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ABSTRACT

The study on male street children and youth vulnerability to HIV/AIDS in Addis Ababa,
Ethiopia, was conducted with the overall objective of assessing relationships between
street life and vulnerability to HIV/AIDS. The research applied both quantitative and
gualitative methods through collection and analysis of data from primary and secondary
sources. Specificaly, the research applied descriptive sample survey on 200 randomly
selected male street children and youth aged 15-24 years. The finding of the study
revealed that the study groups lack comprehensive knowledge about HIV/AIDS and
appropriate changes in behavior. They experience significantly high level of vulnerability
to HIV, with the self-reported prevalence of 9.7%. The major risk factors are unprotected
and multiple concurrent sexual partnership, alcohol and substance abuse, infections with
STls, homosexuality and sexua abuse. The existing HIV/AIDS interventions for street
children are inadequate both in scope and effectiveness. The study concludes that as the
street boys continued living on the street, their likelihoods of exposure to HIV risk factors
significantly increases, with steady declines in protective behaviors. The longer the
duration of life on the street, the more street boys become desperate about their futures
and the lesser they take protective measures against HIV/AIDS. The overall successes
being registered in the HIV response has little or no implications on street children and
youth. As a recommendation, it is not only necessary but also a top priority to halt the
growing risk of young street people to HIV/AIDS in Addis Ababa. Interventions should
focus on changes in behavior and practice, both prevention and treatment services and
management of risk factors. Street children rehabilitation programs needs to be
comprehensive, addressing their diverse needs and problems in a holistic manner. Any
interventions against HIV/AIDS in street children should start with proper understanding
of their situations. Addressing the big issue of street children phenomena is the long-term
and sustainable solution to the problem. Additional studies of different nature on the
subject matter are still required for evidence based interventions at policy and practice
levels.
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APPIENDICES

Annex A: Interview Schedule for Survey Respondents

No | Questions | Possible Responses Moveto
Part one: Socio-Demographic Characteristics NO—»
Age in years Below 15 years ...............
1 15-19 years ................ 2
Don't know................ 99
2 Arada.................
Yeka......ocoounnens 2
Bole ................. 3
Sub City Nefas Silk Lafto............... 4
Kolfe Kerane................H
Adis Ketama................ 6
Akaki Kaliti............... 7
Qirgos............... 8
Gullele............... 9
Lideta............. 10
Don/t know............ 99
3 Have you ever been to schc YeS.oioviiinnnns 1> 4
NO........... 2”5
4 If your answer to question 3 is ‘ye: Grad4............. 1
what is the level of your education Grade 5-8.............. 2
Grade 9-10............. 3
Grade 11-12............. 4
College/university dropout... ......... 5
College/university graduate............ 6
5 Religion OrthodoX..........cceeeenninlt
Islam..................... 2
Protestant ..................... 3
Catholic..................... 4
Other/Specify.............c........ 5
No religion..................... 6
6 Ethnic Affiliation Oromo................
Amabhara................ 2
Tigre......cceevenn ..
Gurage........ccouveeen 4
Sidama................... 5
Wolayita.................. 6
Hadya................... 7
Kembata.................. 8
Gambella................. 9
Benishangul Gumuz................ 10
Somale................ 11
Afar................ 12
Other /Specify/............... 13
Don’'t Know............... 99
7 Have you ever been engagec Yes.......... 1l 89
marriage? No.......... 2 10

91




8 If your answer to question 7 is y« Addis Ababa..........
where is the current address of your Out of Addis Ababa.......... 2
spouse? Don't know......... 99

9 Do you have the plan to live togett Yes.......... ]
with your spouse, if you are not No.......... 2
currently together? Not decided.......... 3

10 Is your mother alive Yes............ ]

NO............ 2
Don't know......... 99
11 Is your father alive YeS....oo.n... ]
No............ 2
Don't know......... 99
Part two: Situation of Life on the Street
12 Where had you been living befc Addis Ababe-Urban............... ]
joining street? Addis Ababa-Rural............... 2
Out of Addis Ababa-Urban............... 3
Out of Addis Ababa-Rural............... 4
Don't Know............... 9

13 Had you been on street in other tov YeS.iiiiiininnn. ]
than Addis Ababa? \\ o TR 2

14 How long had you been on the stre Less than 1 year.................

1-2years......cceeeennnen. 2
2-3years.....c.coeeueunnens 3
3-4years.......coeeieinnns 4
4-5years..........c.onis 5

5-6 years..........coc...... 6

More than 6 year.................. v

Don't know/Don’t remember................ 99

15 What was the cause/s for you to cc Death of parents...............
out to the street ? Divorce of Parents................ 2
( responses can be multiple) Conflict with family ............... 3

Family poverty............... 4
Search for job............... 5
Peer pressure............... 6
Other /please specify/............. 7
Don't know............ 99

16 How old were you when you beg Below 7 years...............

street life? 7-9 years............... 2
10-12 years...............3

13-15years................ 4

16-18 years...............5b

Above 18 years................ 6

Don’t know/Remember........... 99

17 How had you been making a livii Casual Work..................
while on the street? Street vending .................. 2
( responses can be multiple) Shoe shinning.................. 3

Car Washing.................. 4
Begging.................. 5
Theft.................. 6

Other /Please Specify/.................. 7
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18 What was your average daily incol Below Birr 5................ i
when you were on the street? 5-10 Birr .....oeevnneee. 2
11-15Birr «.ooeveenneee. 3
11-20 Birr ......ce.n.... 4
21-25 birr ............... 5
26-30 Birr............... 6
31-35Birr ...ceenenn. 7
Above Birr 35............... 8
18 Used to spend both the day & night on
Living arrangement: How did you street......... 1
spend the night whon you were a street  Used to spend the night with family....... 2
boy? Used to live alone in a rented house...... .3
( responses can be multiple) Used to live in group rented houses...... .4
Other /please specifyi............ 5
Part three: Sexual History
20 Have you ever had se YeS..oonnn.nn. 1| —» 21-25
NO............. 2| > 26
21 If your answer for question 20 Below 10 years ............
“yes’, how old were you at your first 10-12 years ............ 2
sex? 13-15 years ............ K
16-18 years ............ 4
Above 18 years old............5
Don’t know/remember......... 99
22 Whom you started your first sex wit Girlfriend ................ 1
Spouse ............... 2
Female sex worker............... 3
Other/Please specify............. 4
Don’'t remember ............ 99
23 How your first sex was initiatec Own initiative/decision.....................
Peer pressure ..........ccooevueens 2
As victimofrape ..................... 3
Other /please specify............... a
Don't remember............... 99
24 Number of lifetime sexual partnel Only one partner...............
2-5 partners............... Y.
6-9 partners ............... 3
10-13 partners ............... 4
More than 13 partners ............... 5
Don’t remember ............ 9d
25 Do you have regular sexual partne YeS....oo.on... ]
NO.....ovnnnes 2
26 Do you think that street boys pract YeS..ooiiiinnnn. 1| —» 27-30
homosexuality? NO...ovveeeeen. 2| 7> 31
Not sure............... 3
27 Have you ever come across with ¢ YeSiiiiiiiiiiianns ]
homosexual street boy? [\ o T 2
28 Have you ever practice YeS..ooiiiiinnnnn, 1129
homosexuality? NO........cnn 2|— 31
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29 If you answered question 28 is ‘ye Being raped by other .............
how did you engage in homosexualit Committing rape .............. Y.
( responses can be multiple) Mutual consent with partner............., 3
Don't remember............. 9d
30 Which gender do you make sex w Only with same sex..............
currently? only with opposite sex.............. D
With both sexes............. 3
Part four: Sexual Violence Against Street Boys
31 Do you believe that street boys i Yes............ 1|—»3233
victims of rape or other sexual violence? NO............ 2|36
32 Have you ever come across with ¢ Yes............ i
street boy who was victims of rape? No............ 2
33 Have you eveencountered any raj Yes............ i
or attempt of rape? NO........... 2
Don’t remember ......... 9d
34 Have you ever committed rape in y¢ Yes............ 1| 35
lifetime? NO......vv.. 2|—» 36
Don't Remember ......... 99
35 If your answer to question 34 is ‘ye On women/girls ............
on which gender did you commit rapg? onboys ............ 2
Both genders............ K
Part Five: Use of Alcohol and Habit-For ming Substances
36 Do you take alcohol drink YeS....o....... 11— 37
Notatall............ 2| —38
37 If your answer to question ds ‘yes’, Local Beer /Tella/...............
which alcohol do you often use? Filiter............... 2
( responses can be multiple) Areki /[Home distled Liquer/............... 3
TG oo, 4
Beer.................. 5
Draft beer............... 6
Wine............... 7
Other /please specify/ ............ 8
Do you have any practice of using h- YeS...oooiiinnnn. 11— 39
38 forming substances like Chat, Cigaret, Notatall............... 2|—» 40
Benzine, etc ?
39 If your answer to question 38 is ‘ye Chewing chat...............
which substance/s do you often use? Sniffing Benzine ............... 2
( responses can be multiple) Sniffing Shisha............... 3
Smoking Cigarette............... 4
Other please specify ............... 5
Part Six: Habits of Watching Por nogr aphic Films
40 Do you have any habit of watchil Yes............ 1|—» 41
pornography? NO....oo...... 2 |—»41-43
41 If your answer to question 40 is ‘ye Small video house..............
how can you access the films? Renting Video tapes............ P
( responses can be multiple) Using mobile phone apparatus ........... 3
Internet ............ 4
Other/ Please specify/............ 5
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42 Have you ever had sex due to Yes..ooooiennnn, 1l— 43
influence of sex film? NO....coeeevenn. 2 |44
Don't Remember ............... 3
43 If your answer to question 42 is ‘ye With girlfriend............ 1
whom you often make sex with? With commercial sex workers ............ 2
( responses can be multiple) Committing rape ............ 3
Other /please specify/............ !
Part Seven: Knowledge, Awareness and Experience about STls
44 Have you ever heard about STI¢ Yes...ooon.n. 1|—45-51
Notatall............ 2|— 92
45 Would you please nama symptom/s @ Stomach ache..............
STls what you know? Unusual genital discharge............ 2
( responses can be multiple) Burning while urinating .......... 3
Genital sore.......... 4
Swallow around genitals.......... o)
Other/please specify/......... 6
Don't know........ 99
46 Would you pease mention the nan Syphilis............ ]
of any STls you know? Gonnoria............ 2
Chancroid .......... 3
( responses can be multiple) HIV/AIDS.......... 4
Other/Please specify/......... 5
Don't know ......... 99
47 Have you ever known any street t YeS....co..... ]
contracted by any STI? NO........... 2
| am not sure......... 3
48 Have you ever been infected with ¢ YeS.oiiiiinnns 1| — 49-51
STIs? N[ 2| —»52
I am not sure............... 3
49 If your answer to question 48 is ‘ye Syphilis............ ]
what was the name of the STls you Gonnoria............ 2
contracted with? Chancroid ............. 3
( responses can be multiple) HIV/AIDS............. 4
Other/Please specify/............ 5
Don't know/remember............ 99
50 Have you got medical treatment for 1 Yes............ 1
infection? NO........... 2
| am not sure......... 3
51 If not treated for the STls, whwas the Not taking the problem as serious......
reason? Didn’t know where to go for treatment........ 2
( responses can be multiple) Financial problem......... 3
Being ashamed of......... (0
Other /Please specify/ ......... 5
Don’t remember the reason........ S1¢)
Part Eight: Knowledge, Attitude, Practice and Behavior of about HIV
52 Have you ever heard of HIV/AID! Yes............ 1|—» 53-83
NO........... 2| 69
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53 If your answer to question 52 is ‘ye Friends/peers........
what is/are the source/s of your Family ......... 2
information about HIV/AIDS? Health institutions........... 3
( responses can be multiple) Radio/Television......... 4

Any print media......... 5
Schoal......... 6
Church or Mosque......... 7
Other /please specify/......... 8

54 Have you ever attended any HIV/AIL Yes............ 1

Education? NO........... 2
| am not sure......... 3

55 Do you think that there is any differen YeS....coo.... ]

between HIV and AIDS? NO........... 2
| am not sure......... 3

56 How HIV is transmitted from one pers Sexual Contact ..............
to another? Using unsterilized sharp materials contamingted
( responses can be multiple) by HIV......... 2

From HIV mother to a child .............. 3
Through transfusion of infected blood........ .4
Other /please specify/............ 5
Don't know......... 99

57 What are the ways of preventing 1 Useof condoms ...............
spread of HIV? Abstinence ............ 2
( responses can be multiple) Being faithful to sexual partners........... 3

Not using contaminated sharp material...... .4
Prevention of mother to child transmission.|.5
Other /please specify/.................. 6
Don't know.................. 99

58 Do you think that HIV can infec Yes............ ]
everyone regardless of age, sex, colpr, NO........... 2
wealth, etc? | am not sure......... 3

59 Do think that it is possible 1 YeS.....o...... ]
determine if a person is HIV positive NO........... 2
or not by observing his/her physical | am not sure......... 3
conditions?

60 Do you think that AIDS has a cur Yes............ ]

NO........... 2
| am not sure......... 3

61 Do you think that AIDS is a killin YeS....oon.n. ]

diseases? NO........... 2
| am not sure......... 3

62 Have you ever discussed ab Yes............ 1
HIV/AIDS with friends or family No........... 2
members? | am not sure......... 3

63 Have you ever discussed ab Yes............ 1
HIV/AIDS with your sexual partner/s? NO........... 2

| am not sure......... 3

64 What is/are the way/s of knowing on' | Observation of the person’s physiconditions...
HIV status? Blood testing ............... 2
( responses can be multiple) Other/please specify/............. 3

Don’t know............ 99
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65 Have you ever undergone HIV testir YeS....coo.... 1|—» 66-60
NO....oove.. 2|— 72
I am not sure...........J
66 If your answer to question 65 is ‘ye During the last six month...........
when did you make the testing? During the last one year.........\ 2
Before a year......... 3
Don't t remember the time......... 4
67 Have you received or known your H Yes............ 1|—»68-69
test result? NO........... 2
| am not sure......... 3
68 Are you willing to tell your HIV test YeS....oouunn. 1
result? NO........... 2
69 If your answer to question 68 is ‘yes’, HIV Negative........... 1
what was your HIV test result? HIV positive .......... 2
70 If never been tested for HIV, what was the Being afraid of knowing the result......... il
reason/s? Lack of information as to where to go for testing.}.2
( responses can be multiple) | did not give my attention to HIV/AIDS......3
| don’t perceive myself as vulnerable to HIV....[4
Other /please specifyi....... b5
71 Do you want to be tested for HIV in the YeS....ovunnn. 1
future ? NO........... 2
Have not decided.........3 3
Part Ten: Attitude towards People Living with HIV/AIDS
72 Are you willing to share the same di YeS....co..... ]
with HIV positive people? NO........... 2
| am not sure......... 3
73 Are you willing to shake hands wi YeS....co..... ]
HIV positive people? NO........... 2
| am not sure......... 3
74 Are you willing to be taken care of YeS....co...... ]
served by HIV positive people? NO........... 2
| am not sure......... 3
75 Are you willing to provide care ar Yes............ 1
nursing an HIV positive family members NO........... 2
or a friend? | am not sure......... 3
Part Eleven: Self-Risk Perception
76 Do you think that street boys are at risk pf Yes............ 1
HIV/AIDS? No........... 2
| am not sure.......... 3
77 Have you ever come across with any HIV YeS....oovunnn. 1
positive street boy? NO........... 2
| am not sure......... 3
78 Do you think that there were possibilities Yes............ 1l— 83
for you to be infected with HIV? NO........... 2
79 If your answer to question 71 is ‘yes’, Having ever had sex with multiple partners........ .1
what are the reasons for your perceived Having had sex without condoms......... 12
risks to HIV infection? Suspect of sexual partner being unfaithful........ .3
( responses can be multiple) Having ever used sharp materials that might have
been contaminated with HIV ............... A
Other /Please specify/................ 5

Thank you for your time and important infor mation!
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Annex B: Focus Group Discussion Schedule/Checklist

e Introduction
» Discussion
1. Sex and sexuality of male street children and youth
» How male street youth satisfy their sexual needs?
* Who are the most common Sexual partners of maetsyputh?
» To what extent homosexuality is practiced amongerstieet youth?
* How male street youth start homosexuality?
» Do you think male street youth encounter sexuasatsuch as rape?
* Who are the perpetuators of sexual abuse againststnaet youth?
« Do you think that male street youth watch pornoby&p
» What effects do you think pornographic films hawetioe sexual behavior of male street youth?
» Do you have any story of your own or that of yoaers to tell me about homosexuality, sexual
abuse, pornography & other related issues?

