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Abstract

An Evaluation of the Mongolian Red Cross Society’s HIV/AIDS Response Program
Tia S. Farrell

Chair of the Supervisory Committee:
Professor David Grembowski
Department of Health Sciences

Specific Aims
The aim of this program evaluation is to determine whether Mongolian Red Cross Society’s

HIV/AIDS Response Program (HARP) increased HIV/AIDS prevention knowledge among youth
aged 15-24 in targeted secondary schools and universities in Ulaanbaatar, Mongolia by the

conclusion of the program period (1 July, 2008 to 30 June, 2011).

Setting
Although Mongolia presently has a low prevalence of HIV, with less than 0.01% of the

population infected, it has been estimated that without concerted prevention efforts, between
now and 2015 the country’s HIV prevalence will double every two years (The Global Fund to
Fight AIDS, Tuberculosis and Malaria, 2004). New HIV cases over the past two years have
been mostly in youth and rates of transmission of STls, already very high, continue to increase
among youth in Mongolia. To date, most HIV prevention efforts in Mongolia have targeted
most-at-risk populations; however, there is a great need for HIV awareness and prevention
programs targeting the general population, specifically youth (Mongolian Red Cross Society,
2010).

Methods
A post-intervention survey was conducted at project end, 1 July-1 August, 2011, among 712

youth in targeted secondary schools and universities in three districts of Ulaanbaatar, Mongolia
to evaluate the impact of the project. The impact of the program was assessed by a post-
intervention survey of prevention knowledge, by comparing groups that were exposed to the
intervention to groups that were not exposed. Knowledge was assessed through analysis of
survey questions about modes of transmission of HIV/AIDS, methods of prevention, and

rejection of common misconceptions. Program contribution to target group knowledge levels



was assessed through survey responses to the question, “Where do you receive information
about HIV/AIDS?”

Results
In answer to evaluation Question 1, “What is the difference in HIV/AIDS knowledge between

those who were exposed to the HARP intervention and those who were not among youth aged
15-24 in targeted secondary schools and universities in Ulaanbaatar, Mongolia?” results
showed a strong positive program effect on identifying all four important modes of transmission
of HIV, a week positive program effect on identifying ways of preventing HIV, and a weak
negative program effect on rejecting common misconceptions about HIV. The exposed group
tended to answer correctly significantly more often than the non-exposed group on identifying
important modes of transmission and prevention methods; however, the trend was the opposite
when it came to identifying common misconceptions. It appears that the program increased
knowledge among the exposed group in identifying modes of transmission and to some extent,
prevention methods; but had a negative program effect when it came to rejecting

misconceptions.

Evaluation Question 2 was “To what extent is HARP the source of HIV/AIDS information among
youth aged 15-24 in targeted schools and universities in Ulaanbaatar, Mongolia?” Sixteen
percent of respondents directly credited Red Cross as a source of their knowledge about
HIV/AIDS, and about 90% of respondents indicated sources of information of which Red Cross

may be an indirect source.

Conclusions
The impact of the Mongolian Red Cross Society’s HIV/AIDS response program on HIV/AIDS

knowledge among students in targeted secondary schools and universities in Ulaanbaatar,
Mongolia ranged from strong positive program effects in some areas to weak negative program
effects in other areas. The program appears to have increased knowledge in the exposed
group in terms of correct identification of unsafe behaviors that increase risk of HIV acquisition,
and to some extent in terms of identifying effective ways of preventing transmission. Why the
exposed group incorrectly identified some safe behaviors as unsafe is unclear. Perhaps the
intervention emphasized providing knowledge of unsafe behaviors, but did not explicitly explain
that other behaviors were safe. Alternatively, Evaluation Question 1 or the format for soliciting or

recording answers to Question 1 may have lacked clarity.
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Introduction

Although Mongolia presently has a low prevalence of Human Immunodeficiency Virus (HIV),
with less than 0.1% of the population infected, the country is facing a rapid increase in new
cases, with 92% of all cases identified between 2004-2009 and a 69% increase in two years
between 2007 and 2009 (National Committee on HIV and AIDS, 2010). Currently there are a
total of 106 registered cases in the country (National Center for Communicable Diseases,
2012); however, it is estimated that without prevention measures, 2,500 Mongolians will die of
Acquired Immunodeficiency Syndrome (AIDS) by 2014. It is also estimated that without
concerted prevention efforts, between now and 2015 the country’s prevalence of HIV will double
every 2 years (The Global Fund to Fight AIDS, Tuberculosis and Malaria, 2004).

Population growth has slowed somewhat, from 2.1% to 1.4%, but Mongolia is still a young
country; 33% of the population is under the age of 15 years and 59% is under the age of 25
years (Government of Mongolia, 2010). This makes it all the more alarming that new HIV cases
over the past two years have been mostly in youth and that rates of transmission of sexually

transmitted infections (STIs), already very high, continue to increase among youth in Mongolia.

To date, most of the efforts coordinated by the Mongolian National AIDS Foundation (NAF), in
cooperation with the Mongolian government’'s Ministry of Health as well as local and
international NGOs, have been focused on most-at-risk populations (MARPS) such as men who
have sex with men (MSM), sex workers (SW), and mobile/migrant populations in a few targeted
areas. However, the Ministry of Health (MOH) has recently identified a high need for HIV
awareness and prevention programs targeting the general population, specifically youth, which
has not been sufficiently addressed by the Mongolian HIV sector (Mongolian Red Cross
Society, 2010). In addition to lack of HIV prevention programs targeting the general population,
there are a number of other risk factors that make Mongolia extremely vulnerable to the HIV

epidemic.

First, high STI prevalence contributes to Mongolia’'s vulnerability to HIV. According to
Mongolian national health statistics, STIs comprised 44% of all reported communicable
diseases in 2009 (Ministry of Health, 2009). According to the Mongolian National Committee on
AIDS, “The role of STI's in HIV risk [in Mongolia] is two-fold. The very behaviors that expose



persons to STI's are the same behaviors that create vulnerability to HIV infection. In addition,
certain STI's are known to increase or be associated with increased risk to HIV infection”
(National Committee on HIV and AIDS, 2010).

Secondly, knowledge of HIV/STI prevention remains limited among the general population,
specifically youth. For example, according to the 2009 second generation national sentinel
surveillance study, only 18.4% of women aged 15-24 and 22.3% of men aged 15-24 could
correctly identify ways of preventing sexual transmission of HIV and reject major

misconceptions about HIV transmission (Ministry of Health, 2009).

Next, prevalence of high-risk sexual behaviors among youth is high. About 43% of young men
aged 15-24 and 24% of young women report having had multiple sex partners in the last 12
months. Approximately 81% of youth aged 15-24 had casual sex with non-regular non-

commercial partners in the last 12 months (Ministry of Health, 2009).

Additionally, rates of condom use are low in Mongolia. Studies also have shown that thousands
of young people develop the habit of having sexual intercourse without any protection
(Mongolian Family Welfare Association, 2008). Although over 90% of people aged 14-25 know
that using condoms is a way to prevent HIV infection, only 17% of young women and 29.4% of
young men report consistent condom use during casual sex (Ministry of Health, 2009). While
the cost of condoms is not a major barrier to condom use, many people, especially youth, are
uncomfortable purchasing condoms. Especially in rural areas, living in very small communities
creates concern in young people that condom purchases will be reported to family and friends.
This lack of confidentiality contributes to low levels of condom use in the general population.
Additionally, incorrect information about condoms affects young people’s usage. A recent study
showed that girls do not consider condoms to be a reliable protection against STIs and

pregnancy, and consider condom usage risky (Mongolian Family Welfare Association, 2008).

The high rate of alcohol abuse in Mongolia is another risk factor for an increasing HIV epidemic
in the country. Alcohol addiction was reported among 51% of adult men and 8% of adult
women in 2002 (Mongolian National Program on Prevention & Control of Alcohol Abuse, 2002).
Inexpensive and high-proof alcohol compounds the problem, making it easy for even the
unemployed to become alcohol dependent (Tsevelmaa, 2012). Most commercial sex takes

place after alcohol consumption, and alcohol is readily available to and affordable for young



people (Tsevelmaa, 2012). Additionally, having sex under the influence of alcohol reduces self-
control, impairs decision-making abilities and increases unsafe sex practices (Witte, Batsukh, &
Chang, 2010).

Increased mobility of population and trade and its geographical location among countries with
growing HIV epidemics also puts Mongolia at risk. Statistics show that annual turnover of
passengers traveling between China and Russia by land and air is nearly one million people.
This high rate of mobility among the population is a risk factor both because mobile men have a
higher rate of sex with sex workers (15%, compared to 12% among male STI clients; Ministry of
Health, 2009), and because of the higher rates of HIV in the neighboring countries of Russia,

China, and Kazakhstan (Office of Immigration, Naturalization and Foreign Citizens, 2011).

Finally, internal migration poses a large risk for a growing HIV/AIDS epidemic in Mongolia. As a
former Soviet state, Mongolia's traditional nomadic herding society has recently converted to
capitalism. As a result, former herding families leave the countryside to earn a living in the
capital city of Ulaanbaatar, resulting in high rates of rural to urban migration of mostly poor,
uneducated groups (Government of Mongolia, 2010). A large at-risk subset of this group is
university students who come to Ulaanbaatar from the countryside. Due to lack of sexual and
reproductive health and safer sex education targeting the general population, many rural
secondary school students receive little to no education on these topics. This results in a large
influx of students who arrive in the capital city with little or no HIV/AIDS prevention knowledge
and high rates of high-risk behaviors (Mongolian Red Cross Society, 2010; Peace
Corps/Mongolia, 2009).



Chapter 1: Program Description

Program Background

Mongolian Red Cross Society’s HIV/AIDS Response Program (MRCS HARP) sought to address
the gap in HIV/AIDS prevention programming targeting the general population in Mongolia. The
goal of the HARP program was “To reduce vulnerability to HIV/AIDS and its impact in Mongolia”
through four key objectives: 1) Prevention: to increase HIV and AIDS prevention awareness,
knowledge and skills amongst target communities in order to reduce high risk behavior; 2) Care
and support: to provide care and support to people living with HIV/AIDS; 3) Reducing stigma
and discrimination: to sensitize media on HIV/AIDS and related issues; and 4) Capacity building:
to strengthen HIV community and national society capacities to deliver and sustain scaled-up

programs.

The Mongolian Red Cross Society is headquartered in Ulaanbaatar, Mongolia. MRCS has one
of the largest working networks of any non-governmental organization in Mongolia, with 35 mid-
level Red Cross branch (MLRCB) offices based in districts of Ulaanbaatar and in all 21 aimags
(provinces) of Mongolia. The MLRCBs are divided into 902 primary-level branches at the local
community level. MRCS programs are implemented by mid-level branch staff and the network
of over 13,000 Red Cross volunteers nationwide. The MRCS HIV/AIDS Response Program
was designed and managed by HARP staff at MRCS national headquarters and implemented
by mid-level Red Cross branches. The program was implemented in 14 sites nationwide,
covering approximately 70% of the population of Mongolia. Capacity building activities
(Objective 4) targeted all 35 mid-level branches (Wheeler, 2011).

