Masters Theses Extract No.12

Ethiopian Public Health Association (EPHA)

EPHA Sponsored Master’s Theses Extracts on HIV/AIDS
Extract N0.12

September, 2010
Addis Ababa, Ethiopia

This publication is sponsored by the US Centers for Disease Control and Prevention (CDC), in
accordance to the EPHA-CDC Cooperative Agreement N0.1U2GPS001229-02.

Ethiopian Public Health Association

2

Masters Theses Extract No.12

Editors:
Mihret Teclemariam (MSc)
Berhanu Legesse (MPH)

Guest Editor:
Belaynew Wasie (MD, MPH)-Gondar University

Contact Address:
Ethiopian Public Health Association (EPHA)
EPHA- CDC Project
Tel:

(251) 115-540391/92

(251) 115-538924
(251) 115-502946
Fax: (251)

115-514870

Email: epha2@ethionet.et
P O Box: 7117
Addis Ababa, Ethiopia.

Ethiopian Public Health Association

3

Masters Theses Extract No.12

Table of Contents

Acknowledgment--------------------------------------------------------------------5
Acronym-----------------------------------------------------------------------------6
Message from the EPHA President-------------------------------------------------8
Introduction-----------------------------------------------------------------------9
VCT Uptake and Factors Affecting Utilization among Adult People with Disabilities in North
Gondar Zone, North West Ethiopia-------------------------------------------------10
Health Outcomes of patients on Antiretroviral Treatment at Empress zewuditu Memorial
Hospital, Addis Ababa, Ethiopia-----------------------------------------------------31
Assessment of Knowledge, Attitude, Practice and factors associated with Post Exposure
Prophylaxis service utilization among health professionals in Bahir Dar Town, Northwest
Ethiopia. -------------------------------------------------------------------------------49
Assessment of Voluntary Counseling and Testing Service Quality in terms of client
satisfaction: a comparative study between public and private institutions in Addis Ababa---------------------------------------------------------------------------------------------64
Clinical Improvement and Drug-Adverse Effects among Patients Taking Anti-Tuberculosis
Drugs------------------------------------------------------------------------------------81
Assessment of factors contributing to utilization of Provider Initiated HIV Testing and
counseling among Women attending ANC in Addis Ababa---------------------------95
Factors determining acceptance of VCT for PMTCT among urban and rural pregnant mothers
in Adigrat and Ganta-Afeshum woredas, Tigray- Ethiopia----------------------------111
Fertility Desire and FP use in People living with HIV on Pre-ART and ART Care in Public
facilities of Addis Ababa City Administration; 2009 ----------------------------------- 127
Disclosure among Currently Partnered HIV positive individuals and its Reliability; Zewditu
Hospital; Addis Ababa; 2009------------------------------------------------------------137

Ethiopian Public Health Association

4

Masters Theses Extract No.12

Acknowledgements

The Ethiopian Public Health Association would like to express its gratitude for the US Centers
for Disease Control and Prevention (CDC) for providing both technical and financial supports
to undertake the Masters Theses study and publish the 12th Extract.

In addition, EPHA is grateful to the School of Public Health, College of Medicine and Health
Sciences, of the University of Gondar, the health and education sectors in Addis Ababa
Administration and Amhara Regional State for their unreserved supports, throughout the
execution of the studies.

Furthermore, EPHA passes its sincere thanks to all professionals and organizations for
providing the necessary inputs, devoting; time, expertise and facilities to successfully
accomplish the proposed studies.

Finally, EPHA extends its appreciation to the data collectors, supervisors, principal
investigators and advisors of the University of Gondar, who have participated in these
studies.

Hailegnaw Eshete (MS, MPH)
Executive Director, EPHA

Disclaimer:

This publication is sponsored by the US Centers for Disease Control and Prevention (CDC) in
accordance with the EPHA-CDC Cooperative Agreement No. 1U2GPS001229-02. The contents
of this document are solely the responsibility of the authors, and do not necessarily
represent the official views of CDC.
EPHA

Ethiopian Public Health Association

5

Masters Theses Extract No.12

Acronyms

AAU

Addis Ababa University

AIDS

Acquired Immuno Deficiency Syndrome

ANC

Antenatal Clinic

AOR

Adjusted Odds Ratio

ARV

Anti Retroviral

ART

Anti Retroviral Therapy

BCC

Behavioral Change Communication

CDC

Center for Disease Control and Prevention

CD4

Cluster of Differentiation 4

CI

Confidence Interval

COR

Crude Odds Ratio

DHS

Demographic Health Survey

DOTS

Directly Observed Treatments

EPHA

Ethiopian Public Health Association

ETB

Ethiopian Birr

FGD

Focused Group Discussion

FMoH

Federal Ministry of Health

FP

Family Planning

HAART

Highly Active Antiretroviral Therapy

Ethiopian Public Health Association

6

Masters Theses Extract No.12
HC

Health Center

HIV

Human Immunodeficiency Virus

RHS

Reproductive Health Service

IDI

In-Depth Interview

IDUs

Injecting Drug Users

IEC

Information Education Communication

IRB

Institute for Research in Biomedicine

IRS

Immune Reconstruction Syndrome

LTFU

Lost to follow up

MTCT

Mother to Child Transmission

MOH

Ministry of Health

NGOs

Non Governmental Organizations

OR

Odds Ratio

PCP

pneumocystu carinii pneumonia

PEP

Post Exposure Prophylaxis

PIHCT

Provider Initiated HIV counseling and Testing

PLWHA

People Living With HIV/AIDS

PMTCT

Prevention of Mother to Child Transmission

PPS

Proportion to Population Size

RH

Reproductive Health

SD

Standard Deviation

STD’s

Sexually Transmitted Diseases

Ethiopian Public Health Association

7

Masters Theses Extract No.12
SRH

Sexual and Reproductive Health

SRS

Simple Random Sampling

STIs

Sexually Transmitted Infections

SPSS

Statistical Package for Social Science

TB

Tuberculosis

VCT

Voluntary Counseling and Testing

UNAIDS

Joint United Nations Program on HIV/AIDS

USA

United States of America

US

United States

WHO

World Health Organization

Ethiopian Public Health Association

8

Masters Theses Extract No.12

Message from the EPHA President
HIV/AIDS is a major public health problem worldwide. To date, it is estimated that more than
60 million people have been infected with HIV and more than 25 million people have died as
a result of HIV/AIDS worldwide, as per UNAIDS & WHO, 2009 report. Despite the high
prevalence and mortality rates that are associated with HIV/AIDS, and after more than 29
years of aggressive research efforts, there is still no cure or vaccine to prevent against
HIV/AIDS. And although the introduction of antiretroviral (ARV) drugs in the mid 1990s
greatly improved the outlook, health and quality of life of people living with HIV/AIDS, ARV
drugs are associated with issues of viral resistance, serious side effects and high costs which
render them unavailable in developing countries with the greatest HIV/AIDS burden.
Therefore, prevention remains the key in the fight against HIV/AIDS.
Since the emergence of the HIV/AIDS epidemic, prevention has always been recognized as
the major method for controlling the spread of HIV/AIDS. As a result, numerous HIV/AIDS
prevention programs have been implemented in countries and communities all over the
world. While these programs initially succeeded in reducing the prevalence of HIV/AIDS,
current trends suggest that after an initial decline HIV/AIDS prevalence in most countries
has plateaued over the last decade with new infections still being diagnosed every day.
According to UNAIDS & WHO, in 2009 alone there were more than 2.7 million new cases of
HIV/AIDS worldwide representing an average of 7000 new cases per day.
Therefore, there is not only a need for increased programs aimed at HIV/AIDS prevention
but also ensuring participation of a wide range of partners’ prevention programs including,
people living with HIV/AIDS. This would ensure that everyone regardless of their serostatus
is involved in stopping the continued spread of HIV/AIDS. Targeting prevention, providing
evidence based data, as well as documenting lessons learned from various program
implementations are among essential strategies in the fight against the epidemic. In this
regard the Ethiopian Public Health Association (EPHA), for several years has been actively
engaged in supporting, generating and disseminating useful information based on findings
from operational research activities. EPHA disseminated these diverse findings to wider
Ethiopian Public Health Association
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audience in and outside the country through its various publications such as; the series of
MPH Theses Extracts, Public Health Digests, Felege tena-newsletters and the Ethiopian
Journal of Health Development. Furthermore, those publications are regularly

posted on our

website, WWW.epha.org, so that it would serve the wider range of public, globally.
These Masters Theses presented in ‘Extract No. 12’ bring out selected research outputs from
EPHA-CDC project research awards in the area of HIV/AIDS.

The Extract

summarizes

findings of public health research outputs that explore a number of important issues such
as; the VCT uptake and factors affecting service utilization, health outcomes of patients on
antiretroviral treatment, knowledge, attitude, practices on HIV/AIDS and factors associated
with post exposure prophylaxis, quality of voluntary counseling and testing services, drugadverse effects among AIDS patients, determining factors to acceptance of VCT for PMTCT
and others related subjects.
EPHA strongly believes that information revealed from the studies will help in informing
policy makers and program implementers in their efforts to prevent and control HIV/AIDS .
EPHA would therefore like to congratulate the authors as well as participants in the research
activities for their important contributions, without which the information for this extract
would not be available.
In conclusion, I would like to encourage all readers of this Extract to utilize the findings and
recommendations of the studies in order to enhance program implementation and improve
quality of services to contribute towards effectively addressing the problems and reduce the
spread of HIV/AIDS infection in Ethiopia.
Dr. Tewabech Bishaw
President, Ethiopian Public Health Association (EPHA)

Ethiopian Public Health Association
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Introduction

Carefully organized and controlled research enables researchers to test and compare
different theories and approaches, explore different methods and learn from other people’s
experience. It also enables them to rule out or at least consider external factors which might
influence their results. More specifically, research, findings can be recorded numerically and
then analyzed statistically in order to determine whether the findings are significant (i.e. the
extent to which it can be claimed with a specified degree of certainty that they are not just
due to chance). As healthcare professionals, one cannot afford to take risks applying
personal

views

and

beliefs,

thus

research

is

highly

needed.

Concentrating

the

implementation and functionality, research findings are meant to be communicated to all
concerned specifically to those who sail in a given

sector.

Thus, EPHA feels that it is very important to make organized effort as of generating such
kinds of documents and disseminate to the respective part of the society. This publication
adds up as the 12th MPH publication in the form of EXTRACT and consists of summaries

of

nine Master’s theses conducted by postgraduate students for their partial fulfillment of the
academic requirement in the School of Public Health, College of Medicine & Health Sciences,
Gondar University. The Postgraduate students have challenged various public health issues
on HIV/AIDS practices. As a result, the publication intends to

encourage utilization of

evidence in the decision making and program implementation aspects of HIV/AIDS. As used
in the previous mode of Extract, each of the studies included in this document has been
presented independently enclosing brief abstracts, followed by introduction, background,
objectives, study design, results, conclusions and recommendations.
The first thesis narrates the VCT Uptake and factors affecting utilization among adult people
with disabilities in North Gondar Zone. The second study intends to spot health outcomes of
patients on Antiretroviral Treatment at Empress Zewuditu Memorial Hospital. The third
research, on the other hand, deals with knowledge, attitude, practice and factors associated
with Post Exposure Prophylaxis service utilization among health professionals in Bahir Dar
Town. The next extract tried to assess quality of Voluntary Counseling and Testing service in
terms of client satisfaction and

compares public and private institutions in Addis Ababa .
Ethiopian Public Health Association
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While the fifth thesis worked on clinical improvement and drug-adverse effects among
patients taking anti-tuberculosis drugs. The next one focused on the investigation of factors
contributing to utilization of provider initiated HIV Testing and counseling among Women
attending ANC in Addis Ababa.
The seventh thesis was conducted to examine factors determining acceptance of VCT for
PMTCT among urban and rural pregnant mothers in Adigrat and Ganta-Afeshum woredas,
Tigray. The eighth these studied

fertility desire and FP use in people living with HIV on pre-

ART and ART care in Public facilities of Addis Ababa city administration. The last one
discusses disclosure among currently partnered HIV positive individuals and its reliability.
To wind up, once again EPHA encourages the readers of this Extract to utilize the research
findings

in program

implementation, policy making

and the overall fight against

HIV/AIDS. Good Luck!

Ethiopian Public Health Association
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Thesis 1
VCT Uptake and Factors Affecting Utilization among Adult People with Disabilities
in North Gondar Zone, North West Ethiopia
Ashenafi Takele
Abstract
Background: Voluntary counseling and testing (VCT) for HIV allows individuals to determine their
HIV status and serve as a gateway for both HIV prevention and early access to treatment, care and
support. Identifying factors that affect VCT service utilization among adult people with disabilities is
essential in ensuring the service to reach one of the marginalized and high risk groups in the
community.
Objective: Asses VCT uptake and factors that affect service utilization among adult people with
disabilities living in North Gondar Zone.
Methods: A cross-sectional study was conducted from September, 2008 to February 2009 among
adult people with disabilities between 18 and 49 years of age. A total of 127 subjects residing in
four woredas, were selected using simple random sampling technique. Subjects were interviewed
face-to-face using a pre-tested structured questionnaire. Disabled people were involved in the data
collection process to increase response rate. The data was analyzed using EPI info 2008.
Results: A total of 127 subjects (response rate, 100 %) have responded to the questionnaires. The
mean age of the study subjects was 26.3 years. Fifty six percent were females and the rest were
males.

Twenty six percent of the study subjects have previous history of VCT service utilization.

People with disabilities who got information about HIV/AIDS from health professionals were found to
be four times more likely to use the available VCT services than those who haven’t got information
from health professionals(OR=4.03,P<0.01).

Thirty seven percent claimed to have faced a risk

factor that might have predisposed them to HIV/AIDS. Those who have faced a risk factor were
found to be three times more likely to utilize the VCT services than those who haven’t experienced a
risk factor (OR =3.85, P< 0.01).
Conclusion and recommendation: The high level of awareness about HIV/AIDS and VCT among
adult people with disabilities showed that there is a great opportunity to enhance the VCT service
utilization among adult people with disabilities. Different information sources about HIV/AIDS and
VCT have significant difference in enabling people with disabilities to utilize VCT services.
Ethiopian Public Health Association
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Introduction
The majority of people with HIV/AIDS are living in developing countries particularly in subSaharan Africa region. In 2007 there were an estimated 22.5 million people living with HIV
in the region and adult (15–49 years) HIV prevalence was 5.0%. AIDS continues to be the
single largest cause of mortality in sub-Saharan Africa 1.
HIV transmission in Ethiopia occurs mainly through heterosexual contact. National HIV
prevalence rate among adults (ages 15-49): between 0.9 and 2.5 percent.

2

.

HIV/AIDS is one of the key challenges for overall national development in Ethiopia. It has led
to a seven-year loss in life expectancy, close to a million orphans and a loss of productivity
and income at the workplace with severe effects at the household and community levels 2.
In 2007, a total of 1,893,369 people, (Male 1,090,668, Female 802,701) aged 15 years and
above who had received HIV testing and Counseling during the last 12 months and received
the results 3.
Although AIDS researchers have studied the disabling effects of HIV/AIDS on healthy people,
little attention was given to the risk of HIV/AIDS for individuals with physical, sensory,
intellectual, or mental health disability before being infected. It is commonly assumed that
disabled individuals are not at risk of HIV/AIDS. They are incorrectly thought to be sexually
inactive, unlikely to use drugs, and at less risk for violence or rape than their non-disabled
peers. Yet a growing body of research indicates that they are actually at increased risk for
every known risk factor for HIV/AIDS

4

.Extreme poverty and social sanctions against

marrying a disabled person mean that they are likely to become involved in a series of
unstable relationships 5.
Literacy rates for disabled individuals are exceptionally low (one estimate cites an adult
literacy rate of only 3% globally) 6, thus, communication of messages about HIV/AIDS are
the more difficult. Sex education programs for those with disability are rare7-9 and almost no
general campaigns done about HIV/AIDS, targeting disabled populations10. Indeed, where
AIDS campaigns are on radio or television, groups such as the deaf and the blind are at a
distinct disadvantage.
Ethiopian Public Health Association
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Although little is known about access to HIV/AIDS care, disabled citizens receive far fewer
general health-services than others11-12. Indeed, care is not only often too expensive for
impoverished disabled persons, but it can also be physically inaccessible.
HIV testing might have far reaching implications and consequences for the person being
tested. Although there are important benefits to knowing one's HIV status, HIV infection in
many communities is a stigmatizing condition and this can lead to negative outcomes for
people following testing. Many people are afraid to seek HIV service and decline service
because of fear of stigma and discrimination from their families and communities

13

. People

with disabilities face fear of double discrimination from the society if they seek HIV services,
like VCT services because they are already facing discrimination due to their disability.
Objectives of the Study
General Objective
To assess VCT uptake and identify factors that affect service utilization among adult
people with disabilities living in North Gondar Zone.
Specific objectives:


To measure the proportion of HIV testing through VCT services among adult people
with disabilities in North Gondar Zone



To identify factors that affect Utilization of VCT services among adult people with
disabilities

Methodology
Study Design: A community based cross-sectional study design was used.
Study area and period
The study was conducted in North Gondar administrative Zone, North west Ethiopia, From
September, 2008 to February, 2009. North Gondar Zone is one of the 11 administrative
zones in

Amhara region. According to the figures from the central statistical agency in

2005, the zone has an estimated total population of 2, 903,165, of whom 1,467,567 were
males and 1,435,598 were females, North Gondar has an estimated population density of
60.23 people per square kilometer14.

