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EXECUTIVE SUMMARY
According to the recent statistics, migration has become a major driving force of the HIV
epidemic in Armenia affecting not only the male seasonal migrants but also their spouses left
behind. While there is a large body of cross-national literature devoted to studying the risks for
sexually transmitted infections (STI) and HIV among male migrants, the left-behind marital partners
of the latter are rather understudied. To address the growing concerns about the HIV/ STI
vulnerabilities surrounding male labor migrants’ marital partners, this study aimed to examine their
risk profiles and to produce recommendations for evidence-based and culturally-grounded riskreduction interventions targeted at this population segment. The study consisted of three major
components: review of existing policies, regulations and interventions aimed to address HIV/STI
risk of migrants and their spouses; secondary analysis of data collected by a nationally
representative survey of male labor migrants’ and non-migrants’ marital partners (n1=816 – “study
population” and n2=418 – “control population” respectively); and qualitative study including focus
group discussions (FGDs) with migrants’ and non-migrants’ wives and interviews with HIV
prevention program implementers. The research questions addressed in this study were as follows:
How is the HIV/STI-risk of Armenian migrants and their marital partners addressed in national
HIV/STI-related policies, programs and interventions? Are there statistically significant differences
in HIV/STI risk profiles of study and control populations? What are the psychosocial factors
correlated with Armenian women’s HIV/STI-protective behaviors (e.g., HIV testing and condom
use) which could be addressed by appropriate structural or behavioral interventions? What are the
most vulnerable groups of women which should become the targets of HIV/STI prevention
interventions? How the traditional gender roles and gender power imbalances influence the HIV/STI
risk of migrants’ marital partners?
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The review of existing policies, regulations and interventions aimed to address and research
studies aimed to investigate the HIV/STI risk of migrants and their families showed that recently
there has been a considerable progress in the development and implementation of HIV/STI
prevention programs targeted at these population segments. However, it was found out that while
the programs targeted at male migrants were based on a large body of cross-national literature
devoted to investigation of their HIV/STI risks, similar studies focusing on HIV-risk of their leftbehind marital partners were scarce. Meanwhile, the surveys conducted in Armenia indicated a
disadvantaged position of Armenian women in political and economic life as well as their
vulnerability to multiple forms of violence which, coupled with the results of cross-national research
demonstrating the correlation between the latter and the elevated HIV/STI risks of women,
confirmed the assumed HIV/STI vulnerability of the study population.
Statistical analyses of quantitative data were performed through bivariate and logistic
regression methods. The results of bivariate analysis demonstrated that migrants’ wives compared to
non-migrants’ wives were noticeably disadvantaged economically, as well as in terms of their
perceived health condition which, in turn, translated into higher number of abortions and lower
proportion of respondents willing to have more children in the former group. The bivariate analysis
also demonstrated that the prevalence of the majority of measured protective behavioral and
psychosocial factors was very low in both groups of female respondents. The logistic regression
analysis aimed to identify the study population’s potentially modifiable psychosocial HIV/STI
protective factors which could be addressed by preventive interventions while controlling for nonmodifiable demographic and socio-economic factors. However, since the study and control
populations were almost equal in terms of their HIV/STI-risk profiles, they were both included into
the logistic regression analyses. The results of the latter demonstrated that the knowledge about, the
access to and the utilization of HIV/STI consulting services, the perceived need for more
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information about HIV/STI-related issues as well as the higher health-related decision-making
power of participants and self-confidence in sexual communication, in various combinations with
socio-demographic factors and with each other were all positively associated with the majority of
measured protective behaviors (e.g., condom use and HIV-testing) and psychosocial outcomes such
as the good knowledge about HIV/STI issues, the more tolerant attitude towards PLWHA, and the
higher HIV- and STI-risk perceptions. The majority of the latter, in their turn, was positively intercorrelated and in various combinations predicted HIV testing and condom use as well as each other.
These findings are consistent with theories of behavior change and with the previous literature
suggesting that favorable change of HIV/STI protective behaviors starts with awareness-raising,
changing attitudes, developing adequate HIV- and STI-risk perceptions, empowering women and
enabling them to practice protective behaviors. The importance of focusing the future interventions
on favorably changing the HIV/AIDS-related attitudes and empowering women was confirmed by
the qualitative findings suggesting that the reluctance of migrants’ wives to practice protective
behaviors such as condom use and HIV testing could be explained by extremely negative HIV/AIDS
related stigma and fear of stigmatization, as well as by gender inequality and lack of power among
migrants’ wives to make HIV-risk reducing decisions. Another finding of the logistic regression
analyses was that among the entire female population of the study, the most vulnerable group wais
represented by those who were poorer, lived in rural areas, were less educated, and had not been
employed at least a short period within the last three years.
The findings of this study are very important. Based on them, it could be recommended that
in order to improve the factors that could protect from STI/HIV the marital partners of Armenian
male labor migrants, all kinds of HIV/STI awareness-raising, empowering and behavioral
interventions, as well as interventions aimed to encourage and enable HIV testing should be
escalated. Following the results of this study and targeting culturally appropriate HIV prevention
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interventions at less educated, unemployed and poor migrants’ wives living in rural areas, the
increasing rates of HIV infection in Armenia could be curtailed.

ՀԱՅ ՍԵԶՈՆԱՅԻՆ ԱՇԽԱՏԱՆՔԱՅԻՆ ՄԻԳՐԱՆՏՆԵՐԻ ԿԱՆԱՆՑ ՄԻԱՎ/ՍՃՓՀ-ՆԵՐԻ
ՌԻՍԿԻ ՀԵՏ ԿԱՊՎԱԾ ԳՈՐԾՈՆՆԵՐԻ ՀԵՏԱԶՈՏՈՒԹՅՈՒՆ և ՌԻՍԿԸ
ՆՎԱԶԵՑՆԵԼՈՒՆ ՈՒՂՂՎԱԾ ԱՌԱՋԱՐԱԿՈՒԹՅՈՒՆՆԵՐԻ ՄՇԱԿՈՒՄ

Հետազոտության ամփոփագիր
Ըստ վերջին վիճակագրական տվյալների, աշխատանքային միգրացիան դարձել է
Հայաստանում մարդու իմունային անբավարարության վիրուսի (ՄԻԱՎ) համաճարակի
գլխավոր շարժիչ ուժերից մեկը, որը

ազդում է ոչ միայն արական սեռի սեզոնային

միգրանտների, այլև նրանց սեռական զուգընկերների վրա: Մինչ միգրանտների ՄԻԱՎ-ի և
սեռական ճանապարհով փոխանցվող հիվանդությունների (ՍՃՓՀ) ռիսկի հետ կապված
գործոնները

համեմատաբար

ուսումնասիրությանը

լավ

նվիրված

են

ուսումնասիրված,

հետազոտությունները

նրանց

զուգընկերների

սակավաթիվ

են:

ռիսկի

Արձագանքելով

միգրանտների ամուսնական զուգընկերների ՄԻԱՎ/ՍՃՓՀ-ների նկատմամբ խոցելիության հետ
կապված աճող մտահոգությանը, այս հետազոտությունը նպատակ ուներ ուսումնասիրել
վերջիններիս ռիսկի նկարագիրը և մշակել առաջարկություններ` բնակչության այդ խմբին
ուղղված գիտականորեն հիմնված և մշակութային առանձնահատկությունները հաշվի առնող
ռիսկի նվազեցման միջամտություններ իրականացնելու համար: Հետազոտությունը բաղկացած
էր երեք հիմնական բաղադրիչներից, որոնք հետևյալն էին. միգրանտների
զուգընկերների ՄԻԱՎ/ՍՃՓՀ-ների ռիկի նվազեցմանը նվիրված

և նրանց

առկա քաղաքականության,

կանոնակարգերի և միջամտությունների ուսումնասիրություն; աշխատանքային միգրանտների
և ոչ միգրանտների ամուսնական զուգընկերների` երկրի մասշտաբով ներկայացուցչական
խմբերի (N1 = 816 և N2 = 418 համապատասխանաբար) հարցման տվյալների երկրորդային
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վիճակագրական վերլուծություն; և որակական ուսումնասիրություն, այդ թվում` միգրանտների
և ոչ միգրանտների կանանց հետ քննարկումներ ֆոկուս խմբերում և հարցազրույցներ
ՄԻԱՎ/ՍՃՓՀ-ների ռիկի նվազեցման ծրագրեր իրականացնողների հետ: Հետազոտության
նպատակն էր պատասխանել հետևյալ հարցերին. որքանո±վ են արդյունավետ միգրանտների և
նրանց զուգընկերների ՄԻԱՎ/ՍՃՓՀ-ների ռիկի նվազեցմանը նվիրված
իրականացվող

քաղաքականությունը,

ՀՀ-ում առկա /

կանոնակարգերը և միջամտությունները; արդյո±ք

գոյություն ունեն վիճակագրորեն հավաստի

տարբերություններ

միգրանտների

և ոչ

միգրանտների ամուսնական զուգընկերների միջև` ըստ նրանց ՄԻԱՎ/ՍՃՓՀ-ների ռիսկի
նկարագրի; որո±նք են Հայաստանի կանանց ՄԻԱՎ/ՍՃՓՀ-ների առումով պաշտպանական
վարքագծերի (օրինակ`ՄԻԱՎ թեստավորում և պահպանակի օգտագործում) հետ կապված
հոգեբանական և սոցիոլոգիական գործոնները, որոնց վրա կարելի է ազդել համապատասխան
կառուցվածքային կամ վարքագծային միջամտությունների միջոցով; որո±նք են կանանց առավել
խոցելի

խմբերը,

որոնք

պետք

է

դառնան

ՄԻԱՎ/ՍՃՓՀ-ների

ռիսկի

կանխարգելման

միջամտությունների թիրախներ; և ինչպե±ս են ավանդական գենդերային դերերի ընկալումը և
գենդերային անհավասարությունը ազդում միգրանտների կանանց ՄԻԱՎ/ՍՃՓՀ-ների ռիկի
վրա:
Միգրանտների և նրանց զուգընկերների ՄԻԱՎ/ՍՃՓՀ-ների ռիկի նվազեցմանը նվիրված
ՀՀ-ում առկա / իրականացվող քաղաքականության, կանոնակարգերի և միջամտությունների
ուսումնասիրությունը ցույց տվեց, որ այդ բնագավառում վերջերս նկատվել է զգալի առաջընթաց:
Սակայն, մինչ միգրանտների համար մշակված ծրագրերը հիմք են ընդունում բնակչության այդ
հատվածի ՄԻԱՎ//ՍՃՓՀ ռիսկերի ուսումնասիրության համաշխարհային հարուստ փորձը,
նրանց զուգընկերների ռիսկը ուսումնասիրող հետազոտությունները բավականին սակավաթիվ
են: Մինչդեռ, Հայստանում անցկացրած հարցումները ցույց են տվել հայ կանանց ոչ լիարժեք
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մասնակցությունը / դերը քաղաքական եւ տնտեսական կյանքում, ինչպես նաև նրանց
խոցելիությունը բռնության տարբեր տեսակների նկատմամբ: Վերոհիշյալ արդյունքները`
գումարվելով համաշխարհային գրականության տվյալների հետ, որոնք ցույց են տվել
գենդերային անհավասարության և հատկապես բռնության բացասական ազդեցությունը կանանց
ՄԻԱՎ/ ՍՃՓՀ-ների ռիսկի վրա, հաստատում են միգրանտների կանանց կանխատեսված ՄԻԱՎ/
ՍՃՓՀ-ների նկատմամբ խոցելիությունը:
Քանակական տվյալների երկրորդային վիճակագրական անալիզը իրականացվել է
երկչափ և լոգիստիկ ռեգռեսիայի մեթոդներով: Կանանց երկու խմբերի համեմատությունը ցույց
տվեց, որ միգրանտների կանայք` համեմատած ոչ միգրանտների կանանց հետ` բնութագրվում
էին անբարենպաստ սոցիալ-տնտեսական պայմաններով և ավելի վատ առողջական վիճակով:
Առաջին խմբի համար բնորոշ էին նաև կատարված աբորտների ավելի մեծ թիվը և ապագայում
երեխաներ ունենալու ցանկացողների ավելի փոքր տոկոսը: Երկչափ վերլուծությունը ցույց տվեց
նաև, որ հարցված կանանց երկու խմբերում էլ շատ ցածր էր հետազոտված վարքագծային և
հոգեբանական պաշտպանական գործոնների մեծամասնության տարածվածությունը:
Լոգիստիկ ռեգրեսիայի նպատակն էր բացահայտել միգրանտների կանանց` պոտենցիալ
փոփոխելի, ՄԻԱՎ/ՍՃՓՀ-ների առումով պաշտպանական հոգեբանական գործոնները, որոնց
վրա կարելի է ազդել կանխարգելիչ միջամտությունների միջոցով` միաժամանակ վերահսկելով
/չեզոքացնելով

փոփոխության

չենթարկվող

ժողովրդագրական

և

սոցիալ-տնտեսական

գործոնների դերը: Սակայն, հիմք ընդունելով երկչափ վերլուծության վերը նշված այն արդյունքը,
որ

միգրանտների

և

ոչ

միգրանտների

կանանց

ՄԻԱՎ/ՍՃՓՀ

ռիսկերի

բնութագրերը

հավաստիորեն չէին տարբերվում, լոգիստիկ ռեգռեսիայի մեջ ընգրկվեցին բոլոր հարցված
կանայք: Վերլուծությունը ցույց տվեց, որ հարցման մասնակիցների` ՄԻԱՎ/ՍՃՓՀ-ների
վերաբերյալ

խորհրդատվական

ծառայությունների

մասին

իրազեկվածությունը,

այդ
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ծառայությունների ընկալվող մատչելիությունը և իրական օգտագործումը, ՄԻԱՎ/ՍՃՓՀ-ների
մասին լրացուցիչ տեղեկությունների կարիքի զգացումը/ ընկալումը, ինչպես նաև առողջության
հետ

կապված

որոշումներ

կայացնելու

ավելի

բարձր

կարողությունը

և

սեռական

հարաբերություններին առնչվող թեմաների քննարկման ընթացքում ինքնավստահությունը`
սոցիալ-ժողովրդագրական

գործոնների

և

միմյանց

հետ

տարբեր

կոմբինացիաներում

դրականորեն փոխկապակցված էին հետազոտված պաշտպանական վարքագծերի (այն է`
պահապանակի օգտագործման և ՄԻԱՎ թեստավորման), ինչպես նաև հոգեբանական
գործոննների (այն է` ՄԻԱՎ-ի ռիսկի ընկալման, ՍՃՓՀ-ների ռիսկի ընկալման, ՄԻԱՎ-ի
վերաբերյալ