MRCS and Australian Red Cross have maintained a strong relationship since the year 2000,
with most HARP activities aided by financial and/or technical support from ARC. In 2008 MRCS
adopted the International Federation of Red Cross and Red Crescent Societies’ HIV Global
Alliance (GA) framework, reflecting the decision to scale-up activities and reach more of the
target populations (do more, do better) (Red Cross Red Crescent Global Alliance on HIV, 2009).
At that time Australian Red Cross agreed to support targeted aspects of a three-year program,
designed with a new phase of activities under the framework of the GA’s four standard
objectives for HIV program design: prevention of HIV infection; expansion of care, support and

treatment; reduction of stigma and discrimination; and capacity building (Wheeler, 2011).



Program Design

The HIV/AIDS Response Program was designed according to the International Federation of
Red Cross and Red Crescent Societies HIV Global Alliance (GA) framework. As a program
implementing the GA framework, this framework largely defined program activities, targets,
populations and indicators of HARP. The program period was July 1, 2008 through June 30,
2011.

The first objective of the MRCS HARP was “To increase HIV and AIDS prevention awareness,
knowledge and skills amongst target communities in order to reduce high risk behavior.” HARP
activities included designing and implementing peer education and community mobilization
programs as well as designing and distributing information, education and communication (IEC)
materials to target groups. Prevention activities targeted youth aged 15-24 in 14 communities
nationwide. Communities were determined according to locations of Mid-Level Red Cross
Branches (MLRCBSs) with staff resources capable of implementing the interventions. According
to Global Alliance guidelines for Mongolia, the GA indicator for prevention among youth is “70%
of youth in targeted schools/universities both correctly identify ways of preventing the sexual
transmission of HIV and reject major misconceptions about HIV transmission.” Targets for
these activities were 4,350 youth reached through peer-led education sessions, and 3,000 IEC
materials developed, tested for relevance and effectiveness among target groups, and
distributed.

The second HARP objective was to contribute to improving the lives and health of People Living
with HIV (PLHIV), also referred to as positive people. While this population numbered less than
100 in Mongolia, it was considered to be an important target group due to higher prevalence in
the sub-population (National Committee on HIV and AIDS, 2010). The objective was “To
improve the quality of care and support available to PHLIV,” and the significant outputs for this
objective were developing community support groups and networks and providing trainings
based on community needs. The first GA indicator for this objective was to contribute to
increased capacity of New Positive Life NGO. New Positive Life is an organization run by and
for positive people which contributes to the response to HIV/AIDS in Mongolia through
prevention work, the provision of care and support, advocacy, awareness-raising and a wide
variety of other initiatives and activities (Nasanbat, 2008). The role of HARP was to increase
New Positive Life’s capacity to manage, implement and sustain activities. Program documents

do not specify the amount of increase for this indicator. The other GA indicators were that 70



PLHIV benefit from New Positive Life and MRCS activities, and 35 PLHIV be provided with
livelihood/income generation support. The targets identified by ARC for this objective were to
reach 25 PLHIV with training, and to initiate two support activities for PLHIV (both based on
identified needs). The target group for this objective was PLHIV in the capital city of
Ulaanbaatar, as reached directly through MRCS as well as through MRCS support of New
Positive Life NGO.

The third objective of the program was “Reducing stigma and discrimination: To sensitize media
on HIV/AIDS and related issues.” The significant program activities for this objective were to
work with Mongolian journalists to create and disseminate community mobilization and
population based IEC materials. In HARP program design there are two targets for this activity.
The first is to reach 100 journalists through stigma and discrimination related activities such as
trainings, meetings, and competitions display improved knowledge and sensitivity towards HIV
and related issues. The second target is an increase in both the number of newspaper articles
on HIV and related issues, and the proportion written according to ethical standards. The
program design document does not specify the amount of increase for this target. Global
Alliance indicators for this target differ from program design, and are as follows: HIV ethics
module formally incorporated into university curriculum, Improved attitudes among general
population on HIV and related issues, Increase in both the number of newspaper articles on HIV
and related issues, and the proportion written according to ethical standards, and 246 journalists

reached through training, meetings and competitions.

The last objective of the HARP program was “To strengthen HIV community and national
society capacities to deliver and sustain scaled-up programs.” This objective was not included
in the original program design document; however, both Australian and Mongolian Red Cross
National Societies agree that this was an oversight and the intention was to include the GA
capacity-building objective in program design. Project documents do not list specific activities
and targets for this objective, but there are defined GA targets. These include 210 MRCS staff
having received capacity-building training through the HIV program, 80% achievement of targets

within the program timeframe, and 100% coverage of the HIV Global Alliance.



Program Rationale

The HARP program was designed with a multi-pronged approach to be implemented over the
time period 1 July, 2008 through 30 June, 2011. Target groups and activities were determined
based on baseline needs assessment, stakeholder input, familiarity with the Mongolian
HIV/AIDS context and best practices for HIV/AIDS work in Mongolia and internationally. The
program was designed with complementary program approaches that sought to address the
country’s existing HIV epidemic and reduce vulnerability to further infections through four main

objectives.

The first objective of prevention was addressed through education. For the reasons discussed
above, general population youth, specifically secondary school and university students (typically
aged 15-18 and 18-24, respectively), were selected as a target group for prevention education.
Education activities included media messaging, peer education and distribution of IEC
materials. Media messaging was designed to increase awareness among the whole population.
Peer education and distribution of IEC materials were defined by the government of Mongolia as
recommended strategies for scale-up of the national HIV response, with the rationale that these
activities lead to increased prevention knowledge, thenceforth to safer sex behaviors, and
thereby reduced rates of transmission of HIV among the target group (Government of Mongolia,
2008). Peer education was conducted in secondary schools and universities in the 14 project

sites.

The second program objective, expanding care and support for PLHIV, targeted PLHIV directly
in several ways. This included providing direct psychosocial support and material support such
as donation of materials for income-generating activities, and conducting trainings such as
positive prevention, life skills and nutrition for positive people. Additionally, the target group was
reached through technical and financial support to New Positive Life NGO, with the rationale
that capacity-building of PLHIV organizations increases sustainability of care and support

activities.

For the third objective of reducing stigma and discrimination, the choice was made to focus on
sensitizing journalists to HIV/AIDS issues. Radio, television and print journalists were educated
about HIV/AIDS, trained to create accurate, non-fear inducing HIV/AIDS related messaging, and

incentivized through contests to create such media messages. These education and training



activities were conducted throughout the length of the intervention, July 2008 through June
2011. The rationale for this approach is that these activities would raise awareness and
knowledge among journalists, leading to increases in both the number of newspaper articles
and television and radio spots on HIV and related issues, and the proportion created according
to ethical standards. Program rationale posited that because most Mongolian people have
access to some form of mass media, this would thereby contribute to improved attitudes among

the general population toward HIV and related issues.

The fourth objective of capacity building was an inherent “enabling” aspect of all program
activities for the previous programmatic objectives. In addition to training and support of branch
staff implementation of activities for objectives 1-3, MRCS staff were given various forms of
capacity building training, such as proposal-writing, project design and management, and report
writing. Additionally MRCS provided technical support and partnership to other HIV/AIDS

organizations in Mongolia to improve the overall HIV sector capacity in the Mongolian context.

This design seeks to ensure that the country’s vulnerability to HIV is reduced through
addressing the issue simultaneously across multiple pathways and complementary project
activities. Activities for separate objectives complement and strengthen those for the other
objectives, thereby both increasing chances of program impact in each area, and ensuring that
if one causal pathway does not yield significant change, the overall program may still be

effective.

Program objectives, activities, targets, target populations and indicators are summarized in
Table 1.



Table 1: Summary of HARP Activities, Targets and In  dicators

Objective Significant Activities Activity Targets Population Performance Indicators

Objective 1: Prevention --Implement peer -- 4,350 youth reached Youth aged 70% of youth in targeted

To increase HIV and AIDS education and through peer led education 15-24in 14 schools/universities correctly identify ways

prevention awareness, community mobilization | sessions target of preventing sexual transmission of HIV

knowledge and skills --Create, disseminate --3,000 IEC materials communities | and reject major misconceptions

amongst target communities | Information, Education developed and tested, based 39,800 youth reached with peer education

in order to reduce high risk and Communication on needs of different Peer educators display improved HIV

behavior materials communities, and distributed knowledge, skills and attitudes

Obijective 2: Expanding care | --Develop community --Two support activities for PLHIV in Positive Life has increased capacity to

& support support groups and PLHIV initiated (based on Ulaanbaatar | manage, implement, sustain activities

To improve the quality of networks. community needs) Mongolia 70 PLHIV benefit from Positive Life and

care and support available to | --Provide trainings --25 PLHIV reached MRCS activities

PLHIV based on community (activities based on 35 PLHIV provided with livelihood/ income

needs. community needs) generation support

Objective 3: Reducing Create and disseminate | --100 TV journalists reached | Television, HIV ethics module formally incorporated

stigma & discrimination community mobilization | display improved knowledge | radio and into university curriculum

To sensitize media on and population based and sensitivity towards HIV newspaper Improved attitudes among general

HIV/AIDS and related issues | IEC materials and related issues journalists population on HIV and related issues
--Increase in number of Increase in number of newspaper articles
newspaper articles on HIV on HIV/related issues, proportion meeting
and related issues, ethical standards
proportion meeting ethical 246 journalists reached through training,
standards meetings and competitions

Objective 4: Capacity- Not specified Not specified Not specified | 210 MRCS staff received capacity building

building

To strengthen HIV
community and national
society capacities to deliver
and sustain programs

training through HIV Program

80% achievement of targets within
timeframe

100% coverage of HIV Global Alliance
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Conceptual Model

A conceptual model for the HARP program is shown in Figure 1. Program Objective 1 was “To
increase HIV and AIDS prevention awareness, knowledge and skills amongst the target
communities in order to reduce high risk behavior,” represented by the top causal pathway. The
activity of educating youth is believed to increase prevention knowledge, thereby reducing risk
behaviors and reducing HIV transmission. Program Objective 2, “To improve quality of care and
support available to PLHIV,” is represented by the bottom causal pathway. Providing care and
support to PLHIV is believed to decrease stigma and discrimination, thereby decreasing
Mongolia’s vulnerability to the HIV epidemic. The program'’s third objective, “To sensitize media
on HIV/AIDS and related issues,” sought to increase the number and quality of media messages
regarding HIV/AIDS, thereby reducing stigma and discrimination and, in turn, HIV transmission.
The fourth objective sought to increase capacity of MRCS and other HIV/AIDS organizations.
This objective was defined as an umbrella objective to increase effectiveness of other program
objectives. In this model, HIV may be reduced through reducing risk behaviors, increasing
testing, reducing stigma and discrimination, or multiple pathways functioning together; therefore,
if one causal chain is ineffective, the program may still have a positive impact. This evaluation
seeks to assess only one of these chains of causality, namely, the highlighted chain of
educating youth to increase prevention knowledge, decrease high-risk behaviors, and reduce
HIV risk.
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Figure 1: Conceptual Model of MRCS HARP
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Purpose and Evaluation Questions

The purpose of this evaluation is to provide an assessment of the knowledge component of
program Objective 1 of the Mongolian Red Cross Society (MRCS) HIV/AIDS Response
Program (HARP) for the 3-year project period July 1, 2008 to June 30, 2011. The objective to
be assessed is “Prevention: To increase HIV and AIDS prevention awareness, knowledge, and
skills amongst target communities in order to reduce high-risk behavior.” As such, the
evaluation focuses on the effect of the program on HIV prevention knowledge amongst youth,
specifically, the levels of knowledge among students in targeted secondary schools and
universities who participated in the program, compared to those who did not. The overall
guestion to be answered through this evaluation is: What is the effect of the MRCS HARP
program on HIV prevention knowledge among youth aged 15-24 in targeted schools in

Ulaanbaatar, Mongolia?

