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Abstract. This cross-sectional study aimed to describe the level of knowledge, perception/
attitude, and practices related to HIV among 1,054 freshmen students in four Afghan univer-
sities differences between genders. A probability, two stage sampling method was used.
Data were collected by a self administered structured questionnaire. SPSS software was
used for data analysis. Descriptive and inferential statistics were performed. Most of respon-
dents were male (72.1%), their average age was 20.1 ±  2 years, and most were unmarried
(93.4%). The majority (90.8%) were aware of HIV but only 28.3% had a good level of know-
ledge. Around one-third (35.6%) had a positive level of attitude toward HIV. Approximately
30% had at least one risk practice; therefore, they were counted as high-risk behavior group
members. Females were statistically more knowledgeable than males, and high-risk behaviors
were significantly more prevalent among males; p = 0.01 and p = 0.001, respectively. How-
ever, general awareness, and attitude were not statistically different between genders. A con-
siderable proportion of students (14.6%), as compared to peer-countries, were sexually
active. A very high level of sharing injecting needles (4.5%) and shaving sets (20.8%) were also
reported among informants.

million people were newly infected with HIV;
and 2.1 million deaths due to AIDS were re-
ported (UNAIDS, 2007).

Afghanistan, with a population of 23.6
million (CSO, 2005), is an Islamic country and
considered to be a country with a very low
HIV prevalence but at a very high-risk for the
spread of HIV infection. Contributing factors
include nearly three decades of armed con-
flicts, very low socio-political and economical
status of women, significant numbers of dis-
placed people, extremely poor social and pub-
lic health infrastructure, poppy production and
drug trafficking, use of injecting drugs, lack of
blood safety, and injection practices (Bartlett
et al, 2002; UNICEF, 2003; Afghanistan Na-
tional AIDS and STD Control Program, 2006).
Little evidence is available on the biological
and behavioral aspects of HIV in Afghanistan
as well as Pakistan and Iran, two neighboring

INTRODUCTION

Acquired immunodeficiency syndrome
(AIDS), caused by human immunodeficiency
virus (HIV), has been increasing at an alarm-
ing rate since the first cases were reported in
the early 1980s (Negash et al, 2000). HIV, in
an infected person, is carried in certain body
fluids such as blood, semen, vaginal secre-
tions, and breast milk. The virus can be trans-
mitted only if such HIV-infected fluids enter the
bloodstream of another person (CDC, 1999;
amFAR, 2006). By the end of 2007, 33.2 mil-
lion people were living with HIV worldwide; 2.5
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countries with relatively similar socio-cultural
contexts. Afghanistan has much in common
with the customs, language, and religion of
the two neighboring countries. Previous stud-
ies (Bazger and Young, 2005; Foran et al,
2006; Sanders-Buell et al, 2006; Saif-Ur-
Rehman et al, 2007; Todd et al, 2007a,b) re-
lated to HIV in Afghanistan were conducted
among populations of high risk such as inject-
ing drug users (IDUs) and commercial sex
workers (CSWs). Another study was con-
ducted among high r isk and vulnerable
groups, such as commercial sex workers
(CSWs), truck drivers, IDUs, health workers,
students, and returnees. Most of the studies
reported high-risk behaviors related to blood-
borne diseases, such as hepatitis as well as
HIV among the study populations. Injecting
drug use and heterosexual intercourse were
reported as main routes of HIV infections in
Afghanistan. Homosexuality among men was
also commonly reported. A study conducted
among injecting drug users (IDUs) in Kabul city
reported overall prevalence of HIV, hepatitis C
and B as 3.0, 36.6 and 6.5%, respectively;
and AD inter-subtype recombinant strain of
HIV-1 was documented among IDUs in Af-
ghanistan. Only recently has Afghanistan had
to address the HIV problem. The Ministry of
Public Health reported a total of 69 cases of
HIV infection in Afghanistan in late January
2007; but by August of the same year, the
number had increased to 245 cases, although
the actual number is likely to be much higher
(Saif-ur-Rehman et al, 2007).

Young people are especially vulnerable
to HIV, and it has been estimated that in many
developing countries, one half or more of all
HIV infections occur among people younger
than 25 years old (Qiaoqin et al, 2006). Im-
portant groups rage from high school seniors
to university juniors, who are more likely to
be prone to high-risk behaviors because of
the transitional status of sexual activities as
well as peer pressure, lack of maturity, and

alcohol and drug use (CDC, 1995). A study
among high school students in Iran reported
salient misconceptions among the respon-
dents and indicated that only 53% of infor-
mants were aware of condom protection
against sexually transmitted infections (Yazdi
et al, 2006). A study among students in South
Africa reported that 68.3% of students have
had sexual intercourse (Grundling et al,
2003), and another KAP and sexuality sur-
vey among students in Georgia reported that
60.8% had engaged in sexual activity (Del Rio
et al, 1998).

Different factors interact in a complex
manner leading to infection and spread of HIV.
This complexity makes the control and pre-
vention of the epidemic difficult. Therefore, it
is vital to understand the nature of the epi-
demic in various locations and consider the
effect of social, economical, cultural, and be-
havioral risks. Behavioral information is of cru-
cial public health interventions (Negash et al,
2000). Because Afghanistan is lacking such
behavioral information related to HIV among
adolescents and students and on the other
hands, there is no HIV educational program
among students in universities and schools in
Afghanistan to enhance students’ knowledge
and promote preventive and protective behav-
iors related to blood borne diseases including
HIV. Only Kabul Medical University has started
an HIV education for second year students
since 2004 (Bazger and Young, 2005). There-
fore, this cross-sectional study, the first of its
kind in Afghanistan, was conducted to assess
levels of knowledge, perceptions/attitudes,
and practices related to HIV by gender differ-
ences among freshmen in Afghan universities.
This study would help to indicate gaps in
knowledge and perceptions of students re-
lated to HIV and identify risky behavior and
practices that might need urgent and prompt
gender specific public health intervention, for
not only freshmen students in universities, but
also senior students in high school.
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MATERIALS AND METHODS