Alcohol and substance abuse
» Do you think male street youth are exceptionallyased to alcohol consumption and substance
abuse? Why?
* What are the most common substances used by meds gbuth
» Do you have any story of your own or that of yoaegs to tell me about alcohol consumption
and /or substance abuse?

3. Sexually Transmitted Infections (STIs)

» Can you tell me what do you know about STIs?

» Do you think male street youth are vulnerable tés3Why?

» Do you have any story of your own or that of yoaegs to tell me about sexually transmitted
infections?

4. HIV and AIDS
Knowledge and awar eness about HIV and AIDS

» To what extent male street youth are aware of &kadgeable about HIV & AIDS?

* What are the main sources of HIV information folenstreet children?

» Do you think that male street children have comensive knowledge about the modes of HIV
transmission and prevention mechanisms? Why?

» Can you tell me any different or similarity betwedty and AIDS

» Do you think male street youth are being reachedIdyprevention and care services? Why?

HIV Testing
* To what extent male street youth are testing forHl

» What are the factors that either encourage or disge male street youth to HIV testing

98



Use of condoms

» How do you judge the level of using condoms by nséleet youth?
* Why and under what circumstances male street yfailtto use condoms consistently?
» Do you have any story of your own or that of yoaegs to tell me about condom use?

Self-per ception of vulnerability toHIV

* Do you think that male street youth are vulnerablellV infection
* What are the risk factors for HIV infection amonglmstreet youth?

What do you suggest to minimizetherisk of HIV infection among male street youth? (10min)

Annex C: Key Informant Interview Guide/Protocol

To what extent street children in Addis Ababa awtnérable to HIV/AIDS?
Is there any established rate of HIV Prevalenceranstreet children in AA?
What factors contribute to the vulnerability ofe&t Children in Addis Ababa?
To what extent street children are considered/neized as high risk groups?
Are there any specific HIV/AIDS programs specific3treet Children?
What strategies and approaches are being useditesadhis risk groups?
Who is doing what on HIV/AIDS and Street ChildrenAA?
What has been achieved as the result of the intéone
Does your office believe that the Issue of HIV/AIDSstreet children is being addressed at
satisfactory level?

. Any other issues to be shared in relation to tpécto

©oOo N O~WDNDE

=
o

Appendix D: Observation Schedule

» Conducting overall grand tour observations of eadhcity in Addis Ababa

Appendix E: Documentary Analysis Template

» The concept of streetism and HIV/AIDS

» Global, regional, national and local levels: magpuiét of street children and HIV/AIDS
* Vulnerability, Impact and Responses to HIV/AID8&d&Street Children

« Knowledge, Attitude, Behaviour and Practice amdrg3$treet Children

* HIV infection Risk Levels in different Contexts

» Contributory Factors to HIV/AIDS and related issues

» Interventions of the Rehabilitation Project to liwves of the Street Children

* Other Relevant Issues
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CHAPTER ONE
INTRODUCTION

The World has faced with a number of problems sastpoverty, HIV/AIDS, climate
change, food insecurity and TB, but just to mensome. More than three decades, the
epidemic of HIV/AIDS has been one of the criticablplems which challenges the efforts
of development at individual, family, community, tiomal and global levels. Based on
0.8% prevalence rate, UNAIDS (2014) estimates tihete were 35 million people living

with HIV worldwide at the end of 2013.

In Africa, the Sub-Saharan Region is found to hawggnificant proportion (70.0%) of the

World’s new HIV infection occurred in 2012. It alsocounted for seventy-four percent of
AIDS related deaths in 2013 (UNAIDS, 2014). In 20ft®re were an estimated 793,700
people living with HIV in Ethiopia; with approximaly 45,200 AIDS related deaths; about
898,400 children orphaned by AIDS and an estimat8&b6 of young people aged 15-24

years were HIV positive across the country in 2(HRAPCO, 2014).

Much is not known about the degree of vulnerabitifystreet children and youth to HIV
and AIDS, yet they deserve more attention. Moreoesailable few studies on street
children and HIV/AIDS were conducted using sociatayf psychological and public
health orientations and perspectives. This meaatsthiere is little or no conclusive social

work research on the vulnerability of street cleldand youth to HIV/AIDS.



Nevertheless, street children and youth are bealiggebe among those groups of young
people who are considered as especially vulnetalitdVV. The increased vulnerability of
street children and youth to HIV/AIDS resulted frdaheir lack of understanding of the
changes associated with adolescence, the lackaflkdge and skills which could help
them to make healthy choices and their inabilityatcess the appropriate services (Fuad

Ismayilov, Suad Hasanzadeh and Nurlana Aliyevay 20

Scholars and professionals from different fieldstfdy in different parts of the world tried
to study one aspect or other in relation to stawidren and HIV/AIDS. For example,
Kidist Negash (2007) concludes that street childrenat high risk of HIV infection given
their often engagement in unprotected sexual iateses under the influence of alcohol
drinks and substances along with their low peroeptof having risk of acquiring
HIV/AIDS. Besides, adolescents in general arecaigrof people that could be regarded as

“most at risk” groups.

However, street children have been largely ignanethe fight against HIV/AIDS. While

some initiatives exist, the nature of street lifeolgably has not allowed effective
interventions to be implemented. A study condudteHawassa found out that 64.5% of
the street children in the town did not attend &myd of health education programs
including HIV/AIDS awareness (Solomon Soressa, dsfKidane Mariam and Lopiso
Erosie, n.d). Although a number of studies onestohildren, from different perspectives,
their conclusions remain inconclusive on their euébilities in various socio-cultural and

economic contexts. Therefore, it is imperativedocial work research to explore or assess



the vulnerability of male street children and yotahHIV/AIDS in Addis Ababa through

social work practice perspectives.

Although there are no updated and recent dataadlejl limited sources provide varying
figures on the number of street children in Ethéopirhe Ethiopian Ministry of Labour and
Social Affairs (2007) estimates the total numbeclofdren and youth at 150,000; among
them, about 60,000 were living in Addis Ababa. Ta¢a generated from another sources
estimate that there are between 150,000 and 20@}@iGren living and working on the
streets (UNICEF, 2011). Habtamu Wondimu’s Studycjged in Heinonen, Paula Maria
Luisa, 2000) noted that iEthiopia, 75% of street children, aged 9 and ebagre boys.

This is one of the justifications for designing #tedy by focusing on male street children

and youth.

Despite their reasonable number and high degrealoérability, street children and youth
are not believed to have been adequately addresgeHIV prevention and impact
mitigation programs due to different factors, irthg lack of targeted interventions and

isolation of the street children or youth from thainstream community.

It is, therefore, appropriate to examine the l@eelhich street children and youth are at
risk of HIV as compared to the general populatidrntbee same age group. The data
generated from this research will serve as inpoitspblicy formulation, program design

and implementation, doing evidence-based advoamy,undertaking further research on



the subject matter. The research also fills theterg gap in recent data with regard to

street people and their vulnerability to HIV andD4&.

1.2. Statement of the Problem

Street children and youth have mostly been oveddadk the fight against HIV in urban
metropolis in Ethiopia. The nature of their life thre streets and their risky behaviors may
put them at state of vulnerability to HIV/AIDS anelated problems (like sexual
exploitations and STIs). This is due to variougdes which include low knowledge level
of STIs and HIV?AIDS, high risk sexual practiceack of safer places to spend their
nights, rendering them vulnerable to sexual abus® @wse of sex as means to secure
protection and to be accepted, especially for #& comers to the streets to eke out their

daily life.

Although a number of countries in Africa have impented successful interventions to
ameliorate the multi-faceted problems of streeldcén and youth, in Ethiopia the efforts

to address these problems have been limited. Tdretrdhere are complex factors that have
coalesced to create a socio-economic and cultlimbi® conducive to the persistence of
street children and youth. The survival of strdgtdcen is substantially defined by severe

socio-economic instability and deprivation leadiadnigh risk coping strategies.

Street children are also involved in inhalant abusés combined with risky sexual
behaviour and vulnerability to diseases makes tlmrma of the most ostracized and
marginalized social groups in the City of Addis Aba Therefore, those multi-dimensional

problems related to street children and young med@ve made the difficult social
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phenomena in the City. Here, one may pose questeated to their vulnerability levels,

multi-faceted factors, their knowledge, attituded @ractice with regard to HIV and AIDS.

1.3 Research Questions

This research aims at answering the following kegstions:

What is the level of knowledge, attitude and pEctf male street children and youth

about HIV and AIDS?

* What is the degree of vulnerability of male stre@tdren and youth to HIV/AIDS in
Addis Ababa?

* What are the most common factors that have put stedet children and youth into the
risks of HIV infection?

* To what extent, have male street children and ybaetmn addressed in the HIV/AIDS

programmes implemented by different actors in Adaba?

1.4 Research Objectives

In order to answer the above-stated research queséind to achieve its purposes, this
research aims at examining the relationship betvetieet life and vulnerability of male
street children and youth to HIV/AIDS in Addis AlmabSpecifically, it intends to:
I. Investigate the level of knowledge, attitude amdcpces of male street children and
youth regarding HIV and AIDS;
i. Examine the extent to which male street childresh youth are at risk of HIV

infection;



Identify risk factors that would increase the vuhislity of male street children and
youth to HIV and AIDS; and
Assess the extent to which street children and hyare being addressed in the

HIV/AIDS programmes implemented by different actors

1.5. Operational Definition of Key Terms

= Alcohol/Substance abuselt is a behavior and practice of using such stantd and any
sort of alcohol, chewing chat, sniffing benzene aide, smoking which adversely

influence the user to take informed decisions otterarelated to his/her sexual life.

» Comprehensive Knowledge: Comprehensive knowledge means knowing that
abstinence, consistent use of condoms during sext@icourse and having just one
uninfected faithful partner can reduce the chanicgetting HIV/AIDS. It also includes

knowledge of all possible routs of HIV transmission

» Consistent use of condom: It is a determination and practice of using condoms

regularly and properly whenever having sex by thdysparticipants.

= HIV risk behavior: A high risky behavior can be defined as a practicénabit of
individuals or certain group of people which in@es the likelihood of acquiring HIV.
This may include unprotected sex, having multigleusl partners, use of drugs, alcohol or
other substances, frequent and unprotected sesladilon with sex workers and exposure

to sexually transmitted diseases



» Living arrangement: This term describes the condititvow the study participants as
street boys used to spend the night: with familé#) group home, on the street or at the

compounds of institutions such as churches and vessetc.

» Male Street children and Youth: For the purpose of this study, male street chilcgred
youth refer to those yang males aged 15-24 whd redently had been on the street, but
currently admitted to a socio-economic rehabilatiproject by Addis Ababa City

Administration Labor and Social Affairs Bureau.

= Number of Life time partner: This term is used to know the total number of pesso
mainly women with whom a respondent have had sefarsaintil the date he completed

the questioner for this study.

» Orphanhood status: The term orphanhood status is used in this studyeszribe the
extent to which participants of the study have &#ter one or both of their parents due to

any cause of death.

» Pornography films: In this study, pornography films are definedthese movies,

having sexual acts and intentions that triggeidisre for sex.

» Rehabilitation Project: It is a project initiated and implemented by theb&a and
Social Affairs Bureau of Addis Ababa City Governrh¢éowards ensuring the social and
economic rehabilitation of young street people lfbokle and female) through cobblestone
production. Respondents of the study are randairdyvn among this group of young

people involved in the project.



» Self-Reported HIV Status: This concept refers to the HIV status of the oesjents as
reported by the person himself in the survey qaestire. No proof or evidence is

requested to validate the respondent’s self-repottis HIV status.

» Self-Reported STI infection: It describes a situation whereby a respondertisfstudy
has ever been infected with any sort of sexualngmitted diseases in his lifetime,

excluding HIV/AIDS as reported by the person hirhgethe survey questionnaire.

1.6. Limitations of the Study

There are some limitations in the study which erteth&om lack of clinical HIV test on
the study participants, exclusion of street ginlshie study, retrospective responses and the
sensitive nature of the study. One of the purpadehis study is to assess the extent to
which male street children and youth in Addis Abalya exposed to the risk of HIV
infection. However, the study is based on analydisvulnerability factors and risk
behaviors as well as self-reported HIV status efgtudy participants without undertaking
any clinical HIV testing on the study group. Tledfgeported positive HIV status of some
sample street children and youth have not beeffiagnvith medical certificates or other
evidences. Thus, it could be difficult to establesih estimate on the rate HIV prevalence
among the study population based on the data fnisirésearch. This limitation leads to a

suggestion to conduct a clinical study that invelt#V testing among the study group.

The study exclusively targeted male street childred youth who recently abandoned
street life and admitted to a socio-economic rdhaton project. This is because of the

fact that girls constituted insignificant proportiq1%) of the total number of street



children and youth involved in the rehabilitatioroject at the project site. Therefore, as
extremely small number of girls is unlikely to bepresentative and lacks power for
statistical analysis, the research focuses ex@lysin boys and thus gender is not taken as
a variable for the study. Although the exclusadrfemale street children and youth was
made with the reason mentioned above, this maythenother hand, be taken as a
limitation of the study since it failed to coverri@n group of the street children

population.

The data for this research was collected some teatins after the study group left streets
and joined the socio-economic rehabilitation prbjdhis means, the study participants
were in a rehabilitation center but not any mordlanstreets. They were asked to tell the
researcher what they remember about their pastydmytrecent lives and experiences on
the streets. Although they had still fresh memargl aven behavior of street phenomena,
certain retroactive responses of the study paditg may not be as accurate as the
responses given on the spot. There could havebaen respondents who did not have
much interest in talking about their past expemsndn the opinion of the researcher, this

might have limiting the data quality to a certaxtest.

The subject matter of the study involve certaimésswhich are considered as sensitive to
openly discuss about in the context of many Etlaiopicultures. Being part of these
cultures and as any human being in general, tlseseconcern that the study participants
might not have genuinely responded to some of threey questions related to their

sexuality as well as HIV/AIDS and other privateuiss. For example, some respondents



were reluctant to disclose their HIV status and sathers were not happy to talk about

homosexuality. These might have adversely affettteciccuracy and quality of the data.

1.7 Organization of the Thesis

The research report is organized in five chapilns. first chapter presents the introduction
part which deals with background of the study, estant of the problem, the research
questions, objectives of the study, operationainitedns of key terms, limitations of the
study and the organization of the thesis. Chafter presents and highlights review of
related literature on concepts and empirical ewids on street children and youth and
their vulnerability to HIV/AIDS. The third chapteleals with the design and methods. It
describes about the research design and methody, gbpulation, sample size, sampling
methods, data collection tools and analysis. Thetliochapter presents the results of the
study including data on the socio-demographic dttarestics of study participants
focusing on profile as well as socio-cultural backond of male street children and youth
who participated in the survey. This chapter disessabout the findings focusing on the
sexual history, knowledge, attitude and practiceualdlV/AIDS and STIs and HIV risk
factors among the study participants. The fifthptbg finally, tries to summarize main
issues in the research. Based on the findings efrésearch, conclusions are drawn to
answer the research questions and address thasdivdg of the study. In the end, those
conclusive pieces of thematic findings will be dreand put together which serve as social
work practice and perspectives to suggest for pedd@al interventions and/or networked

refer to the necessary services and support.
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CHAPTER TWO
REVIEW OF LITRATURE
2.1. Introduction

As already mentioned, the present study intendeddess the vulnerability of male street
children and youth to HIV/AIDS in the City Governmef Addis Ababa. Therefore, this
chapter deals with review of available literaturea &lIV/AIDS in general and
vulnerability of street children and youth to th@d=mic in particular in the global and
the Ethiopian contexts. It also aimed at supplythg current study with relevant

background information from previous studies onifiseies under investigation.

By reviewing the available literature, this chappeesents information on such specific
issues as the global and the regional prevalengea@amsequences of HIV/AIDS with the
review of the HIV/AIDS epidemic in Ethiopia. The agbter also reviews available
literature on the state of street children and lyogibbally and in Ethiopia, and their
levels of vulnerability to HIV/AIDS in relation ttheir sexual behaviours and other risk

factors.

2.2. Global HIV/AIDS Epidemic and Its Effects: Ovewview

Since AIDS was first detected some three decadesibgemained to be a worldwide
epidemic and as one of the most challenging probleithe 21 century Globally, there
were an estimated 35 million HIV positive peopleéhal.5 million AIDS related deaths at
the end of 2013 worldwide, according to UNAIDS (2p1 The same source documents,

in Western and Central Europe and North Americerettwere 2.3 million people living
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with HIV; 27,000 AIDS-related deaths and 88,000 néiW infections in 2013. The USA
experiences the highest rate of HIV prevalencestitiing 56.0% of people living with
HIV in the region. In the USA, the majority of nemfection occurs among gay men and

African-American heterosexual women.