To this end, the specific evaluation questions are as follows:

1. What is the difference in HIV/AIDS knowledge between those who were exposed to the
HARP intervention and those who were not among youth aged 15-24 in targeted
secondary schools and universities in Ulaanbaatar, Mongolia?

2. To what extent is HARP the source of HIV/AIDS information among youth aged 15-24 in

targeted schools and universities in Ulaanbaatar, Mongolia?
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Chapter 2: Methods

Study Design and Population

Study Design

The study design utilized for Question 1 of this evaluation was a post-test only comparison
group design (Campbell & Stanley, 1963). HIV prevention knowledge was compared at project
end for youth aged 15-24 who were exposed and non-exposed to HARP.

To answer evaluation Question 2, a post-intervention cross-sectional study design was utilized

(Campbell & Stanley, 1963) to determine the prevalence of sources for HIV/AIDS information.

Population and Sampling

The target population for the HARP program was Mongolian youth aged 15-24. The target
population for this evaluation was Mongolian youth aged 15-24 in targeted secondary schools
and universities in Ulaanbaatar, Mongolia. A post-intervention survey was conducted among
students of all targeted districts of Ulaanbaatar, Mongolia. At the district level, 100% of targeted
districts were sampled. At the individual level, the project aimed to obtain 250 respondents from
each of the three targeted districts, for a total of 750 respondents. Exact enrollment figures
were not available from all schools, and it was estimated that approximately half of the target
group were secondary school students and half college/university students. Samples from each
district were to be equally divided with 125 from secondary schools and 125 from
colleges/universities. Due to funding constraints and donor requirements, the post-intervention
survey was conducted during a time of year when schools were not in session, thereby making
the target population a hard to reach population. To reach students during this time, Red Cross
Youth volunteers visited venues frequented by youth and utilized venue-based non-random
guota sampling. Completed questionnaires collected by district and school type are shown in
Table 2.
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Table 2: Post-Intervention Survey Sampling

Number of Students Sampled
District Secondary School Cglleggl TOTAL
University
Chingeltei 115 128 243
Khan Uul 123 126 249
Sukhbaatar 104 116 220
TOTAL 342 370 712

Inclusion/Exclusion Criteria

Out of the population of Ulaanbaatar, Mongolia, respondents were sampled from 100% of the
districts targeted by the HARP program: Chingeltei, Khan Uul and Sukhbaatar. In each district,
respondents were asked their age and excluded if not within the target age group of 15-24 years
of age. Respondents were then asked the name of their school, and excluded if they were non-
students or if their school was not targeted by the HARP education intervention. If an individual
met all of the outlined inclusion criteria, the written questionnaire was given to the individual to
complete. Figure 2 shows the sampling criteria utilized at the individual level for post-

intervention survey administration.

Figure 2: Post-Intervention Survey Sampling Criteri a

Non-
HARP

Population of district

Ulaanbaatar,

Mongolia Age <15 yrs.

or >24 yrs.

Chingeltei/
Khan Uul/
Sukhbaatar
District

Does not
attend
targeted
school

Attends
targeted
school
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Measures and Data Sources

The source of data for the evaluation was a post-intervention survey conducted among youth in
targeted secondary schools and universities in Ulaanbaatar, Mongolia (Appendices A-B). The
post-intervention survey questionnaire was developed by the evaluation team and administered
at project end. Questions were designed to mirror those used in a baseline survey that had
been conducted prior to program implementation. The survey questionnaire tool was developed
in English (Appendix A), and translated into Mongolian language by a professional translator
(Appendix B). The questionnaire was back-translated to English by an independent translator.
Original and back-translated English language questionnaires were discussed within the
evaluation team and bilingual staff and edited to resolve differences. The survey questionnaire
tool was tested by administering the questionnaire to approximately 10 youth aged 15-24,
including Red Cross staff and volunteers, to confirm technical and conceptual accuracy. The

guestionnaire tool was then approved by MRCS and ARC for use in the evaluation.

To answer evaluation Question 1, “What is the difference in HIV/AIDS knowledge between
those who were exposed to the HARP intervention and those who were not among youth aged
15-24 in targeted secondary schools and universities in Ulaanbaatar, Mongolia?” exposure to
the intervention was characterized by the answer to the survey question, “Have you participated
in HIV/AIDS related activities organized by Red Cross?” Participants who answered “Yes” to
the question were categorized as exposed, while those answering “No” were categorized as

non-exposed.

To assess HIV/AIDS knowledge, three survey questions were utilized. To examine knowledge
of modes of transmission, the survey question used was “How are HIV/AIDS/STIs transmitted?”
Correct transmission modes included “Unprotected sexual contact (without using a condom);”
“Sharing used injection equipment;” “Mother-to-child transmission of HIV;” and “Using HIV
infected blood and blood products.” Common misconceptions listed in this question included
“Kissing;” “Daily routine activities (sharing utensils, bathroom, toilet, utensils and bed linen);”

and “Mosquito bites.”

To assess knowledge of prevention methods, the question used was “In your opinion, what are
the ways of preventing HIV/AIDS/STIs?" Correct answers included “Using a condom every time

you have casual sex;” “Abstinence from casual sex;” and “Having one faithful and regular sex
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partner who is not infected with HIV.” Common misconceptions included in this question were
“Washing or cleaning genital areas after sexual intercourse;” and “Ejaculation outside the vagina
during sexual intercourse without using a condom.” The final question used to assess HIV/AIDS
knowledge was “Could a healthy-looking person be HIV-positive?” These data sources are

summarized in Table 3.

TABLE 3: Post-Intervention Survey Questions

Question Answer

How are Unprotected sexual contact (without using a condom)

HIV/AIDS/STIs Sharing used injection equipment

transmitted? Mother-to-child transmission of HIV

Using HIV infected blood and blood products

Kissing [Misconception]

Daily routine activities (sharing utensils, bathroom, toilet, utensils, bed linen)

[Misconception]

Mosquito bites [Misconception]

In your opinion, Using a condom every time you have casual sex

what are the Abstinence from casual sex
ways of Having one faithful and regular sex partner who is not infected with HIV
preventing Washing or cleaning genital areas after sexual intercourse [Misconception]

HIV/AIDS/STIs? | Ejaculation outside the vagina during sexual intercourse without using a

condom [Misconception]

Could a healthy -looking person be HIV -positive?

To answer evaluation Question 2, “To what extent is HARP the source of HIV/AIDS information
among youth aged 15-24 in targeted schools and universities in Ulaanbaatar, Mongolia?” the
survey question utilized was “Where do you obtain information on STI's/HIV/AIDS?”
Respondents could indicate multiple answers, and possible sources included “Organization;”
“Television;” “Radio;” “Newspapers, journals, magazines;” “Internet;” “Red Cross;” “Other
organization;” “Hotline;” “Training;” “Promotional materials distributed;” “Health volunteers;”

“Doctors and health workers;” and “Friends, relatives, others.”
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Data Collection

Following development and approval of the post-intervention survey questionnaire, a survey
administration training was held at MRCS headquarters in Ulaanbaatar, Mongolia (see
Appendix C for training agenda). The training was conducted by the student and HARP staff,
and participants included staff and volunteers from the Red Cross branches of all targeted
districts: Chingeltei, Khan Uul and Sukhbaatar districts of Ulaanbaatar city. Topics included
sampling methods, inclusion/exclusion criteria, survey administration, and evaluation protocols.
The post-intervention survey was administered by Red Cross Youth volunteers to secondary
school and college/university students aged 15-25 from targeted schools in the three targeted
city districts. Within each district, volunteers visited secondary schools, colleges, universities,
independent dormitories and other locations allowing access to youth aged 15-25. Volunteers
approached youth and first asked them to take part in a survey. Eligibility was assessed using
inclusion/exclusion criteria. For eligible respondents, survey instructions were explained
verbally as well as referencing the printed instructions on the questionnaire tool. The written
survey questionnaire and a pen were then given to respondents, and returned to the volunteer
when complete. Volunteers remained present to answer process questions. Any content
guestions were answered to the best of their knowledge by volunteers after collecting the
completed survey. The survey was administered during the week of July 25-August 1, 2011.

Technical support was provided by HARP staff, MLRCB staff, and the evaluation team.

Data Analysis

Data analysis was performed using SPSS statistical analysis software. For the survey
questions analyzed to answer evaluation Question 1, “What is the difference in HIV/AIDS
knowledge between those who were exposed to the HARP intervention and those who were not
among youth aged 15-24 in targeted secondary schools and universities in Ulaanbaatar,
Mongolia?” answers to each question were coded categorically as “correct” or “incorrect” and
analyzed individually. Tests were run comparing exposed and non-exposed groups using Chi-

square tests, and results were stratified by gender, district, and school type.

For evaluation Question 2, “To what extent is HARP the source of HIV/AIDS information among
youth aged 15-24 in targeted schools and universities in Ulaanbaatar, Mongolia?” frequencies
were computed of the responses to the question, “Where do you obtain information on
STIs/HIV/AIDS?”
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Chapter 3: Results

Basic Characteristics of Respondents

Basic characteristics of respondents are shown in Table 4. Mean age was 18.58 years. This
was the same for exposed group, and 18.59 years for the non-exposed group. Gender was
49.3% male, 50.7% female among all post-intervention respondents. Among the exposed

group, gender was 47.0% male and the non-exposed group was 49.9% male.

TABLE 4: Basic Characteristics of Respondents

Total Exposed Non-Exposed

Respondents Respondents Respondents
Age (mean, years) 18.58 18.58 18.59
Gender (% male) 49.3 47.0 49.9

Table 5 shows the distribution of respondents by district, and Table 6 shows distribution of
respondents by school type. Each district contributed approximately one-third of respondents.
Approximately half of the respondents were secondary school students and half were

college/university students.

TABLE 5: Distribution of Respondents by District

District Number of Respondents % of Respondents
Chingeltei 243 34.1

Khan Uul 249 35.0

Sukhbaatar 220 30.9

Total 712

TABLE 6: Distribution of Respondents by School Type

School type Number of Respondents % of Respondents
Secondary 342 48.0
College/University 326 52.0

Total 712

Tables 7 and 8 show the distribution of exposure among all respondents and by district. Among
all respondents, 21.2% were exposed to the intervention. Within each district, 17.7% of
respondents in Chingeltei district were exposed, 25.3% in Khan Uul district, and 20.5% in
Sukhbaatar.
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TABLE 7: Exposure

Have you participated in

HIV/AIDS activities Number of Respondents % of Respondents
organized by Red Cross?