Ethiopian Public Health Association
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Study population.
This study was conducted within the community and adult people with disabilities in the age
range between 18 to 49 years living in North Gondar Zone were the study population.
Sample Size and Sampling Procedure
The sample size was calculated using the single proportion standard formula, with the
following assumptions;
The DHS 2005 result for adult (15-49 years) HIV testing ratewas is 4% for women and 5 %
for men13. Taking the highest percentage, p (proportion of VCT service utilization) = 5%. W=
4% margin of error, Level of confidence =95% (z=1.96), n=Z2 [p (p-1)] /W2 non response
rate=10%, the calculated maximum sample size was 127.
Sampling procedure
Simple random sampling technique was used in order to select four woredas

in North Gondar

zone, where VCT service is available and at the same time getting service from Gondar
university community based rehabilitation program. Kebeles in the selected woredas where the
VCT centers are located were selected. At last, subjects in that kebele meeting the inclusion
criteria were included in the study. Since Gondar University CBR has included almost every
disabled individual in the selected kebeles, subjects were directly contacted through the field
workers of the program.

i

Data Collection Procedures
Data was collected using pre-tested, structured and interviewer-administered questionnaire.
During the pretest, the response rate was observed among disabled and female field workers
of Gondar university community based rehabilitation program. Thus, the final research data
collection was mainly done by disabled field workers and females. For deaf people a special
needs education teacher with 6 years of working experience was identified and trained to
collect data.
Data Processing and Analysis
The responses from the study participants were handled confidentially and the data was
collected, coded and finally analysis was done using EPI INFO 2008.

Ethiopian Public Health Association
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Result
1. Socio-demographic characteristics and state of disability
A total of 127 subjects (response rate, 100 %) with the mean age of 26.3 years (median 24
years) and a standard deviation of 7.4 years were involved in the study. Fifty six percent were
females and the rest were males. The distribution of study subjects across their place of
residence seems to be fair as it is 37% from Dembia, 25% from Gondar, 22% from Chilga and
nearly 16% from Wogera woreda. (Table1)
Of the total individuals included in the study, 72.4% were single and 9.4% separated. Majority
of the study participants were orthodox Christians (90.6%), while the rest were Muslims and
Catholic. Educational status of the study subjects reveled 62.2% were with formal education
and 29.9% were without formal education. (Table1)
The study subjects identified themselves as students (36%), self employed (21%) and have
no job (16%)

(Table1) while the

other 27% were in various other six daily engagements

including, beggary (7.1%).
The WHO ICF classification was used to label a person as disabled. Accordingly, the profile of
the respondents in terms of type of disability they have, majority were found to have: lower
locomotors disability (45.7%), followed by blindness (15%). In the data analysis part mental
retardation, psychiatry and epilepsy were grouped together under “disabilities related to brain”
(14.2%).Similarly, those with multiple disabilities and leprosy were grouped under “others”
(6%). Majority of the disabilities (63.8%) were occurred in children while they were below five
years of age and during pregnancy. (Table 1)

Table -1. Socio-demographic characteristics of adult people with disabilities, North
Gondar zone, 2008/2009

Socio-demographic characteristics

Frequency (
n=127 )

Percent

Place of residence
Dembia

47
37.0%
Ethiopian Public Health Association
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Gondar

32

25.2%

Chilga

28

22.0%

Wogera

20

15.7%

Female

72

56.7%

Male

55

43.3%

18-21

47

37.0%

22-25

23

18.1%

26-29

20

15.7%

30-33

12

9.4%

34-37

10

7.9%

38-41

11

8.7%

42-45

2

1.6%

46-49

2

1.6%

Single

92

72.4%

Separated

12

9.4%

Married

10

7.9%

Divorced

9

7.1%

Widowed

3

2.4%

Others

1

0.8%

Orthodox

115

Muslim

11

8.7%

Catholic

1

0.8%

Sex

Age (in years)

Marital status

Religion
90.6%

Educational status

Ethiopian Public Health Association
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Illiterate

38

29.9%

Reading and writing

4

3.1%

Priesthood education

6

4.7%

1-6 grade

24

18.9%

7-10 grade

41

32.3%

11-12 grade

6

4.7%

>12 grade

8

6.3%

Beggar

9

7.1%

Have no job

20

House wife

3

2.4%

Daily laborer

5

3.9%

Private employee

11

8.7%

Prostitute

2

1.6%

Self employee

27

Government employee

4

Student

46

36.2%

<100 birr

67

52.8%

101-400 birr

44

34.6%

401-800 birr

11

8.7%

801-1200 birr

3

2.4%

>1200 birr

2

1.6%

Occupational status

15.7%

21.2%
3.1%

Monthly income

Time of becoming disabled
Since birth

19

15.0%

<5 years

62

48.8%

5-18 years

30

23.6%

Ethiopian Public Health Association
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>18 years

16

12.6%

Type of disability
Upper locomotors

9

7.1%

Lower locomotors

58

45.7%

Deafness

15

11.8%

Blindness

19

15.0%

Mild degree mental retardation

5

3.9%

Multiple disabilities

5

3.9%

Psychiatric disability

7

5.5%

Epilepsy

6

4.7%

Others including Leprosy

3

2.4%

Knowledge about HIV/AIDS
About 98 % (124) of the study population are aware of (heard about) HIV/AIDS. Radio and
Anti AIDS clubs were identified as the most commonly mentioned sources of information
about HIV/AIDS for 60.6% and 51.2% of the study population, respectively. Those who got
information about HIV/AIDS from health professionals were found to be four times more
likely to use the available VCT services than those who haven’t got information from health
professionals (OR=4.03,p<0.01). People with disabilities who got information from friends
were found to utilize the available VCT services were less (OR=0.26, p<0.05). (Table 3)
Among those who claimed to be aware of HIV/AIDS, 80.6% said HIV virus can be
transmitted from mother to her child. Seventy three percent claimed to know mother to child
transmission could be prevented. From those subjects who said HIV virus can be transmitted
from mother to child 73% claimed to know at least one means of preventing the
transmission. (Table 4)

Table 2.Relationship between knowledge about HIV/AIDS and previous history of
VCT utilization, among people with disabilities, North Gondar Zone February 2009
Ethiopian Public Health Association
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Previous history of VCT utilization
Variables

Yes

No

Unadjusted OR
(95%,OR)

Adjusted
OR(95%,OR)

Sources of information about HIV/AIDS
Radio
Yes

26

51

3.40(1.28,9.05)*

1.56(0.37,6.52)

No

6

40

1

1

Yes

12

20

2.13(0.89,5.09)

0.82(0.24,2.87)

No

20

71

1

1

Yes

6

23

0.68(0.25,1.87)

0.26(0.07,0.96)*

No

26

68

1

1

Yes

7

5

4.82(1.41,16.49)*

1.91(0.43,8.49)

No

25

86

1

1

Yes

19

18

5.93(2.47,14.20)***

4.03(1.54,10.55)**

No

13

73

1

1

Yes

22

42

2.57(1.09,6.03)*

2.11(0.67,6.57)

No

10

49

1

1

9

9

3.57(1.27,10.02)*

2.26(0.55, 9.35)

Television

Friends

News paper

Health
professionals

Anti AIDS clubs

CBR workers
Yes

Ethiopian Public Health Association
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23

82

1

1

Yes

10

31

0.88(0.37,2.09)

1.34(0.38,4.67)

No

22

60

1

1

No
Religious places

Knowledge about HIV/AIDS prevention measures
Abstain from
sex
Yes

26

78

0.72(0.25,2.09)

0.40(0.07,2.42)

No

6

13

1

1

Yes

15

25

2.33(1.01,5.36)*

1.93(0.64,5.84)

No

17

66

1

1

Yes

7

12

1.84(0.66,5.19)

1.22(0.31,4.79)

No

25

79

1

1

Yes

31

65

12.40(1.61,95.51)*

4.99(0.51,49.16)

No

1

26

1

1

Yes

30

83

1.45(0.29,7.19)

No

2

8

Using condom

Avoid accepting
blood

Being faithful to
partner

Avoid common
use of sharp
materials

1

1.13(0.11,11.38)
1

(*p-value <0.05, **p-value <0.01, ***p-value<0.001)
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Findings Related to Voluntary Counseling and Testing
Around 95.3% of the respondents were aware of (heard about) VCT service. Similarly 83.5%
indicated that they knew where to get the VCT service or where VCT service is available in
their respective woreda.
Among those who were aware of VCT 93.4% believe that the VCT service is necessary. To
know one’s status (57.9%), to plan for future (24.8%) and to protect one’s health (18.2%)
were the most common reasons for believing VCT to be necessary. Those who knew VCT is
important

to plan for future life were found

to use the VCT services 2 to 3 times more

(OR=2.53, p=0.05) than those who didn’t. (Table 5)
Almost seventy four percent believe that the service should be taken before marriage.
However, about 47.9% indicated that VCT service should be used at any time. The need for
using the VCT service when feeling sick is also mentioned by 28.1%. (Table 5)
Factors affecting VCT service utilization
Twenty six percent of the respondents who were aware of VCT claimed presence of obstacle
not to get the test. Presence of obstacle was seen to have a significant association with
having been tested (OR= 0.11, p< 0.01). Attitude of the community and family are among
the frequently mentioned obstacles, by 56.2% and 21.9% respectively. (Table 3)
Majority of the study subjects (77.7%) believe professionals at the VCT centers will treat
them as equal as any person in the population, if they went seeking the service. Nearly 10%
believe professionals will treat them less than non disabled individuals and 7% believe
professionals might be surprised about them.
Eighty percent of the respondents who were aware of VCT said volunteering to be tested is
not something to be afraid of, while 20% said it is something to be afraid of. Eighty nine
percent were willing to tell others their decision to have HIV test.
Thirty seven percent of the respondents believed that they had been predisposed to a risk
factor that might predispose them to HIV/AIDS. Those who had been predisposed to a risk
factor for HIV/AIDS were found to be four times more likely to have had utilized the VCT
services than those who hadn’t experienced a risk factor (OR =3.85, P< .01). (Table 3)
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Among those who are aware of VCT 26.4% had reported previous history of VCT service
utilization whereas 73.6% had never utilized a VCT service. Among those who had never
used VCT services, 85.4% were willing to utilize VCT services in the future.

Table 3. Relationship between knowledge about VCT, factors affecting VCT
utilization and previous history of VCT utilization

Previous history of VCT utilization
Variables

Yes

No

Unadjusted OR
(95%,OR)

Adjusted
OR(95%,OR)

yes

5

17

0.81(0.27,2.40)

1.23(0.28,5.32)

No

27

74

1

1

yes

1

1

2.90(0.18,47.82)

6.45(0.27,152.85)

No

31

90

1

1

yes

7

8

2.91(0.96,8.80)

2.78(0.84,9.26)

No

25

83

1

1

yes

17

53

0.96(0.43,2.17)

1.22(0.36,4.09)

No

14

39

1

1

13

17

2.98(1.24,7.19)*

2.53 (0.98,6.49)

Reason for thinking
VCT is necessary
To protect my health

To protect others

To start medication
early if I am positive

To Know my status

To plan for my
future life
yes

Ethiopian Public Health Association

24

Masters Theses Extract No.12
19

74

1

1

yes

22

36

3.36(1.43,7.92)**

2.52(0.75,8.44)

No

10

55

1

1

yes

6

28

0.52(0.19,1.40)

0.34(0.08,1.54)

No

26

63

1

1

yes

3

8

1.07(0.27,4.32)

0.34(0.04,2.84)

No

29

83

1

1

yes

21

68

0.65(0.27,1.54)

0.92(0.24,3.48)

No

11

13

1

1

Yes

21

24

5.33(2.24,12.67)***

3.85(1.53,9.71)**

No

11

67

1

1

Yes

4

28

0.31(0.10,0.97)*

0.11(0.03,0.47)**

No

28

61

1

1

No
Appropriate time to
use available VCT
services
At any time

When he is sick

During pregnancy

Before marriage

Experienced of a risk
factor for HIV/AIDS

Presence of
perceived obstacle
not to test

(*p-value <0.05, **p-value <0.01, ***p-value<0.001)
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Discussion
This study tried to Identify VCT uptake and factors that affect service utilization among adult
people with disabilities living in North Gondar Zone. A research conducted to assess the
impact and prevalence of disability in North Gondar zone by Yohannis F & Johanna M,
revealed that the lower locomotors were the most frequently reported type of disability 422
(47 %),-followed by blindness 269(28.6%), and upper locomotors 152 (16.1%)15. This study
also found similar result in which the lower locomotors (45.7%) as most frequent, followed
by blindness (15%) and deafness (11.8%). Although researches done in USA across the
difference categories of disabilities showed a significant different in their rate of HIV testing
16

, in this study showed no significance difference among the different categories of

disability.
This study showed that the study subjects had high level of awareness about HIV/AIDS
(97.6%) and VCT (95.3%). Moreover, huge segment 101 (83.5%) of the study population
knows VCT service is available in the nearby health institution and 113 (93.4%) believed that
VCT is necessary. This result is almost more similar to what was found at DHS 2005, which
showed 90% women and 97% of men of age 15-49 years heard about AIDS

13

. A more

similar result was obtained from a research conducted to assess knowledge, attitude and
practice towards VCT for HIV and PMTCT in North Gondar Zone, by

S. Alemu,G. Degu in

2004. Their result showed that 89.8% were aware of and one could check his/her HIV status,
and 98% felt that VCT services are necessary

17

. Another research conducted in Bahir Dar in

the general community on Factors Affecting Accessibility and Acceptability of Voluntary
Counseling and Testing Services for HIV/AIDS at Bahir Dar Town Northwest Ethiopia by M.
Dejene, showed 83% of the respondents knew whether one can check his/her HIV status and
similar proportion knew where the VCT service is available. More than ninety four percent of
the respondents felt that VCT service is necessary

18

.

This shows that adult people with disabilities had equal access to information about
HIV/AIDS and VCT with the general community. This might be due to the presence of the
CBR program in the area.
Despite the high level of awareness and of willingness to use the available VCT services
(89.3%), the VCT service utilization of the study population is still not satisfactory, i.e…only
26% for both sexes. This result is considerably high when compared to the result obtained
from the national DHS result which is 4% for female and 5% for males .This could be due to
the reason that this research focused only on kebele’s where VCT services are located, while
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the national survey showed the overall situation including places where VCT service is not
available, nearby. The other observation from this is that both sexes are equally utilizing the
service; this could be due to the presence of the CBR program in the area or could be the
result of organizations working on gender equality. A research conducted to assess VCT
utilization, perceived barriers and preference of adolescents of 15-24 years of age in Hararie
Town, by L. Oljira, 2005, showed 21.9% of adolescents reported they had ever been tested
19

. This might show VCT service utilization among people with disabilities exceeds the general

community. A research done in USA also showed that adults with disabilities are more likely
than their non-disabled adults to report having been tested

13

. This research also supports

the finding from USA. According to this research this could be due to the fact that people
with disabilities are highly exposed to HIV risk factors and because of this, they might be
provoked to know their status.
The fact that majority of those who got HIV/AIDS information from health professionals to be
more likely to use the available VCT service could be either the health professionals are
providing deep information about HIV/AIDS and VCT or it could be due to the fact that health
professionals are most trusted and respected by the community. Other information sources
such as Anti/AIDS clubs, radio, television, Anti AIDS day celebration and CBR workers are
seen to be less influential in influencing people with disabilities to utilize the VCT services.
This could be either the programs were primarily not prepared being inclusive for people with
disabilities or they might not give chance for people with disabilities to play a role in these
programs.
People with disabilities who claimed the presence of perceived obstacle were less likely to
use the available VCT services. Among these obstacles, attitude of the community is the
most common obstacle. Fear of double discrimination from the community could be seen as
the most influential factor determining VCT service utilization among adult people with
disabilities.
The fact that majority of the study subjects were single (72.4%) and a considerable number
of them were believing the appropriate time for a person to be tested should be before
marriage (73.6%). They also explained the fact that significant proportion (73.6%) of the
study subjects did not utilize the available VCT services.
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Exposure to a risk factor was one of the main factors determining utilization of the available
VCT services. This research has revealed that 37% of the study subjects responded that they
had been exposed to a risk factor.
Majority of study subjects (84.6) who had never utilized VCT service previously were willing
to utilize the VCT services in the future.

Conclusion
People with disabilities had a similar awareness about HIV/AIDS and VCT with that of the
general community. The VCT service utilization among people with disabilities was equal for
both sexes.
The VCT service utilization was high when compared to the findings of studies in the general
community. However, almost two third of the study subjects had never utilized the available
VCT services.
The information provided by the health professionals about HIV/AIDS and VCT influenced a
significant proportion of people with disabilities to utilize the available VCT service.
Information sources about HIV/AIDS, like radio, television, anti AIDS clubs, CBR workers and
Anti AIDS day celebrations were not significantly influencing the people with disabilities to
get VCT services.
Friends as source of information for HIV/AIDS had negatively influencing the VCT service
utilization among adult people with disabilities.
Experience of risk factor for HIV/AIDS by people with disabilities had been observed as the
most influencing factor for a person to seek and utilize the available VCT services.

Recommendations
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Information sources like radio, CBR workers, television, anti AIDS clubs and religious
places should adjust their programs to the situation of people with disabilities to make their
information communication more appropriate and participatory for people with disabilities.


A guideline should be developed for other information sources to make them able to
provide detail information about HIV/AIDS and VCT as much as health professionals.



CBR programs should work on providing appropriate information about HIV/AIDS and
VCT for friends of people with disabilities.



HIV/AIDS prevention messages should stress the fact that using VCT services prior to
facing risk factors is important to avoid the risk factors.



At national level HIV/AIDS prevention programs should consider the fact that people
with disabilities are among the risk groups of the community and include them in the
risk group intervention programs.