In Eastern Europe and Central Asia, the numbereople living with HIV covers 3.0%

of the total HIV-positive population worldwide. Tieport of UNAIDS also reveals that
the HIV epidemic in Eastern Europe and Central Asiatinues to grow with the highest
prevalence in the Russian Federation and Ukraihesd injected drug users, gay men

and sex workers are the most vulnerable groups (DISA2014).

In Western and Central Europe, on the other hamaket injected drug users and their
sexual partners, trans-gender people, prisonemgrants and sex workers are the most
affected groups. The Regional HIV rate of prevadeamong the general adult population
in Latin America is estimated at 0.4%, with a tat&ll.6 million people living with HIV

in 2013. More than one-third of new infections acemong young people aged 15-24
years. Gay men, trans-gender women, male and déessd workers and injected drug
users are among the key populations most vulnerabldlVV. The prevalence of HIV
among trans-gender women in Latin America is md@nt49 times higher than the

prevalence rate in the general population (UNAIREL4).

Next to Sub-Saharan Africa, Asia and the PacifigiBe is a part of the World most
affected by HIV/AIDS with 4.8 million HIV-positivgpopulations. Sex workers and their

clients, men who have sex with men, trans-gendeplpeand people who inject drugs are
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the groups most affected by the epidemic. HIV pewee rate among gay men and
female sex workers together with widespread praaticdrug uses and multiple sexual

partnership are the major factors for the spreadigfin the Region (UNAIDS, 2014).

According to UNAIDS (2014), the Caribbean still stitutes quite insignificant
proportion (only 0.7%) of the global HIV positivepulation, yet infection rates (1.1%)
remains high. In 2013, there were an estimated)@@, AlDS-related deaths and 12,000
new infections. Men who have sex with men expeeehigh levels of HIV prevalence
throughout the Region. In Jamaica, for example,iarevery three gay men is living with

HIV.

The Middle East and North Africa is characterizeg the lowest HIV prevalence
(UNAIDS, 2014). However, the impacts of the epidemie still huge as the numbers of
AIDS related deaths are increasing in many counoiethe region. Injected drug use is
one of the factors contributing to the spread efuinus in the Region. Those injected drug
users, men who have sex with men and migrants iaatesthe key populations with high

risk for HIV.

The prevalence and impact of HIV are declaimingairecent years in many parts of the
world. Globally, new HIV infections and AIDS relateleaths have declined by 13.0% and

19.0% respectively in the past three years (UNAIE(HA4).

However, there are still growing concerns with émeerging sexual behaviours of young

people which would aggravate HIV. Michel Sidibe egses, “although several countries
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registered significant decline in new HIV infect&nhe growing emergence of sexual risk

behaviour among young people are challenging thelseevements (UNAIDS, 2013).

According to the same source, only fifteen coustiwé the World (ten countries from
Africa, including Ethiopia) account for three-folrof all HIV positive people and seven

of the ten African countries are from the Sub-Sahd&egion of the continent.

As a region most affected by the epidemic, the Sabaran Africa with an estimated 24.7
million HIV positive people, is a home for 70.6% tbie global HIV positive population
three-fourth ADIDS related deaths occurred in 20ABIAIDS). Within the Sub-Saharan
Africa, Eastern and Southern Africa are the moltcatd sub-Regions where nearly half
of the global HIV positive people were living. these sub-Regions, there were 17.1
million people living with HIV, 1.2 million new HIVinfections and 0.8 million AIDS-
related deaths in 2011. During this year, more thaf and over one-third of the global
new HIV infections among children (1-14 years) awdung people aged 15-24
respectively occurred in those sub-Regions. Unptete heterosexual intercourse is
generally noted to be the major mode of HIV trarssioin in Eastern and Southern Africa

(UNAIDS 2013).

Like the cases with many parts of the world, H\éyalence has been declining in the
Eastern and Southern Africa. For example, thirgycpnt of reduction in new HIV
infections was registered between 2001 and 2011th& sub-Regions. However,
knowledge of young men and women about HIV/AIDSti#l considered low (UNAIDS,

2013).
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2.3 HIV Epidemic in Ethiopia: Prevalence, Impacts, Respnses and Challenges

Since 1986, when the first AIDS case in Ethiopiassweported (FHAPCO, 2012), the
epidemic has been continuing as a major publicthheald development challenges of the
country. Ethiopia is one of the ten Sub-SaharanicAfr countries significantly

contributing to the high rate of HIV prevalencete Region (UNAIDS, 2014).

Based on HIV related estimates and projections BNEI (2012), slightly more than
87.0% of HIV positive in the country’s populatiorere living in the City Government of
Addis Ababa (11.6%), and the prevalence rate in &@l25.8%), Tigray (7.7%), Oromia
(28.4%), and SNNP (7.7%). The same document algeale that the highest HIV
prevalence rate (6.8%) is reported in Gambella &tedollowed by Addis Ababa (5.2%)
and Dire Dawa (4.0%). According to CSA (2011 fhist three lowest HIV prevalence
rates (0.9%, 1% and 1.1%) were registered in thBIFSNDromiya and Somali Regions

respectively.

As indicated above, the City Government is ideedifias one of the Regions with the
highest HIV prevalence (5.2%). The City host2¥8of the total urban and 11.6% of the
National HIV positive population of the country.hdre were an estimated 91,682 HIV
positive people living in the City with 2,154 new\Hinfections and 4,532 annual AIDS
related deaths in 2012. During the same yearetivere a total of 28,261 children (aged
0-17 years) orphaned by AIDS which accounted fod%2of the total orphan population

of the City (EHNRI, 2012).
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The high rate of HIV prevalence in Addis Ababa ssaciated with labour migration and
large scale construction projects, as well as avig@ service industry in the City
(FHAPCO, 2014). A literature review on migrationEthiopia by Hunnes (2012) reveals

that Addis Ababa is growing rapidly, partly duertmal-urban migration.

Studies indicate almost all Ethiopians have evardvef HIV. However, it is only 24.0%
of young women and 34.0% of men aged 15-24 years whre reported to have
comprehensive knowledge about AIDS. Young wometh @en living in urban areas
have better knowledge about HIV/AIDS than thoséntivin rural areas. At National

level, 36.0% of women and 38.0% of men tested fidf (CSA, 2011).

Reviewing the knowledge and the practice, as wekexual behaviour of young people
(15-24 years) in Ethiopia is particularly importdat the present study as it deals with a
group of young people in the same age categoryliag in different circumstances. A

table below presents important data extracted fitoemrecent EDHS Report in relation to

HIV/AIDS and young people in Ethiopia.
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Table 2.1: Major HIV indicators among young people(aged 15-24 years) by gender

in Ethiopia
Percent (%)
Indicators Wo Me
men n
who never had sex 914 84.
8
who started sex before the age of 15 11.6 1.3
who started sex before the age of 18 42.2 14.
0
with two and above life time sexual partners 0.4 2.1
who ever had transactional sex with commercial sex - 1.5
workers
who consumed alcohol during last sexual intera®urs 0.6 3.1
who chewed Chat/Kat during last sexual intercourse 3.6 14.
7
with self-reported STls infections 0.7 1.9
who ever heard of HIV/AIDS 96.4 98.
0
who believe consistent & appropriate use of condoms 61.6 80.
prevent HIV 7
who used condoms at their last sexual intercourse - 47.
0
who assert that HIV can be prevented by limitingusé 48.5 64.
partner into one uninfected person & using condoms 7
properly
with comprehensive knowledge about HIV/AIDS 24.0 31.
8
ever tested for HIV and received results 37.3 32.
0
who tested for HIV Positive 0.6 0.2
who believe a healthy looking person might haveuaeq 67.0 77.
HIV 0
who were willing to care for a family member with 83.1 91.
HIV/AIDS 6

SOURCE: Ethiopian Demographic and Health Survey RepoitIACSA, 2011).
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In general, the gap between knowledge and behawi@sr reported to be a common
problem across different population groups in Hifap reflected in low condom use,
inadequate utilization of HIV counseling and tegtas well as PMTCT services, and high

level of stigma and discrimination.

There are a range of behavioural, socio-culturdl @eonomic factors which are believed
to exacerbate the spread of HIV/AIDS in Ethiopiaese include lack of comprehensive
knowledge about HIV/AIDS, low self-risk perceptiomcreased population migration,
unprotected sex with multiple partners in a corentrrmanner, intergenerational and
transactional sex, high prevalence of STIs, alcalmal substance abuse, gender inequality,

traditional harmful practices and poverty in gehéftlAPCO, 2010a).

Based on a desk review on the drivers of HIV/AlIQf#demic and responses in Ethiopia,
Getnet Mitike and Melese Tamiru develop a concégtamework of factors affecting the

spread of the epidemic in Ethiopia. Accordinghe framework, the factors are classified
into two major categories: underlying and immedfators. The underlining factors are
related to socio-cultural, economic, demographit policy issues. Immediate factors are
also concerned with behavioural and program facidreh lead to sexual practices of

individuals as key determinants of HIV epidemic¢he country.

The impact of HIV/AIDS in Ethiopia is huge. AIDS$ been recognized as the leading
cause of adult morbidity and mortality in the caynin 2013, there were approximately
45,200 AIDS deaths throughout the country (FHAPQO14). The other impact of

HIV/AIDS is also reflected in the growing numberdfildren orphaned by AIDS. There
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were an estimated 429,860 children orphaned by AHaSounting for 52.0% of the total
number of orphans in the country (EHNRI, 2012)udsts indicate that HIV/AIDS has
had impacts on the livelihoods and food securityddf affected households by creating

higher dependency ratio and reducing householdnec@g-HAPCO, 2010b).

HIV also has a sector wide impact affecting theicadgure, education, business and
industry, and health sectors in Ethiopia. The faat HIV prevalence is increasing in rural
areas where about eighty-three percent of Ethispii@es, has significant impact on the
agriculture sector. The epidemic is also affecting education sector by reducing the

supply of teachers and school enrollment, and asing dropout rates.

The morbidity and mortality resulting from HIV/AID&duced productivity, shortage of
skilled human resources, increased absenteeismising medical costs for the industry
sector. The impact in the health sector can alsselea in terms of the increased number
of patients seeking medical care for HIV/AIDS relhillness and opportunistic infections,
burdening the already limited health care systemh®fcountry (Ethiopian AIDS Resource

Center, 2005).

In Ethiopian context, there are specific groupsetdble to HIV Infections. These high
risk groups include: female sex workers, mobile keos, university and high school
students, truck drivers, uniformed services (polécel armed forces), sero-discordant
couples and prisoners (FMOH, 2014). Street childvere also identified as one of the

most —at-risk populations (FHAPCO, 2010b).
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Getnet Mitike and Melese Tamiru further identifyufcareas of HIV/AIDS risk network,
namely, most at risk populations/groups, potentiak groups, risk conditions and
hotspots. Most at risk populations/groups include female sex workers, in- school and
out-of-school youth, uniformed service people, lafigtance drivers, cross-border and
displaced populations, war affected people, anchemable women and adolescents.
Potential risk groups are daily labourers, street children, merchantgyramory workers,
teachers, rural administrators, men having sex mwiém, and uncircumcised malédsk
conditions include multiple sexual partnerships, non-use andom, mobility,
displacement, migration, commercial sex, alcoholusab and drug use, sexually
transmitted infections and harmful traditional grees. Hotspotsincludebars and hotels,
streets, nightclubs and red-light houses, majoesttowns, small towns, market places,
ceremonial occasions, long-distance transportatorridors, truck stop towns, road

construction sites, coffee plantation areas, amd-aglustries.

Data is hardly available with regard to the sizetl# population and magnitude of
vulnerability to HIV among injected drug users (IBlAand men who have sex with men

in Ethiopia (FHAPCO, 2014).

Various measures have been taken by various aotamly the government and civil
society organizations to reduce the spread of H¥f mitigate its impacts in the country.
The measures taken by the Ethiopian Governmenséaton formulation of policies and
strategies, program designs, as well as puttinglate institutional arrangements to
HIV/AIDS response. The policies and strategies Haeen translated into actions through

implementation of different programs at nationalele On top of the above-stated
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Government’s measures, large number of local atetnational civil society agencies,
faith-based organizations, community-based insbitst youth clubs and associations,
associations of people living with HIV, networksdaforums and the private sector have

been actively involved in the HIV response (FHAPQO10a, 2010b and 2014).

According to FHAPCO (2010), the following achievertge have been registered as the
result of the National HIV/AIDS response.
- Ignited public movement against HIV/AIDS dephognt of over 30,000 health
extension workers into all rural Kebeles of the oy
- Accelerated expansion of primary health cacdifees with decentralization of
HIV/AIDS services;
- Increased expansion of free ART program whiproved the survival and quality
of life for AIDS patients; and
- Mainstreaming of HIV/AIDS into core activitied public sectors, non-government

and private sector organizations.

Encouraging results are being registered over gagsyin the HIV responses of Ethiopia.
Recent reports show that Ethiopia is one of the Saitaran countries with more than
25.0% decline in new HIV infections (FHAPCO, 201R)NAIDS (2013) reports that

Ethiopia was included in the list of nations whassv annual HIV infections declined by

more than fifty percent since 2001.

While the above-mentioned results are considereachpsrtant milestones, there are still
gaps and challenges in the fight against HIV/AIDShe Federal HAPCO (2012)

expresses its concern that HIV infections can edpana newer population groups and
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geographic areas in the country. The National @ffit 2014 documents the following
major challenges in the fight against HIV/AIDS:
- Limited scale and cage of targeted interventions for key populations;
- Unsatisfactory coverage of PMTCT and bmeess to early infant diagnosis;
- Dependence on donors for direct HIV irkrent ;
- Emergence ofvred risk populations, and inadequate interventarthe most at
risk populations;
- Gender inequalities and power imbalaremntribute to women'’s vulnerability; and

- Stigma and discrimination against peaplected and affected by HIV/AIDS.

2.4. The State of Street Children and Youth: GlobaDverview

There are various definitions of the term ‘strel@tdren’ given by different international
agencies. According to UNICEF's definition, stregtildren are classified into three
categories: (a) children who reside in the sti@dtchildren who work in the street and go
back to their families at night, and (c) childrenrh street families (UNICEF, 1997). In
this definition, street children are generally gatézed as children on the street and
children of the street. Inter-NGO Group (as citediCI-PS, 2005) defined a street child
or youth as any girl or boy who has not reachedthdod for whom the street has become
her or his habitual residence and/or sources ddlifivod, and who lack adequate
protection, supervision and direction by respomsduults. This definition is considered as

the most cited definition of the term street clelur

In addition there is no universally agreed numbérsiveet children worldwide. An

estimate of UNICEF (2002) put the numbers of stodgtdren around the world at 100

22



million. However, after few years, on its annuapart on the State of the World's
Children, UNICEF (2005) indicates that it is impib$s to quantify the number of street
children, albeit the figures are rapidly increasargoss the world. Elendolpi (2002)

argues that all estimates on the number of strektren should be used carefully and with
caution as taking census of street children is @optex task and the results are often

uncertain.

Various studies reveal that the numbers of stoegs are greater than that of girls in
many instances. In Bamako, 96.0% of street chmldeere boys (Hatloy and Huster,
2005). Moreover, the great majority of streetdtgh are male is unrecognized since they
are referred to as ‘street children’ and not stbegs. Street children are really street boys.
However, there are few exceptional cases whererty@ortion of female street children is
larger than that of males. One example is the chéecra, Ghana, where three —fourth of

the street children were reported to be girls (dladind Huster, 2005).

With regard to age distributions, the majority tfest children globally are aged 10 or
older. Many of them do not go to school or perfgroorly with high risk of terminating
school (Volpi, 2002). A study in Palestine asstasahe street children phenomena with

dropping out of school (DCI-PS, 2005).

The flow of children into the streets depends oangfes in socio-economic and political
contexts, as well as availability of protectionvdegs and patterns of urbanization. Rapid
urbanization, growing global population, increasingqualities and migration can be

mentioned are some of the socio-economic and pallitontexts (UNHROHC, 2012).
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The phenomenon of street children can also beedabg the weakening of traditional
social bonds and coping mechanisms, changes imolbeand structure of the family
(AFD, 2012). A study conducted in Palestine in 20focuments such factors as
economic poverty at family level, poor child-pareelation, migration, failure in schools,
war and natural disasters as the major causestreet children phenomena (DCI-PS,
2005). The role of HIV in aggravating the streleidren phenomena is also documented.
About eighty percent of street children in Malawiene orphaned by HIV/AIDS

(Mandalazi, Banda and Umar, 2013).

2.5. The Situation of Street Children and Youth inEthiopia

Limited sources provide conflicting figures on tiember of street children in Ethiopia.
The Ethiopian Ministry of Labour and Social Affa007) estimates the total number of
street children at 150,000 of which 60,000 livingAiddis Ababa. UNICEF (2011), on the
other hand, estimates their numbers between 15&00®00,000 children to have been
living and working on the streets of urban center€thiopia. According to an IRIN

(2004), there were nearly 600,000 street childretheé country and 100,000 of them were

living in Addis Ababa. In any of the estimatess tiumber is considered to be significant.