գիտելիքների

մակարդակի

և

ՄԻԱՎ-ով

վարակված

մարդկանց

հանդեպ

վերաբերմունքի) մեծամասնության հետ: Հոգեբանական պաշտպանական գործոննները`իրենց
հերթին`

դրականորեն

փոխկապակցված

էին

ՄԻԱՎ

թեստավորման

և

պահպանակի

օգտագործման, ինչպես նաև միմյանց հետ: Այս արդյունքները համահունչ են վարքագծի
փոփոխության

տեսությունների

դրույթների,

ինչպես

նաև

այլ

հետազոտությունների

արդյունքների հետ առ այն, որ ՄԻԱՎ/ՍՃՓՀ-ների առումով պաշտպանական վարքագծի
ձևավորումը սկսվում իրազեկության բարձրացումից, բացասական վերաբերմունքի` դեպի
դրականը` փոփոխումից, ՄԻԱՎ/ՍՃՓՀ-ների ռիսկերի ադեկվատ ընկալման ձևավորումից,
ինչպես նաև կանանց հզորացումից, որը հնարավորություն է տալիս նրանց կիրառել
պաշտպանական վարքագծերը: ՄԻԱՎ-ի և ՄԻԱՎ-ով վարակված մարդկանց հանդեպ
վերաբերմունքի` դեպի դրականը փոփոխման և կանանց հզորացման կարևորությունը
հաստատվեց նաև որակական հետազոտության միջոցով, ըստ որի` միգրանտների կանանց
կողմից պահպանակ չօգտագործելու և ՄԻԱՎ-ի վերաբերյալ չթեստավորվելու հիմնական
պատճառները

ՄԻԱՎ/ՁԻԱՀ-ի

հետ

կապված

չափազանց

բացասական

խարանը

և

պիտակավորվելու վախն էր, ինչպես նաև գենդերային անհավասարությունը, որը կանանց
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անզոր էր դարձնում կայացնել ՄԻԱՎ-ի ռիսկը նվազեցնող որոշումներ: Լոգիստիկ ռեգրեսիայի
մեթոդով կատարած վերլուծության մեկ այլ արդյունք այն էր, որ հարցման մասնակիցների
ՄԻԱՎ / ՍՃՓՀ-ներով վարակվելու տեսակետից ամենախոցելի խումբը ներկայացված էր
համեմատաբար աղքատ, գյուղական վայրերում բնակվող թերի կրթված կանանցով, որոնք ոչ մի
վճարովի աշխատանք չէին կատարել վերջին 3 տարիների ընթացքում:
Հետազոտության արդյունքները շատ կարևոր են: Հիմնվելով վերջիններիս վրա կարելի է
առաջարկել, որ հայ աշխատանքային միգրանտների կանանց շրջանում ՄԻԱՎ/ՍՃՓՀ-ներից
պաշտպանող գործոնները հզորացնելու համար
ՄԻԱՎ/ՍՃՓՀ-ների
կարողությունը

վերաբերյալ

հզորացնող,

հարկավոր է իրականացնել / ընդլայնել

իրազեկությունը

պաշտպանող

բարձրացնող,

վարքագիծ

որոշումներ

ձևավորող,

ինչպես

կայացնելու
նաև

ՄԻԱՎ

թեստավորումը խրախուսող և դրա համար հնարավորություններ ստեղծող բոլոր տեսակի
միջամտությունները: Հետևելով ստացված արդյունքներին և թիրախ խմբի ավանդական
մշակույթային

նորմերին

համապատասխանող

ՄԻԱՎ/ՍՃՓՀ-ների

կանխարգելման

միջամտություններ իրականացնելով թերի կրթված, աղքատ, գործազուրկ, գյուղական վայրերում
բնակվող աշխատանքային միգրանտների կանանց շրջանում,

հնարավոր է կրճատել

Հայաստանում ՄԻԱՎ վարակի աճող տեմպերը:
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1. INTRODUCTION AND RESEARCH QUESTIONS
While the number of new HIV infections worldwide drops, in Armenia this number is
increasing: As in other parts of the world, labor migration may play a considerable role in shaping
the HIV/AIDS epidemic in Armenia. A large body of cross-national literature points to elevated
risks of STI and HIV among male migrants. Meanwhile similar studies focusing on HIV-risk of their
left-behind marital partners are scarce. Given the aforementioned, potential risks of Armenian labor
migrants’ marital partners require a careful assessment in order to develop and deploy effective
measures to minimize these risks.
The report is based on the results of a study carried out between June 2014 and May 2015
within the framework of small grant program of CGLS, YSU. The study aimed to examine the
HIV/STI risk profiles of migrants’ marital partners and to produce recommendations for
comprehensive, evidence-based, and culturally-grounded interventions targeted at this population
segment. The research questions addressed in this study were as follows: How is the HIV/STI-risk
of Armenian migrants and their marital partners addressed in national HIV/STI-related policies,
programs and interventions? Are there statistically significant differences in HIV/STI risk profile
between marital partners of migrants’ versus non-migrants men?

What are the psychosocial

determinants of Armenian women’s HIV/STI-risk which could be addressed by appropriate
structural or behavioral interventions? What are the most vulnerable groups of women which should
become the targets of HIV/STI prevention interventions? How the traditional gender roles and
gender power imbalances influence the HIV/STI risk of migrants’ marital partners?
This report starts with a general overview of the study’s methodology, including a
description of the types of data collected, the sampling design and procedure, and the content of the
study instruments. It then describes the results of the three main components of the study:
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1. A review of existing policies, regulations and interventions aimed to address HIV/STI risk of
Armenian migrants and their spouses.

This component included as a desk research

consisting of the review of documents as well as short interviews via phone with nationallevel stakeholders in this area aimed to complement the review of documents.
2. Secondary analysis of a nationally representative standardized survey of HIV/AIDS and STIrelated knowledge, attitudes, and behaviors among migrants’ and non-migrants’ marital
partners with the purpose of describing their HIV/STI risk-profile.
3. Semi-structured FGDs conducted with purposively selected migrants’ and non-migrants’
marital partners and interviews with main actors involved in the implementation of
Armenian Caritas’ HIV-prevention in rural Shirak project. Both activities aimed to explore
the potential influence of traditional gender roles and gender power imbalances on HIV/STI
risk of migrants’ marital partners.
The study concludes with a set of recommendations aimed at raising the awareness of
migrants’ partners about HIV/AIDS and STIs risks; expanding their knowledge on HIV/AIDS
prevention; changing their attitudes towards HIV/STI and people living with HIV and AIDS
(PLWHA); empowering them; and enabling to practice HIV-protective behaviors including
utilization of HIV/AIDS counseling, testing, and treatment services.
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2. METHODOLOGY
The study consisted of three major components: review of existing policies, regulations and
interventions aimed to address HIV/STI risk of migrants and their spouses; secondary analysis of
existing quantitative data; and qualitative research.

2.1 Review of policies, regulations and interventions aimed to address HIV/STI
risk of migrants and their spouses
The existing legislation /policies /regulations regarding the provision of HIV/AIDS-related
services in Armenia in general and to labor migrants and their marital partners in particular,
publications and reports on the programs / interventions targeted at these population segments as
well as cross-national evidence on possible connections between migration of men and HIV risks of
their spouses left behind were reviewed. To complement the gaps in the review of documents, short
interviews were conducted via telephone with seven high-level stakeholders who were involved in
HIV-related decision making, policy development and program implementation for migrants and
their families (see the list of contacted experts in Appendix 1).

2.2 Secondary analysis of existing quantitative data
2.2.1 Description of the source study
2.2.1.1 Research Population and Cohort Definitions
Data collected by a nationally representative cross-sectional survey carried out in Armenia
between November 2012 and March 2013 (further referred to as “source study”) was utilized as a
source for the secondary analysis. The Institutional Review Board (IRB) of the National Center
for AIDS Prevention (Yerevan, Armenia) approved the source study protocol prior to
implementation. The sampling unit for the survey was a household of a male migrant or of a male
non-migrant in Armenia. The definition of a “household of male migrant” was a household with a
11

married couple of reproductive age (women aged 15 to 49 and their spouses or partners) with a
male partner who had worked abroad at least 3 months in a row within the five years preceding
the survey. The “household of male non-migrant” was defined as a household where the male
partner had never migrated for work in the five years preceding the survey. The sampling of
households was designed so that the following proportions of corresponding study and control
populations were involved in the survey: male migrants, their spouses, male non-migrants and
their spouses (2:2:1:1). The study used a multistage stratified cluster sampling methodology.
Overall, the country was divided onto 83 clusters including 27, 23 and 33 clusters in the strata
representing correspondingly the capital city Yerevan, other urban areas and rural settlements.
Clusters within each stratum and 30 households within each cluster were selected randomly. A list
of electricity network customers in each survey cluster served as the basis for the random
selection of households. In clusters where the sampling lists were exhausted, snowball sampling
was utilized to identify additional respondents and ensure that the required number of interviews
is conducted. The secondary analysis was conducted on the subset of data collected from the
female respondents of the survey including 816 marital partners of male migrants (study
population) and 418 marital partners of male non-migrants (control population).
2.2.1.2 Data collection and measures for assessing demographic, socio-economic and healthrelated characteristics of respondents
The source survey consisted of face-to-face interviews administered by a trained interviewer
in a private room. Interviews were conducted in Armenian and were approximately 30 minutes in
duration. The survey utilized a standardized questionnaire including measures which were selected
based on their relevance to HIV-risk profile of male labor migrants’ sex partners (see the source
study questionnaire in Appendix 2).

The majority of measures had been validated in prior
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studies.1,2,3 The variables related to demographic and socio-economic profiles of respondents
included age, educational level, settlement type, employment history, household material status as
well as information related to marital life and pregnancy outcomes. The perceived health condition
of respondents was measured by a single dichotomous question with the following response options:
average or good (1) and poor (0). For assessing the history and current symptoms of various STIs, a
continuous summary score was created by summing the positive responses to each of 6 questions of
the corresponding scale. Then the score was dichotomized with those who reported at least one STI
symptom defined as “1” and those with 0 symptoms defined as “0”.

2.2.1.3 Measures for assessing the behavioral and psychosocial factors related to HIV-risk
profile of respondents
The primary outcomes of the study were HIV/STI-related protective behaviors including the
history of HIV testing and condom use with marital partners. The frequency of condom use with
marital partners within the last 12 months was assessed by a categorical variable with response
options ranging from 0 (never using condoms) to 2 (using condoms every time). The variable was
dichotomized into “non-users” (0) and “users” (1). Further, the psychosocial outcomes of the study
included HIV- and STI-risk perceptions as well as the HIV/AIDS-knowledge and attitude toward
people living with HIV/AIDS (PLWHA). The first two psychosocial outcomes were each assessed
by a single categorical question asking how much worried is the respondent that she might get
infected with HIV or any STI. Both variables were dichotomized with those who were very worried,
worried, somewhat worried or not sure combined into one group “1” vs. the group of those who

1

National Center for AIDS Prevention of the Republic of Armenia (NCAP, RA) (2013) HIV Biological and Behavioral
Surveillance in the Republic of Armenia (2012) (obtained through personal contacts)
2

Family Health International (2008). Integrated bio - behavioral survey (IBBS) among wife of Nepali labor migrant
FHI/New ERA/SACTS (provided by the project team through personal contacts)
3

Questionnaires used by Victor Agadjanyan in cross-national HIV/STI –related studies with migrants’ partners
(provided through personal contacts)
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were not at all worried defined as “0”. The HIV/AIDS knowledge scale consisted of 11 items which
were summed to obtain an aggregated knowledge score with a possible range of 0 (0 correct
answers) to 11 (100% correct answers). The variable was dichotomized with those whose score was
lower than 9 combined into the group with “poor HIV knowledge” (0) and those with the score 9
and higher combined into the group with “good HIV knowledge” (1). The attitude scale consisted of
6 questions asking the participant’s personal attitude to an imaginary HIV-infected person. Each
question had three response options including an absolutely negative attitude (0), neutral attitude (1)
and absolutely tolerant attitude (2). Answers to all items were summed to obtain an aggregated
attitude score with a possible range of 0 (absolutely negative attitude) to 12 (100% tolerant attitude).
The variable was dichotomized with those whose score was lower than six combined into the group
with “non-tolerant attitude” (0) and those with the score six and higher combined into the group with
“tolerant attitude” (1).
The assessed psychosocial predictors of HIV-profile-related outcomes were as follows:
perceived likelihood that the participant’s marital partner has had sexual intercourse with another
woman during the last 12 months (1 item); HIV/STI-risk-related communication (1 item); perceived
self-esteem/ confidence in condom use negotiation (1 item); the knowledge about, the access to and
the utilization of HIV/STI consulting services (1 item for each); the history of participation in
HIV/STI-related awareness raising campaigns / events (1 item); the perceived need for more
information about HIV/STI-related issues (1 item); and the respondents’ decision-making power
within the household with respect to health- and pregnancy-related issues (1 item for each).

2.2.2 Statistical Methods
Bivariate analyses were performed to assess the comparability of study and control
populations for demographic, socio-economic and health-related characteristics as well as for
HIV/STI-preventive and HIV/STI-risk-related psychosocial factors and behaviors. Chi-square and
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independent samples T-tests for dichotomous and continuous variables, respectively, were
performed. Next, logistic regression models were constructed to estimate the association of potential
socio-demographic and psychosocial predictors of respondents’ HIV/STI-risk profile (independent
variables) with the dichotomized measures of the following six protective factors (dependent
variables): (1) condom use with marital partners; (2) history of HIV testing; (3) HIV-risk perception;
(4) STI risk perception; (5) summary HIV-knowledge scale; and (6) summary attitude toward
PLWHA. The HIV knowledge and attitude, the HIV-and STI-risk perceptions and the history of
HIV testing which were outcomes in corresponding models, served as predictors in models with
other relevant outcomes. An additional purpose of regression analyses was to find out if the
outcomes were significantly associated with the group of respondents characterizing the migration
status of their spouses (e.g., migrants’ vs. non-migrants marital partners) after controlling for other
confounding factors.

Therefore, the group of respondents was included in all models. The

settlement type, age and education were included in the majority of models (even if they weren’t
significantly associated with the outcome) to control for the potential confounding effect of these
factors. Analyses were performed using PASW 21 statistical software.