Using a mixed two-stage random sam-
pling design with probability proportional to
size of the students in each faculty, this study
was conducted among 1,054 freshmen stu-
dents, with an expected non-response rate of
about 30%, in four Afghan universities located
in the capital Kabul as well as northern, east-
ern, and western provinces: Balkh, Nangarhar,
and Herat, respectively. Universities were pur-
posively selected based on their location, the
volume of students, especially female stu-
dents, and security considerations. Students
were recruited by a systematic random sam-
pling method from a sampling frame of all
freshmen students of the universities. In total,
approximately 22,107 students were enrolled
in these four universities, out of which approxi-
mately 8,000 were freshmen students, and
around one-quarter (25.3%) were female.

Using previous studies (Luc, 1995;
Shariq, 2000; Sheng, 2000; Naing, 2002;
Grundling, 2003; Lwin, 2004) as well as Af-
ghan cultural and Islamic norms, a self-admin-
istered structured questionnaire was devel-
oped that was comprised of questions on
socio-demographic characteristics, knowl-
edge, perceptions/attitudes, and practices
related to HIV. The knowledge component
comprised 18 items on the causative agent,
modes of transmission, methods of preven-
tion, and availability of treatment related to HIV.
The perceptions/attitudes component was
composed based on the health believe theory
(Huff and Kline, 1999; Glanz et al, 2002) and
comprised 17 items on perceived suscepti-
bility, perceived severity, perceived barriers
and perceived benefits of preventive measures
against HIV, as well as personal compliance
(self-efficacy) with such preventive measures.
This part also included statements on the at-
titudes of respondents towards people living
with HIV (PLWH). The practice component
comprised 11 items on high risk, and predis-
posing as well as preventive practices during

the past one year.

The questionnaire was first developed in
English, revised based on the comments of
experts about its content (text) validity, then
translated to the Afghan languages of Dari and
Pashto, and finally was back-translated to en-
sure the quality of translation. The question-
naire was pre-tested among 60 freshmen stu-
dents, with a completeness rate of 75%, in
two Kabul province universities. These univer-
sities were not included in the actual study site.
The knowledge and perceptions/attitudes
parts of the questionnaire were tested for their
validity and reliability. The reliability test of the
questionnaire gave a Cronbach’s alpha coef-
ficient value of 0.8 and 0.69 for knowledge
and perception parts, respectively. A range of
alpha values from 0.7 to 0.8 is acceptable
(Reynaldo and Santos, 1999). The question-
naire was adapted based on the findings of
the pretest, which included deleting two items
from the knowledge part and three items from
the perception/attitude part.

The study was approved by the Institu-
tional Review Board (IRB) of the Ministry of
Public Health, Afghanistan as well as the Eth-
ics Committee of the Faculty of Tropical Medi-
cine, Mahidol University, Thailand. Data were
collected in September 2007 by self-adminis-
tered structured questionnaire that was dis-
tributed to 1,054 participants, after their indi-
vidual informed consents were obtained.
Twenty-four participants either refused to par-
ticipate or filled out the questionnaire incom-
pletely, and these were excluded from analy-
sis. The participants were given sufficient time
and space to complete the questionnaire in
privacy. Two separate rooms were provided
for male and female respondents, respectively.
Double data entry was performed with MS-
Access 2003 and then transferred to SPSS
version 11.5 for data processing and analy-
sis. Descriptive statistics was used for fre-
quency and percentage distribution, mean,
median, and standard deviation; chi-square
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was used to describe the differences among
gender groups.

RESULTS

Out of 1,054 enrolled participants, 1,030
questionnaires were completed by 743 male
and 287 female respondents and were ana-
lyzed. Twenty-four questionnaires (2.9%) were
excluded from data processing due to a com-
pleteness rate of less than 50% for the ques-
tions related to knowledge, perceptions/atti-
tudes, and practices.

Socio-demographic characteristics

As shown in Table 1, students who en-
rolled in different groups of faculties as well
as universities were significantly different in
terms of gender, with p-values of 0.001 and
0.0001, respectively. The average ages for
both genders combined, males, and females,
were 20.1 ± 2.04, 20.4 ± 2.04, and 19.4 ±
1.8 years, respectively. Around half of respon-
dents (46.6%) were in the 19-20 year-old
range, 32.8% in the >20 year-old range, and
20.5% of respondents in the <19 year-old
range. The age groups were significantly dif-
ferent between both genders (p = 0.0001).
Marital status groups were significantly differ-
ent between genders (p = 0.04), and the ever-
married group comprised more males com-
pared with females (7.3% vs 3.8%). Most stu-
dents (93.4%) were unmarried (both single and
engaged). It is worth noting that virginity is
considered to have a high social value in the
Afghan culture, even during engagement. En-
gaged couples, in principle, should not have
sex until marriage. Most of the respondents
(70.1%) were from urban hometowns, with a
significant difference between two genders
(p = 0.0001). The majority of informants were
from either Tajik (44.6%) or Pashtoon (38.6%)
ethnicity. Ethnicity was significantly different
between male and female respondents; the
majority of males (45.5%) were Pashtoon,
while the majority of females (63.5%) were

Tajik. Most of the respondents (66.9%) had a
monthly living allowance (MLA) of <AFA 5,000
(US$ 100), with an average of AFA 4,025 for
both genders. The average MLAs for male and
female were AFA 4,152 and 3,700, respec-
tively. The MLA was significantly different be-
tween the two genders; the majority of female
respondents were in the <AFA 5,000 MLA
category when compared with the male re-
spondents (74.8% vs 67.7%; p = 0.03).