Yes 151 21.2

No 561 78.8

Total 712

TABLE 8: Exposure by District

Have you participated in

HIV/AIDS activities Number of Respondents % of Respondents
organized by Red Cross?

Chingeltei

Yes 43 17.7
No 200 82.3
Khan Uul

Yes 63 25.3
No 186 74.7
Sukhbaatar

Yes 45 20.5
No 175 79.5

Evaluation Question 1: HIV Knowledge: Modes of Tran  smission

In Table 9, the percent who answered correctly was significantly higher among those who
acknowledged participation in the program than among those who denied exposure for
identifying all important modes of HIV transmission: unprotected sexual contact, sharing used
injection equipment, using HIV-infected blood and blood products (p<.05), and mother-to-child
transmission of HIV (p<.01). The percentage who correctly identified kissing and mosquito bites
as not risky was very high in both groups, showing non significant trends toward more frequent
correct responses in the exposed group. Only for the question about daily routine activities
posing a risk for HIV transmission did the exposed group significantly more often incorrectly

identify these activities as risky.

Correct responses were more frequent in the exposed group for six of the seven questions, and
statistically more frequent for all four truly risky behaviors. The exposed group was correct
significantly less often than the unexposed group only for the question concerning routine

activities; and only in one of the three districts, Sukhbaatar, did this difference remain




statistically significant. There were no significant differences in the percentages of respondents

answering “I don’'t know” to the question, and males and females showed similar knowledge

levels on modes of transmission. These results are shown in Table 9.

TABLE 9: Comparison of Scores: Modes of Transmissio n
L % Correct
Transmission Route
Total Exposed Non-Exposed

Transmission Routes
Unprotected sexual contact (without using a 80.6 86.9 79.0*
condom) M: 81.8 M: 89.7 M: 79.9

F.: 79.5 F:84.4 F.78.1
Sharing used injection equipment 47.1 54.5 45.1*

M: 48.1 M: 57.4 M: 45.8

F: 46.1 F:51.9 F:44.4
Mother -to-child transmission of HIV 32.3 44.1 29.2**

M: 37.0++ M: 48.5 M: 34.1*+

F.27.8 F: 40.3 F: 24.4**
Using HIV -infected blood and blood 47.1 54.5 45.1*
products M: 49.6 M: 55.9 M: 48.0

F. 44.7 F: 53.2 F:42.3
Misconceptions
Kissing 92.9 95.7 92.1

M: 89.7++ M: 95.5 M: 88.2++

F:96.0 F: 95.8 F: 96.0
Daily routine activities (sharing utensil s, 93.8 84.8 96.2**
bathroom, toilet, swimming pool and bed- M: 93.8 M: 88.1 M: 95.3*%
linen) F: 93.8 F: 81.7 F: 97.2%
Mosquito bites 91.3 94.9 90.3

M: 87.9++ M: 92.5 M: 86.6++

F.94.7 F.97.2 F:94.0

Transmission Route Frequency (%)
Total Exposed Non-Exposed

| don’t know 7.6 4.8 8.3

M: 5.9 M: 1.5 M: 7.0

F:9.3 F:7.8 F:9.7

* = Significant to .05 compared to exposed
** = Significant to .01 compared to exposed
+ = Significant to .05 compared to females
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++ = Significant to .01 compared to females

When stratified by district, scores on the transmission question varied within each district. Most
differences between the exposed and non-exposed groups were not statistically significant.
Sukhbaatar district showed statistically significant differences between exposed and non-
exposed groups on several questions, but the direction of significance was not consistent: the
exposed group scored higher on identifying sharing used injection equipment (p<.01), mother-
to-child transmission (p<.01), and infected blood and blood products (p<.01), but lower on
rejecting daily routine activities as a transmission route (p<.01). Khan Uul respondents who
were exposed to the program scored higher than the non-exposed group on identifying

unprotected sexual contact (p<.05).

When comparing across districts, no clear trends emerged, and many of the scores showing
statistically significant differences across districts showed higher significance in the non-
exposed than the exposed group. The frequency of “I don’t know” answers was significantly
lower in Khan Uul than the other two districts; however, this difference was only significant
within the non-exposed group. Table 10 shows the comparison of scores by district for modes

of transmission.
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TABLE 10: Comparison of Scores by District: Modes o

f Transmission

% Correct

Transmission Route District Non-
Total Exposed
Exposed
Transmission Routes
Unprotected sexual contact Chingeltei 79.3+ 78.6+ 79.5
(without using a condom) Khan Uul 86.9 95.0 84.2*M
Sukhbaatar 75.0++ 83.7 72.8
Sharing used injection equipment Chingeltei 53.2++ 52.4+ 53.3++
Khan Uul 41.4 48.3 39.1
Sukhbaatar 46.8 65.1 42.2%*
Mother -to-child transmission of HIV Chingeltei 28.7+™M 40.5™" 26.2™"
Khan Uul 20.9M 25.0 19.6M
Sukhbaatar 49.1 74.4 42.8**
Using HIV -infected blood and blood Chingeltei 46.0 40.5™" 47.2
products Khan Uul 42.6" 51.77 39.7
Sukhbaatar 53.2 72.1 48.6**
Misconceptions
Kissing Chingeltei 91.5 94.7 90.8
Khan Uul 94.9 96.6 94.3
Sukhbaatar 91.9 95.1 91.0
Daily routine activities (sharing Chingeltei 93.9+" 94. 7™\ 93.7++
utensils, bathroom, toilet, Khan Uul 08.3M 96.6™ 08.9
swimming pool, bed-linen) Sukhbaatar 88.3 58.5 96.2**
Mosquito bites Chingeltei 915 94.7 90.8
Khan Uul 92.8 93.2 92.6
Sukhbaatar 89.3 97.6 87.2
Frequency (%)
Transmission Route District Non-
Total Exposed
Exposed
| don’t know Chingeltei 10.5++ 9.5 10.8+
Khan Uul 3.7 1.7 4.3»
Sukhbaatar 8.8 4.7 9.8

* = Significant to .05 compared to exposed

** = Significant to .01 compared to exposed

+ = Significant to .05 compared to Khan Uul district
++ = Significant to .01 compared to Khan Uul district
A = Significant to .05 compared to Sukhbaatar district
M = Significant to .01 compared to Sukhbaatar district
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Stratifying analysis of scores on modes of transmission by school type, secondary school
students in the exposed group tended to score higher than the non-exposed group, with
significantly higher scores on identifying unprotected sex (p<.01), sharing used injecting
equipment (p<.05), and mother-to-child transmission (p<.01). However, exposed secondary
students scored lower on rejecting daily routine activities than the non-exposed group (p<.01),
and while scores were higher on rejecting mosquito bites as a mode of transmission, the
difference was not statistically significant. The only other difference between exposed and non-
exposed groups was among college students, among whom 55.1% of exposed identified

sharing used injection equipment, compared to 38.4% of non-exposed (p<.05).

Across school type, there were significant differences between secondary schools and
universities; however, these were almost exclusively among the non-exposed group. Table 11

outlines scores across school type.
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s of Transmission

% Correct

Transmission Route School Type Total Exposed Non-
Exposed
Transmission Routes
Unprotected sexual contact Secondary 75.9M 88.4 72.6%*M
(without using a condom) College 79.1 100.0 71.0%
University 85.7 82.8 86.4
Sharing used injection equipment Secondary 41.9™M 55.1 38.4*M
College 39.5 33.3 41.9
University 53.4 57.8 52.3
Mother -to-child transmission of HIV Secondary 24,7 44.9 19.4%*\
College 25.6 41.7 19.47
University 41.0 43.8 40.3
Using HIV-infected blood and blood Secondary 43.7+" 52.2 41.4"
products College 25.6M 25.0" 25.8™M
University 53.4 62.5 51.2
Misconceptions
Kissing Secondary 90.2n 95.5 88.7\
College 95.0 100.0 93.1
University 95.3 95.0 954
Daily routine activitie s (sharing Secondary 93.1 76.10 97.9**
utensils, bathroom, toilet, College 95.0 100.0 93.1
swimming pool, bed-linen) University 94.3 91.7 95.0
Mosquito bites Secondary 93.5" 97.0 92.5
College 92.5 90.9 93.1
University 88.9 93.3 87.8
Frequency (%)
Transmission Route School Type Non-
Total Exposed
Exposed
| don’t know Secondary 7.8 2.9 9.1
College 7.0 8.3 6.5
University 7.5 6.2 7.8

* = Significant to .05 compared to exposed

** = Significant to .01 compared to exposed

+ = Significant to .05 compared to colleges

++ = Significant to .01 compared to colleges

A = Significant to .05 compared to universities
M = Significant to .01 compared to universities
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Evaluation Question 1: HIV Knowledge: Prevention Me  thods

Responses to the prevention methods question continued the same trend of the exposed group
identifying correct methods but failing to reject misconceptions. Those respondents reporting
exposure to the intervention answered correctly more often than the non-exposed group on
identifying all three correct prevention methods: using a condom, abstinence from casual sex,
and having one faithful and regular sex partner who is not infected with HIV; however, the

difference was statistically significant only for abstinence from casual sex (p<.01).

The exposed group was significantly less able than the non-exposed group to reject both of the
major misconceptions: washing or cleaning genital areas after sexual intercourse (p<.05) and
ejaculation outside the vagina during sex without a condom (p<.01), but the non-exposed group
answered “l don’'t know” to the question more than twice as often (p<.05). Males and females
had the same level of knowledge of prevention methods. Table 12 shows the results of this

guestion.
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TABLE 12: Comparison of Scores: Prevention Methods

) % Correct
Prevention Method
Total Exposed Non-Exposed
Prevention Methods
Using a condom every time you have casual 72.2 78.0 70.6
Sex M: 74.6 M: 75.4 M: 74.4
F: 69.9 F: 80.3 F: 66.9*
Abstinence from casual sex 42.7 52.5 40.1**
M: 42.2 M: 55.4 M: 38.9*
F: 43.2 F: 50.0 F:41.3
Having one faithful and regular sex partner 37.6 43.3 36.2
who is not infected with HIV M: 36.4 M: 46.2 M: 34.0
F: 38.8 F: 40.8 F: 38.3
Misconceptions
Washing or cleaning genital areas after 81.1 75.0 82.9*
sexual intercourse M: 80.6 M: 74.2 M: 82.3
F: 81.7 F. 75.7 F:83.5
Ejaculation outside the vagina during 92.1 86.4 93.7**
sexual intercourse without using a condom M: 91.2 M: 90.3 M: 91.4
F: 93.0 F: 82.9 F: 96.1**
Prevention Method Frequency (%)
Total Exposed Non-Exposed
| don't know 11.6 6.4 13.0*
M: 10.1 M: 4.6 M: 11.5
F: 13.0 F. 7.9 F:14.5

* = Significant to .05
** = Significant to .01
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In analysis of prevention methods by district, while Sukhbaatar district’'s scores were most often
significantly different between exposed and non-exposed, variation in the direction of
significance belies a consistent treatment effect. Across districts, Khan Uul respondents
answered correctly significantly more often than Chingeltei district respondents on washing
genitals and ejaculation outside the vagina (p<.01). They answered correctly significantly less
often than Chingeltei on having one faithful and regular partner (p<.01); however, the difference

was significant only among the non-exposed group.