2.3 Qualitative component of the study
To elaborate the findings of the survey and further explore the influence of traditional
gender roles and gender power imbalances on HIV risks faced by migrants’ marital partners, the
study employed a qualitative methodology. Four FGDs with 22 purposively selected participants
(e.g., 14 migrants’ wives and 8 non-migrants’ wives) residing in rural areas of Shirak marz and 10
unstructured interviews with main actors involved in the implementation of Armenian Caritas
HIV-prevention in rural Shirak project (e.g., 7 community coordinators and 3 parish priests) were
conducted. The rationale for conducting the qualitative part of the study in rural areas of Shirak
marz was as follows: the latter are among the most economically disadvantaged areas in Armenia
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affected by poverty, lack of employment and other income-raising opportunities; the traditional
gender norms are very strong there; and the marz is characterized by one of the highest rates of
seasonal labor migration and the highest in Armenia rate of HIV cases per 100000 population.4,5
The constructs explored through qualitative methods were based on the theory of gender and
power as well as on the previous studies on the same issue. 6,7 The field guide for FGDs included
the following issues: a) nuances about the HIV and AIDS, phases of the disease, latent phase,
availability and effectiveness of treatment; b) what are the vulnerable groups for HIV infection
and why the migrants and their family members are vulnerable; c) how important is the HIV
testing, what is the good timing for testing (window period); d) how strong is the HIV-related
stigma in their communities and what is the probability that one’s decision for getting tested may
result in discrimination and conflict in one’s family; e) what are the barriers for safer sex (condom
use) and HIV testing in rural families and how possible is that an offer to use a condom may
result in family conflict or gender-based violence (see the field guide for FGDs in Appendix 3).
Each FGD lasted approximately 1 hour. Interviews with 10 persons involved in HIV/STIprevention program implementation for migrants and their marital partners in rural areas of Shirak
marz explored the same issues as the FGDs; however, no special field guide was used for
interviews. The rationale for utilizing the aforementioned unplanned interviews as an additional
source of data was that since September 2012 the interviewed community coordinators and the
4
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http://ccmarmenia.am/images/uploads/HIV-epid-surveillance-eng.pdf
6

National Statistical Service of the Republic of Armenia (NSS, RoA) (2011). Nationwide Survey on Domestic Violence
against Women in Armenia conducted between 2008-2010 within the framework of UNFPA/Armenia “Combating
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Exposures, Risk Factors, and Effective Interventions for Women. Health Education and Behavior, 27, 539-565.
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parish priests have been actively involved in the Armenian Caritas HIV prevention project
implementation and were well aware about the traditional gender roles and gender power
imbalances in these areas as well as about their influence on HIV risks faced by migrants’ marital
partners. The interviews and FGDs were audio-recorded; additionally, written notes were taken.
Following the interviews and FGDs the notes were expanded and summarized based on the audiorecords. Textual data were analyzed by repeated readings of the text and identifying answers to
research questions.

3. RESULTS
3.1. Review of policies, regulations and interventions aimed to address HIV/STI
risk of migrants and their spouses
Despite considerable advancement in prevention and treatment, HIV/AIDS remains a major
public health concern globally. While in several parts of the world the efforts to contain the
epidemic have led to a stabilization of HIV prevalence levels, in transitional societies of post-Soviet
Eurasia including Armenia, the epidemic continues to expand: 334 new cases of HIV infection were
registered in the country during 2014 which exceeded the number of HIV cases registered annually
in the previous years (238, 228, 182 and 148 in 2013, 2012, 2011 and 2010 respectively). 8,9 The
highest number of HIV cases per 100000 population has been registered in Shirak marz (e.g., 88.4)
followed by Lori marz, Yerevan, and Gegharkunik marz with rates 79.3, 62.6 and 61.1 respectively.
One of the characteristic features of the HIV epidemic in Armenia is the shift in the main modes of
HIV transmission: between 2004 and 2014, the proportion of HIV cases infected through injecting

8
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drug use reduced more than 5 times reaching 12.6%, whereas the proportion of cases infected
through heterosexual contacts increased more than 2.6 times reaching 79%. The men continue to
constitute the major part in the total number of HIV cases (69%), but the proportion of women
among the latter is steadily increasing. Between 2004 and 2014, the number of registered HIV cases
among women increased from 13 to 117. Around 97% of all HIV-infected women registered in
Armenia in 2014 were infected through heterosexual practices.10
The results of situational analyses and special studies conducted in Armenia during the last
years indicated that as in other parts of the world, labor migration may play a considerable role in
shaping the HIV/AIDS epidemic in the country.11,12,13 This assumption is supported by the
following data: (1)The study conducted by the International Labor Organization in 2009 estimated
that between 96,000-121,000 male and 6,000-8,000 female residents of Armenia were involved in
temporary labor migration in the period of 2005-2006, which constituted 13.1% and 1.7% of
economically active men and women respectively.14,15 (2)Further, the Russian Federation, where the
HIV prevalence in adult population is 4.5 times higher than that in Armenia, currently hosts close to
half a million migrants from Armenia.16,17,18 (3)Furthermore, the studies conducted in Armenia
10
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between 2008 and 2014 identified multiple HIV risks of Armenian migrants including insufficient
HIV prevention knowledge, inconsistent condom use, low HIV testing rate and low participation in
HIV prevention programs and thus confirmed their HIV-vulnerability.19,20,21 (4)Moreover, the first
biological surveillance conducted among migrants in 2014 showed that HIV prevalence in this
population group was 0.4%, which was twice the HIV prevalence among the adult population in
Armenia; the prevalence of Hepatitis C and hepatitis B among migrants was 0.5% and 0.4%
respectively.22 (5)Finally, the National HIV Surveillance Data indicated that more than half of the
HIV cases registered within the last 5 years had been probably infected outside Armenia, of whom
more than 90% - in Russia (90.4% in Russia, 5.5% - in Ukraine, 1.0 - in Poland, 0.7% - in
Kazakhstan, 2.4% - in other countries). Among the HIV cases registered in Armenia between 2012
and 2014, 59% were infected outside Armenia and 14% were sex partners of those who were
infected outside Armenia indicating that the migration factor was present in 73% of new HIV cases.
Out of 26 and 13 HIV positive pregnant women registered in Armenian in 2014 and 2013, 15 and 13
respectively had migrant partners who were infected outside Armenia.23
Recognizing the seriousness of the threat of HIV epidemic and the linkage between HIV and
migration, the authorities in Armenia have made attempts to address the problem effectively on both
19
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the legislative and executive levels through creating adequate national coordination and
programming as well as by changing regulative frameworks.24 The Law of the RA on “Prevention
of Disease Caused by Human Immunodeficiency Virus” which was passed in 1997 and amended in
2000, 2009, 2011, and 2012 is consistent with existing international guidelines on human rights. The
guiding principle of the Law is “universal access” to HIV/AIDS prevention, treatment, and care
including the right of every person to receive voluntary and anonymous HIV counseling and testing.
There are 43 laboratories in the country authorized to perform HIV tests including a reference
laboratory in the National Center for AIDS Prevention (NCAP) where HIV final diagnosis is made.
The number of yearly performed HIV tests has been consistently increasing within the last 5 years
reaching 110574 tests performed in 2014. Health care provider-initiated HIV testing and counseling
scaled up in recent years which resulted in improved HIV delectability. 25 However, in practice, free,
anonymous, confidential, and informed voluntary HIV counseling and testing (HCT) is only
available at the NCAP and Medical Scientific Center of Dermatology and STIs in Yerevan, which
are not easily accessible for people from remote regions. It should be noted though, that experts are
constantly updating and improving the HIV-related policy to make it consistent with the changing
pattern of the HIV epidemic in the country.
The coordination, management, and financing of the National AIDS Program (NAP) are also
consistent with internationally accepted guiding principles of HIV programming based on local
ownership, participatory decision-making, and evidence-based priority setting.26 Thus, guided by the
conclusions and recommendations of the HIV situation and response analysis conducted in 2011,
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having stated that “HIV prevention resources should be aligned to those population groups in which
new HIV infections are occurring” and that “The needs of the labor migrants in HIV prevention,
access to HIV testing, treatment and care should be addressed”,27,28 the NAP has been allocating
increasing amounts of funds for HIV prevention activities among this population group. A number
of governmental and non-governmental organizations including NCAP, United Methodist
Committee on Relief, (UMCOR), World Vision (WV), Armenian Youth Foundation (AYF), Real
World Real People (RWRP), and the Armenian Caritas have implemented / are implementing
prevention programs for migrants. While the international and local NGOs have had their specific
target areas including Gegharkunik, Armavir, Kotayk, Ararat, Aragatsotn, Lori, and Shirak marzes,
the government has been implementing national-level interventions. Some of the aforementioned
projects/ programs have been evaluated, while the others were not.29,30,31,32,33,34
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Further, recognizing the need for more research to understand the influence that migration
had on the HIV epidemic in Armenia and thereby to adopt and improve the relevance and
comprehensiveness of the HIV treatment and prevention interventions, the NAP allocated some
funds to implement a national-level study that would assess the HIV risks of Armenian labor
migrants and their family members and develop a package of services for them.35 Based on the
recommendations of the study, the HIV prevention programs targeted to migrants and their family
members have been escalated. One of the recommendations was utilization of mobile medical teams
(MMT) which were recognized by the study as the most effective approach for elevating the
utilization by the target population of HIV counseling and testing services. Since December, 2013,
with financial support from Russia (RUSAID) and Global Fund to fight AIDS, Tuberculosis and
Malaria (GFATM), the NCAP has been implementing this approach: a NCAP-based MMT has been
visiting the rural communities and providing HCT services there.36,37 The logistics of the MMT
activity was as follows: the nurses (or other involved persons) from small villages were invited to
the ambulatory or policlinic and got trained there by professionals from the NCAP to serve as
community coordinators for the MMT activities. Their responsibilities included consulting their
community members on HIV and AIDS issues, informing them about the date of upcoming visit of
the MMT to the nearest health facility and convincing them to take this opportunity and get tested.
Fortunately, this approach proved to be effective in elevating the HIV-testing rate: 10802 HIV rapid
tests were performed by MMT in 2014 including 3499 tests among migrants and 4421 tests among
their partners which was much higher than in previous years.38
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Thus, recently there has been a considerable progress in the development and
implementation of HIV/STI prevention programs targeted at migrants and their families. However,
while the programs targeted at male migrants were based on a large body of cross-national literature
devoted to investigation of HIV/STI risks of the target population,39 similar studies focusing on
HIV-risk of their left-behind marital partners were scarce. The nature of the partners’ vulnerabilities
and the direction of the spread of STIs and HIV between migrants and their partners (i.e., from
migrants to their non-migrating partners or vice versa) are still being debated: while some studies
including a study conducted in Armenia in 2012 identified elevated HIV-risk in women who have
migrant partners, other studies showed no significant association between women’s HIV-risk and
their partners’ migration.40,41,42,43,44,45,46 Some studies added an interesting nuance to the debate on
the association of

the gendered division of power and resources with the issues of sexual

negotiation between migrant men and their left-behind partners and resulting HIV/STI risks. It was
shown that women’s HIV/STI risks are often increased due to their economical and social
dependence of men or other types of gender power imbalances, because the latter reduce the
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women’s ability to negotiate safe sex practices or refuse having sexual intercourse with high
HIV/STI-risk partners.47,48,49,50,51,52,53. The gender inequality and dependence on men can be even
stronger among couples with a migrant male partner. It was shown that women married to migrants
in South Africa had higher risks of STIs as a result of reduced power for sexual negotiation,
especially in cases of long separation. In the aforementioned study, women who saw their husbands
less frequently were less likely to communicate with them about STIs, HIV⁄AIDS, and
contraception.54
A number of surveys conducted in Armenia indicated a disadvantaged position of women in
political and economic life reinforced by entrenched patriarchal stereotypes and attitudes, which are
far from gender parity ideals.55,56,57,58 The surveys also indicated vulnerability of Armenian women
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to multiple forms of violence.59 The latter findings coupled with the results of aforementioned crossnational research indicating the association of gender inequality with STI/HIV risks of women raise
serious concerns with respect to HIV/STI vulnerability of Armenian migrants’ wives. More research
is needed to understand the mechanisms of this complex issue and to address it by targeted
interventions.

3.2 Findings of the secondary analysis of existing quantitative data
3.2.1. Bivariate analyses: Comparison of subgroups of migrants’ and non-migrants’
marital partners
The results of bivariate analyses aimed to assess the comparability of the study and control
groups of respondents for demographic and socio-economic characteristics as well as for HIV/STIpreventive and HIV/STI-risk-related psychosocial factors and behaviors are presented in Tables 3-21-1, 3-2-1-2, 3-2-1-2-1 and 3-2-1-2-2 in Appendices 4-7. The age of respondents in both groups ranged
between 18 and 54 years with the mean age of approximately 35 years. The shares of women who completed
10 years of education or more and were employed at least a fraction of the three-year period before the survey
were approximately 54% and 57%, and 33% and 37% in the groups of migrants’ and non-migrants’ spouses
respectively; the difference between groups, however, were not statistically significant. Thus, the study and

control populations were comparable by their age, educational attainment, and employment history
(Table 3-2-1-1 in Appendices). However, the migrants’ spouses were negatively selected on the
household material status with households of migrants’ wives possessing significantly fewer of 6
assessed household items (4.3 vs. 4.6, p=0.012) as well as having a significantly lower likelihoods
of possessing an automobile (35% vs. 45%, p=0.001) or thinking that the majority of households in
the community are poorer than her household (5% vs. 8%, p=0.032). The migrants’ spouses were
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also noticeably disadvantaged in terms of their perceived health condition with fewer of them
compared to non-migrants’ wives perceiving their health condition average or good (90% vs. 94%,
p=0.048). In line with perceived good health condition, only around 24.6% of non-migrants’ wives and
25.6% of migrants’ wives reported having ever had at least one STI symptom with no differences between
groups. Further, statistically significant differences between the groups of migrants’ and non-