The health institutions in the zone should appreciate and plan to address the fact that
majority of the people with disabilities who had never used VCT are willing to use in
the future.
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Annex-1.
Relationship between socio-demographic characteristics and previous history of
VCT utilization among adult people with disabilities, in North Gondar zone,
2008/2009

Previous history of VCT utilization

Variables
Yes

No

Unadjusted OR
(95%,OR)

Adjusted OR
(95%,OR)

Woreda
Wogrea

3

16

0.42(0.10,1.87)

1.02(0.17,5.94)

Dembia

11

35

0.71(0.24,2.07)

0.62(0.16,2.43)

Gondar

10

22

1.02(0.33,3.13)

0.43(0.10,1.88)
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Chilga

8

18

1

1

Male

14

40

0.99(0.44,2.23)

1.11(0.46,2.65)

Female

18

51

1

1

18 - 21

6

40

1

1

22 - 25

9

12

5.00(1.48,16.90)**

2.9444(0.80,10.86)

26 - 29

5

14

2.38(0.63,9.04)

1.76(0.43,7.22)

30 - 33

5

7

4.76(1.14,19.96)*

4.34(0.94,20.11)

34 - 37

3

7

2.86(0.58,14.18)

2.99(0.54,16.51)

>37

4

11

2.42(0.58,10.13)

3.49(0.76,16.09)

Single

17

71

0.19(0.05,0.79)*

0.27(0.05,1.55)

Married

8

2

3.20(0.42,24.41)

3.39(0.31,36.98)

Divorced

5

4

1

1

Orthodox

31

81

3.44(0.42,28.32)

2.53(0.25,25.44)

Muslim

1

9

1

1

No formal education

6

33

0.30(0.06,1.62)

0.20(0.03,1.32)

Reading and writing

3

4

1.25(0.16,9.92)

1.48(0.13,16.74)

1-6 gread

3

20

0.25(0.04,1.63)

0.44(0.05,3.60)

7-10 gread

13

27

0.80(0.17,3.88)

1.18(0.18,7.77)

11-12 gread

4

2

3.33(0.36,30.70)

4.25(0.40,44.97)

>12 gread

3

5

1

1

Sex

Age

Marital status

Religion

Educational status
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Occupational status
Begger

1

8

1

1

Have no job

4

14

2.29(0.22,24.14)

0.81(0.06,11.05)

Self employee

11

15

5.87(0.64,53.99)

2.61(0.23,28.96)

Private and
Government
employee

5

12

3.33(0.33,34.12)

1.74(0.15,20.83)

Student

9

36

2.00(0.22,18.11)

1.18(0.11,12.39)

Hearing loss

2

13

0.82(0.12,5.67)

1.13(0.15,8.30)

Blindness

3

16

1

1

Lower locomotors

19

39

2.60(0.67,10.02)

2.77(0.69,11.10)

Upper locomotors

3

6

2.67(0.42,17.05)

4.80(0.67,34.61)

Disabilities related to
brain

2

12

0.89(0.13,6.18)

0.85(0.11,6.34)

Others

3

5

3.20(0.48,21.17)

5.52(0.67,45.27)

Since birth

3

13

0.81(0.20,3.24)

1.13(0.26,5.01)

<5 years

14

49

1

1

5-18 years

12

16

2.63(1.01,6.83)*

2.66(0.96,7.39)

>18 years

3

13

0.81(0.20,3.23)

0.46(0.11,1.99)

Type of disability

Time of becoming
disabled

(*p-value <0.05, **p-value <0.01, ***p-value<0.001)
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Annex-2..
Relationship between knowledge about MTCT of HIV/AIDS and previous history of
VCT utilization, among people with disabilities, North Gondar Zone February 2009.
Previous history of VCT utilization
Variables

Yes

No

Unadjusted OR
(95%,OR)

Adjusted OR
(95%,OR)

Knowledge about Mother to child transmission
Believe HIV could
transmit from mother
to child
yes

28

71

1.77(0.36,8.73)

0.20(0.02,2.68)

No

2

11

0.82(0.10,7.02)

0.19(0.01,4.64)

I don’t know

2

9

1

1

yes

15

49

0.76(0.34,1.70)

0.51(0.10,2.53)

No

17

42

1

1

yes

26

57

2.59(0.97,6.92)

2.91(0.56,15.10)

No

6

34

1

1

yes

16

26

2.50(1.09,5.73)*

1.47(0.52,4.17)

No

16

65

1

1

Time of transmission
During Pregnancy

Breast feeding

During birth

Knowledge about prevention of Mother to child transmission
Believe mother to child
transmition could be
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prevented
yes

23

50

2.45(0.65,9.26)

1.85(0.18,19.32)

No

4

14

1.52(0.29,8.01)

1.72(0.22,13.38)

I don’t know

3

16

1

1

yes

12

30

1.22(0.53,2.82)

0.56(0.16,1.94)

No

20

61

1

1

yes

18

36

1.96(0.87,4.44)

1.26(0.37,4.31)

No

14

55

1

1

yes

15

24

2.46(1.07,5.69)*

1.67(0.67,4.14)

No

17

67

1

1

Getting HIV test before
and during pregnancy

Getting medication
from health institution

Alternative feeding

(*p-value <0.05, **p-value <0.01, ***p-value<0.001)
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Thesis 2
Disclosure among Currently Partnered HIV positive individuals and its Reliability;
Zewditu Hospital; Addis Ababa; 2009
Abiyou Kiflie Alemayehu
Abstract
Background: In patients who initiated anti-retroviral treatment in Ethiopia, the dropout rate
is very high (26%). The health outcomes of patients taking ART in Ethiopia are not well
studied.
Objective: To assess the survival and the level of clinical & immunologic improvements
among patients started with ART at Empress Zewuditu Memorial Hospital.
Method: A retrospective follow-up study of patients was conducted on ART at Empress
Zewuditu Memorial Hospital from time of ART initiation (January 9th, 2005 and February 8th,
2008) to September 10, 2008.
Results: Of the 470 patients studied, after tracing 8.7% died, 17.7% reported as survival
status unknown and 73.6% were alive at the end of the study period. From the 107 patients
with unknown survival status, 24 were traced and it is found that 66.7% of those traced had
died. The deaths took place soon after the patients initiated ART. Initiation of ART at lower
levels of CD4 count, at advanced WHO clinical stage and not taking co-trimoxazole
prophylaxis were found to be significantly associated with high mortality at p values of less
than 0.05, 0.03, and 0.04 respectively. Clinical and immunological statuses of the patients
were found to show significant improvement during the follow up period. Late presentations
for ART initiation, being non-adherent to ART were associated with lesser improvement in
health outcomes.
Conclusions and Recommendation: Health outcomes are affected by the stage and the
CD4 count at which patients are initiated with ART and the adherence of the patient to the
treatment. Cotrimoxazole prophylaxis contributes to decreasing death in patients taking ART.
Therefore efforts should be made to identify treatment eligible patients before progression of
disease into more advanced stages with respect to both CD4 count and WHO clinical stage;
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initiate co-trimoxazole prophylaxis and provide regular follow up to ensure better survival
among patients on ART.
Introduction
Globally every day, over 6800 persons become infected with HIV and over 5700 persons die
from AIDS because of inadequate access to HIV prevention and treatment services. The
adult prevalence in Ethiopia in 2007 was estimated at 2.1% and about 777,500 people were
living with HIV by then out of which 242,500 were in need of antiretroviral treatment (ART).
[1, 2, 3]
By the end of Nehase 2000 (September 10, 2008) there were 287,112 patients enrolled into
HIV care of which 161,510 patients were ever started with ART and 119,028 (73.47%) were
currently on ART health facilities of the country including Zewuditu Memorial Hospital. [4]
Highly Active Antiretroviral Therapy (HAART) is the mode of treatment in the country and
consists of eight options of drug combinations as a first line regimen. [5]
The effect of HAART in the treatment of HIV infection is usually measured by survival, CD4
lymphocyte counts, HIV-1 RNA viral load testing, and the occurrence of opportunistic
infections. [6]
The proportion of deaths of patients put on ART differs from one setting to another ranging
from 5% to 18% worldwide and usually under estimated because of the higher proportions of
deaths (more than half) are considered to be lost to follow up (LTFU) rather than died. [6- 9]
The majority of these deaths of patients put on ART occurred soon after ART is initiated as a
result of advanced illness or immune reconstitution syndrome. [6, 8, 10, 11, 19]
Provision of cotrimoxazole prophylaxis and not delaying HAART below CD4+ cell count 200
cells/µl are found to decrease the mortality of these patients. [12- 15] But there is no
difference in death among patients taking different regimens. [16]
HAART generally improves the CD4 cell count but patients initiated with ART at a lower CD4
count will remain at a relatively lower CD4 cell count than those with higher baseline CD4 cell
count. [17, 18]
In a cohort study that is conducted to determine the predictors of early death among
patients treated with HAART in Southern Ethiopia rural hospital (Arbaminich Hospital)
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advanced disease stage and very low TLC at presentation are associated with high mortality
rate. The crude hazard ratio of World Health Organization (WHO) clinical stage IV as
compared with WHO clinical stage II-III is found to be 10.5 (2.1-52.4) with a p-value of
0.004. In this study, out of the 162 patients that were recruited there was no death among
WHO clinical stage II patients and there were 24 deaths in WHO clinical stage III and IV
patients at the end of the study period of 18 weeks. [20]
Survival was found to be better in patients with better adherence to HAART as indicated in a
study conducted at Kampala, Uganda that revealed deaths among non-adherents being 42.5
deaths per 100 patient-years as compared to 6.1 deaths per 100 patient-years in adherent
patients. [21]
The high LTFU rate (>26%) as calculated from the monthly ART report of Nehase 2000
(September 8, 2008) among patients who were on ART resulted in increased proportion of
unknown survival status. These individuals who were lost could be died; self transferred, or
discontinued their medication by themselves necessitating a study to determine what was
really happening to these individuals/patients.
As it was only few years after ART is introduced into the country, there was a need to
monitor the ART program for its short and long term outcomes with investigation of the
factors associated with these outcomes.
The in-country studies in the ART program were usually focusing on adherence; and there
was no sufficient study conducted to assess the outcomes of antiretroviral therapy. The few
studies conducted to assess the outcome were related to Immune Reconstitution Syndrome
(IRIS) and lacks other outcomes like survival, and clinical & immunological outcomes which
are of course the ultimate goal of antiretroviral treatment.
For these reasons the study was conducted to determine the health outcomes of
antiretroviral treatment and factors associated with it.
Objective
General Objective
To assess clinical and immunologic improvement and survival of patients with
HIV/AIDS who are on ART at Zewuditu Memorial Hospital, Addis Ababa.
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Specific Objectives

1. To assess survival of patients on ART through time
2. To assess for clinical improvement of the patients taking ART using functional status
3. To assess for immunological improvements among the patients on antiretroviral
treatment

4. To assess factors associated with clinical and immunologic improvements and
survival of patients taking ART
Methods
Retrospective follow-up study was conducted at Empress Zewuditu Memorial Hospital ART
clinic on respondents above 15 year of age who started with ART in the period between
January 9th, 2005 and February 8th, 2008. The medical records of these patients revised
from the date of enrollment to September 10, 2008, using a data extraction format. Nonnaïve to ART patients was excluded in this study.
Sample size was determined using the sample size calculation formula for single proportion
at α value of 0.05 and margin of error of 3.3% and proportion of 15.8 % [20] resulted in a
size of 470 patient charts for review. The study subjects were selected from the ART register
by relating the sequential number assigned to each patient on the ART register with random
numbers generated by SPSS version 15.0.
Survival, functional improvement and immunologic improvement were the dependent
variables and age, educational status and marital status at the time of ART initiation, sex,
baseline CD4 cell count, initial ART regimen, cotrimoxazole prophylaxis and adherence to
ART were taken as independent variable of the study.
Data collection was made by nurses working in the ART clinic of the hospital and telephonic
call conducted using tracer (adherence supporter) of the clinic after they were trained on
how to collect the data. Review of patient charts was made by using the data extraction
format. Additional information about the survival and medication status of the patients was
sought for patients who were lost from follow up during the study period. Along with
continuous supervision, each day 5% of the data were being checked for completeness and
quality by the principal investigator. SPSS version 15.0 was used for data entry and analysis
applying the appropriate statistical tests.
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Ethical Considerations
Ethical clearance was obtained from the University of Gondar and ethical review committee
of Addis Ababa City Health Bureau. Patients while tracing were strongly advised and
counseled to visit the ART clinic and restart ART. This procedure was done by the tracers of
the clinic. Persons that were involved in reviewing the patient charts were professionals who
were actually working in the ART clinic of the hospital.
Results
General Characteristics
Two hundred sixty eight of the study subjects were (57%) female and 202 (43%)

were

male. Forty eight (13.8%) of the subjects were leveled as having no formal education, 31
(8.9%) had tertiary level of education and 299 (86.2%) had at least primary level of
education. The study subjects were in the age range between 18 and 80 years, with the
mean age being 35.48 year. Two hundred thirty (48.9%) and 382 (81.3%) of them were
below the age of 35 and 45 years, respectively. Seventy three (17.8%) of the subjects had
lost their partners due to death. (See table 1)
The mean duration of the stay from the time of ART initiation to the final visit before the end
of the study period was 19.65 months with a range from less than one month to 44 months
(3 years and 8 months) of follow up period; all contributing to 789.6 person years of follow
up period.
Survival
Of the 470 patients included in the study, 41 (8.7%) patients died during the study period
and 73.6% were alive at the time of completion of the study. It was not possible to know
whether the remaining 83 (17.7%) patients were alive or died in the follow up period.
Attempt was made to trace 107 patients, of which the tracing was successful in capturing the
survival information only for 24 patients. From these 24 traced patients, 16 (66.7 %) died
and 8 (33.3%) were alive.
Before tracing was attempted to patients with unknown survival status, the deaths were only
25 (5.32%).
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Survival Status Before Tracing

Unknown = 22.77 %

Dead = 5.32 %

Alive = 71.91 %

Survival Status after Tracing

Unknown = 17.66 %

Alive = 73.62 %
Dead = 8.72 %

Figure1: Survival status of the patients by the end of the study period before and after
tracing is conducted
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Figure 2: KM Survival Curve Estimates of Patients initiated with ART from January 9,
2005 to February 8, 2008 at Empress Zewuditu Memorial Hospital
Among all the deaths during the study period, 16 (39%), 26 (63.4%) and 31 (75.6%)
happened within the first, third and sixth months of ART initiation, respectively. From the
134 subjects that were followed for more than 28 months no death happened after the 28th
month of follow up.
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Factors associated with
survival
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Figure3: KM Survival Curve Estimates for Patients Put on Co-trimoxazole
Prophylaxis and those who were not put on co-trimoxazole prophylaxis
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Figure 4: KM Survival curve estimates for patients initiated with ART at different
WHO clinical stage
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Figure 5: KM Survival curve estimates for patients initiated with ART at different
baseline CD4 category

Survival Functions
Change in CD4 Count
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Figure 6: KM survival curve estimates for patients that showed increment in their CD4
count as compared to those that didn’t show an increment
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Survival Functions
Factor Adherence
Level
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Figure 7: KM survival curve estimates for patients that were leveled as “adherent”
and “non-adherent”
Cox Regression Analysis:
The variables that were found to be significantly associated with survival by the Kaplan Meier
Analysis were entered into the Cox model to be regressed simultaneously. Though it is
significantly associated with survival on the Kaplan Meier Analysis adherence factor was
omitted from being entered into this analysis as it has 19% missing values that would affect
the analysis significantly. The Cox regression analysis made evident that Baseline CD4 count,
Baseline WHO clinical stage and Co-trimoxazole Prophylaxis were significantly associated
with survival of patients at a p value of less than 0.05.
Table 3: Summary of the Cox Regression Analysis of the factors having significant
association with survival in patients initiated with ART at Empress Zewuditu Memorial
Hospital
Variable

Hazard

95% CI

Co-trimoxazole Prophylaxis
Yes

Sig
0.035

1

No

2.01

1.05 – 3.86

Baseline CD4 Count

0.014

< 50

1

>50

2.03

1.03 – 3.99

Baseline WHO Clinical Stage

0.024

Stage III, II, or I

1

Stage IV

2.16

1.11 – 4.20
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Clinical Improvement
The baseline functional status of the patients immediately before ART initiation was
“Working” for 157 (35.8%), “Ambulatory” for 196 (44.6%) and “Bed ridden” for 86 (19.6%)
of the patients. By the end of the study period, those who were “Working” became 321
(73.6%), and “Ambulatory” & “Bed ridden” were reduced to 77 (17.7%) & 38 (8.7%),
respectively.
Ninety six point two percent

of those patients who were “Working” at baseline remained

working, 64.6% of those who were “Ambulatory” and 52.4% of those who were “Bed ridden”
improved to a functional status of “Working” by the end of their follow up periods.
Among those who were “bed ridden” at baseline, 36.9% remained as “bed ridden”, and 2.6%
and 1.3% of patients who were “ambulatory” and “working” respectively deteriorated to a
functional status of “bed ridden” by the end of their follow up periods.
Ordinal regression is conducted to fit the best model that predicts the final functional status
and it had shown that only the baseline functional status and WHO clinical stage are the
predicting variables. Starting ART when the functional status of the patient was “working”
increases the likelihood of being “working” at the end of the study period with p<0.0001 in
reference to those who were initiated with ART with a functional status of “bed ridden”.
Starting ART at WHO clinical stage II and stage III increases the likelihood of being
“working” at the end of the study period as compared to starting at stage IV with p value of
less than 0.002.
Other independent factors including socio-demographic variables, baseline CD4 count,
adherence and regimen of ART are found to be non-significant in predicting the final
functional status.
Table 2: Clinical Improvement of Patients on ART as Measured by Functional Status
Functional status at the end of the
study

Baseline
function

Working

Working

Ambulatory

Bed ridden

Total

151
(96.2%)

4 (2.5%)

2 (1.3%)

157
(100.0%)
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al status

Ambulator
y

126
(64.6%)

64 (32.8%)

5 (2.6%)

195
(100%)

Bed ridden

44 (52.4%)

9 (10.7%)

31 (36.9%)

84 (100%)

321
(73.6%)

77 (17.7%)

38 (8.7%)

436
(100%)

Total

Table 3: Ordinal Regression-Factors associated with “working” final functional
status among patients initiated with ART at Zewuditu Memorial Hospital
Probability of becoming “working” functional status
Ordinal Regression
Estimate

95% Confidence Interval
lower

Upper

Sig.

(B)
Working

-3.11

-4.06

-2.16

0.000

Ambulatory

-0.71

-1.24

-0.18

0.009

0

.

.

.

WHO Clinical Stage I

0.00

-2.64

2.63

0.998

WHO Clinical Stage II

-1.69

-2.67

-0.70

0.001

WHO Clinical Stage III

-0.84

-1.35

-0.32

0.001

WHO Clinical Stage IV

0

.

.

.