Among the exposed groups, respondents in Sukhbaatar district who reported exposure to the
program answered correctly significantly more often than those in Chingeltei district on washing
or cleaning genital areas (p<.01) and ejaculation outside the vagina during sexual intercourse
without a condom (p<.05). They answered correctly significantly more often than Khan Uul's
exposed group on having one faithful and regular non-infected partner (p<.01), and more often
than both Chingeltei and Khan Uul districts on abstinence from casual sex (p<.01 and p<.05,

respectively). Table 13 outlines scores on prevention methods by district.
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TABLE 13: Comparison of Scores by District: Prevent  ion Methods
% Correct
Prevention Method District Non-
Total Exposed
Exposed
Prevention Methods
Using a condom every time you Chingeltei 74.0 77.5 73.3
have casual sex Khan Uul 73.7 81.7 71.0
Sukhbaatar 68.3 73.2 67.1
Abstinence from casual sex Chingeltei 42.3 40.0M 42.8
Khan Uul 39.1 48.3" 36.1
Sukhbaatar 47.5 70.7 41.6**
Having one faithful and regular Chingeltei 44 1++ 45.0 43.9++
sex partner who is not infected Khan Uul 30.0" 30.0™M 30.1
with HIV Sukhbaatar 39.6 61.0 34.2%
Misconceptions
Washing or cleaning genital areas Chingeltei 71.4++ 44 4++™M 77.5%%++
after sexual intercourse Khan Uul 91.6™M 89.8 92 2/
Sukhbaatar 78.6 81.1 77.9
Ejaculation outside the vagina Chingeltei 86.7++ 66.7++" 91.2**
during sexual intercourse without Khan Uul 96.4 96.6 096.4
using a condom Sukhbaatar 92.5 89.2 93.4
Frequency (%)
Prevention Method District Non-
Total Exposed
Exposed
| don’t know Chingeltei 13.7+ 10.0 14.4
Khan Uul 7.4" 1.7 9.3*
Sukhbaatar 14.4 9.8 155

* = Significant to .05 compared to exposed
** = Significant to .01 compared to exposed

+ = Significant to .05 compared to Khan Uul district
++ = Significant to .01 compared to Khan Uul district
A = Significant to .05 compared to Sukhbaatar district
M = Significant to .01 compared to Sukhbaatar district

When examining scores on prevention methods by school type, there were only two statistically
significant differences between exposed and non-exposed, and the direction of significance was
inconsistent. Among college students, 100% of the exposed group identified condoms as a

prevention method, compared to 63.3% of the non-exposed group (p<.05). Among university
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students, the exposed group rejected ejaculation outside the vagina significantly less often than
the non-exposed (85.2% v. 94.6%, p<.05). Across school types, all but one of the significant
differences in scores were in the non-exposed group, showing no consistent treatment effect.

Results of prevention methods by school type are presented in Table 14.

TABLE 14: Comparison of Scores by School Type: Prev  ention Methods

% Correct
Prevention Method School Type Total Exposed Non-
Exposed

Prevention Methods
Using a condom every time you Secondary 66.1™" 69.7+ 65.2"\
have casual sex College 73.8 100.0 63.3*

University 78.2 82.5 77.1
Abstinence from casual sex Secondary 37.9M 51.5 34.4™M

College 38.1 41.7 36.7

University 48.4 55.6 46.5
Having one faithful and regular Secondary 37.3++ 394 36.7++
sex partner who is not infected College 16.7\ 33.3 10.0M
with HIV University 40.9 49.2 38.8
Misconceptions
Washing or cleaning genital areas Secondary 83.6 79.7 84.7
after sexual intercourse College 81.6 75.0 84.6

University 78.7 70.5 81.0
Ejaculation outside the vagina Secondary 92.3 88.1 93.5
during sexual intercourse without College 86.8 83.3 88.5
using a condom University 92.6 85.2 94.6*

Frequen cy (%)
Prevention Method School Type Non-
Total Exposed
Exposed

| don’t know Secondary 14.9n 10.6 16.0n

College 9.5 0.0 13.3

University 8.4 3.2 9.8

* = Significant to .05 compared to exposed

** = Significant to .01 compared to exposed

+ = Significant to .05 compared to colleges

++ = Significant to .01 compared to colleges

A = Significant to .05 compared to universities
M = Significant to .01 compared to universities




29

Evaluation Question 1: Knowledge: “Could a healthy-| ooking person be HIV-positive?”

Overall, there was no significant difference between exposed and non-exposed groups’ scores
on the question “Could a healthy-looking person be HIV-positive.” When analyzed by district,
Khan Uul's exposed group answered correctly significantly more often than non-exposed group
(51.7% v. 30.3%, p<.01), but Sukhbaatar's exposed group answered correctly significantly less
often than the exposed group (30.0% v. 54.7%, p<.01). Comparing districts’ scores, Sukhbaatar
scored higher than Khan Uul overall, but the significance was not borne out when stratified by
exposure. In analyzing scores by school type, university students scored higher than secondary

students, but only among the non-exposed group. Tables 15-17 summarize these results.

TABLE 15: Comparison of Scores: “Could a healthy-lo oking person be HIV-positive?”

% Correct

Question ) Non -
Total Intervention .
Intervention
Could a healthy -looking person be HIV - 43.1 42.6 43.2
positive? M: 41.8 M: 42.6 M: 41.6
F:44.2 F: 425 F: 44.7

* = Significant to .05
** = Significant to .01

TABLE 16: Comparison of Scores by District: “Could a healthy-looking person be HIV-
positive?”

% Correct
Question District Total Exposed Non-
Exposed
Could a healthy -looking person Chingeltei 42.9 41.5 43.1
be HIV-positive? Khan Uul 36.3" 51.7 30.3**
Sukhbaatar 50.0 30.0 54.7**

* = Significant to .05 compared to exposed

** = Significant to .01 compared to exposed

+ = Significant to .05 compared to Khan Uul district
++ = Significant to .01 compared to Khan Uul district
A = Significant to .05 compared to Sukhbaatar district
M = Significant to .01 compared to Sukhbaatar district
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TABLE 17: Comparison of Scores by School Type: “Cou Id a healthy-looking person be
HIV-positive?”

% Correct
Question School Type Total Exposed Non-
Exposed
Could a healthy -looking person Secondary 35.8M 34.3 36.2"
be HIV-positive? College 42.9 33.3 47.8
University 50.2 53.2 49.4

* = Significant to .05 compared to exposed

** = Significant to .01 compared to exposed

+ = Significant to .05 compared to colleges

++ = Significant to .01 compared to colleges

A = Significant to .05 compared to universities
AN = Significant to .01 compared to universities

Summary: Evaluation Question 1: HIV Knowledge

Table 18 summarizes differences in scores on the knowledge questions of the post-intervention
survey between those respondents who acknowledge experiences in the program and those
who denied exposure. The exposed group answered correctly more often than the non-
exposed group on nine out of thirteen knowledge questions, and five of these differences were
statistically significant. The exposed group answered correctly less often than the non-exposed

on four questions, three of which were statistically significant.

The exposed group answered correctly significantly more often than the non-exposed group on
identifying all transmission routes: unprotected sexual contact, sharing used injection
equipment, mother-to-child transmission, and using HIV-infected blood and blood products. The
exposed group was also more often able to identify all prevention methods than the non-

exposed, although the difference was significant only for abstinence from casual sex.

On rejecting misconceptions, the exposed group answered correctly significantly less often than
the non-exposed on three misconception questions: daily routine activities, washing genitals,
and ejaculation outside the vagina during unprotected sex. They also answered correctly less
often to the question “Could a healthy-looking person be HIV-positive?” but this difference was
not statistically significant. The exposed group answered correctly more often than the non-
exposed on kissing and mosquito bites; however, these differences were not statistically

significant.
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TABLE 18: Overview of Findings: Evaluation Question

Category

Direction and Sign ificance
(Exposed v. Non-Exposed)

Transmission Routes

Unprotected sex (+)*
Used injection equipment (+)*
Mother-to-child (+)**
Infected blood/blood products (+)*
Prevention Methods

Condoms (+)
Abstinence from casual sex (+)**
One faithful HIV-negative partner (+)
Misconceptions — Transmission Routes

Kissing (+)
Daily routine activities (-)**
Mosquito bites (+)
Misconceptions — Prevention Methods

Washing/cleaning genitals (-)*
Ejaculation outside vagina during sex without a condom (-)**

Could a healthy -looking person be HIV+?

)

* = Significant to .05
** = Significant to .01
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Evaluation Question 2: To what extent is HARP the s

ource of HIV/AIDS information?

Table 19 summarizes the outcomes of the question, “Where do you obtain information on
STIs/HIV/AIDS?” Only 16.2% of respondents directly indicated Red Cross as a source of

information. However, several other line items list possible HARP activities, and respondents

may or may not be aware of HARP as the source. These include television; radio; newspapers,

journals, magazines; training; promotional materials; and health volunteers.

Therefore, a

minimum of 16.2% and up to 90.6% of respondents received HIVAIDS information through

HARP activities.

TABLE 19: Evaluation Question 2: Sources of STI/HIV

JAIDS Information

Source Count Percentage
Television* 513 72.3
Radio* 109 15.4
Newspapers, journals, magazines* 312 43.9
Internet 269 37.9
Red Cross 115 16.2
Other organization 11 15
Hotline 28 3.9
Training* 108 15.2
Promotional materials distributed* 156 22.0
Health volunteers* 63 8.9
Doctors and health workers 105 14.8
Friends, relatives and others 159 22.4
Do not obtain information 18 2.5
Other 4 0.6

* = Possible HARP activity
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Chapter 4: Discussion of Results

In answer to evaluation Question 1, “What is the difference in HIV/AIDS knowledge between
those who were exposed to the HARP intervention and those who were not among youth aged
15-24 in targeted secondary schools and universities in Ulaanbaatar, Mongolia?” 21.2% of
respondents self-report having participated in Red Cross HIV/AIDS activities; a rate which
remained roughly similar across the three targeted districts, as expected according to program
design. The results of three knowledge questions showed a strong positive program effect on
identifying all four important modes of transmission of HIV, a week positive program effect on
identifying ways of preventing HIV, and a weak negative program effect on rejecting common
misconceptions about HIV. The exposed group tended to answer correctly significantly more
often than the non-exposed group on identifying important modes of transmission and
prevention methods; however, the trend was the opposite when it came to identifying common
misconceptions. It appears that the program increased knowledge among the exposed group in
identifying modes of transmission and to some extent, prevention methods; but had a negative
program effect when it came to rejecting misconceptions. The reversed direction of significance
on positive questions versus negative questions is puzzling; perhaps the exposed group
recognized phrases from education interventions such as “Daily routine activities,” “Washing or
cleaning genitals,” or “Ejaculation outside the vagina” and circled these incorrect answers due to
this recognition. These differences are unexplained by the existing data and may bear further

inquiry.