migrants’ wives were observed with respect to the proportions of respondents having ever been
pregnant (98% and 95%; p=0.004)) and willing to have more children (35% and 42%; p=0.031), as
well as in the mean number of abortions (1.24 and 0.96; p=0.011). Other differences between groups
with respect to demographic, socio-economic and health-related characteristics were not statistically
significant (p>0.05) (Table 3-2-1-1).
Statistically significant differences in behavioral and psychosocial factors related to HIV-risk
profile of migrants’ and non-migrants spouses were observed with respect to only two of the
measured factors, with representatives of the former group being significantly more likely to suspect
their husbands of marital infidelity in the past twelve months (26% and 11%; p<0.001) and being
concerned about the risk of HIV (16% and 11% respectively; p=0.026) (Table 3-2-1-2). The other
differences in variables of this section were not statistically significant; however, it is worth
mentioning that the level of the vast majority of all measured protective psychosocial and behavioral
factors was low both, among the migrants’ and non-migrants spouses. For example, only 15% of
migrants wives and 14% of non-migrants wives were concerned about the risk of STIs. Further,
migrants’ wives appeared more willing to bring up HIV/STIs in conversations with their husbands
than were non-migrants’ wives (39% and 34% respectively); yet the level of sexual communication
in the former group was rather low given the HIV/STI–vulnerability of representatives of the group.
Of 613 respondents who provided valid answers to the question about perceived self-esteem
/confidence in condom use negotiation, the lower proportion of migrants’ wives compared to nonmigrants wives (57% and 61%respectively) appeared confident that their spouses would accept an
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offer to use a condom if they asked them to. Furthermore, less than a half of respondents in groups
of both, migrants’ and non-migrants’ spouses, knew a place where HIV testing was provided (41%
and 40%) and stated the voluntary HIV consulting and testing (VCT) services were accessible to
them (44% and 46%). Only around 1/3 of respondents knew where one can get information about
HIV and STIs (33% and 31%) or perceived need for more information/skills to protect themselves
from HIV/STIs (34% and 33% respectively). Moreover, only a small percentage of female
participants visited a VCT center or participated in HIV/AIDS awareness raising programs or
community events in the past 12 months (2% and 4% of migrants’ and non-migrants’ wives
respectively and 3% in both groups) (Table 3-2-1-2).
Finally, the results of analysis of respondents’ knowledge and attitude illustrated serious gaps
in individuals’ understanding of HIV and a rather low level of tolerance toward PLWHA (Tables 32-1-2-1 and 3-2-1-2-2 respectively). Thus only two-thirds of respondents correctly answered that a
healthy looking person could be HIV-positive. Less than a half of respondents correctly thought that
one cannot get infected with HIV through a mosquito bite and approximately a half of them knew
that HIV cannot be passed through kissing. Two-thirds of respondents knew that HIV infection
cannot be transmitted by sharing a meal with an infected person, and three-fourths of the sample
knew that HIV cannot be passed through a handshake. At the same time, respondents
overwhelmingly identified infected syringes, needles and other piercing and cutting objects as
potential vehicle of HIV transmission. More than four-fifths of respondents thought that HIV could
be transmitted from mother to child during delivery and 73% said that HIV transmission is possible
during breastfeeding. Both faithfulness in sexual partnership and correct condom use were identified
by a vast majority of respondents as ways to reduce the risk of infection. Little variations across
migration status of respondents’ spouses can be observed in the above response patterns. The only
significant difference was with respect to protective role of condoms: 84.8% or migrants’ wives
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thought of it as an option to reduce the HIV infection risk, compared to 80.1% of non-migrants’
wives.
The survey asked a series of standard questions gauging respondents’ attitudes toward
PLWHA. The responses, presented in Table 3-2-1-2-2 revealed a rather low level of tolerance
toward PLWHA. Thus, less than a quarter of the respondents said they would be willing to share a
meal with an HIV-infected person. The share of migrants’ wives expressing such willingness was
significantly lower than that of non-migrants’ wives men (20% vs. 27%). Migrants’ wives also
expressed less willingness than non-migrants’ wives to buy food from an HIV-infected person (17%
vs. 22%) and to allow an HIV-infected relative to come to their house (32% vs. 36%); however, the
differences between groups with respect to above response patterns were not statistically significant.
About one-half of respondents would be willing to keep a PLWHA living in the family with no
appreciable variations across the groups of female respondents. Just over two-thirds of respondents
said they would be willing to care for an HIV-infected family member; women married to migrants
were more willing to provide such care than women married to non-migrants (70.1% vs. 67.5%).
Finally, over two-thirds of respondents said they would prefer to keep the HIV-status of a family
member in secret with migrants’ wives more willing to do this. It should be noted that overall the
survey respondents had very little practical contact with PLWHA. Thus only 53 women knew
anyone who had HIV/AIDS or had died from AIDS including 34 migrants’ wives and 19 nonmigrants’ wives.
Only the level of two psychosocial protective factors was high with 81% and 78% of migrants’
and non-migrants’ spouses having decision-making power when the health of a family member was
concerned and around 88% of all respondents having decision-making power when a pregnancyrelated decision had to be made (Table 3-2-1-2).
Paralleling the low level of psychosocial protective factors, the rates of HIV protective
behaviors were also low. Only 10% of migrants’ wives and 13% of non-migrants wives reported
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always or almost always using condoms with their marital partners, while 18% and 16%
respectively reported using condoms rarely. The rest of 1025 female respondents who provided
valid answers to this question stated that they never use condoms (71% of the entire female
population). The rate of ever being tested for HIV was also low in both groups (10% and 9% among
migrants’ and non-migrants wives respectively). Among the reasons for last HIV testing were
mentioned pregnancy (71% and 70%), other health problems (15% and 8%) and work purposes (6%
and 18%). Only 3 migrants’ wives (4%) and 1 non-migrant wife (3%) mentioned that the reason for
testing was to make sure that they were not infected (Table 3-2-1-2).
3.2.2. Logistic regression analyses: Predictors of behavioral and psychosocial HIV-protective
factors
Logistic regression analyses aimed to identify statistically significant predictors of six assessed
behavioral and psychosocial HIV-protective factors / outcomes among all female respondents.
Table 3.2.2 in Appendix 8 gives the estimated logistic regression coefficients from all models with
different combinations of covariates. Confirming the results of bivariate analyses, the group of
women (i.e., migrant status of their spouses) had statistically significant association only with the
respondents’ HIV-risk perception, with migrants’ wives being 1.53 times more likely to be worried
that they might get infected with HIV than the non-migrants’ wives. Also, compared to participants
from rural areas, the participants from Yerevan and other urban areas were 2.20 times (p<0.05) and
1.33 times (p>0.05) more likely to use condoms with their husbands as well as 1.45 times and 1.21
times (both p<0.05) more likely to have good knowledge about HIV. Further, the age of participants
had statistically significant positive association with HIV-risk perception and HIV-knowledge and
significant negative association with HIV testing, condom use and STI risk perception: with each
unit increase in the participants’ age, they were 1.03 and 1.02 times more likely to be worried that
they might get infected with HIV and to have good knowledge about HIV as well as 1.02 (1/0.974),
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1.04 (1/0.965) and 1.05 (1/0.953) less likely to be worried that they might get infected with an STI,
to be tested for HIV and to use condoms with their husbands. Higher educational attainment was a
statistically significant predictor of protective factors: the participants with higher education level
(i.e., 10th grade or higher) were 1.54 to 1.76 times more likely to be worried that they might get
infected with HIV, to have good knowledge about HIV and more tolerant attitude towards PLWHA,
as well as to be tested for HIV than the participants with lower education level (<10th grade).
Having been employed at least short period within the last 3 years preceding the survey was a
statistically significant predictor of a single protective behavior (e.g., HIV testing): the participants
in the above status were 2.70 times more likely to be tested for HIV than the participants who have
never been employed within the last 3 years preceding the survey. Of the 6 variables aimed to
characterize the material status of the respondents’ households, the variable inquiring about the type
of fuel used for cooking had statistically significant positive association with 4 out of 6 measured
protective factors: the participants who reported using natural gas or electricity as fuel for cooking
(characterizes higher material status of a household) were 1.47 to 2.79 times more likely to have
good knowledge about HIV and more tolerant attitude towards PLWHA, as well as to be worried
that they may get infected with HIV and an STI, than the participants who reported using wood etc
(characterizes lower material status of a household). Another statistically significant positive
association was observed between possessing some household items and HIV knowledge: with each
unit increase in the number of household items possessed by the participants’ households, the
participants were 1.20 times more likely to have good knowledge about HIV.
Further, the participants who perceived having average or good health were 1.84 times more
likely to report condom use with their marital partners, than the participants who perceived having
poor health. Also, the participants who reported having had at least one STI symptom during their
lifetime were 2.05 times and 2.07 times more likely to have elevated HIV- and STI-risk perceptions
respectively, however, 1.16 times less likely to have good knowledge about HIV.
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The association of variables related to marital and sexual life with the measured outcomes was
as follows: Having ever been pregnant was a strong predictor of condom use such that the
participants who have ever been pregnant were 8.7 times (1/0.115) more likely to use condoms with
their husbands, compared to the participants who have never been pregnant (p<0.05). Willingness to
have more children was associated with higher likelihood of HIV- and STI-risk perceptions and
lower likelihood of having good HIV-knowledge while the bigger number of live births was
associated with lower likelihood of elevated HIV-risk perception. Thus, the participants who
expressed willingness to have more children were 1.6 times and 1.9 times more likely to be worried
that they might get infected respectively with HIV and STIs and 1.4 (1/0.700) times less likely to
have good knowledge about HIV than the participants who didn’t want to have more children. Those
participants who had more live births were 1.5 (1/0.685) times less likely to be worried that they
might get infected respectively with HIV. Interestingly, having had a sexual relationship with the
marital partner in the past month was positively associated with HIV-risk perception (AOR=2.0;
p<0.05) and negatively associated with ever being tested for HIV (AOR=0.615; p<0.05). Similarly,
suspecting the husband of marital infidelity in the past 12 months had statistically significant
positive association with HIV- and STI-risk perceptions (AOR=3.4 and AOR=3.1 respectively) as
well as with condom use (AOR=1.5). The association of sexual communication with any of the
measured outcomes was not statistically significant. Meanwhile, the higher level of self-esteem
/confidence in condom use negotiation was strongly associated with condom use (AOR=9.4)
Furthermore, the participants who reported making decisions on whether to apply to a doctor
were 2.5 times more likely to be tested for HIV and 1.4 times more likely to have good knowledge
about HIV than the participants who didn’t have health-related decision-making power in the family.
Finally, the knowledge about, the access to and the utilization of HIV/STI consulting services, as
well as the perceived need for more information about HIV/STI-related issues were all positively
associated with the majority of outcomes (e.g., condom use with marital partners; history of HIV
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testing; HIV-risk perception; STI risk perception; HIV-knowledge; and attitude toward PLWHA.).
Likewise, when some of the psychosocial outcomes were entered as independent variables in the
models where the dependent variables were other psychosocial factors or behaviors, the association
between them was also positive which means that some of the psychosocial protective factors such
as the higher level of HIV-knowledge, the more tolerant attitude towards PLWHA, the higher HIVand STI-risk perceptions predicted HIV testing and condom use as well as each other (Table 3-2-2).

3.3. Findings of the qualitative study: Influence of HIV/AIDS-related stigma and
gender power imbalances on low level of HIV/STI protective factors among
migrants’ marital partners
The participants of FGDs were 22 married women (e.g., 14 migrants’ wives and 8 nonmigrants’ wives) with mean age 30 y.o. ranging between 18 and 55 y.o. The respondents of
interviews were 7 community leaders coordinating in their villages the implementation of Armenian
Caritas HIV-prevention project and 3 parish priests involved in the implementation of the same
project. As the results of qualitative part of the study demonstrated, one of the main reasons for
migrants’ marital partners to not practice HIV-protective behaviors such as condom use and HIV
testing was a strong negative stigma associated with HIV and AIDS. Some of FGDs’ participants
explained at least a part of this phenomenon by a widely prevalent misconception that HIV/AIDS is
an incurable disease which one can not do anything about and which very soon will result in death.
However, more than that, the negative stigma could be due to an implication that an HIV-infected
person at some point in one’s life practiced an indecent (shameful, unacceptable) behavior (e.g., sex
with multiple random partners including commercial sex work as well as drug use); therefore, s/he
can not be accepted in the community. The fear of and intolerance to HIV/AIDS was so strong that
even those persons who might have been suspected in having concerns about their HIV risk, were
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getting stigmatized and marginalized. That was why the most vulnerable and high-risk groups of
population including migrants and their marital partners pretended and publicly declared that they
didn’t have any concerns and didn’t perceive themselves at risk of HIV infection. Having declared
this, they tried to avoid any activities which in public opinion could associate them with HIV/AIDS
including attendance of or participation in any HIV-related events. Given the aforementioned,
someone who had been seen attending an HIV-testing facility might raise serious suspicions of
community members.

The fear of suspicions made vulnerable groups avoid actual testing or

showing publicly their intentions to get tested. The following citation from FG discussions confirms
the unwillingness of people to get tested:
A 25 y.o. migrant’s wife: “What if I go for testing and they take a picture of me as
soon as I enter the laboratory? Then everyone will know I was there”
Another reason for not testing and not using condoms was connected with the inequality
between men and women and the lack of women's influence in their families. Many respondents of
FGDs said that they considered HIV testing and condom use necessary, but they could not convince
their husbands to do that. The latter did not obey; the women did not have power over them. The
problem of gender power imbalances and their relation to HIV vulnerability of women was
particularly obvious in younger families where the young woman didn’t have any decision making
power and was dominated and controlled not only by her husband, but also by his parents.
According to the majority of respondents, if a young woman asked her husband to get tested or to
use a condom, it might cause major problems in the family. Her husband might get angry, use force
or even demand divorce from his wife. The husband might think that his wife did not trust him or
might even assume that his wife had not been loyal to him during his absence and the suggestion of
using a condom aimed to protect him. There was a high probability of more problems if the older
members of the family knew about the issue. Many parents might get offended that their daughters33

in-law had suspicions about their sons. One of interviewees stated that if a young woman suspected
that she might be infected and even if she secretly got tested and realized that she was infected, she
wouldn’t go for treatment, because in that case sooner or later her status would become known to
her husband and in-laws which most probably would put her out of house (divorce). Therefore, she
would prefer to hide her head into sand like ostrich pretending that there was no such thing as HIV,
give birth to an HIV-infected baby and die of AIDS in 8 years, rather than live stigmatized and
marginalized 30-40 years. A 24-year old woman married for two years to a migrant man, however,
not having children yet stated that even if she would get tested and realized that she was infected,
she would not do anything to minimize the consequences of infection for herself and her future
children because she was sure she would be stigmatized as soon as the family and the broader
community would realize she was infected. Therefore, she didn’t see the point why she should go
for testing.
Another issue raised during FGDs also related to the influence of traditional gender roles and
roles in the family on the HIV testing. We explored the possibility for a young couple from a rural
community to get tested for HIV before marriage. The question raised serious doubts in respondents
and the majority thought that the probability was very low. One of the interviewed community
leaders stated that the young couple could not make such a decision on their own; usually such
decisions were made by the parents. In rural communities, the young people could not make
decisions even on who to marry with; they relied on their parents’ opinions for that. The majority of
respondents thought that a young girl might have problems, if she would offer her future husband to
get tested before marriage. As stated by one of the community activists:
‘’I would not recommend my daughter to offer her future husband to get tested
before marriage, as he, most probably, would not agree and may even refuse to get
engaged”
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4. DISCUSSION AND CONCLUSIONS
To the best of our knowledge, this is the first study to assess the HIV/STI-risk profile and its
determinants among a nationally representative sample of Armenian male labor migrants’ leftbehind marital partners and to explore the possible influence of gender power imbalances / gender
inequality on the HIV/STI-risk of the study population. Two approaches were utilized for the
quantitative assessment of the HIV/STI-risk profile of the study population. The first approach was
to compare it with a control group. The results of bivariate analysis demonstrated that migrants’
wives compared to non-migrants’ wives were noticeably disadvantaged economically, as well as in
terms of their perceived health condition. The latter perception was indirectly supported by the next
results showing higher number of abortions and lower proportion of respondents willing to have
more children in the former group. The study population was also somewhat disadvantaged in terms
of the participants’ educational attainment and employment status; however, the differences between
study and control groups in these variables were not statistically significant. All aforementioned
demographic and socio-economic factors have been shown by the previous research conducted
globally to be indirect determinants of HIV/STI-risk of various vulnerable female populations and
Armenian migrants’ wives are not an exception. However, all these factors can not be addressed by
HIV/STI-prevention interventions, therefore, the study attempted to identify modifiable predictors of
respondents’ HIV-protective factors.
Further, the bivariate analysis demonstrated that the prevalence of the majority of measured
protective behavioral and psychosocial factors was very low in both groups of study respondents
with statistically significant differences between groups in only two out of 17 measured factors (e.g.,
suspecting the husbands of marital infidelity and being concerned about the risk of HIV). The latter
finding suggested that the elevated HIV/STI-risk of Armenian migrants’ spouses compared to non-
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migrants’ spouses did not depend on their own behaviors, practices and psychosocial factors, but it
rather could be explained by the HIV/STI risk profile of respondents’ spouses.