General information about HIV

As illustrated in Table 2, most respon-
dents (90.8%) were aware of HIV by reading,
watching, or hearing about it in the past. No
statistically significant difference in HIV gen-
eral awareness was found between genders
(p = 0.09). Among those who were aware of
HIV, the majority mentioned health workers as
a main source (41.7%) and television as a main
channel of information (52.3%).

Knowledge about HIV

There were three possible response op-
tions of “Yes,” “No,” and “Don’t know” for each
item. Each correct answer scored 1, and the
wrong and “don’t know” answers scored 0.
The total score ranged from 0 to 18. The
knowledge related to HIV was divided into
three levels; those with >80% correct answers
were classified as “good,” a range of 60-80%
correct answers was classified as “fair,” and
those with < 60% correct answers were rated
as having a “poor” level of knowledge. Only
those who were aware of HIV were included
in analysis of individual items. However, all data
were included in analysis for describing levels
of knowledge.

As shown in Table 3, most informants
between both gender groups had a poor level
of knowledge (36.5%), followed by fair level
(35.1%), and only 28.3% possessed a good
level of knowledge. Female respondents were
significantly more knowledgeable about HIV
than males (p = 0.015); good, fair, and poor
levels of knowledge among female and male
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Faculties by group 0.001
Health science 37 (12.9) 45 (6.1) 82 (8)
Social science 173 (60.3) 475 (63.9) 648 (62.9)
Applied science 77 (26.8) 223 (30) 300 (29.1)

Universities 0.0001
Kabul (Capital City) 148 (51.6) 242 (32.6) 390 (37.9)
Harat (Western Region) 88 (30.7) 154 (20.7) 242 (23.5)
Balkh (Northern Region) 37 (12.9) 149 (20.1) 186 (18.1)
Nangarhar (Eastern Region) 14 (4.9) 198 (26.6) 212 (20.6)

Age (Years) 0.0001
< 19 107 (37.4) 104 (14) 211 (20.5)
19-20 123 (43) 357 (48) 480 (46.6)
>20 56 (19.6) 282 (38) 338 (32.8)
Mean 19.38 20.38 20.1
Median 19 20 20
SD 1.8 2.04 2.04
Min - Max 15 - 32 16 - 40 15 - 40

Marital status 0.2
Single 260 (90.9) 659 (88.9) 919 (89.2)
Engaged 15 (5.2) 28 (3.8) 43 (4.2)
Married 11 (3.8) 52 (7) 63 (6.1)
Widow/Widower 0 (0) 1 (0.1) 1 (0.1)
Divorced 0 (0) 1 (0.1) 1 (0.1)

Marital status groups 0.04
Unmarried (single + engaged) 275 (96.2) 687 (92.7) 962 (93.7)
Ever married (married + widowed + divorced) 11 (3.8) 54 (7.3) 65 (6.3)

Living status 0.0001
Alone 9 (3.1) 99 (13.4) 108 (10.5)
With spouse 9 (3.1) 23 (3.1) 32 (3.1)
With parents 257 (89.5) 459 (62.1) 716 (69.5)
With friends 5 (1.7) 134 (18.1) 139 (13.5)
Others 7 (2.4) 24 (3.2) 31 (3)

Hometown 0.0001
Urban 267 (93) 455 (61.4) 722 (70.1)
Rural 20 (7) 286 (38.6) 306 (29.7)

Ethnicity 0.0001
Pashtoon 62 (21.8) 336 (45.5) 398 (38.6)
Tajik 181 (63.5) 278 (37.6) 459 (44.6)
Uzbek 5 (1.8) 18 (2.4) 23 (2.2)
Hazara 23 (8.1) 81 (11) 104 (10.1)
Others 14 (4.9) 26 (3.5) 40 (3.9)

Monthly living allowance (AFA) 0.03
<5,000 208 (74.8) 481 (67.7) 689 (66.9)
≥5,000 70 (25.2) 229 (32.3) 299 (30.3)
Mean 3,700.04 4,152.8 4,025.4
Median 2,000 3,000 3,000
SD 4,537.1 4,481.3 4,499.4
Min 100 - 35,000 150 - 80,000 100 - 80,000

Table 1
Socio-demographic characteristics by gender, Afghanistan, September 2007.

Individual characteristics Female Male Total p-value
n (%)a n (%)a n (%)a

aThe percentages may not add up to 100% due to missing data.
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Awareness Female Male Total p-value
n (%)a n (%)a n (%)a

Have heard, watched and read about
HIV/AIDS in the past 268 (93.4) 667 (90) 935 (90.8) 0.09

Main source of information 0.001
Health workers 105 (39.5) 278 (42.6) 383 (41.7)
Teachers 53 (19.9) 98 (15) 151 (16.4)
Family members 43 (16.2) 63 (9.6) 106 (11.5)
Imam/mullah 0 (0) 16 (2.5) 16 (1.7)
Friends 14 (5.3) 64 (9.8) 78 (8.5)
Others 51 (19.2) 134 (20.5) 185 (20.1)

Main channels of information 0.0001
Television 180 (67.2) 307 (46.3) 487 (52.3)
Radio 13 (4.9) 129 (19.5) 142 (15.3)
Newspaper / magazine 34 (12.7) 81 (12.2) 115 (12.4)
Friday prayer 0 (0) 30 (4.5) 30 (3.2)
Internet 19 (7.1) 75 (11.3) 94 (10.1)
Others 22 (8.2) 41 (6.2) 63 (6.8)

Table 2
General information about HIV/AIDS by gender, Afghanistan, September 2007.