Evaluation Question 2 was “To what extent is HARP the source of HIV/AIDS information among
youth aged 15-24 in targeted schools and universities in Ulaanbaatar, Mongolia?” Sixteen
percent of respondents directly credited Red Cross as a source of their knowledge about
HIV/AIDS, and approximately 90% of respondents indicated sources of information for which

Red Cross may patrtially or fully responsible.

There are several limitations to the post-intervention survey project due to donor requirements,
accessibility of evaluation target groups, sampling methods and exposure categorization that
may have an effect on these results. Due to the timing of project end 30 June, donor
requirements for immediate evaluation of project outcomes necessitated that data collection

take place during the summer months. In the Mongolian context, however, most students (both
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secondary and college/university) leave the communities in which they attend school during this
period of time. There may be differences between students who remain in the capital city during
the summer and those who do not, which may have unknown effects on the representativeness
of the sample. Additionally, their absence from the city makes students a hard to reach
population during that time of year. Accessibility of the target group therefore presented a
challenge to sampling of youth in project sites. Random sampling methods were not possible,
and sampling was therefore accomplished through non-random, venue-based quota sampling.
This sampling method may also have affected the representativeness of the sample of the post-
intervention survey. Additionally, categorization of exposure may be a source of error in
analysis of program effects. Exposure was categorized based on self-report answer of “Yes” or
“No” to the question, “Have you participated in HIV/AIDS activities organized by Red Cross?”
Responses to this question may have been subject to recall error due to the long program
period (three years), as well as to miscategorization due to lack of awareness that particular

activities are organized in part or in full by Red Cross.

An unexpected result yielded by the evaluation project revealed methodological challenges
affecting evaluation design. A baseline knowledge, attitudes and practices survey had been
conducted in 2008, prior to program implementation. This survey was conducted by a
professional survey company hired for the project and was administered nationwide, rather than
limited to the capital city as was the post-intervention survey. The initial design of this program
evaluation project was to be a pre-test post-test non-equivalent comparison group design,
comparing results of the baseline survey to results of the post-intervention survey; however, due
to lack of documentation of sampling methods at baseline, analysis comparing the two surveys
was not possible. This necessitated a change in study design to the post test-only non-
equivalent comparison group design outlined in this paper. It is unclear whether this
documentation of methods and sampling was not undertaken, if documentation was made but
was not kept for the three years until project end, or if documentation was kept but was
unavailable to the evaluation team at project end. This may be due to lack of communication or
time lapse of several years between the baseline and post-intervention survey; in any case, this
lack of clarity highlights a methodological problem which may be an unintended effect of
external evaluation teams conducting monitoring and evaluation activities in developing

countries.
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Chapter 5: Conclusions and Recommendations

The impact of the Mongolian Red Cross Society’s HIV/AIDS response program on HIV/AIDS
knowledge among students in targeted secondary schools and universities in Ulaanbaatar,
Mongolia ranged from strong positive program effects in some areas to weak negative program
effects in other areas. Overall, the program appears to have had a positive effect on knowledge
in the exposed group in terms of identifying correct modes of transmission and to some extent
ways of prevention; however, the opposite direction of significance of results in rejecting

misconceptions is puzzling.

Recommendations from this evaluation fall into two major areas: programmatic and
methodological. Programmatically, it appears that the activities undertaken increased HIV/AIDS
knowledge among the youth target group in terms of modes of transmission of HIV, and to some
extent, of ways to prevent HIV; however, due to the incongruity of the exposed group appearing
unable to reject common misconceptions about HIV/AIDS despite higher knowledge in other
areas, it is recommended to undertake further assessment of level of knowledge of
misconceptions in order to inform future programming decisions. Methodologically, it is
recommended to increase focus on monitoring and evaluation systems and processes as the

program moves forward.
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Appendix A: Post-Intervention Survey Questionnaire
(English)

Survey to define STI/HIV/AIDS knowledge,
attitudes and practices among youth

Mongolian Red Cross Society is conducting this survey for the purpose of defining the
knowledge, attitudes and practices pertaining to STIs/HIV/AIDS among youth. All information
will be kept strictly confidential within the frame of the Law on Personal Secrecy (Privacy Law)
and the Civil Code of Mongolia.

After carefully reading the questions below, please either circle the number/s placed
before the questions or write your answer in the spaces provided. Please do not write down
your name or address since this questionnaire form shall be used for survey purposes
only. Good luck!

SUNVEY date: .......evvveveiiiiiiiiiiiiieins 2011
Name of the SUrvVeyor: ........c.ccccvieveeeeiiiiii

ONE. BACKGROUND INFORMATION
1. Yourage..............
2. Your gender 1. Male 2. Female
3. Are you a student at:
a) High school
b) Vocational college (technical/vocational training school)
¢) University

4. Have you participated in HIV/AIDS related activiti  es organized by Red Cross?
1.Yes 2. No

o

If yes, what year? (Circle all that apply)
a) 2008
b) 2009
c) 2010
d) 2011
e) Other (please SPECIfY) ...oovvvveeveeivieiiiiiiiiiiieiiieieeee
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6. Where do you obtain information on STIs/HIV/AIDS?  (Circle all that apply)
a) Television
b) Radio
c) Newspapers, journals, magazines
d) Internet
e) Red Cross
f) Other organization (please SPECIfY)........ccceeriiiiiiiiiiieeiiiieeeee e
g) Hotline
h) Training
i) Promotional materials distributed
j) Health volunteers
k) Doctors and health workers
[) Friends, relatives and others
m) Do not obtain information
n) Other (please SPECIfY)......coov i

7. Whom do you want to obtain information on STIs/HIV ~ /AIDS from?
a) Friends
b) Boyfriend/girlfriend, spouse
c) Professional doctors
d) Volunteers, health assistance workers
e) Peer advisors
f) Local administrative staff
g) NGO volunteers
h) Other (please SPeCify) ...

TWO. STI/HIV/IAIDS KNOWLEDGE, ATTITUDES AND PRACTICE S
8. Please identify the STIs among the diseases writte  n below. (Circle all that apply)

a) Syphilis g) Genital wart

b) Chlamydia h) Hemorrhoids

c) HIV/AIDS I) Hepatitis

d) Tuberculosis J) Kidney inflammation

e) Gonorrhea k) | don’t know how to answer this question

f)  Trichomoniasis ) Others ...

9. How are HIV and STIs transmitted? (Circle all that apply)
a) Kissing
b) Unprotected sexual contact (without using a condom)
¢) Sharing used injection equipment
d) Mother-to-child transmission of HIV
e) Using HIV infected blood and blood products
f) Daily routine activities (sharing utensils, bathroom, toilet, swimming pool and
bed-linen)
g) Mosquito bites
h) I don't know how to answer this question.
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10. What symptoms can occur in case of STIs?  (Circle all that apply)
a) Blisters and sores in or around the genital area
b) Warts and herpes in or around the genital area
¢) Pain during sexual intercourse
d) ltching, rash, bumps, or discomfort in the genital area
e) Body rashes
f) Headache
g) Pus like discharge from the vagina/penis
h) Pyuria/urine thickness
i) Pain when urinating
i) Dehydration
k) Fever
[) Genital odor
m) Could be asymptomatic
n) Other (please SPECIfY) ...ocoer e
0) |don’t know how to answer this question.

11. What should a person do if he/she has any of the a  bove symptoms?

a) Tell my closest friend

b) Would not do anything or take any measure

¢) Curing on my own/self-treatment

d) Taking strong antibiotics by buying them from drugstore without doctor’s
prescription

e) Approaching a traditional medicine doctor and undergoing traditional treatment

f) Approaching a professional doctor and undergoing treatment as recommended
by the doctor

g) |don’t know how to answer this question

12. Please mark your comment on the following issues? (please mark with a tick (V))

No Yes | No | Don't
know

1. | Would it decrease risk of spreading HIV if someone has one
faithful and regular sex partner who is not infected with HIV?

2. | Would it decrease risk of spreading HIV if someone uses a
condom during sexual intercourse?

3. | Could a healthy-looking person be HIV-positive?

4. | Can someone get HIV from a mosquito bite?

5. | Can someone get HIV by sharing food with a HIV infected
person or by doing other daily routine activities with the HIV
infected person?




13.

14.

15.
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In your opinion, what are the ways of preventing H IV/IAIDS/STIs? (Circle all that
apply)

a) Using a condom every time you have casual sex

b) Washing or cleaning genital areas after sexual intercourse

c) Abstinence from casual sex

d) Having one faithful and regular sex partner who is not infected with HIV

e) Ejaculation outside vagina during sexual intercourse without using a condom

f) 1 don’'t know how to answer this question.

g) Other (please SPECITY) ....uuriiiieiiiiiiiiiee e

In your opinion, would it be difficult or normal t o0 do the following activities?
(Please rate how difficult or normal each activity would be by circling the number under

your answer)

Study in the same room with a student who is HIV positive

Extremely Very Somewhat Mostly Completely
Difficult Difficult Difficult Normal Normal
1 2 3 4 5

Share a toilet with a student who is HIV positive

Extremely Very Somewhat Mostly Completely
Difficult Difficult Difficult Normal Normal
1 2 3 4 5

Eat together with a student who is HIV positive

Extremely Very Somewhat Mostly Completely
Difficult Difficult Difficult Normal Normal
1 2 3 4 5

In your opinion, is it normal or not normal for a person to be gay?
(Please rate how normal or not normal by circling the number under your answer)

Extremely Very Somewhat Mostly Completely
Abnormal Abnormal Abnormal Normal Normal
1 2 3 4 5

Thank you very much for your time and participation in our survey!
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Appendix B: Post-Intervention Survey Questionnaire
(Mongolian)

3anyyuyyabiH B3AX/XAXB/AOX-bIH Tanaapx M34nar, xaHanara,
AaanbIir TOQoOpXonnox cypganraa

OHaxyy cydanzaaz 3anyy4yyobiH b3XIXOXBIOOX-biH manaapx mMadnase, xaHonazaa,
0aldrnbiH myswuHa modopxoulisiox 3o0punzoop MoHeonbiH YnaaH 3azanmalH HUl239MI13233C
aeyyrk b6alHa. CydanzaaHbl 6azuliH euwyyd MoHaon YirceiH XysuliH HyyubiH myxal Xyyib,
UpeaHul xyynutH xypasHO TaHbl o2CoH M30331IulH Hyyusarble YaHOnaH xadeaanax 6osnHo. TA
doopx acyynmyyOblz calimap yHWUX maHunuyaad, xapuynmbiH eMHex mooe Oyeayunax 6ywy
02020CoH 3alHO Xxapuynmaa 6u4ysspali. AHKem Hb 3068XeH cyOasieaaHbl 3opuyrnanmaap
awuenaz20ax myn ma Hap xasizaa 6uyux waaponazazyu. TaHO 6asipnanaa!