As it was

demonstrated previously, Armenian male migrants compared to non-migrants were characterized by
elevated HIV/STI risk: for example; the share of those who reported having had at least one
extramarital partner, accompanied extramarital intercourse with consumption of alcoholic
beverages, and used commercial sex services in the twelve months preceding the survey was
significantly higher, while the share of those who talked about STI risks with their wives was lower
among representatives of the former group.
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Alongside with the aforementioned HIV/STI-risk

behaviors, the male migrants were also characterized by low levels of HIV/STI preventive behaviors
and their psychosocial mediators such as use of condoms and other preventive strategies with
spouses, extramarital partners and commercial sex workers; HIV-testing; utilization of HCTs;
involvement in HIV/AIDS awareness-raising campaigns; HIV/AIDS –knowledge and risk
perception; perceived need for more information to protect themselves from STI/HIV risks; and
tolerant attitude toward PLWHA.61 Given these results, the findings of this study on the low levels
of HIV/STI-preventive factors among the wives of Armenian labor migrants were very concerning.
Logistic regression analyses, aimed to identify modifiable predictors of HIV/STI-risks which
could be addressed by preventive interventions while controlling for non-modifiable demographic
and socio-economic factors, was the second approach to describe the HIV-risk profile of male
migrants’ wives. However, since the study and control populations in this study were almost equal
in terms of their HIV-risk profile, they were both included into the logistic regression analyses. The
results demonstrated that the knowledge about, the access to and the utilization of HIV/STI
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consulting services, the perceived need for more information about HIV/STI-related issues as well
as the higher health-related decision-making power of participants and self-esteem in condom use
negotiation, in various combinations with socio-demographic factors and with each other, were all
positively associated with the majority of measured protective behaviors and psychosocial outcomes
such as the good knowledge about HIV/STI issues, the more tolerant attitude towards PLWHA, and
the higher HIV- and STI-risk perceptions. The majority of the latter, in their turn, was positively
inter-correlated and in various combinations predicted HIV testing and condom use as well as each
other.

These findings are consistent with theories of behavior change and with the previous

literature suggesting that favorable change of HIV/STI protective behaviors starts with awarenessraising, changing attitudes, developing adequate HIV- and STI-risk perceptions, empowering
women and enabling them to practice protective behaviors.62,63,64,65,66 The importance of focusing
the future interventions on favorably changing the HIV/AIDS-related attitudes and empowering
women was confirmed by the qualitative findings suggesting that the reluctance of migrants’ wives
to practice protective behaviors such as condom use and HIV testing could be explained by
extremely negative HIV/AIDS related stigma and fear of stigmatization, as well as by gender
inequality and lack of power among migrants’ wives to make HIV-risk reducing decisions. Another
finding of the logistic regression analyses was that among the entire female population of the study,
62

Bandura A. (1994) Social cognitive theory and exercise of control over HIV infection. In: Preventing AIDS: Theories
and Methods of Behavioral Interventions. DiClemente RJ, Peterson J (editors). New York, NY: Plenum Press. pp 25-59.
63

Fisher JD & Fisher WA. (1992) Changing AIDS Risk Behavior. Psychol Bull.111:455-474.

64

Rosenstock IM, Strecher VJ, & Becker MH. (1994) The Health Belief Model and HIV Risk Behavior Change. In:
Preventing AIDS: Theories and Methods of Behavioral Interventions. DiClemente RJ, Peterson J (editors). New York,
NY: Plenum Press. pp 5-24.
65

Wingood, G. M., & DiClemente R. J. (2000) Application of the Theory of Gender and Power to Examine HIVRelated Exposures, Risk Factors, and Effective Interventions for Women. Health Education and Behavior, 27, 539-565.
66

Wingood GM, & DiClemente RJ. (2002). The theory of gender and power: A social structural theory for guiding the
design and implementation of public health interventions to reduce women’s risk of HIV. In: Emerging Theories in
Health Promotion Practice and Research: Strategies for Enhancing Public Health. DiClemente RJ, Crosby RA, Kegler M
(editors). San Francisco, CA: Jossey-Bass. pp 313-347.

37

the most vulnerable group was represented by those who were poorer, lived in rural areas, were less
educated, and had not been employed at least a short period within the last three years.
The findings of this study are very important. Based on them it could be recommended that in
order to improve the factors that could protect from STI/HIV the marital partners of Armenian male
labor migrants, all kinds of HIV/STI awareness-raising, empowering and behavioral interventions,
as well as interventions aimed to encourage and enable HIV testing should be escalated. The study
also identified the most vulnerable in terms of HIV/STI transmission parts of Armenian women.
Following the results of this study and targeting culturally appropriate HIV prevention interventions
at less educated, unemployed and poor migrants’ wives living in rural areas, the increasing rates of
HIV epidemic in Armenia could be curtailed.
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Appendix 1
Table 2.1 List of contacted experts
Name

Organization

Position

Hasmik
Harutyunyan

Ministry of
Health - Armenia

Head of the Global Fund Program Coordination Team

Lena Nanushyan

UNAIDSArmenia
NCAP - Armenia

National Program Officer

Arshak Papoyan
Anush Sahakyan

World Vision Armenia

Sona Orbelyan

Mission East Armenia
UMCORArmenia
Armenian Caritas
Gyumri

Victoria Avakova
Gayane Norikyan

Head of the Epidemiological Surveillance Department
of the National Center for AIDS Prevention
Coordinator of Cross-Border Cooperation For
HIV/AIDS Prevention And Impact Mitigation In
Southern Caucasus And Russian Federation (20122014) Project
Deputy Team Leader, GFATM funded HIV Grant PRIU
Health Program Coordinator
The Manager of HIV Prevention in Rural Shirak Project
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Appendix 2

Source study questionnaire
|___|___| Marz |___|___|___|___| Cluster|___|___|___| H/H

Respondent category |___|
According to title page N7

LABOR MIGRATION AND STI RISKS IN ARMENIA
Women questionnaire
MODUL A. INDIVIDUAL CHARACTERISTICS
Number of H/H visits |___| ,

time began month |___||___|, day |___||___|, hour
|___||___|, minute |___||___|

1. Incomplete secondary or less
2. Secondary
What is your level of education?
3. Vocational/secondary special
4. Incomplete higher
5. Complete higher or postgraduate
0. Not religious/atheist/   A4
1. Armenian Apostolic
To which religion/church do you belong?
2.Other
INTERVIEWER: READ THE ANSWERS
(specify)____________________
0.Never
1. 1-2 times
In the past 4 weeks, how many times did you attend
2. 3-4 times
religious services?
3. More than 4 times
98. Don’t remember
How many times have you moved abroad for working, for 0. None  A 6
the period of 3 months or more starting from 2007 (or
|___||___| Times
since you turned 18, if you are younger than 23) till now?
For each time, please, specify the country, type of the place, years of moving in and of moving out,
starting from the last trip.

A1

A2

A3

A4

A5

A. Name of the country
1
2
3
4

(
(
(
(

)
)
)
)

B. Type of
the place
lived
1.U. 2.R
1. U. 2. R
1. U. 2. R
1. U. 2. R

C. year
moved in

D. year
moved out
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5
6
7
8
9
10
11
12

A6

A7

(
) 1. U.
(
) 1. U.
(
) 1. U.
(
) 1. U.
(
) 1. U.
(
) 1. U.
(
) 1. U.
(
) 1. U.
Since January 2009 (or since you turned 18, if you are younger
than 21) till now have you ever done any activity, including
temporary employment, for which you have got remuneration in
money or kind?

2. R
2. R
2. R
2. R
2. R
2. R
2. R
2. R

How many times have you been employed for the period
mentioned?

1. Yes
2. No  Bx

|___||___| work/activity

1. Industry
2. Agriculture
A8

Which area was your last/current activity related to?

3. Construction

INTERVIEWER: READ THE ANSWERS

4. Service
5. Other
(SPECIFY)_____________
1.State
2. Private company or employer
3. Family business /self-employer

A9

Who was/is your last/current employer?
INTERVIEWER: READ THE ANSWERS

4. International organization
5. Public agency
6 Other (SPECIFY)_____________
98. Don’t know

A 10

Which level of professional qualification was
required for doing your last/current
work/activity?
INTERVIEWER: READ THE ANSWERS

1. High
2. Middle
3. Low
4. No qualification
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0. No previous work/activity
1.End of contract/season
2. Migration/move
A 11

3. Business closed or job suspended

What was the main reason for terminating your
previous work/activity?

4. Low pay/bad working conditions
5. Better work/activity
6. Illness/private matters
7. Other (SPECIFY)_____________

A12

What was/is your average remuneration for the
last/current work/activity? How much have you
earned each week, each month or each year from
this occupation? If you have been paid in kind,
please tell an approximate equivalent amount in
drams.

A. Amount ___________
B. Currency
1.Dram 2.US dollar 3 Russian ruble
C. Period
1. Week 2. Month 3. Year

MODULE B. MARRIAGE AND CHILDREN
Bx. Now I would like to ask you some questions about your family life, starting with your current marriage
B1
B2

In what year and month did you start living with your

A. Year |___||___||___||___| B. Month

(current) husband?

|___||___|

Has your current marriage been officially registered (in
ZAGS)?

1. Yes
2. No  B4
A. Year |___||___||___||___| B. Month
|___||___|
1. At home
2. Other place, not home
3. Other place in Armenia (SPECIFY
THE REASON) _________________
4. Abroad
95. Refused to answer
A. if the number is 0, don’t ask
questions D19 - D29
|__||__| Number
B. 1. Week
2. Month

B3 In what year and month was it registered?

B4 Where has your husbund been during the past 2 weeks?

In the past 12 months, how many weeks/months has your
B5 husband spent with you under the same roof?
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B6

In the past 12 months, who has been living with you under
the same roof for 3 months or more?
INTERVIEWER: CHECK ALL THAT APPLY

A No one
B. My husband
C. Other man /sexual partner
D. My children
E. My relatives
F. My husband’s relatives
G. Friends.
H. Other (SPECIFY)
___________________
95. Refuse to answer

Pregnancies and children
B7x. Now I would like to ask about your pregnancies and children
B7

Have you ever been pregnant?

B8

Are you currently pregnant?

1. Yes
2. No B13x
1. Yes
2. No
98. Don’t know

How many pregnancies have you had before? Please,
B9 mention all pregnancies even if the outcome wasn’t a child.
If you are pregnant currently, don’t count this pregnancy.
B1 Outcome of
0 pregnancy

1. Live birth
2. Miscarriage or stillbirth
3. Abortion

|__||__|
|__||__|
|__||__|
|__||__|

B1
For all children who were born alive, please tell me the following:
1
Order of
1
2
3
4
5
6
7
8
child
A. Birth |__||__||__ |__||__||__ |__||__||__ |__||__||__ |__||__||__ |__||__||__ |__||__||__|| |__||__||__||_
date
||__|
||__|
||__|
||__|
||__|
||__|
__|
_|
B.
1.M
1.M
1.M
1.M
1.M
1.M
1.M 2.F 1.M 2.F
Gender
2.F
2.F
2.F
2.F
2.F
2.F
CHECK WITH TABLE B10 WHETHER THE WOMAN HAS EVER DONE AN
ABORTION. IF NO THEN B13x

What was the reason for your last abortion?
B12

INTERVIEWER: READ THE ANSWERS IF
NESESSARY. CHECK ALL THAT APPLY

A. I couldn’t afford having a
child
B. My husband/sex
partner/myself is/am HIV carrier
C. Doctor’s indication / advice
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D. My husband / sex partner
made me to do that
E. I wanted a child of a different
gender
95. Refused to answer
B13x. Now I would like to ask you about your future childbearing plans
How many more children would you like to
have? Please, don’t count the children you
|___||___| Number
already have
55. As many as I can ( God gives)
B13
IF RESPONDENT IS PREGNANT NOW, DO 98.Don’t know / not sure
NOT INCLUDE THE CHILD SHE IS
PREGNANT WITH
0. Does not use any method
A. Pill
B. IUD
If you have been using a method to avoid or
C. Condom
postpone pregnancy for the last 12 months,
D. Injections
which main method have you been using?
E. Diaphragm/spermicide
B14
INTERVIEWER: READ THE ANSWERS
F. Calendar
IF NESESSARY. CHECK ALL THAT
G. Interrupted intercourse
APPLY
I. Other (SPECIFY)
_____________________

MODULE C. HEALTH AND STIs
Cx. Now I will ask you some questions about your health
How would you describe your health:
98. Not
C1
1. Good
2. Average 3. Bad
sure
good, average, or bad?
Compared to the state of your health three
3. Stayed 98. Not
C2 years ago, do you think your health has
1.Improved 2.Worsened
the same
sure
improved, worsened, or stayed the same?
C. My
A. Myself mother-in- E. Sick person
law
In general, if any of your family members
D. My
C3 gets sick, who makes the final decision on B. My
whether to apply to a doctor, buy medicine
father-inhusband
or receive home treatment?
law
F Other
(SPECIFY)____________________________
C. My
D. My
When you get pregnant, who makes
B.
My
C4 decision if the pregnancy should be kept or A. Myself
mother-in- father-inhusband
law
law
aborted??
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E Other
(SPECIFY)____________________________

C5. I will now read a list of diseases. About each of these diseases please tell me if you have ever been tested
(done analysis) for it. If yes, have you ever got a positive test result? Have you been treated for the disease,
and what was the outcome of the treatment?
4. Outcome of
treatment
1. Completely
cured
2. Year of
2. Partially cured
last
3.
3. Has not been
Disease
1. Ever tested for this disease?
examinatio Treated? cured
n
4. In the process
of treatment
5. Other
(SPECIFY)_______
___
1. Tested and diagnosed positive at least once
1. Yes
2. NoB
A. Diabetes 2. Tested, but never diagnosed positive
3. Never tested B
1. Tested and diagnosed positive at least once
1. Yes
2. NoC
B. Anemia 2. Tested, but never diagnosed positive
3. Never tested C
1. Tested and diagnosed positive at least once
1. Yes
C.
2. Tested, but never diagnosed positive
2. NoD
Gonorrhea
3. Never tested D
1. Tested and diagnosed positive at least once
1. Yes
D.
2. NoE
Trichomoni 2. Tested, but never diagnosed positive
asis
3. Never tested E
1. Tested and diagnosed positive at least once
1. Yes
E.
2. Tested, but never diagnosed positive
2. NoF
Chlamydia
3. Never tested F
1. Tested and diagnosed positive at least once
1. Yes
2. Tested, but never diagnosed positive
2. No
F. Syphilis
C6
3. Never tested C6
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C6. Now I will ask you about several specific symptoms
1.