aThe percentages may not add up to 100% due to missing data.

respondents were 30.3% vs 27.6%, 40.1% vs
33.2% and 29.6 vs 39.2%, respectively.
Knowledge on the commonly understood
means of transmission were blood transfusion
(96.3%), sharing injecting needles as well as
sexual intercourse (95.9%), and sharing of
shaving sets (92.2%). Knowledge on all above-
mentioned modes of transmission was not
different between male and female respon-
dents, except blood transfusion (95.4 vs 98.5;
p = 0.02). Females were significantly more
knowledgeable about mother-to-child trans-
mission of HIV as compared to males (84.2%
vs 78.3%; p = 0.04). Only one-fourth of the
informants (27.6%) knew that there is no vac-
cine to prevent HIV. Female informants were
significantly more knowledgeable about the
risk from tattooing and skin piercing as com-
pared to male informants (80.3% vs 61.5%; p
= 0.0001). About one-third of informants
(28.6%) did not know that proper use of con-
dom during sexual intercourse would help pro-

tect against HIV infection. Knowledge on the
above-mentioned fact was significantly higher
among male respondents (76.1% vs 59.8%;
p = 0.0001).

Perceptions/attitudes related to HIV

This part was scaled, using the Likert
system (Trochim, 2006), with three choices,
namely, “Agree” (3), “No idea” (2), and “Dis-
agree” (1). The total scores ranged from 17 to
51. Respondents were graded into three lev-
els: high (positive), moderate (neutral), and low
(negative) perceptions and attitudes. The high
(positive) level respondents scored above
mean plus half standard deviation (SD); the
moderate level respondents scored between
mean minus half SD and mean plus half SD;
and the low (negative) level respondents
scored below mean minus half SD.

As indicated in Table 4, the nearly half of
the informants (42.7%) had a moderate (neu-
tral) perceptions/attitudes, 35.6% had a high



SOUTHEAST ASIAN J TROP MED PUBLIC HEALTH

410 Vol  39  No. 3  May  2008

(positive) level, and remaining 21.3% had a low
(negative) perceptions/attitudes level regard-
ing HIV. The level of perceptions/attitudes was
not significantly different between male and
female (p = 0.3). Almost all of respondents
agreed to the need for an HIV educational pro-
gram (94.9%) and dissemination of HIV infor-
mation through mass media (94.5%). Also, the
overall majority of students (93%) believed that
HIV is a major problem. Approximately half of
the informants (57.9%) perceived that all
people are susceptible to HIV, with a statisti-
cally significant difference between male and
female respondents (59.2% vs 54.7%; p =

0.03). Slightly more than half of all students
(56.2%) agreed not to isolate people living with
HIV (PLWH) from their society, and female in-
formants were more supportive to PLWH than
males were (64.4% vs 53%; p = 0.003). Less
than half of the respondents (48.1%) did not
mind studying with an HIV infected person in
the same classroom. Slightly more than half
of the respondents (57.4%) perceived that the
proper use of a condom is protective against
HIV, and females had a significantly lower per-
ceived protective benefit of a condom than
male respondents had (45.3% vs 61.9%; p =
0.0001). Half of the informants (50.6%) agreed

Items
Correct answers

p-value
Female Male Total
n (%)a n (%)a n (%)a

Casual agent of HIV/AIDS 218 (82.9) 554 (84.7) 772 (84.2) 0.4
Curable by medicine nowadays 128 (47.9) 348 (53.5) 476 (51.9) 0.1
Transmitted by sharing toilet 169 (67.6) 446 (70.1) 615 (69.4) 0.4
Transmitted by sharing injecting needles 260 (97) 630 (95.5) 890 (95.9) 0.2
Transmitted by insect or mosquito bite 133 (51.2) 338 (54) 471 (53.2) 0.4
Transmitted by social (Dry) kissing 190 (73.6) 415 (65.3) 605 (67.7) 0.015
Transmitted by sexual intercourse 254 (95.5) 629 (96) 883 (95.9) 0.7
Transmitted by swimming in a public pool 143 (54.8) 382 (59.8) 525 (58.3) 0.1
Transmitted from infected mothers to their newborns 224 (84.2) 509 (78.3) 733 (80) 0.04
Transmitted by blood transfusion 264 (98.5) 624 (95.4) 888 (96.3) 0.02
Transmitted by tattoo and piercing 212 (80.3) 398 (61.5) 610 (67) 0.0001
Transmitted by sharing shaving set 249 (93.3) 602 (91.8) 851 (92.2) 0.4
Transmitted by sharing drinking glass and plates 201 (77) 425 (66.9) 626 (69.9) 0.003
Prevented by avoiding sharing cloths 175 (65.5) 353 (55.1) 528 (58.1) 0.004
Prevented by being faithful to spouse 167 (62.8) 462 (70.9) 629 (68.5) 0.017
Prevented by avoiding social (Dry) kissing 179 (67) 354 (54.8) 533 (58.4) 0.001
Prevented by proper condom use during sexual intercourse 158 (59.8) 499 (76.1) 657 (71.4) 0.0001
Prevented by vaccination nowadays 62 (23.5) 192 (29.3) 254 (27.6) 0.07
Levels of knowledge

Good  (>80% correct answers) 87 (30.3) 205 (27.6) 292 (28.3) 0.015
Fair (60-80% correct answers) 115 (40.1) 247 (33.2) 362 (35.1)
Poor (<60% correct answers) 85 (29.6) 291 (39.2) 376 (36.5)

Mean ± SD of knowledge score 12.3 ± 3.27
Median of knowledge score 13
Min - Max 1-18

Table 3
Knowledge about HIV/AIDS by gender, Afghanistan, September 2007.

aThe percentages may not add up to 100% due to missing values.
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to discuss condom use with their partners;
males were more likely to discuss condom use
with their partners than females (57.7% vs
31.9%; p = 0.0001). Around 60% of the re-
spondents believed that refraining from mul-
tiple sex partners is protective against HIV in-
fection, and significantly more female respon-
dents perceived such rather than males did
(68.6% vs 55.6%; p = 0.0001).