Bed ridden

Immunologic Improvement

The baseline CD4 count ranges from 2 to 430 cells per micro-liter with a mean value of
112.98 and median of 106 cells per micro-liter. At the end of the study period, the CD4 count
ranged from 16 to 1288.0 cells per micro-liter with a mean value of 268.35 and median of
251 cells per micro-liter. The change in CD4 count ranged from a decline to -159 to an
increase to 1107 cells per micro-liter with the mean increase being 150.01. The paired
sample t-test indicated that there is significant difference between the baseline and final CD4
counts with a 95% confidence interval of 134.9 to 165.1 and significance level of less than
0.001
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300.0
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CD4 Count
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Figure 8: Mean and Median Baseline, Final and Increase of CD4 counts for patient on ART

Multiple linear regressions is conducted to see factors associated with the final CD4 count and
showed that the final CD4 count depends only on the baseline CD4 count with p < 0.0001;
other factors including the clinical stage, adherence level, and cotrimoxazole prophylaxis are
found to be non-significant (p > 0.05) in predicting the final CD4 count that the patient could
attain at the end of the study period. Patients initiated with ART at a lower CD4 count tend to
have low CD4 count by the end of the study period.

100%

4.8

2.3

3.2
3.2

6.9

0.0
9.7

7.9
20.3
80%
36.8
36.5

Final CD4

60%

90.3
40%

<=50
51 - 100
101 - 200
>200

73.4

50.8

54.0

20%

0%
<=50

51 - 100

101 - 200

>200

Baseline CD4 Count

Figure 9: Final versus Baseline CD4 count in patients taking ART at Zewuditu
Memorial Hospital
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The multiple logistic regression to determine the predicting variables for CD4 count above
200 by the end of the study period showed that the baseline CD4 count and being adherent
to the ART were the predictor variables. For a unit increase in the baseline CD4 count, the
logit of the proportion of patients with CD4 count above 200 cells per micro liter will increase
by 0.0112. Adherent patients have 3.54 times (95% CI = 1.12 – 11.12) more probability of
reaching a CD4 count above 200 than non-adherents.
Discussion
The study showed that majority of patients started with ART at the hospital were alive with a
percentage of 73.6% as compared to those who died 8.7% in the 770 person-years of follow
up period. However the survival status for the rest of the patients (17.7%) was not able to
be determined. From our trial of tracing the patients that had unknown survival status, it
was possible to note that more than half (66.7%) were died which actually would markedly
increase the proportion of the overall death beyond the 8.7%. This result is comparable with
a study conducted in Botswana that showed a death rate of 58.8% among those who were
lost from follow up and be able to be traced. [9] With this scenario if we take 66.7% of the
83 patients with unknown survival status as died the percentage of death will increase to
20.5% from the overall study subjects indicating that there is underestimation of the overall
mortality in the study.
The majority of the deaths occur during the early phases of antiretroviral treatment with
76% happening within six months of ART initiation and no death happens after 28 complete
months of follow up on ART. This is supported by studies conducted in various areas of the
world including sub-Saharan Africa. [11] The major reason for the increased survival
occurring when the duration on ART increased could be the result of the progressive increase
in CD4 cell count across time; moreover, the early deaths could be due to late initiation with
ART in the course of the disease progression. [10, 20] Survival is greatly influenced by the
baseline CD4 count at which ART was initiated to the patient. Having a CD4 cell count less
than 50 at baseline was found to be a risk for death than those who were initiated with CD4
count greater than 50 cells per micro liter. Late presentation with respect to WHO clinical
staging is also a marker for higher mortality at the early phases of ART initiation. These
findings are also reflected on literatures done in low income African countries and in the
study conducted at Arbamich Hospital on predictors of survival of patients on ART. [6, 8, 10,
20]
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Being put on co-trimoxazole prophylaxis is found to improve the survival probability of the
patients on ART. This could be due to the reduction in occurrence of fatal opportunistic
infections among patients that are taking co-trimoxazole prophylaxis. A systematic review of
published literatures and a clinical trial done at Lusaka Zambia showed that cotrimoxazole
prophylaxis is effective in preventing death among patients on ART. [14, 15]
Adherence level is significantly associated with survival of patients. The survival status of the
adherents to medication is better than non-adherents. This finding is consistent with a study
conducted in Uganda, Kampala to assess the adherence and survival of patients in a
community ART program revealing that adherence is a core factor in reducing mortality and
emergence of drug resistance. [22]
Most patients that started with, ART improved in their functional status as a measure of their
clinical status. The proportion of ‘working’ at the end of the study period is increased to
73.6% from a baseline level of only 44.6%. This improvement in functional status is
significantly associated with the baseline functional status and baseline WHO clinical stage at
the time of ART initiation indicating that starting ART before a patient gets worse in the WHO
clinical stage and functional status will have better outcome in the functionality of the
patients. Though it is not possible to compare with published literatures because of
differences in the way the assessment for quality of life (in this study “functional status”) is
measured; this finding is consistent with the findings of unpublished study conducted by
FHAPCO and presented on a national consultative workshop in February 2009.
The mean immunological improvement was found to be showing an increase of 150 cells per
micro-liter in patients on antiretroviral treatment which significantly changes from the
baseline CD4 count. The baseline CD4 count was found to be a significant determinant of an
increase in CD4 count. Those patients who started with ART at a lower CD4 cell count remain
to have a lower level of CD4 count at the end of the study period. Besides adherence is an
added factor for a patient to attain a CD4 count above 200 cells per micro-liter. This is
consistent with other studies conducted in Sub-Saharan Africa that have similarity with our
setting. [18]
Conclusion
The provision of free antiretroviral treatment is saving the lives of patients but there is still a
need to work on bringing the patients earlier with early progression of disease so that it will
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be easy to decrease the proportion of deaths happening at a greater proportion to the late
comers for care and treatment.
The report of proportions of survival of patients is significantly affected by the LTFU patients
and routine reports for death underestimate the proportion of deaths. Majority of patients
that are LTFU were died than alive.
The provision of co-trimoxazole prophylaxis and adherence to ART treatment are also key
factors that prevent death.
Moreover, initiation of ART at earlier stages of disease with better functional status, better
CD4 count and better clinical stage were associated with better health outcomes of patients
with respect to regaining the functional status to ‘working’ and increment in CD4 count.
Recommendation
1. Health Facilities:
•

The

hospital

clinic

needs

to

improve

the

provision

of

co-trimoxazole

prophylaxis which is showed to improve the survival but only few of the cases
were being provided with it at the hospital ART clinic.
•

Encourage their patients to be retained in care and treatment and not to be
non-adherent

•

Improve the quality of data by minimizing the missed registrations for
variables

•

Capture the true addresses of patients by cross checking mechanisms

2. Media and Societies of People Living With HIV:
•

Communicate for the need for earlier initiation of ART prior to reaching a late
stage and adherence to ART.

3. HIV/AIDS Program owner’s:
•

Program owners that are working on HIV counseling and testing need to
strengthen their effort in the counseling process to make the positive patients
get linked with the ART service at an earlier stage of disease progression.

•

Ensure if the provision of co-trimoxazole prophylaxis is being practiced as per
the guideline for co-trimoxazole prophylaxis.

•

Devise a mechanism to improve the adherence of patients to care and
treatment and reduce the LTFU rates.

4. Researchers:
Ethiopian Public Health Association

50

Masters Theses Extract No.12
•

Perform studies that addresses the reasons for ART non-adherance and, why
the service providers are not giving co-trimoxazole (which showed marked
association with mortality and improvements in clinical and immunological
outcomes of patients) to AIDS patients..

Limitations of the Study
•

The study suffered from data incompleteness

•

Adherence measurement of the hospital ART clinic is based on patient report on its
adherence status and may not reflect the actual level of adherence

•

In this study, tracing is conducted only by using telephonic call which may not be
adequate and resulted in lower rates of success to trace the patients that needs to be
traced.

•

The study totally relied on the medical record of the patients which may or may not
be the actual situation of the patients.
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Thesis-3
Assessment of Knowledge, Attitude, Practice and factors associated with Post
Exposure Prophylaxis service utilization among health professionals in Bahir Dar
Town, Northwest Ethiopia.
Asheber Ayalew
Abstract:
Introduction: Heath professionals are having additional risk of being infected with
human Immunodeficiency Virus due to their occupational exposure. Studies found out
Post Exposure Prophylaxis reduced the rate of Human Immunodeficiency Virus infection
from workplace exposures by 79% to 81%.
Objective: To assess KAP and identify factors associated with Post Exposure Prophylaxis
service utilization of health professionals in Bahir Dar Town.
Methodology: A quantitative cross sectional study was deployed between November 17,
2008 and December 3, 2008 on all health professionals working at Bahir Dar Town. Pre
tested and structured self administered questionnaire was used to collect data. Data were
entered in to SPSS version 15.0 for windows, and analyzed. Binary Logistic regression
was used to identify variables, which have significant association.
Result: A total of 268 health professionals participated in the study from 23 health
institutions with 89.4% response rate.
Only 112 (41.8%) health professionals had good knowledge, 105 (39.2%) had fair
knowledge and the rest 51 (19%) had poor knowledge about post exposure prophylaxis.
Among exposed health professionals to HIV infectious body fluids, 12(19%) utilized PEP
service and only 6(9.5%) completed the regimen for 28 days.
Post Exposure Prophylaxis service utilization of health professionals is significantly
associated with their Knowledge about it [OR=8.13, 95%CI (1.09-60.93), p=0.04]. No
other variable was significantly associated with PEP service utilization.
Conclusion and Recommendation: knowledge of PEP is important factor for health
professionals to receive the service. Thus, health professionals should be offered PEP
information and extra access to the service so that they use the service when necessary.
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Introduction
Infection prevention is the most effective way of protecting healthcare providers from
accidental transmission of Human Immunodeficiency Virus (HIV) and other blood borne
pathogens. Training all healthcare personnel in prevention methods and providing them
with the necessary safe materials and personal protective equipment are the priority
measures. Post Exposure Prophylaxis (PEP) is component of post exposure management
when accidental transmission of HIV occurs on health professionals (1). After
occupational exposure to HIV, the patient from whom the potentially infectious materials
originates (index patient) as well as the exposed person should undergo serological
screening (1-3). When the serological status of the source patient is not known, or
consent is not possible, prophylaxis should be considered if there are indications of
possible infection (1).
Occupational exposure is supposed to be considered urgent medical concerns to ensure
timely management (4). After exposure, HIV replicates with in dendritic cells of the skin
and mucosa before spreading through lymphatic vessels and developing in to a
systematic infection. This delay in systematic spread leaves a “window of opportunity”
for PEP using antiretroviral drugs designed to block replication of HIV. PEP aims to inhibit
the replication of the initial inoculums of virus and thereby preventing establishment of
HIV infection (5).
PEP has been standard procedure since 1996 for healthcare workers exposed to HIV
andit must be taken within a few hours of exposure but certainly within 72 hours (1, 6,
7).
The medications used in PEP can be 2 or 3 Anti Retroviral Treatment (ART) for 4 weeks
depending on the drugs previously taken by the source patient, known or possible cross
resistance of drugs taken by the source patient, availability of the various ARTs and
seriousness of the exposure. Situations like, blood came in contact with cuts or open
sores on the skin, exposure to a large volume of blood or potentially infectious fluids or
blood contaminated fluid from a patient with clinical Acquired Immuno-Deficiency
Syndrome (AIDS) or early seroconversion phase of HIV, Injury with a hollow needle
and/or deep and extensive injuries are considered serious or high risk exposures. For
serious exposures, the U.S. Public Health Service recommends using a combination of
three ART for four weeks. For Low risk exposure such as exposure to a small volume of
Ethiopian Public Health Association
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blood or blood contaminated fluids from asymptomatic HIV positive patients, following
an injury with a solid needle, any superficial injury or mucocutaneous exposure, the
guidelines recommend four weeks (28 days) of treatment with two drugs (1,6).
PEP reduced the rate of HIV infection from workplace exposures by 79%-81%. However,
some health care workers who take PEP still get HIV infection (6, 9, 10).

Populations such as Health professionals, Injecting Drug Users (IDUs) and people
engaging in unprotected sex are at risk of being infected with HIV (5).
Adult HIV prevalence of Ethiopia as indicated in single point HIV prevalence in 2007
was estimated to be

2.1%. The Urban area is the highest hit with prevalence of

7.7% (13). The Antenatal Care (ANC) surveillance of 2005 shown that Bahir Dar was
one of the Towns with the highest HIV site prevalence (14%) (14). Health
professionals encounter occupational risk of acquiring HIV, which has become a
concern for them in undertaking their duty to help patients (15).
PEP after exposure to potentially infectious material remains to be one of the most
important elements of HIV prevention. It is used to reduce the risk of infection in the
health care setting. However, PEP service has been overlooked in health Institutions
and by health professionals.
Objectives of the Study
General Objective
To assess KAP of Heath professionals and identify factors associated with PEP
utilization in Bahir Dar Town.
Specific objectives:
1.

To assess Knowledge of Heath professionals about PEP in Bahir Dar Town.

2.

To assess attitude of Heath professionals towards PEP service.

3.

To assess utilization of PEP services by Heath professionals in Bahir Dar.

4.

To

identify

factors

associated

with

PEP

utilization

among

professionals.
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Methodology
Study design
A

cross sectional

study was deployed in between November 17, 2008 and

December 3, 2008.
Study Area
The study was conducted at Bahir Dar Town which is the capital city of Amhara
National Regional State located 564 km North-West of Addis Ababa.
One Regional Referral Hospital, one Regional Laboratory, three health centers, 14
Private clinics, one university clinic and three NGO clinics (including one NGO mobile
VCT) were the facilities that health professionals were working in and considered for
the study.
Study population
About 350 Health professionals working in Bahir Dar Town in public, private and NGO
health facilities were the study population.
Study units
All health professionals found in their duty during the data collection were contacted
to participate in the study. Health professionals who were not available at their work
place during data collection period were excluded. 268 health professionals were
involved in the study.
Inclusion and exclusion criteria
Inclusion: All Heath professionals working in the health facilities during the period
of data collection were included in the study.
Exclusion: Heath professionals who were temporarily assigned as mentors were
excluded from the study.
Variables of the study
Outcome variables:


Knowledge on PEP



Attitude to PEP service



PEP utilization.

Explanatory variables:
Ethiopian Public Health Association

Masters Theses Extract No.12


Demographic characteristics
Age, Sex, Marital status



Social factors
Family discussion, Place preference



Knowledge about PEP service.



Willingness to PEP service



Type of Profession



Institutional factors
Availability of PEP service in the Institution



Risk perception of Heath professionals.

Operational Definition
Health Professional: A person providing clinical services to patients or clients in a
health facility (and limited to Physicians

with or without specialization, Health

officer, Nurse, Midwife, Laboratory Technician, Dentist, Ophthalmic Surgeons, Health
Assistant and Anesthetist).
Knowledge about PEP Service:
Good Knowledge: Correctly responding to at least four of the five PEP awareness
questions.
Fair Knowledge: Correctly responding to at least two of the five PEP awareness
questions.
Poor knowledge: Correctly responding to only one or none of the five PEP
awareness questions.
Data collection
Pre-tested and structured self administered questionnaire was deployed. The pretest
was conducted at Debre Tabor hospital, South Gondar, on 20 Health professionals.
Based on the pre-test result, corrective measures were taken on some of the
questions. Two data collectors were used for data collection from the Bahir Dar
University graduates in management science and working in business development
section in local Kebele administrations at Bahir Dar Town identifying those with
experience in collecting data for their group thesis.
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Data quality was ensured through proper orientation of data collectors and
continuous supervision during the process of data collection by the investigator. The
investigator was also checking about 20% of the filled questionnaires on average, on
a daily basis. The data collection took place in between November 17 and December
3, 2008.
Data processing and analysis
Data were cleaned manually and entered in to SPSS Version 15.0 for MS. Windows,
rechecked and then

analyzed. Frequencies, cross tabulations were used to

summarize descriptive statistics of the data. Tables and graphs were used for data
presentation to describe Knowledge, Attitude and level of uptake of post exposure
prophylaxis.
Bivariate analysis was primarily used to check which variables have association with
the dependent variable individually. Variables found to have association with the
dependent variables were then entered in to Multiple Logistic regression for
controlling the possible effect of confounders and finally the variable which had
significant association was identified on the basis of OR, with95%CI and p-value.
Result:
Socio-demographic characteristics
A total of 268 health professionals participated in the study from 23 health
institutions (1 Referral regional hospital, 3 health centers, 5 Higher private clinics, 3
NGO clinics, 8 medium private clinics, 2 medical laboratories, 1 University clinic) with
89.4% response rate. The age of the respondents in this study ranges between 20
and 59 with mean age of the respondents to be 32 years ( + 7.53). The religion of
the majority of the health professionals’ who participated in the study were Orthodox
Christians, 253 (94.4%). Nearly two-third, 163 (60.8%) were married followed by
single 92 (34.3%)(Table 1).
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Table1: Socio demographic characteristics of health professionals in Bahir Dar
Town, January 2009.
Variable
Sex
Male
Female
Age
20-29
30-39
40-49
50-59

Frequency
146
122
107
91
34
7

Percent
54.5
45.5
44.4
37.8
14.9
2.9

Marital Status
Single
Married
Separated
Divorced
Widowed

92
163
3
4
6

34.3
60.8
1.1
1.5
2.2

Religion
Orthodox
Protestant
Muslim
Catholic

253
9
5
1

94.4
3.4
1.9
0.4

Knowledge of Health Professionals about PEP
The proportion of health professionals who responded the duration of post exposure
prophylaxis treatment to be 28 days in their respective professions were 19 (86.4%)
Doctors, 3 (60%) health officers, 114 (68.3%) Nurses, 6(85.7%) midwives and 22
(48.9%) Laboratory Technicians.
Almost all Doctors 22 (95.7%), 4 (80%) health Officers, 44(28%) Nurses, 3(6.8%)
Laboratory Technicians and 2 (33.3%) Health Assistants responded 2 or 3
antiretroviral drugs were used for post exposure prophylaxis, depending on the level
of exposure.
One hundred sixty two (63.3%) of the respondents knew correctly that the
maximum time to initiate post exposure prophylaxis is 72 hours. Only Nineteen
(86.6%) Doctors, 5(100%) Health Officers, 128(78%) Nurses, 37(84.1%) Laboratory
Technicians, 6(85.7%) Midwives knew that HIV testing is necessary to take PEP
service.
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Regarding the drugs similarity of post exposure prophylaxis with drugs provided for
lifelong ART, twenty two (95.7%) Doctors, four (80%) Health Officers, one hundred
thirteen (68.9%) Nurses, twenty-six (60.5%) Laboratory Technicians, four (57.1%)
Midwives and two (33.3%) Health Assistants replied that the drugs used for Post
exposure prophylaxis are the same drugs used in lifelong ART for AIDS patients.
Only twenty (86.9%) Doctors, three (60%) Health Officers, seventy (40.5%) Nurses,
fourteen (31.1%) Laboratory Technicians, One (33.3%) Ophthalmic Nurse and four
(57.1%) Midwives had ‘Good Knowledge’ where as 3(13.1%) of the Doctors, 2(40%)
Health Officers, 67(38.7) Nurses, 23(51.1%) Laboratory Technicians, 1(50%)
Dentist, one (33.3%) Ophthalmic Nurse, 2(28.6%) Midwives, 4(57.1%) Health
Assistants, 2(66.7%) Anesthetists had ‘Fair Knowledge’ and the rest had ‘Poor
Knowledge’ about post exposure prophylaxis (Graph 1).
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Figure 1: Knowledge of PEP by type of profession among health professionals in
Bahir Dar Town, January 2009.
Regardless of type of profession, only 112 (41.8%) health professionals had good
knowledge, 105 (39.2%) had fair knowledge and the rest 51 (19%) had poor
knowledge about post exposure prophylaxis.