Symptom

Eve In what year and
Where did you
r had this month did you have it for the last
symptom?
noticed this
time?
symptom for the
very first time? INT.: CURRENT
MONTH IF STILL
HAS IT.
2.Year 3.Month 4. Year

1. Yes
A. High blood pressure

B. Prolonged headache

C. Pain during
urination

D. Ulcers or sores in
the genital area

2. No 
B
1. Yes
2. No 
C
1. Yes
2. No 
D
1. Yes

2. No 
E
E. Itching in or around 1. Yes
the vagina (in the

5.
Month

6. Did you
Did you treat the symptom
see a doctor
with…
or nurse in 7. Medicine
8. Home
connection you got from medicine that
with this
a clinic,
you made
symptom? hospital, or yourself or got
pharmacy?
from a relative
or friend?

9. Did you
ever talk
about this
symptom
with your
husband?

10. Did you
ever talk
about this
symptom
with your
relative/frien
d?

1. Yes
2.No

1. Yes
2.No

1. Yes 2.No

1. Yes
2.No

1. Yes 2.No

1. Yes
2.No

1. Yes
2.No

1. Yes 2.No

1. Yes
2.No

1. Yes 2.No

1. Yes
2.No

1. Yes
2.No

1. Yes 2.No

1. Yes
2.No

1. Yes 2.No

1. Yes
2.No

1. Yes
2.No

1. Yes 2.No

1. Yes
2.No

1. Yes 2.No

1. Yes
2.No

1. Yes
2.No

1. Yes 2.No

1. Yes
2.No

1. Yes 2.No
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genital area)

F. Vaginal odor or
smell

G. Vaginal bleeding
(not menstrual)

H. Discharge from the
vagina

I. Genital warts

2. No 
F
1. Yes
2. No 
G
1. Yes
2. No 
H
1. Yes
2. No 
I
1. Yes

1. Yes
2.No

1. Yes
2.No

1. Yes 2.No

1. Yes
2.No

1. Yes 2.No

1. Yes
2.No

1. Yes
2.No

1. Yes 2.No

1. Yes
2.No

1. Yes 2.No

1. Yes
2.No

1. Yes
2.No

1. Yes 2.No

1. Yes
2.No

1. Yes 2.No

1. Yes
2.No

1. Yes
2.No

1. Yes 2.No

1. Yes
2.No

1. Yes 2.No

1. Yes
2.No

1. Yes
2.No

1. Yes 2.No

1. Yes
2.No

1. Yes 2.No

2. No 
Z

Z. Others unusual
1. Yes
symptoms in the
vaginal
2. No 
area (SPECIFY)
D1x
__________________
_
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MODULE D. BEHAVIOR
D1x Now I will ask you about your behavior, that is, what you do or don’t do in certain situations. The
questions are quite personal and sometimes might even seem offensive; however, I’d like you to answer
them as honestly as you can, since they are extremely important for our research. Once again, I assure
you that confidentiality of your answers is absolutely guaranteed.
In the beginning, I’d like to ask you a couple of questions regarding use of some substances, including
narcotic substances.
Questions related to drug use
No

Question
Answer
If you smoke currently, how many
98.Don’t know
D1
0. I don’t smoke |__||__| Number
cigarettes do you smoke each day?
During the last 4 weeks, how many
|__||__| Days
98. Don’t know
D2
days/times did you drink more than one 0. Didn’t drink
drink of alcohol (e.g, wine, vodka, beer)
1. Yes
D3
Have you ever tried any narcotics?
2. No  D7x 95. Refuse to answer  D7x
95. Refuse to
98.Don’t
How old were you when you tried
D4
|__||__| Age
answer
remember
narcotics the first time?
1. Yes
Have you ever injected drugs?
D5
2. No  D7x 95. Refuse to answer  D7x
95. Refuse to
98. Don’t
How old were you when you injected
|__||__| Age
D6
answer
remember
drugs the first time?
D7x. Now I will ask you questions which don’t apply to you but to other women which you might know.
Please tell me...
0.None
2.Half
In your opinion, which part of
1.Very small
3.Major
98. Don’t know
D7.1 Armenian young and middle-aged
portion
portion
women has ever tried any narcotics?
In your opinion, which part of young
0.None
2. Half
and middle-aged women in your
1. Very small
3. Major
98. Don’t know
D7.2
community/neighborhood has ever
portion
portion
tried any narcotics?
D8x. INTERVIEWER: IF THE ANSWER TO Q. D3 “Have you ever tried any narcotics” AND Q.5 “Have you ever injected drugs?”IS
“NO”, THEN GO TO  D17x

95.
98. Don’t
1. Yes
2. No
Refuse to
D8
remember
answer
Now I will ask you questions about drug injection and drug paraphernalia. Let me inform you that “drug
paraphernalia” implies needles, syringes, and other equipment used for drug preparation (spoons, filters).
“Shared” means injecting equipment (needles and syringes) which has already been used by another person
(including your partner), and you are well aware about or suspect it.
1.
95. Refuse to
When you inject drugs, how often do
2.Sometimes 3. Never
D9
Always
answer
you use disposable syringes?
95.
During the last month, have you used
98. Don’t
1. Yes
2. No
Refuse to
D10 shared drug paraphernalia?
remember
answer
1. Yes
2. No
95.
98. Don’t
D11 Have you ever injected drugs prepared
Have you injected drugs during the
past 12 months?
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by someone else?

D12

D13

D14

D15

D16

During the last month, have you used
non-sterile needles and syringes?

Refuse to
answer
95.
Refuse to
answer
95.
Refuse to
answer

remember
98. Don’t
remember

1. Yes

2. No

Last time when you injected drugs,
have you used a sterile syringe and
needle?

1. Yes

2. No

How often do you clean needles and
syringes before injecting drugs?

1. Always
2. Sometimes
3. Never D16
4. I use only disposable syringes and needles D16

How do you clean the needles and
syringes?
MORE THAN ONE ANSWER IS
POSSIBLE

95. Refuse to answer D16
A. Washing with water
B. Boiling
C. With spirit or iodine
D. Other (SPECIFY) _________________
95. Refuse to answer

During the last month have you had
any problems with skin (pain, redness,
infection) as a result of drug injection?

1. Yes

2. No

98. Don’t
remember

95. Refuse to
answer

Sexual behavior and condom use
D17x Now I will ask you questions about your sexual life. I understand that you might find it
uncomfortable to discuss with a stranger. However, once again I’d like to ask you being as honest as you
can, and, please, have in mind that your answers will help us develop programs for helping other people,
including yourself.
55. When I married the first
time
How old were you at your first sexual
D17
|__||__| Year's old
98. Don't know/can’t recall
intercourse?
95. Refuse to answer
1. During the last week
2. Between one week and one month
3. 1-6 months ago
When did you have sexual relationship
D18
4. 7-12 months ago
the last time?
5. more than 12 months ago  D39x
98. Don't know/can’t recall
95. Refuse to answer
Q. D19 – D29 WILL ONLY APPLY TO PRESENT HUSBAND, CHECKED IN Q. B1- B5. IF THE
INTERVIEWEE ANSWERED “0” to the q. B5 “In the past 12 months, how many weeks/months have
your husband spent with you under the same roof?”, THEN DON’T ASK Q. D19– D29.
Perceived risk of getting infected by the husband
1.
2. Possible
3.
4.
98.
In your opinion, how likely it is that
D19
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D20

your husband has had sexual
intercourse with another woman
during last 12 months?

Very likely

In your opinion, how likely it is that
your husband has injected drugs
during last 12 months?

1.
2. Possible
Very likely

Intercourse and communication with the husband
During last 12 months have you ever
talked to your husband about risks of
D21
sexually transmitted diseases, even if it
was a very brief conversation?
D22

During last 12 months when your husband is
around, how many times per week/month do
you have sex with him?

D23

How often do you (or your husband or
both) drink alcohol before or during
the sexual relationship?

D24

How often do you (or your husband or
both) use drugs before or during the
sexual relationship?

D25

How often did you use a condom while having
sex with your husband?

Why you do not use a condom or use it
only sometimes?

CHECK ONLY THE MOST
IMPORTANT REASON
D26

1. Yes

Very Impossible
unlikely

Don’t
know

3.
4.
Very
Impossible
unlikely

98.
Don’t
know

2. No

98.Don’t
remember

A. If 0 D29
|__||__| Times
B. 1. per week
2. per month
1. Always or almost always
2. Rarely
3. Never
95. Refuse to answer
1. Always or almost always
2. Rarely
3. Never
95. Refuse to answer
1. Always D27
2. Sometimes
3. Never
95. Refuse to answer  D30x
1. Condoms are very expensive
2. Buying condoms embarrasses me
3. It is difficult to use condoms
4. It is difficult to get condoms
5. Condoms are not sold in our community
6. Condoms reduce sexual perception
7. Asking my husband to use a condom embarrasses me
8. I trust my husband
9. I don’t know if condoms are effective
10. I use condoms only to prevent pregnancy
11. I use other means of birth control

12. Other (SPECIFY) _________________
95. Refuse to answer
        D28
Who usually suggests using a condom?
D27

1. Me D30x
2. My husband
3. Me and my husband  D30x
95. Refuse to answer
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If you offered your husband to use a
condom, would he accept your offer?
        D30x
D28

1. Yes

2. No

98.
Don’t know

1. He had STD
May I ask you the reason why you had
2. My husband/I is/am HIV carrier
D29
no sex with your husband during last 12
3. Other (SPECIFY) ______________
months?
95. Refuse to answer
D30x. Now I will ask you questions about other sexual partner/s besides your husband. Once again, I
assure you that confidentiality of your answers is absolutely guaranteed. Please, have in mind that all the
interviewees are asked the same questions.
1. Yes
During the last year, have you had a
D30
sex partner other than your husband? 2. No  D39 x.
|__||__| Number
How many sex partners besides your
98. Don't know/can’t recall
D31 husband have you had during the last
95. Refuse to answer  D33
12 months?
Tell me, please, about all your sexual relationships during last 12 months, when did they begin
D32
and end, what was the outcome, and where did your partner live.
1st relationship
2nd relationship
3nd relationship
4rd relationship
A. Time
began

B. Where was
your partner
living during
your
relationship?

Year
Year|___||___||___||___| Year |___||___||___||___|
|___||___||___||___|
Month |___||___|
Month |___||___|
Month |___||___|
1. This
1. This accommodation 1. This accommodation
accommodation
2. Other accommodation 2. Other accommodation
2. Other
in this town
in this town
accommodation in this 3. Other place in RA
3. Other place in RA
town
4. Abroad
4. Abroad
3. Other place in RA
4. Abroad

Year
|___||___||___||___|
Month |___||___|
1. This
accommodation
2. Other
accommodation in
this town
3. Other place in RA
4. Abroad

A. Month |___||___|
B. Is continuing
 D33
1. Separation
2. Partner died

A. Month |___||___|
B. Is continuing
 D33
1. Separation
2. Partner died

A. Month |___||___|
A. Month |___||___|
B. Is continuing  B. Is continuing 
D33
D33
1. Separation
1. Separation
D. Outcome
2. Partner died
2. Partner died
1. Always or almost always
How often do you (or your sex partner
2. Rarely
D33 or both) drink alcohol before or
3. Never
during the sexual intercourse?
95. Refuse to answer
1. Always or almost always
How often do you (or your sex partner
2. Rarely
D34 or both) use drugs before or during the
3. Never
sexual intercourse?
95. Refuse to answer
1. Always D38
How often do/did you use condoms
2. Rarely
D35 during the sexual intercourse? with
3. never
your sex partner?
95. Refuse to answer D38
C Time
ended
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Why you do not use condom
always with your sex
partner/s?
D36
CHECK ONLY THE
MOST IMPORTANT
REASON

Condoms are very expensive
Buying condoms embarrasses me
It is difficult to use condoms
It is difficult to get condoms
Condoms are not sold in our community
Condoms negatively impact the sexual experience
Asking my husband to use a condom embarrasses
me
8. I trust my husband
9. I don’t know if condoms are effective
10. I use condoms only to prevent pregnancy
11. I use other means of birth control
12. Other (SPECIFY) _________________
95. Refuse to answer
1.
2.
3.
4.
5.
6.
7.

If you offered your sex
95.
1. every time
2. not
3.
partners to use condom,
Refuse to
D37
always never
how often would they
answer
accept your offer?
During the last 12 months
how often did you refuse to
1. Every time when I had such an offer
have sex without a condom
2. Not always
D38 with a partner in order to
3. Never refused
protect yourself from a
95. Refuse to answer
sexually transmitted
disease?
D39x. One more question, please. I’d like to ask you a question which is not related to you but
to other women in general. Please tell me...
In your opinion, which
2. Half
part of young and middle0. None
3. Major 98. Don’t know
D39 aged women going abroad
1. Very small portion
portio
for work, is engaged in
n
sexual servises there?

MODULE E. AIDS/HIV testing

Ex Now I will ask you questions about AIDS/HIV examination and testing. I would like to know whether
these servises are availiable and affordable for you, whether you have ever done any testing, etc. So, ...
No.
Question
Answer
98.
Do you know where you can get tested for HIV
1. Yes
2. No
Don’t
E1
if you decide to do so?
know
98.
Are the HIV testing and counseling services
1. Yes
2. No
E2
Don’t
available /affordable for you?
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know
E3

Where is the nearest location where you can get
tested for HIV?