Practices related to HIV

This part covered past one-year practices
of respondents related to HIV. Five practices:
unsafe sex, sharing needles, sharing shaving
sets, tattooing, and piercing were considered
as risk practices, and the respondents were
divided into two groups (high risk and low risk
behaviors) based on their practicing at least
one or more of the five risk practices men-
tioned above. Unsafe sex was inclusive of
unmarried respondents who had sexual inter-
course without constant use of condom and
married male respondents who were sexually
active and visited brothels. Risk was defined
based on an understanding of Afghan society
as well as Afghan women. However, many
studies include married female respondents
who had sexual intercourse without constant
condom use, irrespective of their sexual part-
ners, as unsafe sex.

As illustrated in Table 5, a considerable
percentage of the students (29.6%) were cat-
egorized as having a high level of risk behav-
ior related to HIV. High-risk behavior among
male informants was statistically more preva-
lent than for female respondents (32.8% vs
21.3%; p = 0.0001). Eight percent of respon-
dents drank alcoholic beverages, and this
practice was more common among male re-
spondents (11.2% vs 1.4%; p = 0.0001). Only
13% of female respondents experienced (ear)
piercing at the Bazaar. More than one-quarter
of the respondents (32.4%) reported self-in-
jecting. A considerable proportion of students
(4.5%) shared injecting needles, and it was
significantly more prevalent among male

respondents (5.4 vs 2.1; p = 0.025). About
one-third of the students (32.4%) had been
exposed to pornographic movies and pictures,
with exposure statistically significantly higher
among male compared to female respondents
(40.1% vs 12.3%; p = 0.0001). About 15% of
the respondents experienced sexual inter-
course, and it was again significantly higher
in male respondents (17.8% vs 6.3%; p =
0.0001). Among those who had experienced
sexual intercourse (n = 150), 54.7% accounted
for unsafe sex. Male respondents were more
likely to have unsafe sex than female respon-
dents were, but it was not statistically signifi-
cant (38.9% vs 56.8%; p = 0.15). However,
the low number of female respondents who
had unsafe sex (n = 7) reduced the statistical
power considerably.

Among sexually active students, 42.7%
used a condom at least once during sexual
intercourse, but only 16.7% of them always
used a condom when having sexual inter-
course. About one-fifth (20.8%) of respon-
dents shared shaving sets, and the propor-
tion of male respondents was significantly
higher (25.5% vs 8%; p = 0.0001).

DISCUSSION

Little has been known about blood-borne
diseases, including HIV, among university stu-
dents in Afghanistan. Therefore, this study is
the first of its kind to describe the knowledge,
perceptions/attitudes, and risk behaviors and
practices related to HIV among freshmen stu-
dents in Afghan universities.

This study indicated that overall awareness
among the informants was high; however, ap-
proximately 10% of the informants were not
aware of HIV and had no knowledge at all. It
should not be surprising that the awareness
level regarding HIV among students, who rep-
resent a highly knowledgeable young genera-
tion, is much better than those of many high-
risk and vulnerable groups because about half
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of these latter groups are illiterate. The finding
that 10% of respondents were totally unaware
of HIV in this study was, therefore, much lower
than those found in a previous study con-
ducted among IDUs (54.9%) in Afghanistan
(Todd et al, 2007b) as well as in another study
among prisoners (68%) in Pakistan (Akhtar et
al, 1994). The majority who were aware of HIV
mentioned that their main channel and source
of information were the mass media and health
workers, respectively (Table 2). Considering
the low access of the people to the mass
media and health workers, especially in the
remote areas of Afghanistan, promotional ser-
vices need to be extended to schools and re-
ligious institutions to attain a better level of
awareness related to the disease.

The overall level of knowledge about HIV
among freshmen was found to be at a ‘poor
level. The findings of this study were similar to
those of two previous studies (Bazger and
Young, 2005; Todd et al, 2007b) conducted
in Kabul city among high risk and vulnerable
groups. However, a higher level of knowledge
about HIV has been reported among adoles-
cents and university students in Myanmar
(Naing, 2002), China (Sheng, 2000), Thailand
(Luc, 1995), and Indonesia (Purbasari, 2006).
The lack of educational programs about HIV
in schools and universities in Afghanistan are
the most likely reason for the knowledge defi-
cit as indicated by a previous study (Foran et
al, 2006).

This study revealed salient misconcep-
tions, ranging from 30-47% of respondents,
that insects and mosquito bites, sharing toi-
lets, kissing, swimming in a public pool, and
sharing glasses, plates, and clothing with HIV
affected person transmits the disease. This
finding is similar to the findings of previous
studies in Afghanistan (Todd et al, 2007a), In-
dia (Kuruvila et al, 1997), Indonesia (Purbasari,
2006), and Chechnya (Kuruvila et al, 1997;
WHO, 2008; Foran et al, 2005; Todd et al,
2007; Purbasari, 2006). Above-mentioned

misconceptions may lead to discrimination
against people living with HIV (PLWH) as well
as a social stigma attached to HIV (Liu and
So, 1995). Discrimination against PLWH is
common in Afghanistan, even among health
professionals, as documented in previous
studies in Afghanistan (Bazger and Young,
2005; Foran et al, 2006). HIV-stigma and dis-
crimination is positively associated with un-
safe sex among PLWH (Watel et al, 2003).
Prejudice was also found by this study be-
cause only half of the students agreed that
they would sit in the same classroom as a
person living with HIV and had the opinion that
such persons should be isolated from their
society. The majority of participants agreed with
the dissemination of information through the
mass media and the initiation of HIV educa-
tional programs in their respective educational
institute (Table 4), which could be considered
as an advocacy point and opportunity to es-
tablish an effective HIV related promotional pro-
gram at the educational institutions.