Cydaneaa ascaH 02H00: 2011 OHbil............. - P CapbIH ................ 00op
Cy0arnzaa aB8CaH O PI2 ......ccuuvuueeeriiieeaeiiiieeeaaiieeee s
Cy0raaqUUH HIP: .......uuuvvrrnrnrrninrennnnsssnsrensrsssrsseenernnnnnn
LyHOINIX 8330 CypayyriUulH HIP ........cceeeeeeeeeeeeee e

H3r. CYYPb M333J13J1
1. TaHbIHAC .........eevvneeannn,

2. TaHbl xyuc 1. Opartan 2. OmarTan

3. Ta xaaHa cyppar B3?
1. [yHa cypryynb
2. Tycram oyHA (TEXHUK M3PraXIUAH Cypryynb)
3. Wx paap cypryynb

4. Ta MoHronbiH YnaaH 3aranmavH Hururamnaraac 3oxumoH 6auryyncan XAXB/OOX-
blH Tanaapx y1un axunnaraaHg oposuox 6ancaH yy?

1. Tunm 2.Yryn

5. X3apaB TMM 60N, X343H OHA OPOSILCOH 63? (H3araac unyy xapuynt 6amxk 60nHO)

1. 2008
2. 2009
3. 2010
4. 2011
5. bycag (TOOPYYIDK BUUHS YY) .eeeeerrrreeeiiieeeeniiieae e
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6. XAXB/OOX/B3[X-blH Tanaapx M3A33/IJIMAT AMap 3X cypBalkaac aBaar B3?
(Haraac unyy xapuynt 6anx 60nHo)

Banryynnaraac (6anryynnarbiH HOPUIT BUYHS YY) «ooevveeeriiiiieeniiiieee e

Tenesus

Pagvo

COHWUH, caTryynaac

NHTepHaT

MY3H-uiH ynn axunnaraaHaac

3eBneree erex yrac

Cyprantaac

. TapaargcaH cypTanyunraaHsl maTepvanaac

10 Opyyn M3HOUNH CalH AypbiH aXunTaHaac

11. BMY, 3IMHAN3MNH axunTaHaac

12. Hans Hexen, xamaaTtaH cagaH 6onoH 6ycan

13. Magasanan asgarrym

14. Bycag (TOAPYYIMK BUUHD YY) werrreeeiiiiiiiiiieiieeeieeeieee e eeeeee e e aee e aaa e e aaaa e

CoNOORrWDNE

7. B3AX/XAXB/AOX-bIH Tanaapx M34335IJIMAT Ta X3HI33C aBaxXbIr Xycy 6anHa yy?
Han3 Hexgoeceo

Hana 3anyy/oxvH, 3XH3p HeXpeeCee

MapraxnuimnH am4y Hapaac

CanH gypblH ngaBxTaH, AM-UNH Tycnax axmnnTHyygaac

Ye T3HIMINH 3eBMerd Hapaac

OpOH HYTIMH yanpaax Xymyycaac

TBB-bIH NO3BXTAHYYAI3C

Bycaa (TOAPYYIMK BUUHI YY) coieiiieiiiiiiiee ettt

NN

XOEP. B3OX/XOXB/AOX-bIH TANTAAPX M3ANAr XAHANATA OALAI
8. Ta papaax eBYHyyA33¢c B3[X-bIr H3PN3H3 yy? (HAraac unyy xapuynTt 6amk 60mnHo)

1. Tambyy 7. BanrunH yy

2. Xnamupg 8. Lambapam

3. XOXB/OOX 9. XanggapTt wap

4. Cypbea 10. BeepHUN ypaBcan

5. 3ar xynTtaH 11. Xapuymk magaxryn 6anHa

6. TpwuxomoHunas 12. BYCan: ccoovveeiiiiiiiiiiieeie e

9. Tanbl 6oanoop B3OX/XAXB Hb XyHA X3pPX3H AaMXUH XanaBapnagar B3? (Haraac
nnyy xapuynt 6amk 60mnHo)

YHcanuaxaa

Xamraanantryn 6anruinH xaBbTnaap (63nraBy xaparnaxryn 6anx)

X3parnacaH 3yy TapuypbIr AaMxXyynaH Xaparnaxaj

XangBapTan 3x33C XyyXaasa

XangeapTan uyc 605oH LycaH OyTaargaxyyH canbyynaxag

AxynH 3amaap (asra TaBar, caB Cyynra, apuyH L3BPUINH epee GOMOH XXOPIOoH,

6accenH, LaraaH xaparnan rax MaTUAr XxaMT X3parnaxaa)

LWymyynaHa xasyynaxag

Magaxryn 6arHa

o0k wNE

© N
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10. B3[X-aap eBYMINICOH TOXMONAONA AMApP WUHX TIMAIr UNP3X BI? (HAraac unyy
xapuynt 6amx 60mHo)

11.

12.

Banar apxXTHUIN opYnM AP WapX LU3Bpyy rapax
Banar apxTHMI OpYnM Yy yprauar rapax
BanruiH xaBbTNbIH yeq eBOex

Bbanar apxTaH opyYMOOp 3arTHax, xasgax, ynamx,
Bue gaaryyp TyypanT rapax

Tonron eBgex

LaacHMI cyB yTPI3HI3C MAIIPXAr anragac rapax
LLIaac eTrepHe

Laaxag xeHOyypNaH eBAeHe

LLnHran anpax

Xanyypax

OBryM yH3p yHIpTaX

LWnHx Tamaar unpaxryn 6amx 60nHo

Bycan (TOAPYYITHA YY) ittt
Mapgaxryn 6anHa

ﬂaspx LWNHX TIMA3Ir UN3PCI3IH TOXUOoNnaona 1a AMap apra Xamxaa aBax B3?

Nogh~wpE

[JoTHO Ham3gaa xarnHa

Amap 4 apra xamxas aBaxryn, 3yraap OpxmHo

Oepeo eepuUres IMUYNNHI

XyuTor aHTMOMOTHMKBIN SMUMH CaHraac xygangaH aB4y X3parfiaHa
YnamxnanT aMumnras/apgblH aMYMa XaHgax apablH SMUYUIIT3 XUAMTIHI
MapraxnuinH aMung XxaHaax TyyHWiA 3aaBpblH Jaryy aMunnrod XMnUnraHa
Mapaxryn 6aviHa

Ta foopx 3yiNyyAvitH Tanaap caHanaa T3MA3rNaH3 yy? (Vmamd23sp mamosenaHs

YY)

Tunm | Yryn

Mapax
rym

XOXB-unH xangBapryn, yH9HY HAr xaBbTardtam 6amx Hb
XOXB-uH xangsap Tapxax apcaanuir byypyynax yy?

Banrasy xaparnax Hb XOXB-unH xangsap tapxax
apcanuur 6yypyynax yy?

MagHaac Hb xapaxag apyyn xyH XOXB-ninH xangsaptan
Oanx 6onox yy?

LWymyynang xasyynaag XOXB-uiH xangsap aBax
BonomxTON y?

XOXB-unH xanasap axy/H 3amaap (asira Tasar, caB
cyynra, apuyH L3BpUNH epee BOIOH XOpsoH, 6accenH,
LaraaH xaparnan rax MaTUNr XxaMTpaH X3parfacHaap)
Tapxax 60nomxTon y?
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13. Tanbl 60anoop B3OX/XAXB/OOX-00c ypbauunaH caprumnax asmap apryya 6anaar
B37? (HAraac unyy xapuynt 6amk 60mnHo)

ToxuongnbiH 63NrMMH XaBbTang opox 6ypTaa TorrMon 63nraBY xaparnax

BanrmnH xaBbTNbIH Aapaa 63n3r IPXTHI3 yraax, AOTYYp LOBIPMArad XMmx

ToxnonanblH O3MTMIAH XaBbTNbII TOBYNX

XOXB-bIH xanaBapryi, yHaHY, 6arHrbiH Har 63nrMiiH XxaBbTardtam 6anx

Banrasury 6anrminH xaebTarng opoxX ye4as Ayp XaHanThbIlr YTP33HMIA ragHa TaBux

Mapaxryn 6anHa

Bycan (TOAPYYITHA YY) vt

NoghrwdpE

14. Tanbl 60a4n00p Aapaax 3yMSIUAT XUUXIA TaHbA X3Lyy 3CBIN X3IBUUH 6anx yy?
(GepUNH xapuynTbIH AOOPX TOOr AYrynnaH TyxanH yUnanuir Xunxag TaHb[ Xap UX Xauyy
Byroy XaBUNH Banxbir TOMASMMIHI YY)

D. X[OXB-blH xanaBapTan oloyTaH/cypardtam Har epeeHa XM4aan gaBTax
Maw mnx xauyy Xouyy Bara 39par xauyy Wx3BunaH xaBuiiH 3yB 3yrasp, XaBUNH
1 2 3 4 5

B. X[XB-bIH xangBapTan oloyTaH/cypardtan Har apuyH L3BPUNH XaMTpaH X3parfiax
Maw nx xauyy Xauyy Bara 33par xauyy  Wx3B4YnaH xaBun  3yB 3yraap, XaBUNH
1 2 3 4 5

B. XOXB-bIH xanaBapTan oroyTaH/cyparytam xamT Xoon nasx
Maw ux xauyy Xouyy bara3apar xauyy WX3B4UnaH X3BUWH 3yB 3yraap, XaBUIMH
1 2 3 4 5

15. TaHbl 60AN00pP ren/vXnUn XyNcTaH 6amx Hb X3aBUNH ICBIN X3IBUWH OycC y33araan yy?
(GepuitH XapuynTblH 4OOPX TOOr AYryrnaH Xap UX X3BMKH GOMOH X3BUWH OyC y3argan
©0MnoXbIr TOMOSMM3HI YY)

[23p 39pruiiH rax y3argan Max y3argan bara 39par rax MXaBunaH xaBuinH 3yB 3yrasp, XaBUNH
y3argan
1 2 3 4 5

Llar 3aBaa rapraH MaHan cyganraaHg oposucoHA maw ux 6aspnanaa!
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Appendix C: Post-Intervention Survey Questionnaire
(English, from Mongolian)

Knowledge, Attitude and Practice Study
on STI/HIV/AIDS among youth

Mongolian Red Cross Society is conducting this study with the aim to determine the level of
knowledge, attitude and practice on STI/HIV/AIDS among youth. The study team will ensure
the full confidentiality of your information according to the Law on Keeping Private Secrets and
Law on Citizens. Please carefully read the questions below and circle the number in front or
write your answer in the given space. The questionnaire will be used for the study purpose
only; therefore you do not need to write your name and address. Thank you!

Date of the interview: 2001 ................... month .............. day
Interviewer's Name: ........ccccceeeeniiiiiiieie e
Study DISHCE: ..oeeeieeeeee e
Name of University/Institute: ...........ccccceeeeeee.