Among all respondents, only 35(13.1%) replied the risk of acquiring HIV through a
needle used by HIV positive person was 0.3% and 39(14.6%) was body fluids. The
body fluids could be peritoneal fluid, plural fluid and cerebrospinal fluid which are
known to be highly risky body fluids in transmitting HIV from infected person.

Willingness of health professionals to PEP service
Asked about their willingness to take PEP service if suddenly exposed to potentially
HIV infectious body fluids, 229 (86.1%) reported that they are willing to take PEP
service (Table 2). However, only 106 (46.3%) were comfortable to take the service,
no matter where or in which institution the service is available. 112(48.9%)
preferred to get PEP service in their own working health facility, and 10(4.4%) said
outside of their working institution.

Table 2: Willingness of health professionals to take PEP service, if exposed
to potentially infectious body fluid of HIV.
Response
Willing to take PEP
Not willing to PEP service
Not sure
Total

Frequency

Percent

229

86.1

4

1.5

33

12.4

266

100.0

Utilization of PEP service by Health professionals
Health professionals exposed to body fluids by virtue of their profession were 63
(23.5%). Among these exposed, 12(19%) utilized PEP service and only 6(9.5%)
completed the regimen for 28 days (Graph 2). The commonest type of exposure to
body fluids was Splash, 33(58.9%), followed by Needle stick injury 15(26.8%).
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Figure 2: PEP utilization among health professionals exposed to potentially infectious
body fluids.
Factors associated with PEP utilization
Post Exposure Prophylaxis service utilization of health professionals is significantly
associated

with

their

Knowledge

about

it

[OR=8.13,

95%CI

(1.09-60.93),

p=0.04](Table 3). Other socio demographic variables: age, sex, marital status,
Religion, income level, type of profession, type of exposure, service year, previous
HIV testing and risk perception were not significantly associated with PEP service
utilization in Bivariate analysis.

Table 3: Binary Logistic regression model for pep utilization, Bahir Dar, January
2009.
Independent variable

B

p

AOR

95%CI

Sex
10.45

0.77

0.34

2.15

0.44-
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Marital status

0.87

0.20

2.38

0.63-8.99

Religion

-1.14

0.15

0.32

0.07-1.52

Knowledge
60.93

2.10

0.04

8.13

1.09-

Discussion:
This study revealed that many health professionals did not know the proper duration
of post exposure prophylaxis. It showed 86.4% Doctors, 68.3% Nurses, and 48.9%
Laboratory Technicians knew PEP is given for 28 days. This is much more than the
study result which was conducted in Malaysia on the level of awareness amongst
HCW (doctors and nurses) working in Hospital Sungai Petani regarding the postexposure prophylaxis in case of needle stick injuries from confirmed or suspected
cases of HIV,where Only 17% of the Doctors and 15% of the Nurses knew the
correct duration of post-exposure prophylaxis. This could possibly be due to

this

study was conducted three years later than the study in Malaysia so that PEP is
becoming more and more familiar to health professionals.

About thirty seven percent of the respondents did not know the maximum time to
initiate post exposure prophylaxis is 72 hours. Which is greater than the study
conducted in London revealed 29% of health professionals did not know the
maximum time to initiate PEP.
Majority of Doctors (86.9%), 60% of Health Officers, 40.5% Nurses, had good
knowledge, and 13.1% of Doctors, 38.7% Nurses, had fair knowledge about PEP.
Regardless of type of profession, only 41.8% of the health professionals had good
knowledge, 39.2% had fair knowledge and the rest 19% had poor knowledge about
post exposure prophylaxis. This is higher than the result shown in the study
conducted in Malaysia on Doctors and Nurses, which reported that 50% of the
Doctors and Nurses had fair knowledge about post exposure prophylaxis.

As to the willingness of taking PEP service, significant proportion of all respondents
(86.1%) were willing to take PEP service if suddenly exposed to potentially HIV
infectious body fluids. Among these, however, only 46.7% were comfortable to take
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the service, no matter where or in which institution the service is available. The rest
48.9% and 4.4% preferred taking post exposure prophylaxis service in their own
health facility and out of their working health facility respectively.

Of all the respondents, sixty-three out of two hundred sixty eight health
professionals were exposed to body fluids by virtue of their profession. The
commonest type of exposure to body fluids was Splash 58.9%, followed by Needle
stick injury 26.8%.
Among the exposed, 19% utilized PEP service and only half of them completed the
regimen for 28 days. This is lower than the study conducted in university hospital, in
Thailand, that 25% of the health professionals utilized` PEP. The result of the study
in Brown University, in UK also showed that 59% of the exposed health professionals
accepted PEP and of whom nearly 63% completed the course of PEP medication. This
study finding is also lower as compared to the results of a study by occupational
Health & Safety Department; in USA with 79% health professionals completed the
full (28 days) therapy. This could be due to the difference in the socioeconomic
status of these countries and cities. However, it is higher than the study conducted
at Charles Nicole Hospital of Tunis, with 11.4% PEP utilization among occupationally
exposed health professionals.
Post Exposure Prophylaxis service utilization of health professionals is significantly
associated with their Knowledge about it [OR=8.13, 95%CI (1.09-60.93), p=0.04].
However, other socio demographic variables: age, sex, marital status, Religion,
income level, type of profession, type of exposure, service year, previous HIV testing
and risk perception were not significantly associated with PEP service utilization. This
study is in line with studies conducted in outpatient clinic in Warsaw, which showed
no statistical difference in age, gender and occupational group in PEP utilization, as
revealed in a study conducted in Naval Medical Center San Diego, USA. It also
showed no worker demographic variable, exposure method, or exposure type was
associated with increased PEP requests. Unlike these studies, Males were more likely
to accept HIV PEP according to a study done in the Brown University, Department of
Emergency Medicine.
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Limitation of the study:
Relatively higher number (10.6%) of respondents refused to participate in the study
and some responded to certain specific questions, which may influence the result.
The variables used in the study may not be exhaustive and some other variables
might be missed that need to be tested for association with post exposure
prophylaxis service utilization by health professionals at Bahir Dar.
Conclusion:
This study showed that knowledge is important factor for health professionals to
receive post exposure prophylaxis when exposed to potentially HIV infectious body
fluids, however, only less than half of them were having good knowledge about post
exposure prophylaxis.
Most health professionals have positive attitude towards using post exposure
prophylaxis. The majority however are influenced by the place or Institution the PEP
service is going to be rendered.
Only few eligible health professionals used post exposure prophylaxis, on top of it,
adherence to the recommended regimen is a problem too.
Recommendation:
Health professionals need to have good knowledge about post exposure prophylaxis
service. Therefore, NGOs specially working on HIV and AIDS should incorporate PEP
training as part of their program so that occupational risk to HIV on health
professionals will be minimized. The training should give prior attention to health
professionals who were found to have poor and fair knowledge about PEP, such as;
Health Assistants, Dentists, Anesthetists, Ophthalmic Nurses, Laboratory Technicians
and Nurses.
FMOH shall make health centers and higher private clinics to have skilled human
power and post exposure prophylaxis to be available in these institutions besides
Felege Hiwot Hospital, so that health professionals can have access according to their
preference.
Further study is important to elicit factors determining completion of post exposure
prophylaxis regimen in the same study area.
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Thesis 4
Assessment of Voluntary Counseling and Testing Service Quality in terms of
client satisfaction: a comparative study between public and private institutions
in Addis Ababa.
Fasika Desalegn,
Abstract
Background: Although Quality of the service is key principle for effectiveness of the
program, very little work has been done to assess the quality of VCT services in most
countries including Ethiopian.
Objectives: To assess quality of VCT services in terms of client satisfaction in both
private and public VCT sites
Methods: cross-sectional comparative health institution based study was employed in
public and private VCT sites in Addis Ababa from Nov. to Dec.2008. By modifying the
UNAIDS VCT Quality Evaluation Tools and quality assurance as well as quality
improvement guide developed by the FHI/ USAID, data were collected using interviewer
administered questionnaires for both qualitative and quantitative methods.
Results: A total of 160 clients, of which 80 from private and 80 from public as well as
20 counselors (of which seven from private and 13 from public) were included in the
study.

Clients from public sites were more satisfied than private sites with the VCT

service they took; 90% versus 76%, respectively.

Motivation of seeking the service,

estimated time spent waiting the test result and waiting to see the counselor, service
fee, the presence of comfortable and private counseling room, service given individually,
issue of confidentiality, discussion with counselors on different risks and meaning of the
test result had significant difference in public and private institutions.
Educational status of grade 9-12 in private sites (OR=.22, p=.038), time spent waiting
the test result within 30-60 minutes in public sites (OR=8.4, p=.024), information on
HIV/AIDS and STIs given to protect themselves and others in private sites (OR=62.3,
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p=.025), counselor comfortable taking sensitive issues in private sites (OR= 54.5,
p=.014 ) were found to be significantly associated with client satisfaction.
All but one, counselor took training in a formal institution. All counselors from public and
some in private were given fulltime counseling, no regular supportive supervision by
governmental officials or partners, all had not taken any refreshment training
Conclusions and recommendations: generally rate of client satisfaction was low in
private VCT sites.So effort should be made to maintain the quality. In addition, regular
and supportive supervision by regional health bureau and its partners were minimal so
that strong and coordinated supervision in both sites need to be done.
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1. Introduction
VCT is an entry point for prevention and care and is acknowledged internationally as an
effective strategy for both HIV/AIDS prevention and care. Researchers have provided
strong evidence that VCT is an effective and cost-effective strategy for facilitating
behavior change. It is one of the key strategies that Ethiopia is implementing for
prevention and control of the pandemic since the first VCT guideline published in 1996.
As the HIV epidemic continues spreading throughout developing countries of the World,
the quality and effectiveness of interventions designed to reduce transmission are very
critical. Quality involves the consistent delivery of a product or service according to
expected standards (6, 7).
Improved access to high-quality HIV counseling and rapid testing services, in a variety of
settings, responded to a large unmet needs; the resulting increase in client satisfaction
so that uptake of these services was dramatic—up to 13-fold in South Africa and 6-fold
in Lilongwe. In the health care system of Ethiopia, even though emphasis was given to
increase coverage, quality of service is now an issue and became one of the components
of health sector development programs and developed quality management frame-work
for HIV/AIDS service.
Quality and nature of strategic information relating to the pandemic and the effects of
the program were given due emphasis by, governments and international donors
strengthening their technical and financial support to improve quality and coverage of
VCT services. In counseling, perhaps more than in any other area of service provision-service

quality

determines

the

outcome.

Poor

quality

counseling

can

result

in

misunderstanding and even resistance to change (19).
Although Quality of the service is key principle for effectiveness of the program, very
little work has been done to assess the quality of VCT services in most countries
including Ethiopia(7).
3. Methods and materials
A cross- sectional comparative institution based study was carried out from November to
December 2008 in Addis Ababa, which is in the heart land of Ethiopia with the population
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of 2.7 million. All clients and counselors in Addis Ababa were source population; clients,
aging greater than 18 years, who undertaken counseling and counselors who were
currently doing counseling during days of data collection on selected sites were the study
population.
The sample size was determined by using two population proportion sampling method;
client satisfaction on public VCT sites in similar study was 95% but no similar study was
found on private sites so that it was assumed that the difference between the two VCT
sites would be 15%; using 95% CI, 80% power and 10 % non- response rate, a total of
160 clients from both sides were included in the exit interview.

Systematic sampling

method was used to select study subjects. For qualitative study 20 counselors
purposively selected from both sites were included.

Using UNAIDS VCT Quality Evaluation Tools, quality assurance and quality improvement
guide developed by FHI/ USAID, data were collected by interviewer administered
questionnaires for both qualitative and quantitative methods.
Data were entered and analyzed using SPSS version 15; frequency of different variables
were calculated, the association between dependent and independent variable were
analyzed by using Odds Ratio and confounding were controlled by using logistic
regression.
The study was conducted after approval of the ethical review Committee from University
of Gondar and Addis Ababa Health Bureau as well as written consent from the study
subjects. Confidentiality of the study population was maintained.
Results
A total of 160 clients were included during the exit interview, of which 80 were from
public and the remaining 80 were from private health institutions. Response rate was
100%.
Socio- demographic characteristics of respondents
The socio- demographic characteristics of the respondents are shown in table 1.
Comparisons were done between public and private institutions;
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there were no significant differences on socio- demographic characteristics between
them. A little over half 43 (53.7%) of the respondents from public and 44 (55%) from
private were females.
The majority of clients were in between the age group of 25-34 years, 35 (43.8%) in the
public verses 39 (48.8%) in the private; followed by 15-24 years which were 32 (40%)
versus 36 (45%) with a median age of 26±7.2 years and 25± 6.2 years of public and
private sites, respectively.
Concerning marital status, 53 (66.3%) verses 54 (67.5%) were single followed by
married, counting 17 (21.3%) and 16 (20%) in the public and private institutions,
respectively.

Respondents’ educational status on grade 9 and above was, 55 (68.8%)

from public while 62 (77.6%). Clients with level of education 9-12 grade from private
VCT sites were less satisfied than clients having college education level. (OR=.22, CI.05,
.92)
Setting of VCT sites
There was significant difference between private and public institutions (P<0.05) on the
time spent to receive the test result. Fifty eight (72.5%) from public against 69 (86.4%)
from private clients spent 30-60 minutes waiting to see their counselors. Similarly 63
(78.8%) clients from public versus 41 (51.3%) clients from private received their test
result within 30-60 minutes. Clients from public sites spent 30-60 minutes had 8 times
more satisfied than those clients who spent more than an hour waiting to receive their
test result (OR 7.8, CI 1.5, 41.9) (table 3). While majority of the clients 55 (68.8%) in
both sites responded that they estimated less than 30 minutes spent during counseling.

Table1: Socio- demographic characteristics of VCT clients in Addis Ababa,
Ethiopia, Dec. 2008.
Characteristics

Public

private

Frequency
(%)

Frequency
(%)

significance
X2

P-Value
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Sex
Male

37(46.3)

36(45)

43(53.7)

44(55)

15-24

32(40.0)

36(45.1)

25-34

35(43.8)

39(48.8)

35+

13(16.3)

5(6.3)

Single

53(66.3)

55(68.8)

Married

16(20)

17(21.3)

Divorced

5(6.3)

5(6.3)

Widowed

6(7.5)

3(3.8)

Illiterate

7(8.8)

5(6.3)

1-8

18(22.6)

13(16.3)

9-12

28(35)

33(41.3)

college

27(33.8)

29(36.3)

Female

1.07

.785

.03

.874

1.62

.655

4.01

.135

Age(yrs)

Marital status

Educational status

There was a significant difference on the presence of private and comfortable VCT room
(P< 0.001). Almost all (98.8%) of the clients in public sites versus 70% of clients from
private sites responded that the VCT rooms were private and comfortable.

Table 2: Socio-demographic characteristics in relation to client satisfaction in
public and private institutions of Addis Ababa, Dec. 2008.

variables

client satisfaction
public

private
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ye
s

No

COR

AOR

Ye
s

No

COR

AOR

31

6

.25(.041,1.34)

.27(.04,1.81)

28

8

1.2(.41,3.30)

.71(.19,2.55)

41

2

1

33

11

1

1

29

3

.81(.08,8.54)

.39(.02,8.6)

24

12

.28(.02,3.9)

31

4

.65(.07,6.4)

.55(.03,9.1)

33

6

2.0(.201,19.9
14)

Sex
Male
Female

Age(yrs
)

15-24
25-34

12

1

1

1

4

1

35+

.727(.069,7.6
84)

.99(.75,13.2)
1

1
Marital
status
Single
49

4

14

2

Married
Divorced
5
Widowed
4

0
2

6.13(.85,44.36
)

16.4(.99,270
)

3.5(.37,33.31)

3.1(.16,58.3)

N/A

N/A

44

11

2(.17,24.12)

1.8(.13,24.5)

12

5

1.1(.07,17.4)

3

2

1.2(.09,16.44
)

2

1

1

.75(.04,14.97
)

.25(.01,6.8)
1

1

Educatio
nal
status
7

0

N/A

N/A

5

0

N/A

N/A

Illiterate

17

1

1.4(.11,16.2)

.688(.03,15)

10

3

.39(.07,2.23)

.79(.09,6.68)

1-8th

23

5

.37(.07,2.09)

1

20

13

.18(.04,.71)
*

9-12th

25

.022(.05,.92
)*

1

1

2

1

26

3

College
level
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Seventy five (93.6%) verses 63 (78.8%) of the clients thought that the confidentiality
would be ensured. This also has a marked difference between the two groups (P<0.05).
Twenty seven (34%) of the clients from public sites perceived confidentiality ensured by
using codes followed by assurance by the counselors, 23 (28.8%). Whereas 42 (52.5%)
of the clients from private were perceived counselors assurance would ensure
confidentiality followed by use of codes which was 20 (25%).