Generally, this study described the per-
ceptions/attitudes levels among the respon-
dents to be at the moderate (neutral) level,
followed by the high and the low levels of per-
ceptions/attitudes. A similar pattern of atti-
tudes was found among Hijras in Pakistan
(Shariq, 2000). Moderate or neutral percep-
tions/attitudes could be explained by the un-
certainty of the respondents due to insufficient
knowledge about HIV.

This study found a considerable propor-
tion of respondents (29.6%) with at least one
risk practice. High-risk behaviors were signifi-
cantly more common in male respondents
compared with females; (32.8% vs 21.3%;
p=0.0001). This finding suggests the impor-
tance of targeting prevention efforts toward
male students. However, the study also sug-
gested the need to educate female students
and careful ly monitor possible behavior
changes among them. A study among stu-
dents in China indicated that female students
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appeared to have rapidly changing sexual
awareness and behaviors (Qiaoqin et al, 2006).

This study showed that 14.6% of respon-
dents were sexually active, out of which only
35.3% were married respondents. This find-
ing was relatively similar to two other studies
in China (Sheng, 2000; Qiaoqin et al, 2006)
that reported 8.2% and 13.1% sexually active
respondents, respectively. The above similar-
ity could be explained by conservative tradi-
tional norms related to sexual activities among
the countries. The findings of this study were
much lower than three other studies among
Thai, Japanese, and Georgian students that
reported sexually active respondents to be
27.7, 75, and 60.8%, respectively (Luc, 1995;
Diamond et al, 1994; Del Rio et al, 1998). The
above differences could be explained by the
significant differences of cultural and socio-
economical norms among these countries.
Such a relatively high proportion of sexually
active unmarried persons may not be ex-
pected in Afghanistan, which has a highly con-
servative and traditional society. However, the
above-mentioned results are consistent with
the findings of a previous study in Afghani-
stan that reported, through indirect questions,
that 41% had sex before marriage and 43%
had sex out of marriage in all subgroups; a
36% student subgroup believed that other
students had sexual partners (Foran et al,
2006). This study also found that significantly
more male respondents were sexually active
than females (17.8% vs 6.3%; p=0.0001). The
above gender difference was also reported in
a study among students in China (Qiaoqin et
al, 2006).

Most respondents (71.4%) knew that us-
ing condoms protects against HIV. The find-
ing was much higher than the findings of two
studies among prisoners in Pakistan (Akhtar
et al, 1994) and among students in Iran (Yazdi,
2006), which reported 10 and 53%, respec-
tively. Interestingly, this study found a signifi-
cantly higher proportion of male respondents

perceived the preventive benefits of condom
use against HIV infection (Table 4). This find-
ing is surprising, since condom promotion ini-
tiatives have primarily targeted women for fam-
ily planning purposes. Contrary to the finding
about high knowledge on the protective role
of the condom, only 16.7% of sexually active
respondents used a condom consistently
when they had sexual intercourse, which is
much lower than the findings of many other
studies among students in India, Georgia, Af-
rica, and Korea that reported 87.7, 30.6, 88.7,
and 40% constant condom use rate, respec-
tively (Kuruvila et al, 1997; Del Rio et al, 1998;
Grundling et al, 2003; Yoo et al, 2005). Low
condom use among sexually active respon-
dents in Afghanistan may be explained by
perceived high barriers against condom use,
including cultural and availability barriers,
which is reflected in the perceptions/attitudes
part. A study among students found that lower
condom use was due to many reasons, such
as unavailability, monogamous relationship,
using other contraceptives, and disl ike
(Grundling et al, 2003).

A low proportion of male respondents
(5.2%) visited brothels. This confirmed the
findings of a previous study in Afghanistan that
reported 5.8% of commercial sex worker
(CSW)’ clients were students (Foran et al,
2006). The finding was lower than the reported
14.2% respondents who had sex with sex
workers in a study among students in Indo-
nesia (Purbasari, 2006).

A low proportion of respondents (4.4%)
shared injecting needles. Previous studies
among IDUs in Afghanistan reported 8% and
18% sharing of needles (Foran et al, 2006;
Todd et al, 2007). It seems mandatory to study
more in depth the reasons for this risky prac-
tice among students. Only 1% needle sharing
was reported in a study among prisoners in
Pakistan (Akhtar et al, 1994). It was found that
a considerable proportion of students (20.8%)
shared shaving sets with others. This could
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be due to the lack of resources to buy a per-
sonal shaving set. This finding contradicts the
high level of knowledge that was reported by
respondents on the risk of sharing shaving set
(Table 3). However, a mismatch between
knowledge and practices in the field of HIV
are well documented. Afghan barbers also
habitually do not disinfect their shaving equip-
ment or do not use disposable shaving equip-
ment between clients (personal experience
and observation).

In terms of predisposing practices, a low
percentage of the respondents (8.4%) drank
alcohol, which is lower than other studies in
Thailand, Chechnya, China, and Pakistan that
reported 79, 42, 16.7, and 16.6% alcohol us-
ers, respectively (Lwin, 2004; WHO, 2004;
Sheng, 2000; Shariq, 2000). Religion, the tra-
ditional conservative society of Afghans, and
inaccessibility of alcoholic beverages could be
important explanations. Almost one-third of
informants (32.4%) reported self-injecting. This
information was collected through an indirect
question to gain knowledge about substance
abuse among freshmen students. The esti-
mate of self-injection should not be misinter-
preted as representing those who actually use
injecting drugs. However, this does indicate a
possible negative practice and needs to be
investigated in the future. Limited access to
public health facilities and health workers, or
the high cost of consultations in private prac-
tices may be possible reasons for above-men-
tioned findings.