As the case with most parts of the world, the nusioé street boys in Ethiopia is larger
than that of girls. According to a study conduod@d998 street children by Kdist Negash
(2007) in Adma town, 77.1% of the study particigamtere boys. Still another study
conducted in Adama revealed girls constituted d@% of the street children in the town

(Kibrom Berhe, 2008). Similar finding was also domnted in Addis Ababa and
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attributed to the fact that boys have more opparguior work and leisure in the street

than girls (Heinonen, Paula Maria Luisa,2000)

The major factors for the phenomenon of streetdodil in Ethiopia were identified to be
poverty, family disintegration, neglect and violenat home, lack of educational
opportunities, death of parents and sexual violef®CE, 2003). Heinonen Luisa
(2002) also identify family’s circumstances as thajor causes for children to leave
families for streets.In his assessment of Street Children and Orphafghiopia, John

Williamson (2000) notes poverty, drought, HIV/AID®ar, and family violence as the

leading factors for the phenomena of street childnethe country.

Studies indicate that many of the street childrertthiopia are orphans who lost either
one or both of their parents. Kibrom Berhe (200&)icates that 52.0% of the street
children lost either of their parents, and lessntlhalf (46.0%) of them were school
dropouts. In Dessie town, most of the street childn the town were orphans (Getnet
Tadele, 2002). There are an estimated 429,86@rehil orphaned by AIDS which

accounted for 52.0% of the total number of orphartee country (EHNRI, 2012).

As a means of survival, street children engage drtam activities, including illegal
practices. In Adama, higher proportions of stideldren were reported to have engaged
in petty trade as a means of survival, while sothers were involved in violent and risky
practices like theft and robbery (Kidist NegashQ20 Bagging has also been identified as

one of the ways of making a living for street ctald in Adama (Kibrom Berhe, 2008).
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The place where street children and youth oftemdplee night is another important area
in assessing their situations. Review of availdéibdeature indicates that the proportions of
children ‘of the street’ and children ‘on the stre Ethiopia varies depending on

location and time. For example, fifty-eight percef street children in Hawassa were
reported to be homeless who were children of trees{Solomon Sorsa et.al., 1999). In
contrary to the situation in Hawassa, nearly 70df%he street children in Adama were
children ‘on’ the street, who worked on the strbat had families to spend the night
(Kibrom Berhe, 2008). Kidist Negash (2007) notkatthalf of the street children in

Adama town were spending the night on the streets.

2.6. HIV/AIDS and Street Children and Youth

Being the main focus of this research, the issudIg¥fAIDS and street children is given
special attention in this literature review. THere, this section deals with reviewing
available documents on HIV/AIDS and Street childveith special focus on degree of
vulnerability and HIV prevalence, knowledge, atfiéuand practice of street children
about HIV/AIDS, as well as sexual behavior and risictors associated with the

circumstances of street children and youth.

2.6.1. Level of Vulnerability and Prevalence of HV among Street Children

and Youth

Studies have confirmed that street children andthycare especially vulnerable to
HIV/AIDS and other sexually transmitted infection&s young people, street children and
youth have much in common with other adolescdnissome of their risk behaviours are

more extreme (Kruger and Richter, 2003). A studialawi also confirms that street
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children were vulnerable group whose ways of lifetbe streets placed them at greater
risk of HIV infection and other STIs (Mandalaziadt, 2013). HIV infection among street
children has become significant challenge in Keaitaough progresses in HIV/AIDS

prevention among the general population (Oino amde$S 2013).

The actual prevalence of HIV among street childagma youth in many countries is
unknown. However, findings of studies undertakerfew countries reported high HIV
prevalence rate in this group of young people. t#dyg conducted on a sample of 251
male street children and youth in Nepal documeatsiy 20 times higher prevalence rate
of HIV among street children than that of the gahpopulation in the country. According
to this study, the HIV prevalence among male stcbdtren was 7.6% (Karmacharya et
al., 2012). HIV prevalence rate among some subyzgoof street youth in Brazil was

estimated at 35.0% (Rotheram-Borus, et al., 2003).

2.6.2. Knowledge, Behaviour and Practice of Stre€hildren and Youth

As documented by several studies, street childrennall aware of HIV/AIDS but with

limited knowledge and understanding about the trassion routs and prevention
mechanisms. In South Africa, for example, childhemg on the streets demonstrated
low level of knowledge of HIV/AIDS as compared taildren living with families

(Kruger, 2003). Low level of knowledge about HIVD'S is considered as one of the
factors that predispose street children in Malawhigh risk sexual practices (Mandalazi
et al., 2013). A study in Pakistan also came uh wifinding that the knowledge of street

children on HIV prevention mechanisms was not \&epr (Emmanuel et al., 2005).
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In the Ethiopian case, almost all of street childparticipated in a study in Dessie town
reported that they heard of HIV/AIDS and knew itswan incurable disease, but they
lacked clear understanding on how HIV is transitad be prevented. In this town,
street children who did not go to school were lasswledgeable about HIV/AIDS than

those who attended street children in the townr{€&etadele, 2002). In Hawassa, 64.5%
of the street children in the town did not atterdy &ealth Education Programmes
(Solomon Soressa et al, 2000) and nearly 11.0%exdétchildren in Adama never had any

information about HIV/AIDS (Kidist Negash, 2007).

Gaps are also observed in the behaviour and peactt street children with regard to
HIV/AIDS. Because of the conditions they are living it seems abstinence in the
majority of street children in different countrissemed impossible. For example, 94.0%
and 88.0% of street children in Nepal (UNESCO, 208&d Pakistan (Emmanuel et al.,
2005) were sexually active. Regarding the situatibthe children in Ethiopia, 53.0% of
street children in Hawassa (Solomon Soressa, ,e2080) and 32.0% in Adama (Kidist
Negash, 2007) were found to have started sex. tadiscludes that the low percentage of
sexually active street children reported in Adanoald be due to reluctance of the

children to disclose about their sexual behaviour.

In contrary to the principle of faithfulness, strehildren usually have multiple sexual
partners (Hasanzadeh et al., 2007). Though thegagement in multiple sexual
partnerships, street children often fail to usedoons. In Nepal, for example, 87.0% of

street boys who participated in a study did not asedoms during their last sexual
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contacts (UNESCO, 2006). In Pakistan, use of condmong street boys was reported as

negligible (Emmanuel et.al, 2005).

All the undesirable behaviour and practices ambegnajority of street children could be
attributed to their low self-risk perceptions. Audy conducted by Hasanzadeh and
Aliyeva (2007) in Azerbaijan establish that theraswan underestimated personal risk of
HIV infection by street children. In Malawi, the jodty of street children were not

considering themselves at risk of HIV and STIs (M&lazi et al., 2013).

From the foregoing review of literature on the asveass, knowledge, behaviour and
practices of street children, one can learn thastgnificant majority of street children are
informed of HIV/AIDS. Nevertheless, their high &wf awareness is not supported by

comprehensive knowledge, practice and appropriaage in behaviour.

2.6.3. Sexual Behaviour of Street Children and Yot

Early sexual initiation has been documented byedifit studies as one of the features of
sexual behaviour of street children. Based on thsgmlies undertaken in Nepal
(UNESCO, 2006), Azerbaijan (Hasanzadeh and Aliy&@Q7) and Zimbabwe (Dube,

1997), the age at first sex of most street childnenbetween 11 and 16 years.

Street children also indulge promiscuous sexuaktile with a large number of sexual
partners. More than 37.0% of street boys in Nepmglorted that they had sexual
intercourse with more than one partners in a mdmte (UNESCO, 2006). Anarfi

(1997), based on his study on the vulnerabilitystnéet children to sexually transmitted
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diseases, found out that most of street childreAéora, Ghana had multiple sexual

partners.

The nature of sexuality of street children can dsoareviewed in relation to the type of
their sexual partners. There is evidence that afiserstreet children often satisfy their
sexual desires by having intercourses with comrakrsex workers. The study of
sexuality and HIV/AIDS among male street youth iesBie showed that the children used
any other options to meet their sexual needs exmaying sex from prostitutes who are
equally desperate for money (Getnet Tadele, 208#ost all the street boys participated
in the Getnet’'s study reported to have ever hadveix female sex workers. Street
children and youth also sell sex in exchange fon@yoor materials benefits (Emmanuel

et.al, 2005).

Homosexuality is the other aspect of sexual behmvivacticed by street children and
youth. A study in Malawi reveals that street cheldr mainly boys, preferred homosexual
relations with fellow boys (Mandalazi et al., 2013pther studies conducted in Pakistan
(Emmanuel et al.,, 2005), Azerbaijan (Hasanzadeh Ahgeva, 2007) also report
homosexuality as a common practice among stredtlrehi In Ethiopia, studies by
Kibrom Berhie (2008) and Getnet Tadele (2002 and720dentify homosexuality as a
feature of male street children’s sexual behavidbetnet Tadele (2007) argues that it was
not only their own peers, but also unknown perseit, businessmen and Ethiopian

Diaspora who have homosexual relation with stragtien in Addis Ababa.
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It has also appeared that street children in Dessié Addis Ababa often watch
pornographic films and movies. Video houses plgyificant role in facilitating first-time

sexual intercourse for street youth Getnet (2007).

2.6.4. HIV Risk Factors among Street Children

2.6.4.1. Sexually transmitted diseasesAn STIs infected individual is up to five to tise
more likely than uninfected individuals to acquié/ (CDC, 2010). According to this
source, if an HIV-infected individual is also infed with another STls, the possibility for
this person to transmit HIV through sexual contachigher than any HI other HIV
positive persons. In Ethiopia, higher prevalentcElly was observed among people with
STIs than other people who had no any symptomsTéd 8CSA, 2011). Street children
frequently suffer from sexually transmitted diseaseainly due to their indulgence in

unprotected intercourse (UNESCO, 2006).

2.6.4.2. Substance and Alcohol Abusé&treet children often use drugs, abuse substances
and take alcoholic drinks which enhance risky skepuactices (Dube, 1997). Globally,

up to ninety percent of street children use psyctioa substances of some kind (WHO,
2000). Use of drugs and alcohol increases the vaibildy of street children to HIV
infection by reducing their capacity to make ra#ibdecisions on sexual matters (Anarfi,
1997). The role of substances and alcohol bevergghindering protected sex has also
been noted in studies conducted in Ethiopia. Famgte, Abebe and others as cited in
Getnet Mitike and Melese Tamiru document that tlveme a strong association between a

chat chewing with subsequent alcohol drinking hadaltilging in risky sexual practices.
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2.6.4.3. Multiple Sexual Partnerships:As mentioned earlier, sexual intercourse with
multiple partners is one of the features of stobdtiren’s sexual behaviour. While the risk
of HIV transmission grows with the increases in tluenber of lifetime partners, the risk
reaches to the highest level when the there ardipteulpartnerships at a time (CSA,
2011). Street children often indulge in concurrentlitiple sexual relations either as sex
buyers from prostitutes or as sex sellers to otffemsmanuel et al., 2005). Transactional
sex is always associated with a high risk of catiing HIV and other STIs due to

multiple partnerships involved (CSA, 2011). The bglb HIV prevalence among sex
workers is twelve times greater than that of preweé among the general population
(UNAIDS, 2014). In Ethiopia, data analyzed from m@l/CT clinics in 40 towns found

that 25.3% of the sex female workers were HIV pasi(FHAPCO, 2010a).

2.6.4.4. Homosexuality:HIV risk factors among street children are not oagsociated

with their unsafe sexual practices with opposit&, daut also with their practice of
homosexuality. As discussed in the previous sesfi@vailable literature confirms that
homosexuality is a common practice among stredtlrem and youth (Mandalazi et al.,
2013; Emmanuel et al., 2005; Hasanzadeh and Aljy2d@7). Global estimates indicate
that men who have sex with men are 19 times mketylto be infected with HIV than the

general population (UNAIDS, 2014).

2.6.4.5. Sexual Abuse:lt is the other vulnerability factor that has pldcgreet children
and youth at special risk of HIV. (Getnet Tadel®0?) indicated that the problem of
sexual abuse against male children in Addis Abaas guite common. Sexual abuse at
younger age increases the likelihood to start $esady age, engage in unprotected sex,

have multiple partners and involve in transactiaead (SVRI, 2014).
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2.6.4.6. Unprotected SexHaving unprotected sex with multiple partners reraaihe
greatest risk factor for HIV (UNAIDS, 2010). Whisreet children are often involved in
high risk sexual practices, many of them fail te gsndoms (UNESCO, 2006; Emmanuel

et al., 2005).

2.6.4.7. Low Level of Knowledge about HIV/AIDS: Street children and youth in many
parts of the world lack the right knowledge of HAWMDS. Being denied of the opportunity
to grow in family, community and school settingsemthey could go through process of
socialization, street children lack the right ursf@nding about HIV and other issues
(Kruger and Richter, 2003). Perhaps, such a lackomhprehensive knowledge is the
worst risk factor because all other risk factors,dn most cases, caused by lack of

complete knowledge and inadequate change in bealvavio

2.7. Summary

The burden of HIV/AIDS differs from one region thet other, with disproportionately
heights prevalence and huge impact in Sub-SaharitaA Whereas heterosexual
intercourse is the main route of HIV transmission Africa, other factors such as
homosexuality and use of injected drugs appeardz tihe most common modes of HIV

transmission in the Caribbean, Asia Pacific, Latkmaerica and Eastern Europe.

Since recent years, reduction in the prevalence iammhcts of HIV/AIDS has been
registered in many parts of the world. Howevers tachievement is being challenged by

the emergence of new risk behaviours particulamprg young people across the world.
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Although HIV prevalence in Ethiopia is still consréd high, the country has been able to
register significant reductions in new HIV infegt®over the last decade. However, the
growing spread of HIV/AIDS in small towns and rueaikas, as well as the emergence of
new risk groups has become an increasing concédra.dghp between knowledge and

change in behaviour is one of the challenges irHiveresponse in the country.

Due to poverty, family disintegrations, domestiolgnce, HIV/AIDS, parental death and
other socio-economic and political factors, tensnilfions of children and youth across
the world are living and working on the streetsthAlgh the reported figures on the
numbers of street children in Ethiopia are confiigt the number is believed to be

increasing with the growth these underlying factors

Street children and youth in different parts of Wharld, including Ethiopia are especially
vulnerable to HIV/AIDS and other STIs. Many of théatk comprehensive knowledge
and understanding about the transmission routes paedention mechanisms. Sexual
initiation at early ages, multiple sexual partngshunprotect sex, homosexuality and
engagement in commercial sex, sexually transmitlesgases, substance and alcohol

consumption are some of the HIV risk factors foeet children and youth.
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CHAPTER THREE
RESEARCH DESIGN AND METHODS

3.1. Description of the Study Area

The study was conducted in Yeka Sub Cities of titg Government of Addis Ababa
where there are project sites for rehabilitation stieet children and youth through
cobblestone making. The specific name of the saréy is commonly known as Yeka -
Tinsae Village which is located in District 12 oéka Sub City. The study area is located
specifically at the Eastern periphery of the CifyAddis Ababa. The particular location

of the study area is depicted in the map showneot page (see Fig. 3.1).

Although the data collection was conducted at pinigect site, the study participants were
collected from streets of all the sub-cities of Adébaba. In this case, the study covered
the city of Addis Ababa in general and Yeka-Tinseleabilitation site in Woreda 12 in
particular. The main reason why the researchectselehis rehabilitation site is that the
site where the latest batch of rehabilitees wigislirmemory and experience of life on the

street were admitted.

It is important to give a brief highlight on the ysiical and socio-demographic
characteristics of the city of Addis Ababa in gethexrs well as Yeka Sub-city and Woreda
12 in particular. Addis Ababa is the capital aitfy Ethiopia and it hosts the offices of
various continental and international agencieduding the Offices of the African Union

and Embassies of many nations across the world.
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The city is situated at an altitude of 2,300m abswa level in the central part of Ethiopia
with a geographic coordinates of 8F8’'N and 38°424"E. Addis Ababa has a sub-
tropicalhighland climate . According to the projection@$A (2008) based on the 2007
National Housing and Population Census, the Cithddis Ababa had a total population
of 3,384,569 with annual growth rate of 3.8%Administratively, the City is divided into

ten sub-cities and 116 districts.

Figure 3.1: Map of the Study réa
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Yeka sub-city is one of the ten cub-cities of theld®s Ababa City Government
Administration. It covers the large portion oetNorth Eastern part of Addis Ababa.
The sub-city shares borders with Bole Sub-Cityha South, Gullele Sub City in the
North West, as well as Arada and Qsk8ub Cities in the South-West of Addis Ababa.