Name of a rural location
Address in urban setting
_________________________________

THE FOLLOWING QUESTIONS ARE RELATED TO MIGRANTS ONLY. IF THE INTERVIEWEE IS
NOT A MIGRANT/MIGRANT FAMILY MEMBER, THEN GO TO E8
A. Yes, at the border
B. Yes, at
When you /your husband go abroad for work,
placement
are you required to submit HIV test result while
3. No
E4
entering the country, or later on, after job
placement?
Do you know which countries require HIV test
result?
E5

E6

E7

E8

Do you know where you can get tested for HIV
in those locations where you /your husband
went for work last time?
Are the HIV testing and counseling services
available /affordable for you in those locations
where you /your husband went for work?
How many times have you been tested for HIV
during your lifetime?

1. Yes

1. Yes

2. No

2. No

98.
Don’t
know

0. None E19
|__| times
98. Don’t know

Please note that I don’t want to know the
results
In what years were you tested for HIV the first
and last time?

E9
What was the reason you underwent HIV
testing the last time?
E10

A. Russia
B. Other former USSR
countries
C. Europe
D. Other ___________

CHECK ONLY THE MOST IMPORTANT
REASON

Where was the test conducted?
E11
CHECK ONLY THE MOST IMPORTANT

A. |__||__||__||__| first time,

9998 – Don’t know

B. |__||__||__||__| last time,
9998 – Don’t know
1. was required during the pregnancy
2. was indicated in connection with some other
health problems
3. for work purposes
4. for working abroad
5. To make sure I am not infected
6. Other (SPECIFY) _________________
1. In the health facility I’m registered in
2. In a health facility within our community
3. in rural area in Armenia
4. in urban area, not Yerevan
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REASON

5. in Yerevan
5. in prison in Armenia
6. other in Armenia (SPECIFY)
________________
7. Outside Armenia
8. Abroad (SPECIFY)
________________________
95. Refuse to answer

Who besides you and personnel involved in the procedure was
present in the room where the test was conducted?
A. Other med. personnel not involved in the procedure
E12

B. Other patients / random people
C. Other (specify)___________________________
_____________________
Did you encounter any problem before or during the test?
A. VCT /the test center was closed during the working hours

E13

A. 1. Yes
know
B. 1. Yes
know
C. 1. Yes
know

A. 1. Yes
know
B. The personnel responsible for the test was not available during the B. 1. Yes
working hours
know
C. The personnel responsible for the test was not aware if the patient
C. 1. Yes
should pay for HIV test or not
know
D. Other (specify)___________________________ ____________
D. 1. Yes
know
0. Didn’t pay
How much have you paid for the test?

2. No 98. Don’t
2. No 98. Don’t
2. No 98. Don’t
2. No 98. Don’t
2. No 98. Don’t
2. No 98. Don’t
2. No 98. Don’t

E14

E15

E16

E17

| |__||__||__| |__||__| dram 9998. Don’t know
What of the following was done within the framework of HIV
testing?
A. pre-test counseling
A. 1. Yes 2. No 98. Don’t
know
B. HIV test
B. 1. Yes 2. No 98. Don’t
know
C. Post-test counseling
C. 1. Yes 2. No 98. Don’t
know
D. Other (specify)___________________________ ____________
D. 1. Yes 2. No 98. Don’t
know
1. Very satisfied
How much were you satisfied with the entire
2. Satisfied
98.
procedure including pre-test and post-test
3. Unsatisfied
Don’t
counseling (if any) and the test
4. Vey unsatisfied
know
1. Yes E20
Have you got the test result?
2. No
95. Refuse to answer
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Why did you not receive the test result?

CHECK ONLY THE MOST IMPORTANT
REASON

E18

1.
I don’t need
to know it – I was not interested in knowing it
2.
I knew my HIV status
3.
I didn’t have time
4.
I was far from the location
5.
They didn’t give me the result
6.
Other
(specify)___________________________
95. Refuse to answer

        E20

Why you have never got tested for HIV?
A. I don’t perceive myself at risk of HIV

E19

E20

E21

E22

A. 1. Yes 2. No 98.
Don’t know
B. I don’t know where I could get tested
B. 1. Yes 2. No 98.
Don’t know
C. There is no testing center /VCT near our community
C. 1. Yes 2. No 98.
Don’t know
D. I don’t trust in the professionalism of health personnel
D. 11. Yes 2. No 98.
Don’t know
E. I am afraid that the health personnel will not keep confidentiality
E. 11. Yes 2. No 98.
Don’t know
F. The nurses have no idea of the rules of medical ethics
F. 11. Yes 2. No 98.
Don’t know
G. I am afraid that my rights of a patient will be violated
G. 11. Yes 2. No 98.
Don’t know
H. I am afraid that I will be stigmatized if I go to VCT
H.
11. Yes 2. No 98.
Don’t know
I. Other (specify)___________________________
I.
1. Yes 2. No 98.
____________________________ ________________
Don’t know
X. No reason
X.
1. Yes 2. No 98.
Don’t know
How worried are you that you can get infected with HIV? 1. Very worried
2. Somewhat worried
3. A little worried
4. Not worried
98. Don’t know
1. Very worried
How worried are you that you can get infected with a
sexually transmitted disease?
2. Somewhat worried
3. A little worried
4. Not worried
98. Don’t know
A. I have sex only with one sex
What have you done during the last 12 months to protect
partner
yourself from HIV and other sexually transmitted
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diseases?
CHECK ALL THAT APPLY

B. I don’t have sex at all /I abstain
from sex
C. I use condoms consistently
D. Other _____________________
X. I don’t do anything for that

MODULE F. HIV SYMPTOMS, TRANSMISSION, AND PREVENTING KNOWLEDGE
SCALE

Fx. Now I will try to find out what do you know about AIDS/HIV.
No.
Question
Do you think a healthy-looking person can be infected with
F1
HIV?

Answer

98.
Don’t
know
F2x. Now I will ask you questions about HIV transmission ways. Please say yes or now for each possible
transmission way.
98.
Can a person get the HIV virus from mosquito bite?
1. Yes
2. No
Don’t
F2
know
98.
Can a person get HIV by sharing a meal with an HIV infected
1. Yes
2. No
Don’t
F3
person?
know
98.
Can a person get HIV by having sex without condom with an
1. Yes
2. No
Don’t
F4 infected person?
know
98.
Can a person get HIV by kissing an infected person?
1. Yes
2. No
Don’t
F5
know
98.
Can a person get HIV by shaking hands with an infected person?
1. Yes
2. No
Don’t
F6
know
98.
Can a person get HIV by using infected syringes, needles and
1. Yes
2. No
Don’t
F7 other cutting items?
know
98.
Can a woman infected with HIV transmit the virus to her child
1. Yes
2. No
Don’t
F8 during the delivery?
know
98.
Can a woman with HIV/AIDS transmit the virus to her newborn
1. Yes
2. No
Don’t
F9 child through breastfeeding?
know
98.
Can a person lower the probability of getting infected by HIV by
1. Yes
2. No
Don’t
F10 having one uninfected faithful sex partner?
know
98.
Can people decrease their risk of HIV infection by using condom
1. Yes
2. No
F11
Don’t
correctly in each sexual contact?
1. Yes

2. No
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know
MODULE G. AIDS/HIV STIGMA AND DISCRIMINATION
Gx. A few more question about AIDS/HIV
Do you know anyone who is infected with HIV or died
of AIDS?
Please note that I don’t want to know who the person
G1
is.

What was the attitude of his/her relatives to that
person?
G2

What was the attitude of the community to that
person?
G3

Is any of your relatives/friends infected with HIV or
has any of them died of AIDS?
G4

G5
G6
G7
G8
G9
G10

Would you be willing to share a meal with a person
you knew had HIV?
If you knew a food seller had the HIV, would you buy
food from him?
If a relative of yours had HIV, would you be allowing
him/her to come to your house?
If a member of your family became HIV infected,
would you be willing to keep him/her in family?
If a member of your family became HIV infected,
would you be willing to care for him/her?
If a member of your family became HIV infected,
would you be willing to keep his/her status in secret?

1. Yes
2. No G4
98. Don’t know  G4
95. Refuse to answer
 G4
1. Very tolerable
2. Tolerable
3. Non-tolerable
4. Very negative/intolerable
98. Don’t know
1. Very Positive / tolerable
2. Tolerable
3. Non-tolerable
4. Very negative / intolerable
5. Few people /nobody knew
about his/her HIV status
98. Don’t know
95.
98.
Refuse
2.
1. Yes
Don’t to
No
know answer
1. Yes

2. No

1. Yes

2. No

1. Yes

2. No

1. Yes

2. No

1. Yes

2. No

1. Yes

2. No

98. Don’t
know
98. Don’t
know
98. Don’t
know
98. Don’t
know
98. Don’t
know
98. Don’t
know

MODULE J. PARTICIPATION IN AIDS/HIV AND STI PROGRAMS.

J1

Have you visited any voluntary counseling and testing
(VCT) centers in the last 12 months?

J2

Do you know where you can get information about

1. Yes
1. Yes

2. No

95. Refuse
to answer
2. No
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HIV/AIDS and STIs?
THE FOLLOWING QUESTIONS ARE RELATED TO MIGRANTS ONLY. IF THE
INTERVIEWEE IS NOT A MIGRANT/MIGRANT FAMILY MEMBER, THEN GO TO J4
Do you know where you can get information about
98. Don’t
1. Yes
2. No
J3 HIV/AIDS and STIs in the locations where you / your
know
husband travel for work?
1. Yes
Have you ever participated in HIV/AIDS awareness
2. No J7
J4 raising program or community events in the last 12
98. Don’t know  J7
months?
A.last time
In which month and where did the event take place?
|__||__| month
__________________place
98. Don’t remember
J5
B. previous time
|__||__|month
__________________place
98. Don’t know
1. last time
When you participated in such events in what activities
A. __________________________
were you involved?
B ___________________________
C___________________________
98. Don’t remember
J6
2. previous time
A.
___________________________
B. __________________________
C. __________________________
98. Don’t know
1. Yes
During the last 12 months, were you provided with
2. No  J9
J7 condoms (e.g., by outreach workers or in NGOs)
98. Don’t know  J9
J8x IF BOTH Q. J4 AND J7 ARE “NO” OR “DON”T KNOW”, THEN GO TO J9
A. World Vision
Do you know which organizations organized those
B. UMCOR
activities?
C. Young Doctors Association
J8
D. Red Cross
E. Real World, Real People NGO
F. Other _______________
Do you perceive that you need more information/skills to 1. Yes
2. No J14
J9 protect yourself from HIV/STIs?
98. Don’t know J14
What specifically would you like to learn about HIV / STI A. __________________________
B ___________________________
prevention?
J10
C____________________________
98. Don’t know
What else would you like to learn?
A. TV programs
What channels would be
J11
B. Radio programs
good to raise your
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C. Newspapers, journals
D. Printed materials available in health care facilities and VCTs
E. Lectures, seminars in health care facilities and VCTs
F. Printed materials distributed by outreach workers at home
Check all that apply
G. Receiving educational materials and counseling from outreach
workers at the airport
H. Other (SPECIFY)
The following questions only apply to those who chose “TV Programs” option. Go to J15 if didn’t
choose this answer.
A. __________________________
What channels/programs
do you usually watch?
B ___________________________
J12
C____________________________
awareness about
HIV/STIs?

D. No special preference
J13

J14

What time would you prefer to watch programs on
HIV/STIs?
        J15
If you perceive that you don’t need any additional
information about HIV/STI prevention, how would you
justify that?

Hour __________________________
98. D. No special preference

1.______________________________

2.______________________________

3.______________________________

98. Don’t
Would you like boys to receive information about
1. Yes
2. No
know
HIV/STIs and prevention at school?
98. Don’t
Would you like girls to receive information about
1. Yes
2. No
J16
know
HIV/STIs and prevention at school?
IF BOTH Q. J4 AND J7 ARE “NO” OR “DON”T KNOW”, THEN GO TO   MODUL H
___ _____ grade
In your opinion, what school grade would be good for
J17
98. Don’t know
receiving such information?
J15

MODULE H. HOUSEHOLD CHARACTERISTICS AND LIVING CONDITIONS
Hx. Now I would like to ask some questions about your residence and living conditions
No
Question
H0

How many people including you share your household? (A household, hereinafter
– h/h, implies people who share your dwelling, no matter registered or not, share
the expenses, and have common income). Please include also those who are
temporarily absent for less than 6 month.

Answer
|___||___|
Number
of persons

H00 Please list all of them, including their relationship to you, gender, age, presence, income share,
and status as a student.
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A. relationship to you
02.Husband/wife 08.Husband’s
sibling
03.Mother/father 09.Grandmother/fat
her
04.Child
10. Husband’s
grandmother/father
05.Stepchild
11.Grandchild
06.Mother/father 12.Other relative
in law
07. Sibling
13.Other nonrelative
1. Interviewee
|_0_||_1_|
2.
|__||__|
3.
|__||__|
4.
|__||__|
5.
|__||__|
6.
|__||__|
7.
|__||__|
8.
|__||__|
9.
|__||__|
10.
|__||__|
11.
|__||__|
12.
|__||__|

B.
Gender
1. M
2. F

C.
Age full
years

D. Abroad E. Has a financial
F. A
for 3 or
share in h/h,
student?
more
including pension, 1. Yes,
months
allowance etc.
2.No
1. Yes, 2.No
1. Yes, 2.No

H000 Who is the head of your household?: CHECK THE NUMBER
FROM THE TABLE

|__||__|

H1x. Now I will ask you questions about your household and living conditions
H1 Does your family own or rent this residence?
1 Yes
H0 How many rooms are in your residence?

2No

|___||___| Number of rooms
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H2 How many rooms in your residences are normally used
for sleeping?
What is the main source of drinking water for your
H3 household?

H4

What kind of toilet does your home have?

What is the primary type of fuel used for cooking in your
H5 household?

H6

H7

|___||___| Number of rooms
1. Piped water inside the house
2. Piped water in the yard
3. Other (specify)
_______________________
1 Indoor flush toilet
2. Outdoor toiler
3. Other ____________________
1 Wood
2 Kerosene
3. Natural gas
4 Electricity
5.Dried dung
6.Other
__________________________
____

What is the primary type of fuel used for heating in your
household?

Tell me if in your household there are the following objects, in
working conditions:
A. Color TV
B. Computer with internet
connections
C. Refrigerator
D. Gas or electric cooker
E. Fixed line phone
F. Automobile

A. Boiler
B. Gas heater/cooker
C. Electricity
D. Wood/petrol stove/dried dung
E. Other

A.
B.
C.
D.
E.
F.

1 Yes
1 Yes
1 Yes
1 Yes
1 Yes
1 Yes

2No
2No
2No
2No
2No
2No

H8

How many mobile phones do you have in your household?