The present study had some limitations.
First, this study was limited to quantitative
methods rather than both quantitative and
qualitative, which may provide a better under-
standing and deeper knowledge about the
situation. Secondly, because of the self-ad-
ministered nature of the questionnaire, the
honesty of students’ responses may be ques-
tioned. However, the questionnaire was
anonymous, and participation was voluntary
and confidential, which should have encour-

aged accurate and honest self-disclosure.
Thirdly, the results of this study should be gen-
eralized to whole population with caution due
to exclusion of students in southern universi-
ties because of security reasons. Finally, those
students who graduated from high schools
and enrolled in Afghan universities are those
who successfully passed an entrance exam
(Emtehan-I-Kankor). Approximately 20-30% of
high school students (the top students) may
have a chance to enroll at higher education
institutions; therefore, a high level of knowl-
edge among the freshmen students of Afghan
universities in this study may not necessarily
be used to initiate educational programs for
the senior students in high school.

A low proportion of freshmen students
knew about transmission modes and preven-
tive measures related to HIV; however, a ma-
jority reported seeing the need for educational
programs related to HIV. Therefore, using this
opportunity, it would be crucially necessary to
introduce educational programs for the stu-
dents in both universities and high schools.
Since this study found some significantly dif-
ferent knowledge and practices between male
and female respondents, which is indicative
of different needs, it would possibly be more
effective to separate educational packages
developed for men and women. Further inves-
tigation is needed to find the factors associ-
ated with risk and preventive practices related
to HIV among the students, most notably for
the highly reported behavior of ‘self injecting’
and needle sharing, which may help develop
an effective and efficient curriculum to be con-
sidered for education of Afghan students.

ACKNOWLEDGEMENTS

The authors would like to acknowledge
support form the authorities of the Ministry of
Higher Education and Ministry of Public
Health, Afghanistan, for facilitating the imple-
mentation of this study. We would also like to
extend our thanks to international and national



HIV/AIDS KAP AMONG AFGHAN FRESHMEN

Vol  39  No. 3  May  2008 417

NGOs such as HNI, STEP, MOVE, SAF, BDN,
and AADA for their voluntary contributions
during the data collection. Our gratitude goes
to the students of the universities for their
generous participation in the study. Finally, we
would like to acknowledge the contributions
of Dr Gyuri Fritsche, Joe Rittmann, and Peter
Hansen for their valuable comments on this
article.

REFERENCES

Akhtar S, Luby SP, Rahbar MH, Azam I. HIV/AIDS
knowledge, attitude and beliefs based prediction
models for practices in prison inmates, Sindh,
Pakistan. Southeast Asian J Trop Med Public
Health 1994; 32: 351-61.

Afghanistan National AIDS and STD Control Program.
Afghanistan national strategic plan for HIV/AIDS
2006-2010 (draft). Kabul: MoPH, 2006.

amfAR. About HIV/AIDS: Basic facts and statistics.
[Cited 2006 Nov 25]. Available from: URL: http:/
/www.amfar.org/cgi-b in/ iowa/abouth iv/
record.html?record=7

Bartlett L, Mawji S, Whitehead S, et al. Maternal mor-
tality in Afghanistan: magnitude, causes, risk
factors and preventability. Kabul: Centers for
Disease Control and Prevention, and United
Nations Children’s Fund, 2002.

Bazger F, Young AT. Groups at high risk of contract-
ing sexually transmitted infections and HIV/AIDS
in Kabul. Kabul: Ora International, 2005.

CDC. HIV and its transmission: 1999. [Cited 2008 Feb
6]. Available from: URL: http://www.cdc.gov/hiv/
resources/factsheets/transmission.htm

CDC. HIV/AIDS and colleague students. 1995. [Cited
2006 Nov 27]. Available from: URL: http://
www.aegis.orgPUBS/CDC_FACT_SHEETS/
1995/CPATH003.html

Central Statistic Office (CSO). Afghanistan estimated
population 2005-2006. Kabul: Ministry of Fi-
nance, 2005.

Del Rio C, Saluja R, Gvetadze R, Tsertsvadze T.
Knowledge, attitude and practices (KAP) about
HIV/AIDS and sexuality among high school stu-
dents in Tibilisi, Georgia. Proceedings of the 12th

International AIDS Conference. Geneva: Interna-
tional AIDS Society, June 28-July 8, 1998.

Diamond M, Baba M, John A. HIV/AIDS KAP among
Japanese students in Hawaii. Proceedings of the
10th International conference AIDS. 7-12 August
1994. Yokohama:  International AIDS Society;
1994. [Cited 2007 Jul 25]. Available from: URL:
http://gateway. nlm.nih.gov/MeetingAbstracts/
102210886.html

Foran J, Ghafoori I, Siddiqui MH, Garcia JB. HIV/AIDS
in Afghanistan: a study on knowledge, attitude,
behavior and practice in high risk and vulnerable
groups in Afghanistan. Kabul: Action Aid Af-
ghanistan, 2006.

Glanz K, Riner BK, Lewis MF. Health behavior and
health education: theory, research and practice.
3rd ed. John Wiley, 2002.

Grundling JP, Pillary M, Bester G, Sibanda ES. Know-
ledge, attitude and practices survey (KAP).
Pretoria: Technikon Pretoria, 2003.

Huff RM, Kline MV. Promoting health in multicultural
populations: a handbook for practioners.
Thousan Oaks, CA: Sage, 1999.