The eastern and northern parts of the Sub Citjudlseboarded by the Oromiya Region.

Yeka Sub City, with a total area of 82.3 km2this third largest sub-city, next to Akaki-
Kality and Bole Sub Cities. It is inhabited bytaal of 346,486 people (CSA, 2008).
The Sub City consists of thirteen districts, inahgdWoreda 12 where the specific site of

this study is located.

As already mentioned, Woreda 12 is located at #steen tip of Yeka Sub City. Being
one of the expansion corridors of the City, Woré&@as characterized by new residential
settlements through construction of real-estates amdominium housings. It has vast
area of uninhabited land endowed with plenty ofargdound soft rocks being used for

production of cobblestones and construction ofdings in the City.

3.2. Research Design and Methods

In this research, the researcher employed non-gempetal research design. The research
used a combination of both quantitative and qualgéaesearch methods. Specifically, the
researcher applied descriptive sample survey iardalcollect quantitative data on socio-
demographic characteristics, sexual history ancentation, HIV/AIDS knowledge,
attitude and practice, and exposure to STIs, usaladfhol and other substances, etc.

Qualitatively, semi-structured interviews with ké@yormants, focus group discussions
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(FGDs) with a group of discussants, observationd documentary analyses were
conducted to generate qualitative data from theikdymants and the discussants, as well

as from relevant potential documents on those ssander investigation.

3.3. Universe of the Study

The population in this study constituted male stobédren and youth in the city of Addis
Ababa in general and those who joined the Rehatidit Project which is initiated by
Labour and Social Affairs Bureau under the auspafethe City Government of Addis
Ababa in 2012/2013. The Labour and Social Affaitgré&iu mobilized a total of 1800
(1781 males and 19 females) street children anthyfoom all the corners of the City into
Yeka-Tinsae Rehabilitation Project site in the Easfpart of Addis Ababa for economic
and social rehabilitation. Although these individuavere not any more street boys and
girls, they had very fresh memory of their streged to be utilized for purpose of
research. Therefore, the universe of the studyistmasof 1781 male street children and
youth in the City Government of Addis Ababa, paridely Yeka —Tinsae village in Yeka

Sub City in the years of 2012/2013.

3.4. Sample Size

The sample size of the study was 200 street cimldrel youth who were randomly drawn
from a total of 1781 study population gathered fraih parts of Addis Ababa and
temporarily settled at Yeka-Tinsae Rehabilitatiaote sn the same City. The sample

respondents constituted 11.3% of the total stughuf@adion in the Rehabilitation site.
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3.5. Sampling Methods

The researcher employed a total of 200 respondembswere drawn from 1800 persons
in the above-stated Rehabilitation Project. Theeefthe sample size of the research was
200 male street children and youth who recentlydttet and joined into the cobblestone
making project for social and economic rehabilatiat Yeka-Tinsae site in Yeka Sub

City.

The sampling methods employed involved more tham sampling stage — multistage
sampling methods. First, the researcher collectednaplete list of male street children
and youth from the Project Office as a samplingna(1 to 1781) in the research.
Second, the researcher used systematic samplimgthiSopurpose, a sampling interval
was calculated (i.e. K=N/n; where N is the totaksof the study population and n is the
sample size which makes K to be approximately @rotdingly, the researcher randomly
selected a number between 1 and 9 and started rdyalve sample using systematic
sampling with a random start. Third, a total of 2088le street children and youth were
drawn from the population using the two stagesatRroject site in 2012/2013. Here, the
researcher also replaced the missing sample regptsdnd those respondents who were

above the age of 24.

3.6. Tools and Procedures for Data Collection

Both primary and secondary sources were used tectdboth quantitative data and
qualitative data on those issues under investigatiothe study, the researcher employed

combination of different tools and instruments fiamta collection from primary and
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secondary sources. Interview schedule or structucggestionnaires, interview
guide/protocol, FGD schedule/checklist, observatohedule, and documentary analysis
matrix/ template were employed. By administering timterview schedule or the
questionnaire, the researcher managed to colledbéecks and comments from experts in
the area and by conducting pretesting and pilositngly on similar social group in the
research area. In addition, the interview guidePF&hedule and documentary analysis
template/matrix were pre-tested and feedbacks werarporated for the actual study.
Generally, the trustworthiness of those key infarteaand discussants were given due
attention. The analysis of the survey data folld\series of steps to ensure reliability and

validity of the findings of the study.

3.7. Data Processing and Analysis

Having completed the collection of the quantitatiaad qualitative data, the
questionnaires were checked for their completen&bg. researcher engaged in coding of
the close-ended questions in the questionnaireégsd codes were used to prepare master
chart and codebook which facilitated variable aathdemplate design and data of steps.
Each code for question item was entered into SP8&idh 19.0 software. This was
followed by data clearing to make sure that no datannecessarily omitted or added.
Mainly descriptive statistics was used in analyzamgl interpreting the data. In order to
examine the relationship between one variable witters in the data template, cross-
tabulations were also applied as measures of adswciand correlation. The qualitative
data was analyzed using thematic and content asaliise findings of the data analysis

are integrated into that of the quantitative whi&ing the thesis.
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CHAPTER FOUR

FINDINGS OF THE STUDY

4.1. Socio-Demographic Characteristics of Responden

The survey covered a total of 200 male street cdnlcand youth who were admitted to
Yeka -Tinsae Rehabilitation Project site througbliestone production implemented by
Labour and Social Affairs Bureau of the City Govasant. The findings of the study on
the major socio-demographic characteristics of rtispondents are presented based on

iIssues under investigation.

4.1.1. Age Structure:The ages of respondents fall between 15 and 24 yelaich is the
youth age category. The ages of more than halb@p of the study participants were
found between 15 and 19 years of age. Those resptsith the age category of 20-24
years accounted for 46.5% of the whole respond@&hesefore, the respondents are youth

who economically active section of the City residen

4.1.2. Sub-City: The City of Addis Ababa is divided into ten subiast from which
respondents of this survey were identified and csetk for rehabilitation. Those
respondents were asked about which sub-city of Addiaba they used to live on the
street before joining the Rehabilitation Projectit ©f 200 male street children and youth,
about one-fifth (19.5%) of the respondents weoenfiAddis Ketema Sub City, followed
by Yeka, Bole and Lideta Sub Cities which contrdzlto 12.5%, 12.0% and 10.0%
respectively. One can deduce that the childrenyaith in the Project are from the core

of the City of Addis Ababa.
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4.1.3. Educational Background According to the survey results, 91.0% (n=182)haf t
street children and youth ever attended certaial lezeducation, while 9.0% were not in
schools at all. About two-third (63.5%, n=127) betrespondents achieved educational
levels not higher than grad&.8 Twenty percent (n=40) of the respondents joisieeet
life while they were in grades 9 orl0. It was 08l9% (n=6) of the survey participants
who managed to join secondary education (grades2).10nly seven respondents (3.5%)

reported to be drop-outs from their college or ensity education.

Table 4.1: Sub-City and Educational Status of Respalents

Level of Education
e 5 X s o . eSE E g g

nameof (28| §| &% |§ [EEi|Egs

Sub- C|ty % 8 ((/J) 6 5 6 S 6 S § 8 5 8 g 5 Total Per cent
Arada 2 3 6 4 15 7.5
Yeka 2 5 10 3 2 3 25 125
Bole 3 2 12 5 1 24 12.0
Nefas Silk Lafto 1 1 9 2 1 14 7.0
Kolfe Keraneo 9 5 1 16 8.0
Addis Ketema 4 8 17 8 39 19.5
Akaki Kaliti 6 8 4 18 9.0
Kirgos 1 2 6 6 1 16 8.0
Gullele 1 1 8 2 1 13 6.5
Lideta 4 4 10 1 1 20 10.C
Total 18 32 95 40 6 7 2 200 100

Percent 9.0 16.0/ 475| 20.0 3.0 35 1.0| 100

SOURCE: Own survey findings, 2013

Further, there were also two respondents (1.0%) wheduated from colleges or
universities. It has been unusual phenomenon irEth@pian context for the graduates

form colleges and universities to become streetsb@ther studies also associate the
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street children phenomena with being dropouts diosls (DSCI-PS, 2005). Thus,
majority the street children and youth have certi@ivel of educated and they are
economically active members of the society at large paradoxical issue in the Capital

City of Ethiopia.

4.1.4. Ethnic and Religious Affiliations Regardingreligious affiliation, the significant
proportion (72.5%, n=145) of the respondents werth@ox Christians, followed by
Protestants and Muslims who accounted for 14.0%18h@% respectively. In addition,
only two respondents (1.0%) of them did not affdishemselves with any of the religious
categories. Like other studies in the City, mosthaf children and youth who have been

eking out their daily loaves of bread are Ortho@dxistians.

Table 4.2: Ethnic and Religious Affiliations of Study Participants

Religious Affiliation

Orthodox No Per
Ethnic Affiliation Christian Muslim Protestant | religion Total Cent
Oromo 39 9 6 54 27.0
Amhara 70 10 2 1 83 415
Tigre 15 15 7.5
Guraghe 8 3 1 12 6.0
Sidama 3 3 6 3.0
Wolayita 4 2 10 16 8.0
Hadya 1 1 6 8 4.0
Kambata 1 1 0.5
Beneshangul Gumug 1 1 0.5
Afar 1 1 0.5
Others 2 2 1.0
Not specified 1 1 0.5
Total 145 25 28 2 200 1000
Percent 72.5 12.5 14.0 1.0 100}0

SOURCE: Results of own data analysis, 2013
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As to ethnicity of the respondents in the study5%d (n=83) and 27.0% (n=54) of them
were from Amhara and Oromo ethnic groups respdgtiv®ther ethnic groups included
Wolayita (8.0%), Tigrie (7.5%), Guraghe (6.0%), Had(4.0%) and Sidama (3.0%).
Thus, there is no significantly dominating ethnrougp among those street children and

youth.

4.1.4. Marital Status: It might seem irrelevant talking about the maritatugteof street

children and youth since they are not usually agslita engage in marital arrangements.
However, the study came up with the result that 1@%he respondents have ever
married, although still the large majority (88%)smaever married. This could be due to
the fact that some of the street children and yaaime from rural areas where early
marriage is practiced. According to the finding8,3% of the ever married respondents
reported that their ex-spouses were living out délia Ababa and 16.7% did not know the

whereabouts of their ex-spouses by the time theegsuwvas conducted.

4.1.5. Origin of Street Children and Youth The study documented the origin of
respondents as rural and urban. Before comingmthéd street, the majority (68.5%) of
the street children and youth had urban origin lmttside and within Addis Ababa, but
51.0% of them found to be migrants from regionéksior towns. Those migrated from
rural areas and started street life in Addis Abateounted for 28.5% (n=57) of the total
respondents. It was only 19.5% of the respondehts were natives to the City of Addis
Ababa. Pieces of information obtained from keyoinfant interviews with experts at

Addis Ababa Labour and Social Affairs Bureau alsofcmed that a large majority of the
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street children and youth in the City did not hawets in the Capital City. Therefore, the
street children and youth in the Rehabilitationj@bare migrants from elsewhere in the
country. It also worth mentioning that 17.5% (n¥385the street children and youth were
street dwellers in other cities and towns of thanty before coming to Addis Ababa.

However, the significant proportion (81.5%) of #tedy participants began street lives in

Addis Ababa.

4.1.6. Orphanhood Status:The survey also tried to assess whether the pacéritse

study participants were alive or nofTherefore, it appeared th&6% (n=110) of the

respondents were orphans who lost one or bothef garents. Full orphans who lost
both of their parents accounted for 14% (n=28) led total study participants. Five
respondents did not know whether their mothersatirefrs were alive or not. Moreover,
53.3% of the respondents between the ages of 13 @uhakt at least one of their parents,
whereas 22.8% of them were double orphans. Gepetiadl street children and youth lose

either one of their parents or both of them.

4.1.7. Duration of street life: Twenty nine percent (n=58) of the respondents had
experiences of 3-6 years street life, and 13% (h+h26 been on the street for more than
six years. More than one-third of the respondeB®ss06) experienced street lives for 1-3
years. Respondents with less than one year obfifthe street accounted for 23.0% of the
total respondents in the study. Therefore, the ntgjof the street children and youth

have not lived on the streets for ten and abovesyea

4.1.8. Age of children and youth at the beginningfstreet life: More than half (54.0%)

of the male street children and youth startedestiiees at their teen ages (13-18 years)
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and 30.0% left their homes for streets at theisaafel9 years and above. Those children
and youth who began living or working on the sieat their 10-12 years of ages
accounted for 9% (n=18). One may thus concluderttzgority of the street children and

youth have started streetism at their teenage tisAdbaba.

Table 4.3: Age of Children at Joining Streeand Length of life lived on the street

Length of life Age at Joining Stree
on the street

Below | 7-9 10-12 | 13-15 | 16-18 18 + Do not Total | Per

7 years | years | years | years | years | years | remember cent
Less than 1 18 27 46| 23.0
one year
1-2 years 1 1 2 17 14 35| 17.5
2-3 years 1 7 12 12 32| 16.0
3-4 years 1 3 8 13 2 27| 145
4-5 years 2 3 3 6 1 15 7.5
5- 6 years 1 2 1 8 2 2 16 8.0
More than 6 1 3 9 8 3 2 26| 13.0
years
Do not 1 2 3 1.5
know
Total 3 9 18 37 71 60 2 200 100
Percent 1.9 45| 9.0|] 18.5| 35.5( 30.0 1.0| 100.0

SOURCE: Own survey results, 2013

According to Table 4.3, a significant majority (%) of the children and youth joined
streets at their ages of 16 years and above. Uipeits of the cross tabulation data analysis
also indicated that children who joined streetsh&ir young ages were more likely to

spend longer time on the street.
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4.1.9. Causes for coming out to streetdifferent factordorced the children and youth to
get out of their family and live and/or work on theeet. Slightly more than one-fourth
(25.5%) of them became street boys after they ké#dtheir homes for search of jobs.
Conflict with the family is the second most comnfaator that pushed the respondents out
of their homes and to join streets. Parental daath cause of street children phenomena
was also reported by 11.5% of the study participar®eer pressure, family poverty and
parental divorce were the other factors as repdiye8.5%, 6% and 3% of the respondents
respectively. Still, about one-fifth (20.5%) of theexpressed that they joined streets due to
a combination of two or three of the aforementiofeectors. Further, three (1.5%) of the
respondents stated that they did not know as to tiay left their home and ended up on
the streets. These findings are in line with thedifigs of many other previous studies
conducted which have been conducted in differertsd the country so far (FSCE, 2003;

Heinonen and Luisa, 2002).

4.1.10. Means of Living and Levels of Daily Incomé~hile they were on the street, most
of the children and youth used to engage in diffeetivities to make a living out of it.

The most common means of living were casual wask®get vending, car washing and
shoe shining as reported by 60.5% of the informafbout 27.5% of the children and
youth used to engage in a combination of the alstaed activities. The rest (12.0%) of
the respondents reported to use other means, ingluthily labour, begging, theft and

pocket picking to make money for their daily breads

With regard to their daily income, a considerablajority (66.5%) of the street children

and youth earned a daily income of at least ETBO@6r nearly USD 2.00. Those
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respondents who were used to earn a maximum anodutidily income of ETB 20.00

(nearly USD 1.00) accounted for 12.0%.

The daily incomes of the rest (21.5%) of the stadeidren and youth were between ETB
21.00 and 35.00 (equivalent to USD 1.20 - 2.00e €kpressions of the key informants
during the semi-structured interviews, in some sasedicated that some children and

youth were found to earn up to ETB 200.00 (USD Qpdily.

Table 4.4: Means of Living and Amount of Daily Income of the Study Participants

Amount of Daily income in Ethiopian Birr

Means of Living [Tgelow [ 5-10 | 11-15] 16-20 | 21-25 | 26-30 | 31-35] Above | Total | Perc

Birr5 [ Birr Birr Birr Birr Birr Birr 35 Birr ent
Casual Work 4 2 4 4 14 9 53 90 45
{labor
Small business 1 6 7 35
(Vending )
Shoe Shining 1 2 1 1 1 6 3.0
Car Washing 1 2 2 13 18 90
Beginning 1 1 1 3 1.5
Others including 1 1 0 1 18 21| 10.%
theft
Four of the above 1 4 5 2b
Three of the 8 8 4.0
above
Two of the above 2 1 6 4 29 4 210
Total 2 5 6 9 6 22 17 133 200 1Qo0

Percent 1.0 2.5 3.0 4.% 3p 130 85 64.5 100

SOURCE: Own survey findings, 2013

4.1.11. Living arrangement: The study participants were asked as to where tiksey to
spend the night as street boys before joining teéaRilitation Project. Accordingly,
significant proportion (62.5%) of them respondeat tiney spent both the day and the night

48



on the streets, sleeping under the bridges, ardhadences and in the compounds of
churches and other institutions. In addition, reatte proportion (13.5%) of the children
and youth reported to have lived in group by shliarented rooms. Those children and
youth who lived alone in rented rooms accounted7@®%. It was only 10.5% of the
respondents who lived either with immediate or edéal families who resided in the City.
There were also 13 (6.5%) of the respondents whiedeeither open spaces or bed rooms
on daily basis, depending on their earnings on plaaticular date, otherwise they used to

sleep on the streets.