Counseling process
Sixty nine (86.3%) respondents from public and 64 (80%) respondents from private
responded that they had discussed on different risks when these risks appeared.
In addition, 49 (61.3%) of the clients from public sites, 52 (65%) of the clients from the
private responded that they had taken information to protect themselves and others from
HIV/AIDS, respectively. This had an association with client satisfaction in private sites
such that the clients who got information were 63 times more satisfied than those who
didn’t. (OR 62.3, CI 1.7, 123). The confidence interval is very wide because the sample
size is small. (Table 4)
Similarly 69 (86.3%) of the client from the public and 63 (78.8%) of the clients from the
private had felt comfortable on asking counselors questions that they couldn’t
understood.
Fifty eight (72.5%) clients from public and 53 (66.3%) clients from private clinic
responded that counselors were comfortable on taking questions on sensitive issues.
There was a significant association with client satisfaction with counselors who were
comfortable to discuss about sensitive issues in private sites. That is clients were 55
times more satisfied when they discuss with counselors, who were comfortable on
handling sensitive issues, OR (54.5 CI 2.3, 90.1)
Fifty five (68.8%) clients from both public and private responded that they had not given
information on different types of sex. While Seventy three (91.3%) of the clients from
public and 78 (97.5%) of the clients from private had been told and understood the
meaning of the test result.
Client satisfaction and other characteristics
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Sixty seven (83.8%) of the clients from public and 66 (82.5%) of the clients from private
didn’t wish to be counseled by other counselors; whereas, 13 (16.2%) verses 18
(17.5%) wished to be counseled by other counselors. Counselors having the same sex
and similar age group with clients and counselors who are more concerned on counseling
were some of the reasons listed why clients needs to be counseled by other counselors.

More than half of the respondents 44 (55%) from public sites didn’t take the service
before, whereas more than half 41 (51.3%) of clients from private sites took the service
before.
There was significant difference between public and privates VCT sites in terms of client
satisfaction (P<0.05). Sixty nine (90%) of the clients from public versus 61 (76.3%) of
the clients from private were satisfied with the service they got. Majority of respondents
from both public 72 (90%) and private 74 (92.5%) were comfortable on recommending
their relatives to take the service .
Table 3: setting of VCT service in public and private institution in Addis Ababa,
Dec.2008
characteris
tics

client satisfaction
public
yes

No

COR

<30 minutes

6

0

N/A

30-59 min.

59

4

>60 minutes

7

4

8.4(1.7,41.4
)

private
AOR

Yes

No

COR

AOR

9

0

N/A

28

13

24

6

.54(.18,1.64
)

.54(.17,1.
77)

1

1

Time spent
waiting the
result

1

7.8(1.5,41.9)
*

Time spent
waiting to
see the
counselor
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<30 minutes

54

4

30-59 min.

13

3

>60 minutes

5

1

2.7(.25,29.0
)
.87(.07,10.4
)

1.1(.07,14.8)

51

18

N/A

1.9(.1,32.9)

19

1

N/A

1

1

0

.5(.05,4.96)

39

16

.28(.34,2.4)

1
Time spent
during
session
<30 minutes

48

7

.29(.33,2.5)

30-59 min.

24

1

1

22

3

1

Yes

71

8

N/A

43

13

1.1(.36,3.4)

no

1

0

18

6

1

.41(.1,1.7)

Counseling
room
private &
comfortabl
e
.64(.75,.2
2)
1

Counselors’ interview
Twenty counselors were interviewed during the study period. In each VCT sites the
number of counselors reached 5-10 in public and 1-6 in private institutions. All
counselors interviewed during the study period were nurses.
Counseling training
All except one counselor from both sites had taken formal VCT training, which took more
than ten days. And counselors rated the training was adequate.
Female counselor from private site responded that:
“I didn’t take counseling from formal training center but I had taken what it
is from my nursing course and now I am assigned to VCT clinic to provide
counseling”
No counselor took refreshment training from both groups. One male nurse counselor
from private site responded
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“I have taken counseling training 10 years before and still I am providing
counseling but I didn’t get refreshment training since my first formal
training. You know providing counseling for a long time will expose to
develop burn out syndrome; despite this responsible bodies don’t give
attention”
Majority of the counselors wished if they had training on ART, PMTCT, and HIV testing
which would help them during counseling session to provide enough information to their
clients.
VCT service setting
All counselors were assigned as fulltime in counseling room in the public institutions while
most private site counselors were expected to give the service in addition with other
works in the clinic. The average time spent on counseling by private counselors were less
than 4 hours per day.
The average number of clients that a counselor counseled per day was 10 at public sites
and 8 at private sites. These numbers might increase or decrease depending on the client
flow; one female counselor from private site explained:
“It depends on the flow of the clients, sometimes I might not counsel a
client, in otherday the clients flow might go more than 20, so, I am
supposed to counsel them; despite the VCT protocol limits the number.”
Respondent’s list ways of maintaining confidentiality: assuring of clients, using private
counseling room, using code rather than registering their name…
Female counselor from public site explains:
”When clients come to me I do not ask their names rather I use code then
I will assure them, that anything we talk should be private which shall not
be discussed with anyone else, unless clients do so, during their
introduction or orientation to the session.”
Table 4: Counseling process in relation to client satisfaction in public and
private institutions in Addis Ababa, Dec.2008
variables

client satisfaction
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public
yes

No

COR

Yes

49

0

some

17

5

private
AOR

Yes

No

COR

AOR

N/A

45

4

5.8(.39,84.8)

1.7(.31,9.37)

12

4

30.9(16.7,144
)*

Information
given to
protect from
HIV/STIs

no

6

3

1

4

11

8.3(1.7,41.25)
*

62(1.7,123)
*
1

1
Clients
comfortable
on asking
questions

Yes

65

4

2.3(.23,23.8)

57

6

19(2.9,36.3)*

2.2(.6,76.9)

some

0

3

N/A

2

9

6(.93,38.6)

.05(.01,2.8)

no

7

1

1

2

4

1

1

Yes

56

2

12(1.7,47.7)*

51

4

57.4(9.1-86.1)*

Had some
discomfort

9

3

1.3(.2,8.43)

8

6

.167(.03,1.07)

55(2.3,90.1
)*

Counselor
comfortable
on talking
sensitive
issues

no

7.1(.33,51.7)
7

3

1

2

9

1
1
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Counselors
discussed
on different
sex types

Yes

15

0

Some

10

0

No

47

8

N/A

7

3

.88(.2,3.8)

14

1

5.3(.6,43.5)

40

15

1

17.7(.1,
29.14.)
.08(.001,6.15
)
1

Discussed
with different
risks
Yes

63

6

1.3(.14,12.34)

54

10

Some

1

1

.13(.004,4.0)

5

5

No

8

1

1

2

4

10(1.74,27.1)
*
2(.24,16.4)

2.2(.7,71.4)
20.5(.18,91)
1

1

Explained
about
window
period
Yes
Some
No

62

5

1.8(.2,17.4)

52

15

1.7(.39,7.8)

.07(.001,4.8)

3

2

.21(.1,3.4)

3

1

1.5(.11,21.3)

7

1

1

6

3

1

2.9(.02,487.5
)
1

Meaning of
the HIV test
result
Yes
No

67

6

4.5(.71,28.1)

60

19

5

2

1

1

0

N/A
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Discussed
on
strategies
on partner
notification

Yes

42

1

No

30

7

9.8(1.15,83.9)*
*

44

4

17

15

9.7(2.8,33.4)
**

1

10.4(.89,121.
3)
1

Do you refer
your
relatives to
take the
service
Yes
no
67

5

8(1.5,43.8)*

58

16

3.6(.67,19.7)

1.9(.4,97.6)

5

3

1

3

3

1

1

yes

67

8

N/A

54

9

2.6(.24,28.2)

no

7

0

7

10

8.6(2.6,28.4)
**

do you think
confidentiali
ty ensured

1

1
* P-value <0.05, ** P-value <.0001

Respondents from public sites explained that majority of the test result of the client will
reach within 30-59 minutes. While some counselors from private answered the result will
reach less than 30 minutes and some answered greater than an hour.
Most counselors have pressurized by the reaction of clients during counseling process.
One female counselor from public sites explained as follows;
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“Counseling is hearing the problem of the clients especially how and when
they contract risky behaviors which will make you pressurized. Unless you
know yourself awareness and externalize it, you will develop burnout”
Supervision by higher bodies.
The majority of counselors in both sites responded that supportive and regular
supervision was minimal.
Counselors explained some of the factors that affect the quality of counseling which
needs to be considered: the counseling process itself, basic and refreshment training for
the counselors, monitoring and supervision by higher officials, trying to cover multiple
tasks at once, fee of the service, issue of confidentiality, counselors’ performance and
clients’ motivation of seeking the service. Male respondent from private explained:
“The counseling process should be revised on average, the time allocated
at each protocol doesn’t take that much amount of time, because clients do
not want to stay that long in counseling “
Discussion
Level of client satisfaction on VCT service in this study was 90% in public while 76% in
private institutions. The study showed that there was a significant difference between the
two groups. The reason could be counselors in private institution might be busy at multi
task activities so that enough time might not be given during counseling.
The level of satisfaction of the public VCT sites was little lower than the study done in
Zambia 96% and Vietnam 95%. While the satisfaction level of clients from private
institution was much lower than that of Zambia and Vietnam study findings; the reason
could be due to shortening of long waiting time, improving the capacity of counselors
through basic and refresher training (13, 14).
The study demonstrated that socio-demographic characteristics of the participants from
both public and private had no significant difference. Nearly, 70% and 80% of the clients
from public and private respectively had educational status more than secondary, this
implies that

majority of the clients were educated. Moreover, the logistic regression

analysis indicated that grade 9-12 in private institution had less satisfied than clients’
having college education level (OR=.22, CI .05, .92); the possible reason could be clients
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having college education level would freely discuss on HIV/AIDS risks with their
counselor and able to ask questions that they couldn’t understand during the counseling
process.
The study revealed that 87% of the clients from public and 62% from the private clients
received their test result within the same hour and the rest of the clients in both group
took their result within the same day. There was significant association between waiting
time of the test result between 30-60 minutes and client satisfaction in public institution.
The clients who spent 30-60 minutes had 8 times more satisfied than clients who spent
more than an hour, which implies that clients didn’t want to spent long time waiting their
results;. This finding is congruent with the study done in India. In the current study,
information given to clients to protect themselves and others from HIV/ AIDS and other
STIs had no statistical difference in public and private institutions, but the study found
that client satisfaction had strong association
(P <0.05) with the information given in private VCT sites, that is clients were 63 times
more satisfied when information given during counseling session than those who didn’t
give. The reason could be counselors might think that clients coming to seek the service
had the necessary information on HIV/AIDS, and counselors might be busy on multiple
tasks so that they tried to shorten counseling process or it could be due to lack of up to
date information. However studies in South Africa showed that 100% and 90% of the
clients were given information on HIV/AIDS and other STIs by nurse counselors and lay
counselors, respectively.
There was no statistical difference between the public and private VCT sites on
counselors’ performance in talking sensitive issues with clients. But there was strong
association with client satisfaction at private VCT sites. Clients were satisfied when the
counselors were comfortable in talking sensitive issues. This could be due to the fact that
most clients came to the VCT sites to know their HIV status because of their perceived
risky behavior and these behaviors are sensitive enough to be discussed with others.
According to the HCT guideline counseling is given by counselors who are trained on
counseling from formal institutions. In this study except one counselor who didn’t take
the formal counseling training, all have trained at least for 10 days. The trainings
increased the quality of counseling given. But, in a study done in South Africa only 41%
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of the counselors had formal training and similar finding was witnessed in Malawi (11,
12).
The present study shows that counselors from private VCT sites were congested with
multiple tasks other than counseling. This is because private need to gain profit at each
step of their work so; counselors were not allowed to stay in VCT room waiting for
clients, rather they have to be given different tasks so that clinics can minimize and
effectively use their human resources.
Supportive supervision ensures the quality of the VCT service but Lack of regular
supportive supervision was seen in both groups of the study. This could be due to lack of
supervisors to support all VCT sites in the city regularly as well as the partner
organizations might be reluctant to support the activity. This finding on supervision was
similar with the study finding of Malawi (11)
Conclusion
Educational status in private sites, time spent on waiting the test result, information on
HIV/AIDS and STIs given to protect themselves and others in private sites, counselors
being comfortable on taking sensitive issues in private sites were found to be significantly
associated with client satisfaction. All counselors from public and only some in private
were given fulltime counseling task and no regular supportive supervision was done by
governmental officials or partners.
Generally, client satisfaction was higher in public than private sites
Recommendation
Private institutions need to improve the service quality and Information on HIV/AIDS
should be given during counseling as well as IEC materials should be available in waiting
areas. Waiting time of clients in their respective site should be shortened as much as
possible. Counselors’ capacity should be developed regularly. There should be regular
supportive supervision and standardization of the service need to be ensured in both
public and private sites by the health bureau and its partners
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Thesis -5
Clinical Improvement and Drug-Adverse Effects among Patients Taking
Anti-Tuberculosis Drugs
Getahun Asres Aleme
Abstract
Introduction: Although an optimal treatment for tuberculosis is available in most
settings, tuberculosis remains to be a major cause of morbidity and mortality worldwide.
Assessment of treatment outcomes and anti-tuberculosis drug adverse effects will help in
the fight against tuberculosis. There is a serious lack of information as to the picture of
Ethiopian TB patients’ response to treatment and adverse effects of treatment.
Objective: The main aim of this study is to assess tuberculosis clinical improvement and
anti-TB drug adverse effects
Methods: The study was a descriptive study with some analytic components done on TB
patients who came to the DOTS clinics in Gondar, Ethiopia. Well structured and pretested
questionnaires with socio-demographic and relevant clinical variables were used for data
collection.
Results and Conclusion: The commonest TB symptoms seen in this study were fever,
weight loss, cough, night sweating and anorexia. Most of the symptoms improved within
the conventional improvement time of 3 to 6 weeks. However, weight loss and fatigue
responded late. 45.7% of the subjects experienced at least one drug adverse effect at
some time while on treatment. Major adverse effects were seen in 24.3% of the subjects.
Commonly encountered adverse effects were GI upset (22.8%), neuropathic symptoms
(13.5%), sleepiness (11.2%) and skin rash (9.0%). Fever improvement was delayed
among patients co-infected with HIV. There was no significant delay in improvement of
the other TB symptoms among HIV co-infected patients. HIV infection and ART were not
found to affect the occurrence of any of the drug adverse effects in this study. However,
cotrimoxazole use was found to increase the risk of skin rash by 4 fold.
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Introduction
Tuberculosis (TB) is one of the leading causes of death in all age groups despite vigorous
global struggle towards the achievement of TB free world. It has been a historical enemy
of the human generation, since olden times. Currently one third of the world’s population
is said to have been infected with the TB bacilli (Mycobacterium tuberculosis).1 Ethiopia is
one of the world’s 22 countries seriously affected by TB. It ranks 7th in the world and 3rd
in Africa in TB prevalence. According to the World Health Organization (WHO) Global TB
Report of 2006, the country had more than 267,000 TB cases in 2004. The occurrence of
TB infection seems to have grown to around 420,420 among the Ethiopian population of
77,000,000, according to the WHO 2007 estimates.2, 3
Directly Observed Treatment Short Course (DOTS) is the mainstay of TB treatment
program which is started recently. Although it has resulted in optimal success, a lot of
problems have been identified. Amongst many, one is failure of treatment. Failure of
response to anti-TB treatment could be the result of a number of factors, like; poor
adherence to treatment, infection by drug resistant strains, inadequate treatment,
personal variations, etc. Additionally, wrong diagnosis, the co-existence of other diseases
like acute bacterial pneumonia and Pneumocystis carinii pneumonia (PCP) could also play
a sensible role.4
Another problem in TB treatment programs is adverse events associated with antituberculosis drugs. Most TB patients complete their treatment without any significant
drug side-effects. However, a few patients do develop side effects. Different forms of
adverse

events

from

ant-TB

treatment

are

seen

in

many

patients

including

gastrointestinal disturbance, skin rashes, hepatotoxicity, neuropathies, etc. These
adverse events are more common in HIV associated tuberculosis to the extent of
throwing some of the anti-TB drug out of use.4,

5

Among the commonly encountered

clinically identifiable side effects of anti-tuberculosis drugs which are considered to be
major drug side-effects (and hence indications to stop the culprit drug) are severe skin
rash, hearing impairment or balance disturbance (often due to streptomycin), poor vision
and color perception (due to ethambutol) and jaundice (a sign for hepatotoxicity). The
commonly encountered minor effects are burning sensations, lethargy, orange/red urine,
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gastrointestinal complaints (anorexia, nausea, vomiting and abdominal pain) and the
likes. HIV/AIDS is by far the most important factor for the development of all these drug
side-effects, the commonest in HIV infected individuals being skin rash.5,6 This factor
needs critical scrutiny for it accounts for more than 50% of tuberculosis patients in
Ethiopia as some local researches show.7
On the other side of the tragedy, drug resistance, including multi-drug resistance and
extensive drug resistance, is essentially a man made problem, caused by inappropriate
use of drugs and, to a lesser extent, by non-adherence to prescribed treatment regimens
by patients.8 This problem can partly be brought about as a result of anti-TB drug
adverse effects. As in many other resource-constrained settings, TB treatment outcomes
in Ethiopia have not been satisfactory. Numerous researches have been done in the
country and abroad on the assessment of treatment outcome. Most of the researches
were done by assessing sputum results at different times of treatment, mortalities,
defaulters and the likes.5,

