program aiming at various
groups of women to empower them to prevent infection such as to improve their level
of AIDS knowledge, so that they can understand more about AIDS and prevent
themselves from contracting this disease.

There is a need to continuously promote AIDS informations dissemination
through various media especially those related to sexual risk behavior and the risk
situation in order to protect women from getting HIV infection when inducing fear of
AIDS is no longer used as the only campaign approach.

Condom knowledge use and use negotiation should be promoted among women
of all groups in order to prevent HIV infection other than a contraceptive method. The
opinion that links condom use with a prostitute should be changed, so that condoms will
be normally used among couples as well.

Although the promotion of 100 Percent Condom Use Program seems to reflect
social tolerance of inequality between genders in Thai society, the program needs to be
continued because most women in this study select the HIV prevention method of
warning their partners to stop visiting prostitutes as indicating that prostitution is still
strong in existing in their community. Therefore, the 100 Percent Condom Program will
protect women having promiscuous partners who still frequent CSWs.

Further Study

As it is found that some women who perceive themselves to be at risk of AIDS
do not change their sexual risk behavior, while those who perceive that they are not at
risk change their sexual risk behavior. It seems to imply that some women have the
problem of identifying the concept of risk perception. Therefore, a further study on the

classification of the meaning of risk in the view of women is needed so that the AIDS
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campaigns to come will include clear meaningful informations and messages in terms of
risk, such as risk behavior or risk situation for specific groups.

There is also a need to explore why women who perceiving themselves to be at
risk of AIDS and yet fail to change their risk behavior.

Further study on the change of sexual risk behavior among women having

~ partners, both married and non-married is also needed as it will help to discover

methods the women have used to prevent HIV infection.
A study to determine factors affecting married women living in different regions

to think and act to safeguard themselves from HIV/AIDS will also be a useful one.
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APPENDIX

QUESTIONNAIRE

Topic: The Risk Perception and the Change of Sexual Risk Behavior associated with
HIV/AIDS among Thai Women
Some of selected questions are used in the analysis as the follows;
Q2.3 Do you think it is possible for a person with HIV to be asymptomatic?
Answers; 1. possible 2. not possible 3. do not know/sure
Due to the following questions No 2.4 - 2.9 are asked about the modes of HIV
transmission as 'Do you think that HIV be transmitted from infected one to others by’
Q2.4 touching infected people?
Q2.5 sharing food with HIV/AIDS person?
Q2.6 using a public toilet?
Q2.7 a mosquito or an insect bite?
Q2.8 touching HIV contaminated blood when you have no wound?
Q2.9 sharing clothes with a person, with HIV?
All answers of these questions are
l.yes 2.no 3. do not know/sure
Q2.10 Do you think, you are at risk of getting HIV?
Answers; 1.noriskatall 2. little risk
3. moderate risk 4. high risk 9. do not know/sure
Q2.11 How much are you afraid of being HIV infected?
Answers 1. not afraid at all 2. afraid some

3. moderate 4. very afraid
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Q2.12 Have you changed your behavior or action since you have known about

AIDS? (a little change is considered as change)
Answer 1.yes 2. no.......

If the answer is no, skip to Q2.14.

' (Q2.13 What action or behavior have you changed? (Put in respondent's wording)

Q2.14 Can AIDS be cured in your opinion?

Q2.15 Is AIDS vaccine available in your opinion?

The possible answers for question number 2.14 and 2.15 are the same as

the question number 2.4 - 2.9.
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