4.2. Sexual History

Sexual history and orientation of any person is ohéhe key factors that determine the
level of his/her vulnerability to HIV infection. Imiew of this, the sexual histories of the

study participants have been documented carefully.

4.2.1. Engagement in SexThe study found out that 146 of the 200 respond@f8<%)
were sexually active when the interview was coneldictThe remaining, 54 (27.0%) of the
respondents did not start sex during the time tefurews. The finding of the current study
is in line with other studies in Nepal (UNESCO, 8p@&nd Pakistan (Emmanuel et al.,
2005) where the respective 94.0% and 88.0% of tstkbiédren were sexually active.
According to CSA (2011), 15.2% of young people (hd&-24 years) among the general
population of Ethiopia were reported as sexuallyvac which had significant difference

from the findings of the current study.
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4.2.2. Age at First Sex:Out of the 146 sexually active male street childemd youth,
34.9% (n=51) of them started sex at their ages 33 years. Among the general
population, however, it was only 1.3% of young baged 15-24 years who experienced

sex before the age of 15 years (CSA, 2011).

Table 4.5: Age of Study Participants at the beginmig of Street Life and their Age at first Sex

Age at Age at First Sex
Beginning of | Before after | don't
Street life 10 10-12 | 13-15| 16-18 18 remember | Total Percent

Less than 7

years 1 1 0.7
7-9 years 1 3 3 1 8 5.5
10-12 years 1 2 9 1 1 1 15 10.3
13-15 years 1 16 10 27 18.5
16-18 yrs 2 14 24 3 3 46 315
Above 18 years 1 1 9 30 8 49 33.6
Total 2 7 51 69 12 5 146| 100.0
Percent 14 4.8 34.9 47.3 8.2 3.4 100

Source: Own survey output, 2013

The current study also documented that the agistasex for about 47.3% (n=69) of the
respondents were between 16 and 18 years. Thdskeeohand youth who experienced
their first sex at the ages below 13 years and eldi@vyears accounted for 6.2% and 8.2%
respectively. The rest, 3.4% (n=5) did not rementbeir ages at their first sex. Different
studies around the world documented that mosttstigllren started sex at their ages of

11-16 years (UNESCO, 2006; Hasanzadeh and Aliy28@/; Dube, 1997).

4.2.3. Sexual Partner at First SexSexually active respondents were further aske as

whom they had their first sex with. Data analydigheir responses indicated that 47.3%
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(n=69) of them started sex with their girl friend$hose who experienced their first sex
with female sex workers were 35.6% of total sexualitive participants. CSA (2011),

however, indicates that only 1.5% of young peopléhe general population were reported
to have sex with sex workers. The finding of thisdy on the sexual engagement of male
street children and youth with female sex workeralso supported by previous studies.
Getnet Tadele (2002), for example, documents thmatle street children in Dessie town

had no other options to satisfy their sexual néleds buying sex from prostitutes.

The study also revealed that 5.5% of the resposdsad their first sex with their spouses
upon marriage. Still other eight children/youth5@%) had their first sexual contact with
other groups of partners, including housemaids aeighbours. The remaining, nine

respondents (6.1%) were not able to rememberatdm they had their first sex with.

During the focused group discussion, the studyi@pants also confirmed that most of
street boys went to commercial sex workers to fyatieir sexual needs. One of the FGD
participants told the researcher, “....When we werdhe streets, the only option we had
was to go to the business women [female sex wdrkéfs had neither the interest nor the

money to have girlfriend” (A 23 years old FGD pagant).

Another FGD patrticipant in the same group added:

........ Whenever we have money in our pockets, we Usuant for sex with prostitutes.
What we did when we had money was drinking, chewj@bat] and smoking and
eventually going to business women. What | amngllyou is just the experience of
myself. Anytime, | earn money, | went for sex, arathing else came to my mind except
sex (An 18 years old FGD participant).
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It has also been learnt from the FGD that in rases, male street children and youth have
girlfriends among street girls. They start livinggéther as a kind of marital union and
eventually have offspring on the street. Statemt&ksn from the key informant interview
at the Office of Labour and Social Affairs of th&yCGovernment could also show how
promiscuous was the sexual life of street childred youth in Addis Ababa, as the key

informant stated:

........ One day, one of the street girls in the Relialibn Project came to us and told that
she had become pregnant. The girl explained tltehad three boyfriends, all street boys,
at a time. She was not able to know which of heyfiends she conceived from. She

argued that one of her boyfriends to whom the newbnight resemble would be the

father. Similarly, each of the girl's boyfriendsragd to accept the newborn as their
biological baby if he/she would resemble to then=®lo a certain extent.

4.2.4. Initiation for first sex: The study participants were also asked as to wiitsted
them to experience sex for the first time. In res®oto this question, the majority (75.3%)
of the sexually active study participants reportedy had their first sex on their own
decisions. The study also showed that street @mldnd youth started sexual relations with
the influence of peer pressures as confirmed b§%Mmf the sexually active respondents.

Few respondents (2.1%) started sex by being rapdda solicited by partners, whereas

6.2% did not remember how they experienced sethiofirst time.

4.2.5. Number of Lifetime Sexual Partners:Sexually active study participants were
asked about the number of sexual partners theyethadhad until the date of the survey.
Many of them expressed their concern about thecdiffes to remember and count back
the number of people they ever had sex with. Thegevinowever probed to tell what they

could guess as there could not be perfection.
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Therefore, 86.9% (n=127) of the respondents comefitithat they had sexual contact with
multiple partners which ranged from 2 to more tA&npartners, while the proportion of
young men (aged 15-24 years) with multiple partmesse only 2.1% (CSA, 2011). Those
respondents with single lifetime sexual partneranted only for 17.1% (n=25). Nearly
one-fourth of the respondents already had sexuatacts with 2-5 partners, whereas
respondents with 6-9 lifetime partners accounted?fo2%. Moreover, 11.6% and 15.8%
of the respondents ever had 10-13 and above l3lspauners respectively. Besides, a
reasonable proportion (10.3%) of the respondentsne able to remember the number of
persons they ever had sex with. One reason forfalare of these respondents to
remember their lifetime sexual partners could lerthartners were too many to keep in

mind or they felt ashamed of disclosing such agtevssue.

During the semi-structured interviews, some kewimfants told the researcher that they
ever had sex with tens and even hundreds of partimetheir lifetimes. It also worth
mentioning that 78.1% (n=114) of the sexually axtrespondents did not have regular

sexual partners at the time they were interviewed.

The large number of life time sexual partners dosat@d in this study is consistent with
the findings of other studies on the subject mattédhESCO (2003), for example,
documents that street children indulged promiscisexaial lifestyle with a large number
of sexual partners. Studies in Nepal by UNESCO §2@0hd in Ghana by Anarfi (1997)

also reported that most of the street childrenrhattiple sexual partners.
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The engagement of male street children and youtulttiple sexual partnerships also
confirmed that the focus group discussion partitipan this study. When asked whether
or not street boys went to the same prostituteyetiere they wanted to have sex, one of

the participants quickly stated:

......... No! We never go to the same women while threyawvailable from every direction,
every place and every station. .... As to my interésddon’'t want to repeat the same
woman. As long as | pay, | want to change, unless atherwise, the previous lady is
exceptionally comfortable to me. Neither the bussn@omen nor street boys want to have
regular partner. There is no as such regular patiige with business women [commercial
sex workers] as it is a matter of doing busines$ making money (a 21 years old FGD
participant).

4.2.6. Opinion and Practice of Homosexuality and Seal Abuse: The study examined

the sexual orientation of the male street childred youth in terms of their knowledge and
experience regarding homosexuality. Accordinglye trespondents were asked few
guestions related to homosexuality and street hfalf of the respondents believed that
homosexuality was widely practiced among male stodgldren and youth. Different

studies conducted in different countries also nott@ widespread practice of
homosexuality among male street children (Mandatal., 2013; Emmanuel et al., 2005;

Hasanzadeh and Aliyeva, 2007; Kibrom Berhie, 2@8net Tadele, 2007).

In addition, fifty-nine percent of the respondemtBo had the view homosexuality is
common among street boys stated that they petgokaéw some street boys who
engaged in homosexual intercourse. About 3.5% )(nf5he sexually active respondents
ever experienced homosexuality during their livaghe street. Three of these respondents
used to practice the act with the common consenhaf sexual partner, but one of the

remaining two was rapped and the other one conmunidiee against boys.
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An act of rape against and among boys on the stodetddis Ababa is a common practice.
In this connection, a large majority (60.0%) of stedy participants believed that street
boys were victims of rape and other forms of sexi@ence. Further, 31.0% affirmed that
they came across with street boys who were rapeded¥er, eight percent (n=16) of the
street children and youth ever encountered eitbierahrape or attempts of rape by others,
including their peers and unknown adults. Four segients (2.0%) committed rape against

street girls (3) and street against boys (1).

The data obtained from the survey about homosedyuadi also supported by the
information generated through FGDs and KlIs. TheDRgarticipants believed that many
street children engaged in homosexuality. Theyarpt, in most cases, the young boys
and new comers are at special risk of rape. Theabwvere not only older street boys but
also other adults, mainly economically well to desimess men and men who lived abroad.
According the FGD participants, perpetuators apicece and even used weapons such as
pistils and knives in intimidating the street bdgs sex. They also either cheated or
solicited the street boys with money or other matdrenefits. As mentioned by the FGD
participants, it was hardly possible to come outhef practice once a street boy was raped
and started engaging himself in homosexuality; bald/rather continue raping others and

expanding the practice.

Statements of FGD patrticipants could help betteleustand the situation of homosexuality

and sexual abuse among the study participants Wiegraired out:

.... Mostly, it is within the first one or two dayd their street life that many boys are
raped. Immediately after they left their familiéisese boys do not know much about what
is going on in the streets. For this group of aieifd the possibility of being raped is very
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high. Although some street boys are raped by abuseere are also few street boys
having sex with men on their own wish. This is nhafor the sake of earning money. They

[abusers] give them [the victims] much money whiicly think the money would change

their lives once and for all. .... Once they are thjgke boys repeat the practice by raping
others even their friends on the street. This mmon, especially in Piazza area of Addis
Ababa.

The discussants continued,

Some men come to us driving their cars anduasto let them show bedrooms for
rent. As street boys, we are always in criticaldheé money. With the intention to get
some money, we go with them in their cars to hlegnt to find bedrooms. However, these
persons lock the windows of their cars and drivéousefully wherever they want. Even if
we shout and cry nobody would heard of us. Thezy tho whatever they want to do so.

A key informant interviewee who is working with tH&treet Children Rehabilitation
Project also was of the view that the practic&sdire Sedonm(homosexuality) was quite
common among street boys. Consequently, the esgeted that many street boys in the
Rehabilitation Project used to visit clinics foedtment of anal cracks and tears that might

have resulted from non-lubricated anal sex.

This study found out that sexual abuse againsetstoeys in Addis Ababa not only
committed by men but also by women. The FGD padicis in all groups expressed that
women often targeted street boys for sexual inchdge The street boys in the FGD
sessions argued that women, mostly older ones wheaa to be economically well to do

make sex with street boys. They stated:

...... There was a lady who used to come driving hert@dhe street at night where we
usually sleep in Bole area. Then, she took twowfpeers with the pretext that they could
help her in doing some casual tasks. After ceftaurs, the boys came back to us having
taken baths, changed their clothes with new onésraceived good amount of money.
When we asked them what they had done with the they told us that the lady requested
them to have sex with her and they did it accoigin§he used to come at least once in a
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week. This was the case mostly on weekends andth@okame boys for the same purpose
(A 21-years -old street boy).

Another FGD participant aged 19 years also shaiedvwn personal experience on how a

lady solicited him for sex as follows:

.... Let me tell you frankly my own experience. Oreydwhen | was on the street in
Merkato area, an older woman asked me to carrjrdora lot of food itemsAsbeza and
went to her house. When we arrived at her homeneowas around and she asked me to
stay with her and to have a lunch. ....After she $&a@ed me a lunch, she asked me to go
to bed and to have sex with her which | did it with hesitation. She also invited me to
come to her house some other times, but | did adtagk again. .... The woman seemed a
rich person as she had a good house and beawrhpaund (A 19 years-old street boy in
the FGD).

4.3. Exposure to Alcohol and Other Habit-Forming Subtances

4.3.1. Alcohol Consumption: Street children and youth were asked whetherobr n
they had had any habit of taking any sort of al¢ahimks while they were on the street.
Seventy-nine (N=158) of the respondents had thetdhal taking at least one type of
alcoholic drink. Almost 38.0% of them expressed thay were using at least five types of
alcohol drinks, many of which were home brewed on@fiose FGD participants also
confirmed that almost all street children, and etrese kids as young as nine and ten years
old consume alcohol. The most common types of dricdnsumed by the street children
and youth participated in the study weea andfiliter (home brewed beers)eke (home
distilled liquor), tej (a drink made of fermented honey and other ingradi including
malt). Other industrially brewed alcoholic drinlkee beer and draft beer were rarely used,

as they were considered expensive.
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4.3.4. Use of Habit-Forming Substancesthe study also came up with a finding that the
children and youth involved in the study were canslg such habit-forming substances as
chat (a stimulant locally grown green leaf served as)it cigarette, benzene agdnja (a
type of tobacco prepared from a dried and homekesh green leaf). Of the total
respondents, 65.0% (n=130) were taking at least ohehose substances. Those
respondents who were familiar with 3-4 types ofssabce accounted for 27.0% of the
substance users. Chewing chat and smoking weretis¢ common practices among the
study participants. Of those substance users,%83v@re chewing chat, 70.7% were
smoking and 63.8% were both chewing and smokingokBrg cigarette and using of
ganja, sniffing glue and chewing chat were also the nceshmon substances reported by

the FGD participants.

High prevalence of alcohol and substance consummimong street children was also
confirmed by other studies around the world. Dul®97) and WHO (2000) indicate that

street children often used drugs, abuse psychaastilistances and take alcohols.

The FGD participants stated three reasons fortstiellren and youth often used alcohol
and other habit-forming substances. Firstly, thegduthe substances and alcohol as their
coping mechanisms with the cold weather mainlymunights and abuses by the police.
One of the FGD participants who aged 18 stateth ofder to cope with the cold and the
beating by the policy, it was a must for me to hawe or two units of drinks, and if not

alcohol, | had to use different stimulants suclelest, cigarette, hashish, Ganja, or else.”
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Alcohol and other substances are also used byt stinddren as a means to get out of bad
feelings such as depressions and frustrationsteeksfrom the circumstances of street life.
In this connection, a 17 years old participant esped: ... You know, there is always
tension among most street children... and many ofdusk alcohol to forget our
frustration. I, myself take alcohol in times whefe&l depressed or disappointed or getting
tensioned.” Thirdly, the street children and yoatimsume alcohol and other substances
with the purpose of developing courage to engageentain illegal acts such as theft,
assault and robbery. According to one of the FGRigpants (aged 18 years), some street
children used substances like ganja when they wamnlo theft. He said, ‘Ganja gives

courage to do anything; there will be no fear birayou once you take ganja.”

4.4, Exposure to Pornography

Earlier studies noted the wide spread practiceaiting pornographic films among male
street boys in Dessie and Addis Ababa (Getnet €a@8D2, 2007). About sixty-four
(n=127) of the respondents were in the habit ofchiay sex films and significant
proportion (31.5%) of them accessed these filmsfiltiegal video houses, whereas 24.4%
watched the movies by downloading on their celln@® This was also affirmed by an
FGD participant who said, “we don’t have to goitmfhouses for pornography, as we may
not have the money; instead we simply downloadithies on our mobile phones.About
thirty-one percent of the respondents reported tthey used both small video houses and

mobile phones to watch erotic movies.

Further questions were extended to the survey nelgas if watching pornography had

certain influence on their sexual behavior and fozac About forty-six percent (n=58) of
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the respondents often went for sex immediatelyr aftatching the pornographies. Large
proportion (86.2%) of this group of respondentsulgdd sex with female sex workers to
satisfy their sexual desires provoked by the moviée FGD participants also explained
that many street boys engaged in sex immediatelr dhey had watched sex films.
Another FGD patrticipant further confirmed that, dtie street children around Sebategna
area in Addis Ketema Sub City are having sex withsfitutes after they have watched out
sex films. Getnet (2007) argues that pornograpimesfserve male street children and
youth as the main initiators of rushing into se¥wthe intention to practice what they have

seen on videos.