9

Studies are few particularly when it comes to symptomatic

assessment of improvement among patients in Ethiopia. The same is true for clinical
assessment of drug related adverse effects.10 Symptomatology, though, is a decisive
component

of

the

complex

mesh

existing

over

adherence,

defaulting,

clinical

improvement, socioeconomic characteristics of patients, patient and health service delay
and TB treatment at large in the Ethiopian context.11, 12, 13
This study is primarily designed for elaboration of TB patients’ response with particular
emphasis on clinical manifestations and also on anti-TB drug related adverse effects. In
the investigator’s eyes, most Ethiopian studies tend to concentrate on laboratory profiles
like sputum examination, X-ray investigations and HIV seropositivity and additionally
success at the end of treatment. Results from this study, therefore, give highlight on the
way TB patients respond clinically, consequently helping gear clinical expectations in
treating TB patients. Additionally, the nature of side effects from anti-TB drugs is another
issue not well addressed in the Ethiopian context. Hence, this study tries to depict the
picture of the commonest drug related problems encountered by patients and hence
helping to arrange interventions to prevent and treat common drug adverse effects
related to anti-TB drugs.
Methods
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This is health institution based cross sectional study of TB patients at the DOTS clinics in
Gondar University Hospital, Gondar Poly Clinic and Azezo Health Center, Northwest
Ethiopia. Those TB patients visiting these clinics in December 2008 and January 2009
constituted the study population for the research.
Patients were interviewed by trained nurses. All forms of TB patients on DOTS were
recruited into the study. A total of 268 TB patients were encountered: 83 of them were
from Gondar University Hospital; 160 were from Gondar Poly Clinic; and 25 were from
Azezo Health Center. The composition is assumed to be homogeneous in that all patients
were from Gondar Town or its surroundings in all the three cases. Some patients were
missed because of inconvenient working conditions in the health institutions.
All forms of TB patients on treatment beyond the second week were included in the
study. This is because clinical improvement among TB patients is expected to occur 2
weeks after the initiation of anti-TB drugs. Critically ill TB patients who could not give
reliable information were excluded from the study and sent for evaluation.
Study subjects were asked about presence of adverse drug effects, onset of clinical
improvement and types of clinical improvement. Other variables include age, sex,
presence of co-infection, concomitant drug use, etc.
Data were collected mainly by using interview based questionnaires which were filled
with the help of well oriented clinical nurses working at the study sites so that they will
encounter all patients coming to the institutions at any time. Some data regarding
diagnosis, concomitant drug use and duration of treatment were retrieved by using
patient records. Well structured, pretested and standardized questionnaires were used in
the data collection process. A supervisor (the research investigator) was following the
completeness, accuracy and procedure of data collection in order to help keep optimal
quality of data.
Data were entered into a computer for cleaning and analysis. Statistical package SPSS
version 15.0 was used for statistical analysis. Measures of central tendency and
dispersion with graphical presentation of data were used for summarising descriptive
findings. Statistical associations were checked using chi-square and Fischer’s Exact tests.
Other statistical analyses like logistic regressions and t-tests were also used as
necessary. An alpha value of 0.05 was used in all the tests.
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Results
A total of 268 patients on TB treatment under the DOTS program were seen in this study
with a sex composition of 53% male patients and 47% female patients. Their age
composition ranged from a minimum of 6 to a maximum of 82 the median age being 28
with mean and standard deviation of 31.8 and 13.1, respectively. The types of TB
identified in the study were summarised as in table 1.
Table 1. Table Showing the Frequency of Different Forms of Tuberculosis among
the Study Subjects
Frequency

Percent (%)

Smear positive PTB

110

41.2

Smear negative PTB

100

37.5

53

19.9

4

1.5

267

100.00

Type of Tuberculosis

Isolated EPTB
Disseminated TB
Total

Out of all the patients 94.8% of them were taking anti-TB drugs as newly diagnosed
cases, while 4.9% of them were relapse cases and only one patient was a treatment
failure case. Thirty three percent of the study subjects reported that they were using
drugs while they were on TB treatment. 83.7% of those using other drugs concomitantly
were taking anti-retroviral therapy (ART). Cotrimoxazole was the other most commonly
used drug among the patients (taken by 29.1% of the patients). The five most common
clinical symptoms at the time of initial presentation were fever (81.7%), weight loss
(81.3%), cough (79.4%), night sweating (78.7%) and loss of appetite (76.5%). Table 2
shows the relative duration of recovery for each symptom with some important measures
to depict the difference clearly.
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Table 2. Table showing the average duration of recovery for each TB symptom
TB Symptom

No of
patients
with the
symptom
recovered

Mean
duration of
recovery in
days

Median
duration of
recovery in
days

Standard
deviation
of
recovery
duration

Range of
recovery in
days

Cough

178

33.3

29.0

27.4

4 to 150

Sputum
Production

131

33.3

28.0

27.7

4 to 150

Hemoptysis

43

26.2

15.0

23.8

2 to 120

Chest Pain

150

30.5

28.0

24.1

4 to 120

Fever

191

28.8

28.0

22.7

4 to 120

Loss of Appetite

175

31.6

30.0

23.7

4 to 150

Night Sweating

187

28.6

21.0

22.7

5 to 150

Weight Loss

182

37.8

30.0

26.3

7 to 150

Discharging
Wound

25

46.7

30.0

25.4

10 to 90

Swelling

40

47.3

30.0

31.1

7 to 150

Fatigue

144

41.2

30.0

30.8

7 to 180

Drug adverse effects in the order of their occurrence were reddish urine (94.4%),
gastrointestinal upset (22.8%), neuropathic symptoms (13.5%), sleepiness (11.2%),
skin rash (9.0%), balance disturbance (8.6%), vision problem (8.2%) and yellow sclera
(7.1%). All in all, excluding reddish urine as an adverse effect, 45.7% of the patients had
experienced one or more of the above adverse effects at some time in their treatment
period. 24.3% were found to have had one or more of the major ant-TB related adverse
effects.
The five commonest TB symptoms identified in this study were evaluated in relation to
the presence of HIV infection. Patients who had already improved from their symptoms
were seen with respect to their HIV status and duration lapsed until improvement. The
duration of improvement of fever was found to be significantly delayed among HIV
positive TB patients when compared to HIV negative TB patients using independent
samples t-test (mean difference = 9.4, p = 0.01, 95% CI: 2.2 – 16.7). Independent
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samples t-test showed no significant difference in the mean duration of improvement of
weight loss (d = 7.6, p = 0.06, 95% CI: -0.4 – 15.5), cough (d = 4.98, p = 0.26, 95%
CI: -3.7 – 13.6), night sweating (d = 6.9, p = 0.06, 95% CI: -0.4 – 14.1) and weight
loss (d = 4.2, p = 0.28, 95% CI: -3.4 – 11.7) between HIV positive and HIV negative TB
patients.
Logistic regression showed that HIV status and ART have significantly influenced on
persistence of weight loss after the sixth week. A similar analysis pointed out age and
ART to have a significant effect on persistence of fatigue beyond the 6th week. These
findings are summarised in Tables 3 and 4.

Table 3. Logistic regression table showing the effect of different variables on persistence
of weight loss
Variables included in the
logistic regression

Age

B*

.047

S.E.*

.026

HIV Status

Wald*

Sig.*

3.177

.075

6.153

.046

Exp(B)*

1.048

HIV Status(1)

-2.331

.941

6.140

.013

.097

HIV Status(2)

-.745

1.238

.362

.548

.475

Use of ART

2.578

1.170

4.856

.028

13.174

-5.522

1.450

14.509

.000

.004

Constant

Footnote: B =estimated coefficient, S.E. = standard error, Wald = Wald statistic (the ratio of B to
S.E., squared), Exp(B) = the predicted change in odds for a unit change in the predictor

N.B. Variables entered in the 1st stage of this logistic regression were age, sex, address,
HIV status and ART.
Table 4. Logistic regression table showing the effect of different variables on the
persistence of fatigue
Variables included in the
logistic regression
Age

B*
.044

S.E.*
.019

Wald*
5.094

Sig.*
.024

Exp(B)*
1.045
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Sex(1)

-1.221

.710

2.955

.086

.295

ART(1)

2.193

1.070

4.197

.041

8.958

-19.693

10426.5
89

.000

.998

.000

-4.756

1.277

13.864

.000

.009

Address(1)

Constant

N.B. Variables entered in the 1st stage of this logistic regression were age, sex, address, HIV status
and ART

Logistic regression was also done to see the effect of treatment duration until interview,
age, sex, HIV status and concomitant use of other drugs on the experience of any
potentially drug related adverse effect. And it was found that none of the above
independent variables were found to be associated with the occurrence of drug adverse
effects. Details of the logistic regression are summarised as in table 5.
Table 5. Logistic regression table showing the effect of different variables on
the occurrence of drug related adverse effect among patients
Variables included in
the logistic regression

B*

S.E.*

Wald*

Sig.*

Exp(B)*

How Long on Anti-TB

-.001

.002

.223

.637

.999

Age

-.014

.010

1.962

.161

.986

Sex(1)

-.093

.264

.125

.724

.911

.509

.775

HIV Status
HIV Status(1)

-.255

.586

.189

.664

.775

HIV Status(2)

-.350

.491

.509

.476

.705

Use of Other Drugs(1)

-.248

.484

.264

.608

.780

Constant

1.129

.573

3.883

.049

3.092

N.B. Variables included in the regression were how long on anti-TB, age, sex, HIV status and use
of other drugs

Chi-square tests were done for associations between three of the most common drug
related adverse effects in this study and concomitant use of anti-retroviral therapy or
cotrimoxazole: gastrointestinal upset, neuropathic symptoms and skin rash.
Ethiopian Public Health Association

A chi-

Masters Theses Extract No.12
square association test done between ART and GI upset showed no significant association
(OR = 1.3, P = 0.40, 95% CI = 0.7 to 2.4). The same was true between ART and
neuropathic symptoms (OR = 0.7, P 0.49= 95%, CI = 0.3 to 1.7) and between ART and
skin rash (OR = 1.1, P = 0.8, 95% CI = 0.4 to 2.8). Findings were also the same for
cotrimoxazole except that Fischer’s Exact test showed a significant association between
cotrimoxazole use and experience of skin rash (OR = 3.9, P = 0.015, 95% CI = 1.4 to
11.1).
Discussion
Comparable figures of male and female patients (53% and 47%, respectively) were seen
in this study. The age distribution of the study population includes virtually all age groups
but a relatively larger frequency was seen among productive people within the age range
of 15 to 59. The 93.9% of the TB patients belong to the age group 15 to 59. This is a
reflection of how tuberculosis affects the economy of a country by harming the
productive force. The predominantly non child population depicted here has additional
public health importance in the transmission of tuberculosis in a community, in that
adults are more likely to be responsible in maintaining the transmission of TB in the
public than children.14
The type of TB diagnosis is an important factor for the clinical symptoms one will have
and also has an influence on symptomatic improvement in patients under TB treatment.
Compatible with other studies done in Ethiopia9,10, in this study, most of the patients
(79%) had a diagnosis of pulmonary TB. Out of these, more than half (52.4%) had
smear positive pulmonary TB. This is a big share and has a significant public health
importance, in that coughing smear positive pulmonary TB patients are the primarily
responsible sector for the transmission of TB among the public. Even though the above
figure is high, an even higher proportion of smear positivity (73.3%) was of course seen
in a study done 4 years back in Addis.10 Additionally a higher number of smears positive
pulmonary TB patients were found to be HIV negative. But this was not statistically
significant (OR = 0.72, P = 0.26, 95% CI = 0.39 to 1.33). Contrary to this finding, there
was a higher tendency of smear negativity among HIV infected TB patients.5
With regard to the presence of diagnoses other than tuberculosis, nearly half of the study
subjects (46.3%) had additional diseases potentially boosting problems associated with
clinical improvement as well as experience of a variety of drug adverse events. In about
Ethiopian Public Health Association

Masters Theses Extract No.12
85% of these cases HIV/AIDS was found to be the additional diagnosis. Overall, 43% of
the TB patients tested for HIV were found to have been co-infected with HIV. This is in
agreement with the prevalence of HIV infection among tuberculosis patients in Ethiopian
studies15,16, although some studies in the country showed a prevalence as low as 18%.17
A relatively higher figure (52.1%) was found by a research done in the same setting by
Kassu A. et al.7
Clinical picture of the study subjects was consistent with the usual presentation of TB
patients seen in other studies, commonly encountered symptoms being fever, weight
loss, cough, night sweating and anorexia.18 Most experts agree that signs and symptoms
of tuberculosis can be used to gauge response to treatment. And in most of the cases, TB
symptoms improve 2-6 weeks after initiation of anti-TB therapy.19 In line with this,
improvement of the clinical symptoms was assessed. On average; chest pain, fever,
night sweating and anorexia took roughly a month to improve. Even though the
difference is not that pronounced a relatively longer time was taken by the TB symptoms
like; cough and sputum production (33 days). This slight distinction in the duration of
stay of symptoms may have resulted from the tendency of patients to remember time
duration in units like weeks and months. Higher degree of precision would have been
possible had the study been designed in a follow up way. Despite this problem, extended
time periods were taken for the improvement of weight loss, TB related swellings,
discharging wounds and fatigue (on average, 38, 47, 47 and 41 days, respectively).
Contrary to this finding, according to some beliefs, weight loss and fatigue are thought to
reflect the body’s reaction to substances elaborated during ongoing tissue damage, lysis
of mycobacterium tubercles and inflammatory effecter cells, and therefore should
improve earlier than cough, hemoptysis and chest pain which could persist despite
microbiologic clearance because of longstanding anatomical and physiological changes.19
The findings observed in this study could be due to the concomitant occurrence of other
diseases in almost half of the study subjects. These findings could also suggest the
possibility of delayed treatment response as a peculiar character of TB patients of the
area as a result of factors associated with nutrition, immunity, and socioeconomic issues.
Logistic regression tests done on factors for persistence of TB symptoms weight loss and
fatigue beyond the 6th week of anti-TB treatment suggested that HIV status and being on
ART could influence whether a patients has a persisting weight loss or not, while patient
age and being on ART could have a similar effect on fatigue. In these tests, HIV
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negatives were expectedly less likely to have a persisting weight loss than HIV positives;
and those on ART are less likely to have persisting weight loss and fatigue than those not
on ART. Additionally as age increases, it was found that the tendency of having fatigue
persisting beyond the 6th week also increases. This means younger patients are likely to
improve with fatigue.
Concerning drug related adverse effects in this study the commonly encountered ones
were reddish urine, gastrointestinal upset, neuropathic symptoms (like numbness,
tingling, paresthesia, etc) and sleepiness. According to WHO, these symptoms are
considered to be minor drug adverse effects of anti-TB drugs. Concerns are big regarding
the major anti-TB drug adverse effects like jaundice and vision problem. A good number
of jaundiced patients were encountered in this study (7.1%) though this figure is a bit
lower than other studies.20 Vision problem prevalence of 8.2% is another more
detrimental adverse effect particularly in relation to a recommendation of routine vision
check up for patients on long term ethambutol treatment.21 In these study settings and
in many others throughout the country, routine visual examination for TB patients is not
a common practice. And this makes the situation worse.
HIV infection is an important factor which can presumably contribute to delay in the
clinical improvement of patients under TB treatment for a number of reasons, one being
the presence of undetected opportunistic infections, and another due to the very nature
of HIV disease itself (in case of symptoms like fatigue, weight loss, fever, etc).
Surprisingly, it was only fever which had significantly protracted improvement period
among HIV infected TB patients when compared to non HIV infected TB patients with a
mean difference in the average improvement period of 9 days (mean difference = 9.4, p
= 0.01, 95% CI: 2.2 – 16.7). The other symptoms were not found to differ between HIV
positive and HIV negative TB patients. The statistics are summarised in the results
section.
The overall occurrence of drug adverse effects in 45.7% of subjects in this study is
compatible to some researches done elsewhere although it is a bit higher. For example,
according to a research done in Rio De Janeiro, Brazil, adverse effects of anti-TB
chemotherapy were seen in 45.9% of elderly and 34.3% of non-elderly TB patients.22 On
the other hand, the figure is much lower than that shown by a Nepalese study (80%)20
and also reasonably very low when compared

to those being treated with second-line

drugs for multi-drug resistant TB, during which as many as 86% of patients may develop
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medication side-effects.23 24.3% of the study population developing severe forms of drug
adverse reactions which could prompt immediate discontinuation of one or more anti-TB
drugs is a serious concern identified in this study although this proportion is a bit lower
than the result of a research done in urban Nepalese(34.3%).20 On the other side of the
coin, side effects like hepatitis, dyspepsia, exanthema and arthralgia could be responsible
for termination of therapy in up to 23% of patients during the intensive phase.23 Effect of
different factors on the occurrence (at any time during treatment) of any drug adverse
effects was also assessed in this study. Binary logistic regression showed that treatment
duration, age, sex, HIV status and concomitant drug use did not affect the patients’
chance of developing drug related adverse effects. This, in fact, was done by excluding
reddish urine as an adverse effect mainly because it has little impact on adherence and
treatment discontinuation and also because it is an expected effect of taking rifampin.
Detailed scrutiny of each of the variables is an important task here. Age and sex
predilection was not seen in the development of drug adverse effects contrary to some
research findings abroad.22 In line with this a research done in Malaysia showed that age
and sex did not show a significant effect on the occurrence of drug related
hepatotoxicity.24 Unlike major beliefs, HIV status and concomitant use of other drugs
were not found to increase the likelihood of developing drug related adverse effects. A
conflicting finding was reported by Marzuki A O et al in Malaysia, and also in Addis
Ababa, Ethiopia related to drug induced hepatotoxicity.10,24 Treatment duration also,
paradoxically, did not have any effect. Logistic regression done separately for each
adverse effect also did not show any effect of age, sex, treatment duration and HIV
status on the occurrence of each of the drug adverse effects. This is against some
established findings and could have resulted from the very nature of the study design,
patients’ failure to recall remote experiences of drug adverse effects.
Separate tests for association were also done between antiretroviral therapy and
cotrimoxazole and GI upset, skin lesion and neuropathic symptoms. Results showed a
significant association between cotrimoxazole use and skin rash with those on
cotrimoxazole 4 times at risk for skin lesion than those not taking cotrimoxazole (OR =
3.9 P = 0.015, 95% CI = 1.4 to 11.1 ). This research failed to show any statistically
significant relation between ART and the above three adverse effects, and also between
cotrimoxazole treatment and GI upset
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Conclusions
Close to half of the study subjects were found to have additional diagnoses other than TB
and it was HIV infection which accounted for almost all of them. The total HIV prevalence
among screened TB patients in this study was fairly high.