ONE. BASIC INFORMATION
1. Yourage...............
2. Your sex 1. Male 2. Female

3. Where do you study?
1. Secondary/high school
2. Vocational Training School
3. University/Institute

4. Have you ever participated in HIV/AIDS related act ivities conducted by Mongolian
Red Cross Society?
1. Yes 2. No

5. If yes, when was it? (could give more than one answers)

2008

2009

2010

2011

Others (please Clarify) ..o

arwnNpE



6. Where

a7

do you get information related to HIV/AIDS/S Tl from? (could give more than

one answers)

CoNo,rwWNE

From the organization (please write name of your organization) .........................
TV

Radio

Newspapers, journals

Internet

Activities conducted by Mongolian Red Cross Society

Hotline

Training

Information materials distributed

10. Health volunteers

11. Doctors and hospital staff

12. Friends, relatives and others

13. Do not get information

14. Others (please Clarify): ...

7. From whom do you want to get information on STI/HI  V/AIDS?

ONOGAWNE

Friends

Boy/girlfriend, wife/husband

Specialists (doctors)

Volunteers, health support staff

Peer counselors

Local administrators

NGO activitists

Others (please Clarify): ...

TWO. KNOWLEDGE, ATTITUDE AND PRACTICE ON STI/HIV/AI DS
8. Please name STIs from the following diseases? (could give more than one

answers)
1. Syphilis 7. Genital condiloma
2. Chlamidia 8. Gemorrhea
3. HIV/AIDS 9. Hepatitis
4. Tb 10. Pyelonefritis
5. Gonorrhea 11. Could not answer
6. Trichomoniasis 12. Others: .
9. In your opinion, how does STI/HIV infection transm  it? (could give more than one
answers)
1. Kissing
2. Unprotected sex (without using a condom)
3. Using the used needles and syringes
4. From an infected mother to a child
5. Infected blood and blood transfusion
6. Casual contacts (when share cups, plates, bowl, bath room, toilet, swimming

© N

pool and bed sheets)
Mosquito bites
Do not know
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10. What are symptoms of STIs? (could be more than one answers)

11.

12,

13.

CoNoR~WNE

Wart, wound and vesicles near the external genital organs
Condiloma and papilloma near the external genital organs
Hurting during a sexual intercourse

Itch, swelling and redness near the external genital organs
Rash

Headache

Pyogenos excretion from the opening of urethra and vagina
Thicker urine

Hurting during urinating

10. Loss of liquids

11. Fever

12. Unpleasant smell

13. Symptoms may not disappear

14. Others (please clarify): ...,
15. Do not know

What will you do if you notice the above symptoms?

Noas~wdhE

Tell to a closer friend

Do nothing, let it stay

Do self treatment

Buy stronger antibiotics from a pharmacy and use it

See a Doctor of Traditional Medicine/traditional healer and get treatment
See a Specialist doctor and get treatment as per a Doctor’s instruction
Do not know

Please note down your opinion about the following? (Vplease tick

#

Yes No

Do not
know

If you have one faithful partner without HIV infection,
will it reduce risks of spread of HIV infection?

Will the use of condoms reduce risks of spread of HIV
infection?

Could a normally looking person has got the HIV
infection?

Is it possible to get HIV infection from mosquito bites?

Is it possible to spread HIV infection through casual
contacts (when share cups, plates, bowl, bath room,
toilet, swimming pool and bed sheets)?

In your opinion, what are the ways to prevent from

than one answers)

NogahrwbdpE

Use condoms everytime when having casual sex

Washing the external genital organs and douching after sex
Abstein from casual sex

Have one faithful and regular sexual partner without HIV infection
Ejeculate outside the vagina when having sex without condoms
Do not know

Others (please clarify): .......ccccocvveiiiriiiiiiiiiiiiiireereeee e,

STI/HIV/IAIDS? (could give more
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14. In your opinion, would be difficult or usual to do the following?
(Please circle the number below your answer indicating whether it would be very difficult
or usual)

E. To study in a room together with a student who has got HIV infection

Very difficult Difficult Little difficult Mostly usual Usual, normal
1 2 3 4 5
B.To share toilet with a student who has got HIV infection
Very difficult Difficult Little difficult Mostly usual Usual, normal
1 2 3 4 5
B.To have lunch together with a student who has got HIV infection
Very difficult Difficult Little difficult Mostly usual Usual, normal
1 2 3 4 5

15. In your opinion, is it normal to be a gay/homosexu al?
(Please circle the number below your answer indicating how normal is it)
Extremely unusual phenomenon Unusual phenomenon Little bit unusual phenomenon Mostly
usual Usual, very normal
1 2 3 4
5

Thank you very much for taking your time to partici pate in the study!
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Appendix D: Survey Administration Training Agenda
(English)

AGENDA
YOUTH Volunteer Training: Evaluation Survey Adminis  tration

I. Introduction to final evaluation, survey 5m in.
Il. Guidelines for survey administration 20 min
A. Survey distribution:
A. Each district must collect surveys from a total of 125 university students and
125 secondary school students
B. Each volunteer will be assigned 2-3 schools/universities
C. Volunteers SIGN UP for schools
B. Timeline:
A. 29 July-1 August: photocopy surveys in MLRCB office (or HARP HQ for
Sukhbaatar district)
B. 1-4 August: administer survey to target group
C. 5 August: return completed surveys
C. Process/Steps:
A. Find a RANDOM SAMPLE of students/pupils aged 15-24 in your assigned
school/university
B. Confirm with each person: “Are you a student at XX school/university?”
i. If the answer is “Yes,” continue
ii. If the answer is “No,” DO NOT give the survey
C. Confirm that each person is NOT a Red Cross HIV/AIDS peer educator: “Are you
a Red Cross HIV/AIDS peer educator?”
i. If the answer is “Yes,” DO NOT give the survey
ii. If the answer is “No,” continue - give the survey

D. Rules:
Please give surveys ONLY to students/pupils of the schools on the list
Please give surveys ONLY to youth who are NOT HIV/AIDS peer educators (i.e.
only give to general population youth)
Please do not assist with choosing the answers to the survey questions
One survey per person
Surveys are CONFIDENTIAL
Each survey should be filled out correctly and as completely as possible
Please do not comment or correct respondent as they fill out the survey
If respondents have questions about survey content, please collect the
completed survey BEFORE answering the question
Please do not change any answers on the completed surveys
Please RETURN ALL COMPLETED SURVEYS TO YOUR MLRCB OFFICE N O
LATER THAN 16.00 FRIDAY, 5 AUGUST
E. Survey details 20 min.

A. Instructions for respondents

B. Survey questions
F. Question & Answer

10 min.

IGMMOUO ®p

=
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Appendix D: Survey Administration Training Agenda
(Mongolian)

XeTelnbeP
3ANYYYYY[bIH caH aypbiH aXun4yabiH cyprant:
YHaNrasHum cyganraaHbl aXnblH 30XMOH Gauryynant

|.  JuUCUWH YH3aNraa, cyaanraar TaHUnuyynax 5 MUH.

.  CymanraaHbl aXnbIr 30XMOH Ganryynax yampaamx 20 MuUH.

A. CypanraaHbl MaTepuanbIr Tapaax:

D.

b.

B.

Ayypar 6yp HUIT 125 ux pasp cypryynuinH otoytaH 60noH 125 ayHp
CYpPryynuiH cyparygaac cyganraar aBy LyrnyynHa

CaniH gypblH axunTtaH Tyc 6yp Hb 2-3 UX A334/AyHA CYpryynvnr xapuyuaH
axunnaHa

CalH gypblH aXvnyuna Hb UX A4334/0yHA Cypryynyyabir COHFOH aB4 rapbliH yCrad
3ypHa

B. Llar xyrauaa:

A.

b.
B.

7 capblH 29 - 8 capbiH1: MY3H-uiiH TeB odhdumc (6onoH CyxbaaTap AyypruiH
XOXB/OOX-biH xeTenbepuinH TeB 6aripaH) A433p UpXK cyaanraaHbl maTepuanbir
CaHOHOOX OnNLpyynax

8 capbliH 1- 4: Cyganraar 30punToT GynrMiH rmyygaac aBax

8 capblH 5: berneceH cypganraaHbl MaTepuanbIr byLaax erex

G. Ynn aBu/ye wart:

A

b.

©epuiiH xapuyuax aBcaH OyHA/MX 4334 CYpPryynuinH ooyTaH/cyparygbir
CAHAMCAPTYW TYYB3PJI3H onox
TyxaWH XyH33C gapaax acyynTbir naBnaH acyyHa: “Ta ............... AyHa/mx
CYPryySfMnH otoyTaH/cypardy MeH yy?” XaM3a3H nasriax acyyHa
i. XopaB xapuynT Hb “Tunm” 60N uaaw yprarmkiyynHa
ii. XapaB xapuynT Hb “Yryn” 6on cyaanraaHbl Mmatepmanbir OroxX
X3P3rryn

. TyxanH xyH Hb YnaaH 3aranmanii XOXB/OOX-bIH ye T3HIUAH cyprardy MeH

SCOXMNI NaenaH acyyHa: “¥YnaaH 3aranmanH XOXB/OOX-bIH ye T3HIMIH cyprary
MeH yy?”
i. XapaB xapuynT Hb “TunAM” 6on cypanraaHbl matepuansir OFoX
XOPAITYWU
ii. XopaB xapuynT Hb “YTy” racaH 60n uaall ypraxnyynHa = cydanraaHbl
XyyAchIr er

I 3aaBap:

A

b.

CyganraaHbl maTepuansir 3©OBXOH xarcaantang 6yn cypryynminH oloyTaH
cyparygag erHe yy

CypanraaHbl matepuanbir Ynaan 3aranvand XOXB/OOX-biH ye TSHMMNH cyprary
HapT BYC xapuH 3©BXOH aHrunH 3anyydvyynag erHe yy (HUMT XyH amblH
3anyyyyyablH Teneernen)
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CypanraaHbl Xyyacbir 6ernex xapuyntaa CoOHroxog Hb Tycrarnuaa y3yymk

Gonoxrym

mm .

%

o>

Har xyH33c Har N yaaa cydanraa aBHa

CynanraaHbl maTepuan Hb HYYL] 6aiix écton

CyganraaHbl maTepuan Oypunr anb 6050x 36eB, rynuat 6ernyynax écron
CypanraaHbl Xyyacbir 6ernex 6anx seuag Hb XapuynTbir Hb 3acax 60oH
©6puIH caHan 6oanbir TyxalH cyganraa erd 6amnraa XyHg Xa5ax 39par yingnamnr
rapraxx 6onoxrym

. X3paB cygarnraaHg oponuoryma cyganraaHbl aryynratan xontooTon acyynt

acyysan acyynTtaHi Hb xapuynaxaacaa ©MHO cypanraaHbl maTepuanaa xypaaH
aBHa yy
BerneceH cyaanraaHbl Matepuanyyn A39pX XapuynTbir e6pYnimk 60noxryi

. BOrnmeceH CYAAJIrAAHbl MATEPUANYYAbII 8 capbiH 5-Hbl 6apuiH 4

LAFAAC ©MHO 66PUWUH [LUY3X-Hbl BAUPAHL ABY UPX ©rHe YY!
CypanraaHbl aXXunTtam Xon600ToM HIMINT A3NIr3IPIHIYMN 20 MuUH.
Cypanraang oponuorygof erex 3aasapyunraa

CypanraaHbl acyynryya

Acyynt & xapuynt 10 MuH.