4.5. Knowledge and Experience of Respondents about STIs

The study participants were asked some questioltedede to their knowledge and
experience about sexually transmitted infectiots.this regard, the majority (85.0%) of
the informants heard of STIs. Among those respotsdé6.1% of them cited the names of
at least two STlIs, including HIV/AIDS. Slightly me than half (53.0%) of the study
participants mentioned at least two symptoms o6SThose participants who were able to
name three and above symptoms accounted for 2488a22.4% were not able to mention

any symptom of STls at all.

Regarding prevalence of STls, 18.3% (n=31) of thigddeen and youth stated that they
have ever been infected with STIs in their lifeggn This finding shows that it is nine
times higher than the proportion (1.9%) of youngnniaged 15-24 years) in the general
population with self-reported STIs (CSA, 2011). Nya68.0% of the respondents
expressed that they experienced and underwent at¢cbatment for STIs, while 29.0% of

60



them did not get treated. According to the respsdehe participants, little or no concern
about the problem (55.6%) and financial constraj2®s2%) were the main factors for not

attending medical treatment.

Nearly one-third (30%) of those respondents witlorimation about STIs, reported they
came across with at least one male street boyaatt by STIs.  The information from
the FGDs is consistent with the findings of theveyrfindings for the fact that many of the

FGD participants have ever known peers infectetl &ils.

On the other hand, some of the FGD participanteevi@cking information about STIs,
including transmission routs. For example, whenedslwhat he knew about STIs, a
participant responded that “I think, but not subat the so calle€hebit[gonorrhea] is a

communicable disease that is it... | do not know moare”. Another participant cited

cloths and heat as transmission routes of STIgdsenot able to explain it further.

4.6. Knowledge, Awareness, Attitude and Behavior of &et Children and

Youth about HIV and AIDS

4.6.1. Information and Awareness about HIV/AIDS Almost all the study participants
(99.5%) heard of HIV/AIDS. The main sources oformhation about HIV/AIDS for the
participants were radio and television (12.0%),08th (8.0%) health institutions (5.5%),
peers (3.0%) or a combination of two or more okéheources (71.0%). It was only 0.5%
of the informants who reported to have had HIV/AIRSd related information from

families.
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A large majority (80.5%) had the notion that HIVD*$ affects anyone irrespective of the
person’s identity and background. But, 7.5% (n=difl) not agree with the idea while the
remaining, 12% (n=24) were not sure. Further, 4% e respondents thought that it was
possible to judge one’s HIV status based on observaf his/her physical conditions,

such as being skinny or fat. Moreover, 78.0% diceaghat HIV/AIDS had no cure as
opposed to 10.5% who believed HIV had a cure. Bse 01.5% of them were not certain
enough whether AIDS had a cure or not. Similarl$,0% of the respondents did not

believe that AIDS is killing disease and 6.5% weoé sure.

4.6.2. Access to HIV/AIDS Education: Slightly more than half (51.0%) of the
respondents were found to attend awareness rairtglV/AIDS education programs,
while 2.5% were not sure if they received HIV/edima or not. Similar finding was
reported by a study in Hawassa (Solomon Soressalasthye Kidane Mariam, 2000)
where 64.5% of the street children in the townmhd attend any kind of health education

during their stay in street contexts.

4.6.3. Knowledge about HIV/ AIDS The participants of the study were asked few
guestions related to the difference between HIV AlaIS, routs of HIV transmission and

prevention mechanisms, and their responses are atipet as follows.

With regard to knowledge of participants about diféerence between HIV/AIDS, only
28.0% (n=56) believed that the two were somehoveiht, while 50.0% (n=100) did not
think that there is difference between HIV and AlDFrty-four percent (22.0%) of the

respondents were not sure whether or not thereamgaslistinction between the two.
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The study participants were asked as to which nsoafeHIV transmission they knew vis-
a-vis sexual intercourse, and sharing sharp méecantaminated by HIV from HIV
positive mothers to children, and transfusion déécted blood. Almost all (99.5%) of the
participants mentioned at least one mode of HIVhdmaission. The proportion of
respondents who cited only one mode of HIV transiois was 16.5% (n=33). Those
participants who named two and three modes of H#vigmission accounted for 25.0%
and 22.0% respectively. It was only 26.5% of thdip@ants who cited all the four modes
of HIV transmission mentioned above. Sexual interse and sharing contaminated sharp
materials were the most commonly known modes of H&vismission reported by 98.8%
of the participants who provided multiple responsé&€mn the other hand, transmission of
the virus from HIV positive mother to child and éeted blood transfusions were the least

known modes of transmission because it was repbstenhly 37.8% of the respondents.

Concerning knowledge about HIV prevention mechasjssignificant proportion (98.0%)
of the participants knew a minimum of one mechan@npreventing HIV transmission.
However, the knowledge of reasonable proportion0®%2 of the children and youth was
limited only to a maximum of two prevention meclsmns, out of five possible answers
given in the questionnaire: (1) abstinence (2) péaithful (3) condom use (4) prevention
of mother to child transmission and (5) avoid ussh@rp materials contaminated by HIV.
About 22.0% and 17.5% of the study participantsidaite three and four of the above-
mentioned prevention mechanisms respectively. & ardy 16.5% who knew all the five

means of HIV prevention stated above.
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Using condom as a means of preventing HIV transonswas documented among the
significant proportion (90.3%, n=177) of the malkildren and youth who reported
knowing any HIV prevention mechanism. About 68.9%d &61.2% of the respondents
included avoiding use of contaminated sharp mdseaiad being faithful as mechanisms of

HIV prevention in their responses.

Knowledge about ABC (Abstinence, being Faithfull and Condom Use): The study also
assessed the knowledge and awareness of the stmtiigigants about ABC. The study
found out that 34.2% were able to indicate all theee components and nearly 21%
mentioned condom use and faithfulness only. Infigamt proportion (5.6%) combined
condom use and abstinence in the responses abmiutktitowledge of HIV prevention
mechanisms. What was generally observed fromdgponses is that except condom use
and avoiding use of contaminated sharp materiaésyest of HIV prevention mechanisms

were not widely known by the study participants.

When asked about the ways of knowing one’s HIVustathe majority (85.5%) identified
blood testing as the only mechanism. Thirteen gigehts (6.5%) believed that HIV status
of a person could be determined by observing hisfbieysical conditions. Those
respondents who replied both blood testing and ipAysbservation accounted for only

five percent.

Knowledge and understanding of street childrenymdh about HIV/AIDS seemed to be
shallow and inconsistent. Such a low level of kremge about HIV/AIDS among street
children has also been observed in other many gearguch as Malawi (Mandalazi et al.,

2013).
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4.6.4. HIV/AIDS Practice and Behaviour

Nearly three-fourth (73.5%) of the male street digih and youth were tested for HIV.
Rate of HIV testing is significantly high amongesit boys compared with the rate among
other young men in the general population whictoanted for only 35.6% (CSA, 2011).
According to their response, those respondents rvelported their test result as HIV
positive accounted for 9.7% (n=14). This meansr#te of self-reported HIV prevalence
among the study participants was 9.7%, excludimgréspondents (6.9%) who were not
willing to disclose their status. The proportiohHIV positive young men (aged 15-24
years) in the general population in Ethiopia wasreded at 0.2% (CSA, 2011). In other
words, the HIV prevalence among the participanttefcurrent study is 48.5 times higher
than the prevalence among young men in the gepemllation. However, since it is not
clinically confirmed, it may be difficult to takée¢ self-reported data as a true prevalence of

HIV among the study participants.

The key informant who is well-versed of streetismAiddis Ababa stated that some of the
street children in the Rehabilitation Project wereART although adherence remained to
be a critical challenge. “Many HIV positive stregtildren in the Project failed to take the

ART on regular basis,” according to the key infontiaterview.

Other studies in different parts of the world afssed high HIV prevalence among street
children and youth. For example, a study in Negmal the USA respectively documented

20 and 10 times higher HIV prevalence among stthétiren than the prevalence in the
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general population (UNESCO, 2006 and Walter 1998)Brazil, there was an estimated

35.0% HIV prevalence among street children (Bo2a§3).

Table 4.6: Practice of HIV Testing and Self-Remrted HIV Status of the Study Participants

Variables Responses Frequency | Per cent
Have you ever tested for Yes 147 73.5
HIV? (N=200)
No 53 26.5
Total 200 100
Have you known the result Yes 145 98.6
of your HIV Test? (N=147)
No 2 1.4
Total 147 100
HIV Negative 121 83.4
What was your test result? HIV positive 14 9.7
(Self-Reported HIV Status)
(N=145) Not willing to disclose 10 6.9
Total 145 100
Fear of knowing the test result 14 26.4
Ignorant of where to go for 3 5.7
testing
What was your reason for
not having been tested for Little or no concern about HIV 8 15.1
HIV? (N=53)
Have no any risk of HIV 23 43.4
Others 2 3.8
Multiple reasons stated above 3 5.7
Total 53 100
Yes 168 84
Are you willing to undergo No 19 9.5
HIV testing in the future?
(N=200) Not decided 13 6.5
Total 200 100

SOURCE:Results of own survey data analysis, 2013
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The main reasons for not undergoing HIV testingep®rted by the participants were: low
risk perception (43.4%), fear of knowing own HI\attes (26.4%), little or no concern
about HIV (15.1%) and lack of information as to wééo get tested (5.7%). When asked if
they are ready for HIV testing in the future, 848&168) showed readiness to get tested

any time. The rest 9.5% were not willing while tleenaining 6.5% did not decide yet.

The study also revealed that 86.2% (n=125) of tleually active respondents used
condoms. Less than fifty percent (47.2%) of thepoaslents expressed that they were
mostly using condoms. Those respondents who usedoots very rarely accounted for
13.6%. It was only 39.2% (n=49) of the sexuallyihaciparticipants who claimed to use

condoms consistently during each and every sex.

The qualitative data from the FGDs with street adt@h and youth indicated that many
street children and youth were aware of the impagaof condom in preventing HIV
infection. However their practice in using condoansistently and properly was limited.
As indicated in the following statements quotedhfrthe FGD participants, some street
boys even did not want to use condoms at all, @g élired: “.... | personally know four or
five street boys who never use condoms at all. Mnene not conformable to use condoms.

Even, some may go to business women with condomtghby do not use it actually.”

There is consistency between the findings of threeot study and that of previous studies
as far as condom use among street children is ooedeln Nepal, for instance, 87.0% of
street boys did not use condoms during their lagual intercourse (UNESCO, 2006).

Various purposes of using condoms by respondents also documented. Slightly more
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than half (50.4%) of the respondents used condomslynfor HIV prevention. Other
purposes were prevention of other STIs (1.6%) amdgntion of unwanted pregnancies
(2.4%). The proportion of respondents who repottetiave used condoms for more than

one purposes was 45.6%.

The respondents also cited certain factors thabdimged them from using condoms. The
most common factors were perception of condom baraer to sexual pleasure (23.5%)
and trust on sexual partners (23.5%). Such fa@snsaving no interest to use condoms at
all, lack of partner’'s consent, financial consttaito buy condoms and being ashamed of
buying condoms, all together constituted 20.1%heffactors for not using condoms. Table
4.7 shows information on the practice and perceptib respondents regarding condom

use.

Still less than one-third (30.6%) of the respondeatgued that they had sex without
condoms due to the influence of alcoholic drinkke Tole of substances and alcohols in
hindering protected sex has also been documentsiidiies conducted in Ethiopia (Getnet

Mitike and Melese Tamiru, 2008).

The study participants were similarly asked abdgirt attitude towards HIV positive
people. As shown in the Table, 23.1% of the studyg was not willing to share the same
dish and 13.6% showed reluctance to shake hantsPAitlV. The respective 3.5% and
4.0% of the male street children and youth weresnot to share the same dish and shake

hands with PLHIV.
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Table 4.7: Practice and Perception of Sexuallydive Study Participants about Condom Use

Variables Responses Frequency Percent
Yes 125 86.2
Have you ever used No 20 13.8
condoms (N=145)
Total 145 100
Consistency of using Use condoms whenever having sex 49 39.2
condoms (N=125) :
Use condoms most of the times 59 47.2
Use condom rarely 17 13.6
Total 125 100
HIV Prevention only| 63 50.4
Prevention of other STIs only 2 1.6
Reported Purposes Prevention of pregnanc 3 2.4
of using condoms by
respondents Three of the above 21 16.8
(N=125) Two of the above 36 28.8
Total 125 100
Perceiving condom as barrier to sexual
pleasure
23 23.5
Trust on sexual partner 23 23.5
Reasons for nat The influence of alcohal 30 30.6
using or inconsistent
use of condoms by Lack of partner’s consent 5 5.1
ts (N= - . .
respondents (N=98) Financial constraints to buy condoms 1 1
Feeling ashamed of buying condoms 2 2
Lack of interest with no clear reasi 12 12.2
Combination of two or more of the aboye
factors
2 2
Total 98 100

SOURCE Own survey results, 2013
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A considerable proportion (34.2%) of study partacifs expressed their unwillingness to be
taken care of or served by HIV positive persons auddo were not able to decide. On the
other hand, the large majority (87.9%) reportedimghess to provide care and support to

any family members or friends who were AIDS pasent

Table 4.8: Attitude of Study Participans towards People Living with HIV

Variables Response Frequenc | Percen
Yes 14€ 73.2
Are you willing to share the same dish with |an No 46 23.1
HIV positive people? (N=199)
Not sure 7 3.5
Total 19¢ 10C
Yes 164 82.£
Are you willing to shake hands with HIV positi No 27 13.¢
people? (N=199)
Not sur¢ 8 4
Total 19¢ 10C
Yes 12C 60.2
Are you willing to be taken care of or served No 68 34.2
HIV positive people? (N=199)
Not surt 11 5.8
Total 19¢ 10C
Yes 17¢& 87.¢
Are you willing to provide care and support to No 14 7.1
HIV positive family members or friends? (N=194
Not surt 10 5
Total 19¢ 1C

SOURCE:Own survey outputs, 2013
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It was only 7.1% of the respondents who reportedbeoeither reluctance or un sure to

provide care and support for their HIV positive fgnmembers.

Regarding self-risk perception, the study alsonaiied to measure the extent to which male
street children and youth perceived themselvestuuinerable to HIV infection. The large
majority (71.5%) of the respondents had the opinih@t male street children and youth were
vulnerable to HIV. Nearly, one-fifth (19.0%) of thedid not perceive any risk, and the rest,
9.5% were not certain. Over half (55.0%) of theporsients stated that they knew HIV

positive street boys.

The FGD participants also had the same perceptmmutavulnerability of male street
children and youth to HIV. Many of them also repdrtto have known at least one HIV
positive street boy. They expressed their witneasdsllows:

.... | know many HIV positive street children, andeoof them was my friend. He used to
take alcohol every day. There was no single daywieedid not get drunk. In cases where

he had no money, he drank even with credit. He teradly became infected with HIV and
started taking ART (A 16-years old participant i@GD).

When asked directly about themselves, more thanthirg (35.0%) of the survey
respondents replied that they were at risk of Hif¥ection, while about two-third (65.0%)
never thought of any risk of HIV in their past Isze The main reasons for perceived risk of
HIV infection, as reported by respondents, wereirigagex with multiple partners (15.7%),
having had sex without condoms (15.7%), sharingpsheaterials and tools that might have
been contaminated with the virus (21.4%), unfaithfexual partners (2.9%) or a

combination of two or more of the above-stateddex{44.3%).
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There is also evidence that show street childresh youth prefer to avoid talking and
thinking about HIV. Due to the present hardshipdife on the streets, some were quite
desperate about their future and did not want towberied about HIV. The following
expressions were taken from one of the FGD paditg “When | was on the street, | never
worried about tomorrow. It didn’t make any diffecenwhether | live or die. .... As a street
boy, | did not want to think about HIV/AIDS. Thimg of HIV/AIDS on the street was
nothing, but adding more frustration to the alreadisting stress of street life” (a 20 years

old FGD participant).

4.7. Duration of Stay on the Street and Exposure to RksBehaviours

Data analysis using cross tabulations was run @eroto check association or correlation
between length of life on the street and otherfi@cthat may increase risks to HIV infection.
The factors examined in the cross tabulation inelade at first sex, number of life time
sexual partner, experience of homosexuality, usdoohol and other substances, the habit of
watching pornography, sexual intercourse with femsgx workers, knowledge about and
experience in STIs, exposure to HIV education, &l as HIV/AIDS related awareness,
knowledge and practices. The cross tabulation amatyzed by grouping respondents into
two categories: (a) those respondents who hayedtan the street for two years or less and,;

(b) those respondents who have been on the stogetore than two years.