Kuruvila M, Venugopalan PP, Sridhar KS. KAP study
on HIV/AIDS among first year MBBS students.
Indian J Dermatol Venereol Leprol 1997; 63:
225-8. [Cited 2008 Jan 25]. Available from: URL:
http://www. ijdvl.com/article.asp?issn=0378-
6323;year=1997;volume=63;issue=4;spage=
225;epage=228;aulast=Kuruvila

Liu TI, So R. Knowledge, attitude and preventive prac-
tice survey regarding AIDS comparing registered
to freelance commercial sex workers in Iloilo city,
Philippines. Southeast Asian J Trop Med Public
Health 1995; 27: 696-702.

Luc PH. Knowledge, attitudes and sexual behavior of
Mahidol University students on AIDS. Bangkok:
Mahidol University, 1995: 82pp. Thesis.

Lwin KM. Factors influencing HIV/AIDS preventive
behavior among young Myanmar male workers
in Samut Sakhon Province, Thailand. Bangkok:
Mahidol University, 2004: 122 p. Thesis.

Naing KK. HIV/AIDS knowledge among out of school
adolescents in one township of Myanmar.
Bangkok: Mahidol University, 2002: 76 pp. The-
sis.



SOUTHEAST ASIAN J TROP MED PUBLIC HEALTH

418 Vol  39  No. 3  May  2008

Purbasari AA. HIV/AIDS at risk behavior among
students in Jakarta politechnic of health, In-
donesia. Bangkok: Mahidol University, 2006:
69 pp. Thesis.

Qiaoqin Ma, Ono-Kihara M, Cong L, et al. Sexual Be-
havior and awareness of Chinese university stu-
dents in transition with implied risk of sexually
transmitted diseases and HIV infection: A cross-
sectional study. BMC Public Health 2006; 6:
232. [Cited 2008 Jan 13]. Available from: URL:
http://biomedcentral.com/1471-2458/6/232

Reynaldo J, Santos A. Cronbach’s alpha: a tool for
assessing the reliability of scales. 1999. [Cited
2008 Jan 19]. Available from: URL: http://
www.joe. org/joe/1999april/tt3.html

Saif-ur-Rehman, Rasoul ZM, Wodak A, Claeson M,
Friedman J, Sayed GD. Responding to HIV in
Afghanistan. Lancet 2007; 370: 2167-9.

Sanders-Buell E, Saad MD, Abed AM, et al. A nascent
HIV Type 1 epidemic among injecting drug us-
ers in Kabul, Afghanistan is dominated by Com-
plex AD recombinant strain, CRF35_AD. AIDS
Res Hum Retroviruses 2007; 23: 834-9. [Cited
2008 Jan 25]. Available from: URL: http://www.
liebertonline.com/doi/abs/10.1089/aid.2006.
0299

Shariq AM. Knowledge, attitude towards HIV/AIDS
and risk behavior among Hijras in Gujrat district
of Panjab province, Pakistan. Bangkok: Mahidol
University; 2000: 74 pp. Thesis.

Sheng YU. Knowledge, attitude and risk behavior re-
garding HIV/AIDS among adolescents. Bangkok:
Mahidol University, 2000: 92 pp. Thesis.

Todd CS, Abed AMS, Steffanie A, et al. HIV, hepatitis
C, hepatitis B and associated risk behavior in in-
jection drug users, Kabul, Afghanistan. Emerg
Infect Dis 2007a; 13. [Cited 2008 Jan 13]. Avail-
able from: URL: http://www.cdc.gov/eid/con-
tent/13/9/1327.htm?s-cid=eid1327-e

Todd CS, Abed AMS, Steffanie AS, et al. Association
between expatriation and HIV awareness and

knowledge among injecting drug users in Kabul,
Afghanistan: a cross-sectional comparison of
former refugees to those remaining during con-
flict. Conflict Health 2007b. [Cited 2008 Jan 13].
Available from: URL: http://www.conflictand
health.com/content/1/1/15

Trochim WMK. Likert scaling. Research methods
knowledge base. 2006. [Cited 2008 Feb 6].
Avai lable from: URL: http://www.social
researchmethods.net/kb/scallik.php

UNAIDS. AIDS epidemic update 07. 2007. [Cited
2008 Jan 13]. Available from: URL: http://www.
unaids.org/en/KnowledgeCentre/HIVData/
EpiUpdate/EpiUpdArchive/2006/Default.asp

UNICEF. Multiple indicators cluster survey. Kabul:
CSO, UNICEF, 2003.

Watel PP, Spire B, Obadia Y, Moatti JP. Discrimination
against HIV infected people and the spread of
HIV: some evidence from France. 2003. [Cited
2008 Jan 19]. Available from: URL: http://www.
plosone.org/article/info:doi% 2F10.1371%
2Fjournal.pone.0000411

WHO. HIV/AIDS in Chechnya: youth, knowledge,
attitude and practice survey. 2004. [Cited
2008 Jan 13]. Available from: URL: http://
www. who.int/hac/crises/rus/sitreps/HIVKA
Pengversion.pdf

Yazdi CA, Aschbacher K, Arvantaj A, et al. Knowledge,
attitudes and sources of information regarding
HIV/AIDS in Iranian adolescents. AIDS Care
2006; 18: 1004-10. [Cited 2008 Jan 13]. Avail-
able from: URL: http://www. informaworld.com/
smpp/content~content=a757706764~db=
all~order=page

Yoo H, Lee SH, Kwon BE, Chung S, Kim S. HIV/AIDS
knowledge, attitudes, related behaviors, and
sources of information among Korean adoles-
cents. J Sch Health 2005; 75: 393-9. [Cited
2008 Jan 19]. Available from: URL: http://www.
ingentaconnect.com/content/bpl/josh/2005/
00000075/00000010/art00005