H9

A. _________________________
Amount
Approximately, how much is your household’s overall income B. Currency 1. Dram 2. Dollar
per month or year, including salaries, pensions, benefits, C. Period
1.Month 2.Year
income from selling of agricultural products, etc?
D. Don’t know
E. Refuse to answer

|___||___|
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In your opinion, is the majority of households in your village
H10 richer than yours, poorer than yours, or has the same material
level?
Now, I would like to ask you about how much have you spent recently.
Approximately, how much money did you spend last month
on…
A. Food/excluding alcohol and cigarettes
B. Alcoholic beverages, including vodka, wine and bear
C. Cigarettes
H11 D. Utility payments, including phone, internet, transportation
E. Clothes, shoes, household goods, school goods, school
expenses
F. Medicines, medical consultation, other health expenses
G. Other
H. Total (INT.: If Q. A-G are not answered)

1. Richer
2. Poorer
3. Has the same material level

RA dram

A. ___________
98. Difficult to answer
B. _______________________ 98.
Difficult to answer
C. _______________________ 98.
Difficult to answer
D. _______________________ 98.
Difficult to answer
E. _______________________ 98.
Difficult to answer
F. _______________________ 98.
Difficult to answer
G. _______________________ 98.
Difficult to answer
H. _______________________ 98.
Difficult to answer

In the past week how many days did you eat …
A. Meat? A. |___|
98.Don’t remember
B. Chicken? B. |___|
98.Don’t remember
C. Fish? C. |___|
98.Don’t remember
1. Improved
In your opinion, have the material conditions of your
2. Worsened
H13 household improved, worsened or stayed more or less the same
for the last 12 months?
3. Stayed the same
98. Not sure/difficult to say
1. Will improve
Thinking now about the future, in your opinion, a year from
2. Will worsen
H14 now will the material conditions of your household improve,
worsen or stay more or less the same?
3. Will stayed the same
98. Not sure/difficult to say
H12
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Appendix 3

Field guide for FG discussions
with married women (e.g., migrants’ and non-migrants’ wives)
in rural areas of Shirak marz
1. What is HIV? What is AIDS? What are the phases of the disease?
2. Is the treatment for HIV-infection and AIDS available? Is it available in Armenia? Where?
In which phase of the infection is the treatment effective?
3. Which population groups are vulnerable in terms of HIV-infection? Which factors contribute
to vulnerability of migrants?
4. How one can know whether one is infected or no? What is the good timing for testing?
What is the window period? Where you can get tested for HIV? Where did you get this
information?
5. HIV testing:
 How accessible is HIV testing in your community?
 How affordable is HIV testing for you / your family?
 What are the reasons for low utilization of service in your community / among your
peers?
 If in the nearest future you would be willing to get tested, where would you go for test?
Why?
 What do you think about MMT-based approach to testing?
6. HIV-testing related stigma and discrimination: What is the possibility that one may be
stigmatized and discriminated if one decides to get tested? What is the probability that one’s
decision for getting tested may result in conflict in one’s family?
7. What is the probability of practicing safer sex (using condoms) in rural families of Shirak?
How possible is that an offer to use a condom may result in family conflict or gender-based
violence.
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Appendix 4 Table 3-2-1-1. Comparison of migrants’ and non-migrants’ marital partners by demographic, socio-economic and
health-related characteristics
Variable

Settlement- Yerevan
Settlement -other urban
Settlement – rural (reference group)
Age of respondents (years)
Education (≥10 years)
Were employed at least short period (last 3 years)

n1 migrant /n2
non-migrant
partner
respondents

Range

816/418

816/418
816/418
816/418

18-54

Migrants'
partners(N=816)
Mean
SD
%
32,11
27,33
40,56
35,13

Piped water inside house (higher prosperity level) 815/417
Toilet inside house (higher prosperity level)
815/417
Natural gas or electricity used for cooking (HPL) 815/417
Household was heated with wood/petrol
stove/dried dung (lower prosperity level)
*The number of the following 6 objects possessed
by the participant’s household: color TV,
internet, refrigerator, gas or electric cooker,
phone, automobile
*Possessed an automobile (HPL)

815/417
816/418

0-6
816/418

4,42

8,48

35,05

P value for
difference
between
groups
0.932

53,68
32,97

438
269

8,1997
57,42
240
36,84
154

84,54

689

86,81

362

0,29

72,64

592

76,98

321

0,100

85,15

694

86,81

362

0,432

39,51

322

38,37

160

0,698

1,24

34,93
*Thought that the majority of households in their 793/403
5,04
community were poorer than theirs (HPL)
816/418
90,20
*Described their health average or good
816/418
0-6
0,43
0,91
Number of STI symptoms (lifetime)
816/418
25,61
Had at least one STI symptom (lifetime)
816/418
98,28
*Have ever been pregnant
789/396
0-7
2,16
0,87
Number of live birth
789/396
*Number of abortions
0-50
1,24
2,78
816/418
34,93
*Were willing to have more children
* - the difference between groups of migrants’ and non-migrants’ partners is statistically significant (p<0.05)
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N
262
223
331

Non-migrants'
partners(N=418)
Mean
SD
%
N
32,54
136
27,99
117
39,47
165

4,61

1,25

0,869
0,211
0,175

0,012

285

44,74

187

0,001

40
736

8,19
93,54

33
391

0,032
0,048
0,724
0,710
0,004
0,930
0,031
0,011

0,41
209
802

24,64
95,45
2,16
0,96

285

0,86
103
399
0,79073
1,72792
42,34
177

Appendix 5
Table 3-2-1-2. Comparison of migrants’ and non-migrants’ marital partners by HIV risk profile
Variable

*Suspected their husbands of marital infidelity in the
past 12 months
*Were concerned with becoming infected with HIV
Were concerned with becoming infected with STI
Discussed with their marital partners the issues related
to HIV and STIs in the past 12 months
Were confident during condom use negotiation
Knew a place where HIV testing is provided
Stated that HIV testing services were affordable for
them
Visited a voluntary counseling and testing (VCT)
center in the last 12 months
Knew where one can get information about HIV/AIDS
and STIs
Participated in HIV/AIDS awareness raising program
or community events in the last 12 months
Perceived need for more information/skills to protect
oneself from HIV/STIs

n1 migrant
/n2 nonmigrant
partner
respondents

Range

Migrants' partners Non-migrants'
(N=816)
partners (N=418)
Mean
SD
Mean
SD
%
N
%

P value
for
difference
N between
groups

689/386
816/418
816/418

25,54
15,56

176
127

11.40
11,00

44
46

0,000
0,029

14,95

122

13,64

57

0,535

751/412
401/212
816/418

39,41
56,86
41,30

296
228
337

33,98
60,85
40,19

140
129
168

0,067
0,341
0,708

678/343
814/414

43,95

298

46,36

159

0,466

2,33

19

3,62

15

0,193

32,84

267

31,31

129

0,588

2,94

24

3,11

13

0.781

33,95

277

32,78

137

0,680

813/412
816/418
816/418

HIV knowledge score – scale (range 0-11)

814/418

Had good HIV-knowledge ( score ≥ 9)

814/418

Attitude score – scale (range 0-12)
Had tolerant attitude toward PLWHA (score >5)
Made health-related decisions
Made pregnancy-related decisions

811/417
811/417
816/418
816/418

0-11

8,13

2,21
47.9

0-12

5,84

390
3,45

55,60
80,88
88,24
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8,17

2,34
51.2

6,18
451
660
720

0,801
214

0.279

247
324
367

0,110
0,248
0,163
0,823

3,54
59.20
77,51
87,80

Table 3-2-1-2 – Comparison of migrants’ and non-migrants’ marital partners by HIV risk profile (continued)
Variable

n1 migrant
/n2 nonmigrant
partner
respondents

Range

Migrants' partners Non-migrants'
(N=816)
partners (N=418)
Mean
SD
Mean
SD
%
N
%

P value
for
difference
N between
groups

814/417
80/40
80/40
80/40

9,58
71,25
15,00
6,25

78
57
12
5

9,35
70,00
7,50
17,50

39
28
3
7

80/40
736/378

3,75
64,95

3
478

2,50
64,55

1
244

0,896

736/378

8,02

59

8,47

32

0,795

736/378

4,35

32

4,76

18

0,752

Reasons for not testing - stigma related
736/378
5,98
44
Never used condoms while having sex with her spouse
(past 12 months)
71.5
479
Rarely used condoms while having sex with her spouse
(past 12 months)
18.1
121
Always or almost always used condoms while having
sex with her spouse (past 12 months)
670/356
10.4
70
At least sometimes used condoms while having sex with
her spouse (past 12 months)
28.5
191
During the last 12 months to protect oneself from HIV 816/418
3,80
31
/STIs consistently used condoms
* - the difference between groups of migrants’ and non-migrants’ partners is statistically significant (p<0.05)

6,61

25

0,677

70.8

252

0.346

16.0

57

0.346

13.2

47

0.346

29.2

104

0,828

3,83

16

0,980

Has ever been tested for HIV
Reason for last HIV testing - Pregnancy
Reason for last HIV testing - Other health problems
Reason for last HIV testing - Work purposes
Reason for last HIV testing - To make sure she is not
infected
Reason for not testing - no reason
Reason for not testing - No information about /access to
VCT
Reason for not testing - Low trust in professionalism of
health personnel

71

0.896
0.391

Appendix 6
Table 3-2-1-2-1. HIV/AIDS-related knowledge
#

Migrants’
Non-migrants’
wives(n=816) wives(n=418)

Characteristic

% of respondents who
answered the questions
correctly (%)
1
2
3
4
5
6
7
8
9
10
11

Do you think a healthy-looking person can be infected with
HIV?
Can a person get HIV from a mosquito bite?
Can a person get HIV by kissing an infected person?
Can a person get HIV by sharing a meal with an HIV infected
person?
Can a person get HIV by shaking hands with an infected
person?
Can a woman with HIV/AIDS transmit the virus to her
newborn child through breastfeeding?
Can a woman infected with HIV transmit the virus to her child
during the delivery?
Can a person get HIV by using infected syringes, needles, and
other cutting items?
Can a person get HIV by having sex without condom with an
infected person?
Can a person lower the probability of getting infected by HIV
by having one uninfected faithful sex partner?
Can people decrease their risk of HIV infection by using
condom correctly in each sexual contact?
Note: * significant at p<.05 (within each category).

72

66.7

68.4

43.3
53.1

45.7
53.6

64.2

67.7

74.3

79.4

72.7

72.7

83.2

84.7

92.6

91.9

94.1

91.9

84.4

80.6

84.8*

80.1*

Appendix 7
Table 3-2-1-2-2.Attitude toward PLWHA
Migrants’
wives
(n=816)

#
Characteristic

Non-migrants’
wives
(n=418)

% of respondents who
affirmatively answered the
questions
1
2
3
4
5
6

Would you be willing to share a meal with a person you knew had
HIV?
If you knew a food seller had HIV, would you buy food from him?
If a relative of yours had HIV, would you be allowing him/her to
come to your house?
If a member of your family became HIV infected, would you be
willing to keep him/her in family?
If a member of your family became HIV infected, would you be
willing to care for him/her?
If a member of your family became HIV infected, would you be
willing to keep his/her status in secret?
Note: * significant at p<.05 (within each category).

73

20.0*

26.8*

17.4

21.5

31.7

36.1

51.1

51.4

70.1*

67.5*

72.3*

70.6*

Appendix 8
Table 3-2-2. Estimated /adjusted regression coefficients from logistic regression models with six HIV-risk-profile-related outcomes
Covariates
Outcomes
HIV
HIV
HIV risk
STI risk
HIV
Condom
a
b
knowledge
attitude
perception perception testing use
,914
,850
1,527*
1,238
1,096
,912
Migrant status of female respondents’ spouses migrants’ wives
1,446*
2,197*
Settlement – Yerevan
1,211*
1,333
Settlement – other urban
Settlement – rural – reference group
1,016*
,986
1,029*
,974*
,965*
,953*
Age (years) - scale
1,682*
1,565*
1,537*
1,169
1,761* ,895
Education (≥10 years)
Have been employed at least short period (last 3 years)
The natural gas or electricity was used in the
participant’s household as fuel for cooking (higher
prosperity level)
The number of the following 6 objects possessed by the
participant’s household: color TV, internet,
refrigerator, gas or electric cooker, phone, automobile scale
Described their health average or good
Reported at least one STI symptom
Have ever been pregnant
Number of live birth
Expressed willingness to have more children
Had a sexual relationship within the last month
Suspected their husbands of marital infidelity in the last
12 months
Discussed with partner HIV-issues
Was confident in favorable outcome of condom use
negotiation
Was making health-related decisions

1,259
1,468*

1,516*

1,199*

,860*

1,150
2,786*

2,695*
1,356

,905

2,370*

N/S

N/S

N/S

1,128

1,841*

3,107*

-----,941
-----1,011
N/S
,615*
N/S

-----------

----------

N/S
9,417

2,050*

,700*
,994
1,392

,685*
1,612*
2,005*
3,444*

1,014

N/S
1,477*??? -------

1,414*

.773

74

,751

2,086*
1,777
______
1,885*

2,473*

,115*
N/S
1,091
1,470*

Table 3-2-2. Estimated /adjusted regression coefficients from logistic regression models with six HIV-risk-profile-related outcomes
(continued)
Covariates
Outcomes
HIV
HIV
HIV risk
STI risk
HIV
Condom
a
b
knowledge
attitude perception perception testing
use
2,276
1,366
----1,385*
Knew a place where HIV testing was provided
1,589*
1,642*
1,609*
Stated that HIV testing services were affordable for
them
1,272
1,903
3,272*
4,493*
Visited a VCT center last 12 months
1,392*
1,764*
1,766*
1,560*
2,234*
1,613*
Knew where one could get information about HIV/
STIs
1,013
N/S
Participated in HIV- awareness raising events in the
last 12 months
2,553*
_____
,592*??? N/S
Perceived need for more HIV-related information/skills
1,209*
1,127*
N/S
1,139*
1,079*
HIV knowledge score - scale
1,170*
1,041
N/S
1,129*
1,011
HIV attitude score- scale from intolerant to tolerant
1,38
1,524*
____
2,115*
N/S
Were concerned with becoming infected with HIV
-----N/S
Were concerned with becoming infected with an STI
1,952*
1,375
2,006*
N/S
1,235
Have ever been tested for HIV
* - the association between outcome and covariate is statistically significant (p<0.05)
a
The dichotomized measure of HIV knowledge score (range 0 – 11) was used as the dependent variable (correct responses ≥ 9 - good
knowledge - “1” correct responses <9 - poor knowledge – “0”)
b
The dichotomized measure of HIV attitude score (range (0-12) was used as the dependent variable (score >5 - tolerant attitude – “1”;
score ≤ 5 - intolerant attitude – “0”)
N/S – non-significant in any combination
------ not included in any model
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