There were strong relations between duration & bh the street and HIV/AIDS risk
behaviours or exposure to vulnerability factorso3énrespondents who had longer duration

of stay on the street were more likely to develgk behaviours and/or experience risk
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factors than those respondents with smaller numbisgars on the streets. For example,
those street boys who have stayed two years angeatio the street were more sexually
active (81.5%) than those respondents with less tilva years of life on the street (60.5%).
Similarly, age at first sex decreases with thegase in the duration of street life. It was only
26.5% of street children who stayed two years g8 @n the street who started sex before the
age of 16, whereas the proportions for those witlenthan two years of stay on the street
was nearly double (48.4%). Respondents with lorgjay on the street also had larger
numbers of lifetime sexual partners than those wtayed shorter. Involvement in and
exposure to homosexuality and sexual abuse, alcahdl substance abuse, chance of
infections with sexually transmitted diseases aablits of watching pornographic films

increased as the children and youth continueddivaim the streets.

On the other hand, awareness and knowledge ab&/AHIS and risk factors, as well as
the practice of taking protective measures appeiarde decreasing with the increase in the
number of years passed on the streets. The miakt shildren and youth with a maximum
of two years of life on the street were better infed about the transmission routes and

prevention mechanisms of HIV/AIDS than others.

Consistent use of condom was relatively higher aym@spondents with shorter duration of
stay on the street than respondents who staye@iloMpreover, the respondents with more
than two years of life on street constituted largesportions of people with self-reported
infections with STIs and HIV positive status. Tiable below provides comparative data on
duration of respondents on the street versus ¢xpiosure to risk behaviors and vulnerability

factors.
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Table 4.9: Total Number of Years Lived on the Streieand their Experiences in

HIV/AIDS Risk Behaviors and Vulnerability

Number of years
lived on the street

. . 2 years Above
Proportion of Male Street children and youth who: and less | two years
Were sexually activ 60.t 81.t
Started sexefore the age of 1 26.5 48.¢
Had more than one life time sex partn 36.7 71.1
Believed homosexuality is practiced among malesstkildren and yout 32.2 62.2
Ever practiced homosexuali 2 4
Reported to consume alcol 66.7 87.¢
Use hab forming substances such as chat, cigarette, G8hjsha 46.¢ 77.%
Benzine
Had the habit of watching pornographic fi 50.¢ 72.2
Went for sex with commercial sex worker after viairig sex film: 76.7% 90.2
Ever heard of Sexually Transmitted Infens 80.2 88.2
Ever been infected with S 15.2 22.2
Ever attended any form of education about HIV/ A 49.4 46.€
Were able to mention all possible ways HIV trarssiain given in th 29.¢ 24.2
guestionnaire
Were able to mention more than two pose ways of HIV transmissio 19.¢ 14.c
given in the questionnaire
Reported their sereported HIV positive statt 5.€ 13.¢
Reported to use condom consiste! 53.t 32.1
Ever failed to use condom due to the influencelastel 25.¢ 32.¢
Perceived temselves at risk of HlI 18.t 46.2

SOURCEurvey outputs, 2013
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It also appeared that as the duration of stayrerstreets increase; the opportunity for street
children and youth to know about HIV/AIDS from fdies, schools and communities got

diminished.

Information from FGD participants also confirmedatthras they continued living on the
street, the male street children and youth becaespeatate about their current and future

lives. They rather engaged in risky sexual behasgiand practices.

4.8. Interventions against the Spread and Impacts of HIYAIDS on Street
Children in Addis Ababa

The key informant interviews (KII) conducted witlkperts at HIV/AIDS Prevention and
Control Office and Labour and Social Affairs Burezuthe City Government dealt with any
interventions against the spread and impacts ofefhdemic among street children. The

findings of the study on this particular issue presented.

According to the explanation of the key informathig HIV/AIDS Prevention and Control
Office (HAPCO) of the City Government recognizeckst children and youth as one of the
groups, especially vulnerable to HIV/AIDS. Unprtr sex, exclusion from the
mainstream community and low risk perception wegorted as some of the factors which

aggravated vulnerability to HIV/AIDS among strebildren and youth in the City.

Recognition of street children and youth as a gnith high risk of HIV infection was a
step forward by itself. However, there was no enadethat such recognition was supported
by appropriate interventions to reduce vulnerapiind mitigate impacts of HIV/AIDS

among street children. Existing interventions asther characterized by irregular
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Behavioural Change and communication (BCC) Campaitmough distribution of
materials with HIV/AIDS messages. According to tharticipant of the KIl at Addis
Ababa HAPCO, the interventions were not consideasdsufficient and effective as
compared with the degree of vulnerability of streleildren to HIV/AIDS in the City. In
the views of the KIl participant, success was beiegistered in the prevention of
HIV/AIDS among the general population, yet thereswe evidence to claim that this

achievement applied to the MARPSs, including stobdtren.

From the key informant interview with the experttlag¢ City’s Labour and Social Affairs

Bureau, it was found out that HIV/AIDS was not agietgly integrated into the street
children rehabilitation project. The RehabilitatiBroject focused more on skills training
and income generation activities, compulsory sajimgunseling for confidence building
and familiarization with the policies and strategef the Government. The Project also
provided the street children and youth with brie&lth education focusing on hygiene and
sanitation promotion with the aim of preventing anytbreak of communicable diseases.
HIV/AIDS related works were more of occasional cangps aimed at mobilizing street

children in the Projects towards VCT.

Both Labour and Social Affairs and HIV/AIDS Previent and Control Offices of the City
had the view that little was done to address thé#isdmmensional problems of HIV/AIDS

among street children, while they were either oe #treet or in the process of
rehabilitation. Some of the challenges and drakdan relation to existing interventions

against the spread of HIV/AIDS among street childrad youth included:
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» Frequent mobility of street children and youth frame town to another which made

prevention and treatment programs difficult;

* Lack of research based data on most important He¥ factors specific to street

children;

* Lack of comprehensive and targeted interventiorst tbok the realities of street

children and youth;

» Lack of coordination and networking among differantors, including NGOs working
on street children and HIV/AIDS,;

» Existing interventions were sporadic that lackednticwity and systematic

documentation of lessons and processes; and

» Absence of systematic mapping on the number, gituatand overall background of
street children in the City of Addis Ababa.

In general, both the quantitative and qualitatimeihgs which have so far been discussed in
this chapter show that street children and youtb pérticipate in the study are very close to
HIV/AIDS risk factors and behaviours. The circunmsta they are living in and their lack of

access to HIV prevention, as well as treatmentcand services place the street children and

youth at high risks of HIV infections and high I&éeé susceptibility to its impacts.
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CHAPTER FIVE
CONCLUSION AND RECOMMENDATIONS

5.1. Conclusions

The research on the vulnerability of male streeldodn and youth was conducted on a
total of 200 street boys aged between 15 and 2ésyedno were gathered from all sub-
cities of Addis Ababa and admitted to socio-ecoromghabilitation project through
cobblestone production in Yeka sub-city of AddisaBh City Government Administration,

Ethiopia.

Most male street children and youth are school alitgp mainly at primary level of
education. One of the exceptional findings of ttisdy is that dropouts and graduates
from colleges and universities are joining streatough their numbers are insignificant.
Many of the male street children are categorizettlaitdren of the street” and had no roots
in the city, as many of them were migrated fromeotbtities and towns outside of Addis
Ababa. Thus, children with urban origins are mdkely to join streets than children from

rural areas.

The phenomenon of street children is strongly aaset with death of patent. It also

appeared that many children tend to join stredes #fieir ages of 15. Poverty and lack of
parental care and protection at home are the raoses for the study participants to
become street boys. Street boys preferred staset®ping mechanisms for the hardships
of life at home due to parental death, povertyamklof peace and protection at home.

Many leave homes for search of jobs, in times ddixror conflicts within the family.

78



However, there is no one single factor respondida¢he coming out of children and youth

into the streets; and the factors are rather mMalépd acing simultaneously.

In thestudy, it is also concluded that male street chiidand youth in the city of Addis
Ababa become sexually active at their early teess.aghey experience their first sex with
female sex workers, shortly after they startechtivon the streets. Pornographic films play
significant roles in driving many male street chald and youth into sex. It is hardly
possible for the male street children and youtthdwe regular sexual partner, even on
temporary basis. Multiple sexual partnerships #rerefore, one of the features of sexual
behaviors of male street children and youth. Teekual networks and contacts are diverse
and multiple. Starting sex at early ages, fregsex with female sex workers together
with the overall distressing circumstances of s$tide are some of the factors that

influence the study participants to engage in rpldtsexual partnership.

For street boys, streets are not only the placegot and live, but also the grounds for
learning and exercising new sexual practices. eeBtboys in Addis Ababa engage in
homosexuality, and in most cases, they start thetipe as victims of rape, and gradually
they accept the act as a normal practice. Homeadigxualso takes place in the form of
transactional sex in exchange of financial, makeniaother forms of benefits. Street boys
are being targeted by men who have sex with mesedins that the phenomenon of street
children, in the city, is becoming a ground for axpion of homosexuality and other risky
sexual behaviors. There is also an emerging triesidstreet boys in Addis Ababa are being

objects of sexual indulgence for women as well. Eosv, the street boys tend to take this
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as an opportunity, mainly because of the finanaiadl material incentives involved in

exchange for sex with the women.

Consumption of alcohol and other habit-forming sabses is part of the daily routines of
male street children and youth. For many of stlests, use of alcohols and substances
usually followed by sexual intercourse mainly wimale sex workers. The behavioral,
health and other consequences of these habitsither @nrealized or ignored by the

children and youth.

The prevalence of self-reported infractions withisSdmong the street boys is very high
(18.3%). Nevertheless, their healthcare seekingwehand practice for treatment of STIs
is very low. Their knowledge about the transmissimodalities and prevention

mechanisms, however, lacks clarity and it is chieraaed by misconceptions.

The male street children and youth are quite in&mnof HIV/AIDS. However, their
knowledge and understandings are shallow, suparfand inconsistent, mainly with
regard to the modes of HIV/AIDS transmission andvpntion mechanisms. Abstinence
and faithfulness are not practically taken as MIDS prevention mechanisms among the
study participants. Condom is perceived by mamgestooys as a barrier to sexual pleasure.
Consistent use of condoms by street boys is affelayelow risk perception behavior and
the influence of alcohol and other substances. Mznynem do not think that they have

ever been at risk of HIV infections in their lifete. In a nutshell, the level of awareness
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and information of the male street children andtlgaabout HIV/AIDS are not supported

by comprehensive knowledge, appropriate practindschanges in behavior.

This study also concludes that male street chil@mah youth in Addis Ababa experience
considerably high level of vulnerability to HIV mdtion. The rate of self-reported HIV
prevalence among the male street children and ysuéh7%, which is nearly 49 times
higher than the prevalence for other young men dafg-24 years) in the general
population. Although subject to further researithmay be difficult to take this self-

reported data as conclusive evidence and as aptewalence of HIV among the study

participants, as it was not clinically confirmed.

The factors that place male street children andhyatigreater risk of acquiring HIV/AIDS
are multiple and compounded which act jointly amduitaneously. The most common
HIV/AIDS risk factors and conditions include limiteknowledge about HIV/AIDS in
general and prevention and transmission mechanismparticular, multiple, unprotected
and concurrent sexual partnership in most casds pvitstitutes, low risk perceptions,
alcohol and substance abuse, frequent infectiotis $idls, practice of homosexuality and
sexual violence and high degree of mobility. Trek factors are related to the very nature
and circumstances of street life experienced bystreet boys. Poor access to HIV/AIDS
prevention, treatment and care services also ntakes vulnerable to the epidemic and its
impacts. As the street boys continued living om skreet, their likelihoods of exposure to
these risk factors significantly increases. Thegtnthe duration of life on the street, the
more street boys become desperate about theirefutamd the lesser they are concerned

with HIV/AIDS.
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In Addis Ababa, the interventions against the spiefahe epidemic among street children
are considered insufficient both in scope and &ffeness. The interventions so far are
characterized by fragmented and short-term actwaitis lack of research based data, in
adequate coordination and networking among stallemg| limited access to preventions,
treatment and care services and absence of targeésdentions. The national successes
being registered in reducing the spread of HIV amtigating its impacts among the

general populations have little or no trickledowifeets on children and young people

living and working on the streets .

5.2. Recommendations

As it is found out from this study, the factorstteaacerbate the vulnerability of male street
children and youth to HIV/AIDS are multiple and cplinated. This shows any
interventions towards protecting street childred gouth from HIV/AIDS and its impacts
should be holistic both in approach and practicghithis general framework and based
on the findings of the study, therefore, the red®ar suggests the following specific

recommendations.

It is noted that althougthe male street children youth have a good demifofmation and
awareness about HIV/AIDS, they critically lack cbanin behavior and practices.
Therefore, it is crucial to design and implemenéldy HIV/AIDS programs that ensure
comprehensive knowledge and appropriate changehavor and practice among street
children and youth.  While awareness is imporgaatt of HIV prevention programs,

changes in HIV-related risk behaviors is the mogiart outcome (Podschun, 1993).
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On top of preventive programs, it is also cructairtensively work towards mitigating the

impacts of the virus on HIV positive street childrand youth through creating adequate
access to ART and treatment of opportunistic indest together with other psycho-social
supports. The study also recommends the need fwvative approaches to ensure

adherence to ART among HIV positive street children

Any efforts against the spread of HIV among stikeldren and youth should be able to
incorporate strategies to address such risk fa@sralcohol and substance abuse, other
sexually transmitted infections; the practice ofrfogsexuality and other undesired sexual

behaviors prevailed in the population under study.

It is significantly important that HIV/AIDS preveoh, care and treatment interventions
for street children and youth should start with g@o understanding of their unique
situations and the circumstances they are livind s would help not only to design and
implement targeted interventions that can effetfiaeldress the root causes as well as the
specific needs and problems of street childrenaad to make them part of the solution.
Tailored interventions are believed to be effectivaneet the specific needs and HIV risk

profile of street children and youth (Greenberg Biedimann, 1998).

The focus and scope tfie ongoing rehabilitation programs being implerednby the
Labor and Social Affairs Bureau of Addis Ababa C@@épvernment Administration need
not be limited to economic rehabilitation of theest children and youth. It is rather
recommended the rehabilitation should be as comepete as possible, addresses such

issues as HIV/AIDS, alcohol and substance de-addicsexual and reproductive health,
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behavior modifications and correctional rehabiitas. The probability of achieving
positive outcomes is maximized by combining a nundfecomponents in rehabilitating
programs (Mcguire, 2001). This requires multi-gpnary approach involving
professional from the fields of social work, sooy, psychology, health, education and

training, economics, social administration.

The findings of the study also suggest that enguggal protection of street children and
youth against sexual exploitations, trafficking awttier forms of abuse helps to reduce
their vulnerability to HIV/AIDS. Therefore sengiting law enforcement agencies to
provide protection of the rights of children in geal and protection of street children in
particular, against sexual exploitation is fundataben Protection of street boys from
sexual abuse can also contribute towards prevemiiegemergence and spread of new

sexual behaviors such as the practice of homoséxaalone of HIV risk factors.

Peer influence among street children is high, amch san influence can lead to both
positive and negative outcomes (Greenberg and Newni®98). It is therefore beneficial
to capitalize on the positive aspect of the peduémce as an opportunity for behavior
change communication among street children andhydotvards HIV risk reduction

behaviour. Andrew Malekoff (2004) emphasizes tieping people to explore their own
strengths to improve their own situations is not aption for social workers but an

obligation.

The long-term and sustainable solution for preventhildren and young people from

HIV/AIDS as the result of their engagement in dtide could be tackling the underlying
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causes of the street phenomena itself. As notddnoversity of California San Francisco
[UCSF] (1994), it is hardly possible to conduct Hpfevention among street people
without tackling the bigger issue of homelessneRserefore, the need for child-protection
based integrated community development and familga@verment programs are critically

important.

In order to effectively address the problem of &trehildren and HIV/AIDS all actors
including relevant government ministries at diffgtréevels, local and international NGOs,
faith based and community based institutions n&®dwork in  networking and
partnerships. This would help the stakeholdersréadien the scopes of their intervention,
share experiences, mobilize recourses, tackle erigdls together and maximize their

powers for influencing policies and practices.

Finally, the researcher recommends further studiasthe social epidemiology of
HIV/AIDS among street children and youth to haveéicklly confirmed data on the
prevalence of the epidemic among the study pomumatComprehensive Social Work,
behavioural and sociological research on the sdemeographic, risk factors and overall
situations of street children and youth are stillcal to feed practitioners, researchers,

policy makers and program designers, and evenrtbelkedge reservoir.
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