Regarding clinical

improvement, most of the anti-TB symptoms improved within the universally acceptable
period of 3 to 6 weeks after initiation of anti-TB therapy. However, unexpectedly longer
time for improvement was taken by weight loss and fatigue. The most commonly
encountered anti-TB drug related adverse effects were reddish urine, GI upset,
neuropathic symptoms and sleepiness. Another concern in this study was relatively good
number of cases with jaundice, vision and balance problems. These are considered to be
major adverse affects and could be even higher among the general patient population on
anti-TB treatment. Factors like HIV infection, ART, cotrimoxazole use were seen to have
no influence on the occurrence of any of the adverse effects except that patients taking
cotrimoxazole were found to be four times at risk for skin rash than those who are not
taking it. In general, the occurrence of good number of cases with anti-TB related drug
adverse effects could contribute to increased mortalities or at least reduced adherence
and subsequent high defaulter rate. The later two have a serious contribution to the
currently feared TB disasters, multi-drug resistant and extensively drug resistant TB.

Recommendations
•

Many patients were found to have TB/HIV co-infection which is a very difficult to
treat. Therefore TB prevention and latent TB treatment among HIV patients have to
be worked on.

•

Health professionals working in DOTS clinics have to be trained to work in such a
way that they will follow strictly the clinical profile of patients and act accordingly
when improvement is delayed.

•

Drug adverse effects are fairly common among TB patients under DOTS. Some of the
adverse effects are fatal while some could contribute to high rate of defaulter.
Therefore, health workers have to strictly follow adverse effects with routine clinical
and laboratory tests and treat them accordingly.
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•

Special attention has to be given to TB patients with additional diagnoses for the fear
that concomitantly occurring disease could complicate TB treatment response.
Besides, use of INH preventive therapy should be encouraged among patients with
HIV infection for this could reduce the TB/HIV co-infection rate.

•

TB patients taking additional drugs like cotrimoxazole have to be given special
attention for the possibility of higher rate of drug adverse effects.
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Thesis -6
Assessment of factors contributing to utilization of Provider Initiated HIV
Testing and Counseling among women attending ANC in Addis Ababa
Samuel Tilahun

Background: Globally more than 90% of HIV infection in children results from MTCT.
PMTCT is possible by using ARV drugs and avoiding breastfeeding. Interventions depend
on knowledge of HIV sero-status of pregnant women. The Federal Ministry of Health of
Ethiopia recommends that pregnant women should be offered routine HIV testing.
However, there are factors influencing utilization of Provider Initiated HIV Testing and
Counseling. This study examined the acceptance of PIHTC and factors contributing to its
utilization among women attending ANC in Addis Ababa.
Objective: To determine the acceptance rate of PIHTC and to assess factors contributing
to utilization of PIHTC among women attending ANC in Addis Ababa.
Methods: Health facility based cross-sectional descriptive study was conducted from
Nov. 28 to Dec. 24 among 854 women attending ANC in Addis Ababa using pre-tested
semi-structured questionnaire.
Result: The pre-test and post-test acceptance rate of PIHTC among women attending
ANC was 94.8% & 83.6% respectively. The findings indicated very good knowledge on
prevention of HIV infection including MTCT. First ANC visit (p=0.009, OR=0.30, CI=0.120.74); having only one lifetime sexual partner (p=0.001, OR=0.30 CI=0.16-0.55) and
having previous HIV test (p=0.002, OR=3.67, CI=1.64-8.2) were found to be predictors
of acceptance of PIHTC.
Conclusion: Rate of acceptance of HIV testing is much higher than the routine report
showing high level of underreporting. Hence, routine report has low validity in measuring
the acceptance rate of HIV test. The factors for declining for acceptance of HIV test were
suspicion of one as being infected, stress associated with knowledge of positive serostatus, need for consent from husband, stigma and discrimination. These barriers should
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be addressed via IEC/BCC, partner involvement in PIHTC, provision of continuum of care
and support to tackle stress, stigma and discrimination related to HIV infection.
Key words: PIHTC, Acceptance Rate, MTCT & PMTCT,
INTRODUCTION
Globally, HIV/AIDS has been the worst pandemic of our time costing the lives of millions
of people. Annually 420,000 children are infected with HIV, mainly mother to child, and
most of them occur in Sub-Saharan Africa (1). In 2007 the national HIV prevalence was
estimated at 2.1% and people living with HIV/AIDS number about 977, 394 of which
children (0-14years), 64,813; pregnant women, 75,420; and annual HIV (+) births who
needed PMTCT service were 14,148 (2).
One of the factors promoting the spread of the disease is transmission from infected
mother to her child during pregnancy, delivery and breast feeding (3). Efforts were
made to scale–up service provision and maximize service utilization (4). Nationally, 28%
of the pregnant women have ANC follow-up and 6% of the child deliveries take place at
health facilities. Similarly, in Addis Ababa 88.3% of women have ANC follow-up and 79%
of them give birth at health facilities (5). However, the acceptance of PIHTC among ANC
attendees is lower for Ethiopia (50%) than that of other countries (64%-83%) and only
30% of HIV (+) mothers and their newborns received ARVs for the Prevention of Mother
to Child Transmission of HIV (6, 7). Identifying factors why pregnant women attending
ANC do not utilize PIHTC and act on those factors contributes a lot to improve the PMTCT
service utilization. Prevention of mother-to-child transmission is one of the main
strategies in HIV prevention. PMTCT is promising mechanism as there are Antiretroviral
drugs and the scaling up of the service to more health facilities especially Nevirapine that
is of low cost and easy to use in PMTCT (8, 9, 10).
Globally, the acceptance of HIV test varies from country to country and there is also big
difference between the developed world and Sub-Saharan Africa. Similar studies reported
negative association of acceptance of test among women with greater number of ANC
visits, follow up at hospitals and married marital status while fear to tell test result to
partner and community stigma were reasons to decline from having test (11,12).
Whereas being multi-gravid, previous pregnancies, younger maternal age, not being
married, less formal education and having ever sex were significant predictors of
acceptance of VCT (13, 14, 15, 16). On the other hand, two community based
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researches reported association of VCT utilization with married marital status, higher
level of education, being Muslim/Christian other than orthodox and non-polygamous
union (17, 18, 19).
A study in Niger revealed that awareness about HIV/AIDS among women attending
antenatal care was very high (99%) and the majorities (94.2%) were aware that HIV
infection can coexist with pregnancy but only 76.9% were aware of mother to child
transmission (20). In one HIV/AIDS KAP study conducted on mothers, only 38.3 % and
41.8% of the mothers had sufficient knowledge on MTCT and PMTCT, respectively (21).
Interventions for PMTCT need the knowledge of HIV status of pregnant women. The
Federal Ministry of Health of Ethiopia recommends that pregnant women should be
offered PIHTC routinely (22). However, there are factors that contribute to its under
utilization. Performance reports indicated low utilization of PIHTC at ANC (6) as entry
point for PMTCT service utilization despite efforts addressing the problems identified in
the previous studies such as: service unavailability and inaccessibility for free,
appointment for another day to get the test result. Studies done on the acceptability of
HIV test among pregnant women attending ANC after the start of PIHTC program are
limited. This study examines the acceptance of PIHTC and factors contributing to its
utilization among women attending ANC.
METHODS
A health facility based cross-sectional study using a two-stage sampling strategy was
conducted from Nov. 28 to Dec. 24 2008.
The study area is Addis Ababa whose population is estimated to be 2.7 million, of whom
48.4% are males and 51.6% females. The city has a surface area of 540 square
kilometer, 10 sub city administrations and 328 Kebeles. Addis Ababa is one of the cities
hard hit by HIV/AIDS.
The sample size was determined using the formula to estimate a single population
proportion. The rate of HIV test acceptance in the national annual performance report as
of July 8, 2007 was 50% and it was taken as the cut-off point for the proportion of HIV
test acceptors. Hence, the value for “p” was taken as 50%. This rate was used as the
proportion of acceptors of PIHTC among pregnant women (p) to calculate the sample size
in this study. The confidence level was 95% and the margin of error allowed in the
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estimate of the proportion (d) was 5%. Adding 10% for non-response rate, the calculated
sample size was 427. The sample size was multiplied by two (design effect) and the total
sample size became 854.
At the time of the study, there were 34 governmental and two NGO antenatal clinics
which offer both ANC and HIV testing services using PIHTC in Addis Ababa. For reasons
of confidentiality (3 uniformed hospitals) and unwillingness to give preliminary ANC
uptake data (2 federal hospitals) were excluded from the study. The other thirty-one
health institutions (1st stage units) were included in the sampling frame and to ensure
representativeness 20% of the hospitals (1 hospital) as well as the health centers (5
health centers) were taken as sample health facilities. The selection of the health
facilities was carried out by simple random sampling technique. Then, the health facilities
were stratified in to hospital and health centers and the calculated total sample was
apportioned to each facility based on probability proportional to the size (p.p.s) of the
respective facility ANC client uptake. The 2nd stage units were the pregnant women
attending ANC in those sample health facilities. All eligible respondents were considered
for the survey and selected on the basis of first-come first-serve.
Six nurses were trained as data collectors for one day. Data was collected through face to
face interview from every verbally consenting pregnant woman using the Amharic version
of a pre-tested semi-structured questionnaire. Data collection was monitored daily for
completeness and consistency. Data were entered into, cleaned and analyzed by Epi-Info
Version 6.04 & SPSS version 15. Percentages, odds ratios and chi-square values were
computed. P-values below 5% were taken as significant.
Ethical clearance was obtained from the School of Public Health (University of Gondar).
Similarly, it was obtained from Addis Ababa City Administration Health Bureau.
Objectives of the study were explained to and informed verbal consents were obtained
from

every

participant.

Anonymity

of

respondents

was

maintained

to

ensure

confidentiality.
RESULTS
Socio-demographic characteristics of respondents
Only one woman approached declined to participate in the study resulting in more than
99% response rate. Most of the respondents (36.6%) were in between 25 to 29 years of
age and the mean age was 26.12 years. Many of the respondents had a family size of 1Ethiopian Public Health Association
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3 (69.6%). Many respondents (42.2%) had their first antenatal care visit. Most of them
were married (89%).(Table 1)

Table 1: Socio-demographic characteristics of pregnant women attending
antenatal care in Addis Ababa, Nov. 28_Dec. 24, 2008

Variables

Number

%

Age group
15-24

332

38.9

25-29

467

54.8

>=35

209

24.5

57

5.7

760

89.0

Divorced

15

1.8

Separated

16

1.9

6

0.7

Marital status
Never married
Married

Widowed
Religion
Orthodox

73.5
628

73.5

9

1.1

Protestant

100

11.7

Muslim

112

13.1

Traditional

2

0.2

Others

3

0.4

No formal education

129

15.1

Grade 1-12

538

63.0

Catholic

Education status
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TVT-Certificate

124

14.5

58

6.8

5

0.6

Diploma
Degree & Higher

Knowledge on HIV/AIDS prevention
Almost all the respondents (99.5%) were aware of HIV/AIDS. But only one hundred
ninety-six (23.1%) of the respondents had comprehensive knowledge. Five hundred and
seven (59.8%) women knew that abstinence from sexual intercourse could help prevent
HIV infection. Six hundred twenty four (73.4%) respondents knew that being faithful to
sexual partner would avert infection. (Table 2)
Table 2: Knowledge on HIV/AIDS prevention/transmission ways including MTCT
among pregnant women attending antenatal care in Addis Ababa, Nov.
28-Dec.24, 2008
Variables and responses

Number

%

People reduce HIV infection by abstaining from sex.
Yes

507

59.8

No

319

37.6

22

2.6

848

100.0

Yes

624

73.4

No

161

18.9

65

7.6

Yes

661

77.8

No

132

15.5

57

6.7

781

91.9

37

4.4

I do not know
Total
Being faithful just to one partner can reduce HIV infection.

I do not know
Healthy looking person can have the AIDS virus.

I do not know
You know MTCT of HIV during pregnancy.
Yes
No
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I do not know

32

3.8
Attitudes

and Practice concerning HIV/AIDS

Table 3. Attitudes and Practice concerning HIV/AIDS among pregnant women
attending ANC in Addis Ababa from Nov.28 to Dec 24, 2008

Number

%

Variables and responses
People with the AIDS virus should be ashamed of
themselves.
Agree

26

3.1

824

96.9

0

0.0

850

100.0

Yes

301

35.4

No

516

60.7

33

3.9

1

434

50.8

2-7

257

30.1

I do not know

163

19.1

Disagree
I do not know/No opinion
Total
You used HIV/AIDS prevention methods in the last
12 months.

I do not know
With how many different people you had sex in
your lifetime.

Have you ever been tested for HIV infection?
Yes
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No

231

27.2

Yes

488

78.3

No

135

21.7

Total

623

100.0

Did you get the result of the past test?

Eight hundred twenty four (96.9%) women expressed their positive attitudes towards
people infected with HIV. Seven hundred twenty seven (85.5%) respondents showed
their positive attitudes by disagreeing with the view that “People Living with HIV/AIDS
should be blamed for bringing the disease in to the community”. Fifty one percent of the
women had only one sexual partner in their lifetime. Nineteen percent of them declined
from telling the number of partners. (Table 3)

Factors associated with pre-test acceptance of HIV test result
The first ANC visit, number of lifetime sexual partner, having previous HIV test were
found to be predictors of acceptance of HIV testing among pregnant women. The first
ANC visit and the number of lifetime sexual partners were negatively correlated with
acceptance of HIV test whereas having previous HIV test had strong positive association
(OR=3.67, 95% CI =1.64-8.2) with HIV test acceptance. (Table 4)

Table 4 Logistic regression result of factors associated with pre-test acceptance
among women attending antenatal care in Addis Ababa, Nov.28_Dec.24, 2008

Variable

Pre-test Acceptance
PValue

Crude OR
(95%:CI)

PValue

Adjusted OR
(95%:CI)

Number of ANC visits

0.001

0.009

First visit

0.002

0.25(0.11,0.59)

0.009

0.30(0.12,0.74)

Second visit

0.713

0.86(0.38,1.93)

0.737

0.86(0.36,2.05)

Third visit

0.204

0.56(0.23,1.37)

0.218

0.55(0.21,1.42)
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Fourth visit

0.164

0.48(0.17,1.34)

0.187

0.49(0.17,1.42)

Fifth & more

0.000

1.000

0.000

1.000

Number of lifetime sexual
partners.

0.001

0.001

1

0.001

0.24((0.13,0.45)

0.001

0.30(0.16,0.55)

2-7

0.122

0.62(0.35,1.12)

0.297

0.73(0.41,1.31)

I do not know

0.000

1.000

0.000

1.000

Yes

0.001

4.43(2.01,9.76)

0.002

3.67(1.64,8.2)

No

0.000

1.000

0.000

1.000

You had previous HIV test.

DISCUSSION
In this study, the acceptance rates of HIV test and that of HIV test result were 94.8%
and 83.6%, respectively. The acceptance rate of this study was much higher than the
figure (55%) indicated in the national performance report for Addis Ababa (6). Based on
this finding, it can be said that the utilization of PIHTC is very high contrary to the
routine report. This is good opportunity for scaling up the use of ARVs and infant feeding
options. But following the acceptance of HIV test, there should be strong linkage to the
next services and the current low utilization of ARVs for PMTCT needs further study.
The huge difference between the study finding and the performance report could result in
underreporting of the health facilities as the case was seen in their records, during ANC
uptake assessment for the purpose of proportional sample allocation. This shows that the
routine report will be deficient base for program design, planning and monitoring. Thus,
it needs improvement. On the other hand, the acceptance rate of this study was higher
than the acceptance rates reported by different studies (14, 23, 24). Similarly, the
acceptance of HIV test result of this study was found to be 2.6 times that of another
study in three sites in Kenya and Zambia was less than one-third of new ANC clients (7).
The difference between the rate of acceptance in this study and that of the previous ones
could be the result of an improvement through time.
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In this study the rate of acceptance of HIV test showed different distribution for different
socio-demographic characteristics. Although not statistically significant, acceptance was
the highest for the age group 25 to 34 years. This finding showed that acceptance of HIV
test was not affected by age. On the contrary, results from other studies showed that
age was significantly associated with acceptance of VCT (13, 11, 15).
Religion did not have significant association with acceptance of HIV test but was found to
be higher among Orthodox Christians than Muslims. Conversely, one community-based
study reported that VCT utilization was higher among Muslims and non-Orthodox
Christians (19). This difference in acceptance could result from the fact that more
Orthodox Christians are residing in urban areas while more Muslims and non-Orthodox
Christians in the non-urban areas of the country (25). Based on this finding, test
acceptance is not influenced by the type of religion.
Although statistically not significant, secondary level education had the highest
acceptance rate but it decreased beyond secondary education. This finding differs from
another study that reported significant association between secondary level education
and acceptance of HIV test (24).
Married women had higher test acceptance rate though not statistically significant. This
might show improved risk perception and better decision making power of married
women. Women being married may have less perception of risk of acquiring HIV infection
assuming that both wives and husbands would be mutually faithful. However, according
to EDHS the HIV infection rate among married men or living with partner was still higher
than in never married men who ever had sex (5). Other studies reported acceptance of
HIV test to be higher among unmarried women (11, 13, 16).
On the other hand irrespective of marital status, the number of lifetime sexual partners
had significant negative association with the acceptance of HIV test and acceptance of
test result. Women with multiple sexual partners were more than twice to reject HIV test
than those having only one lifetime sexual partner.
The number of lifetime sexual partner is predictor of acceptance of HIV test, but not that
of acceptance of test result. This finding might partially result from the difference in the
level of perceived risk or past sexual practices/behaviors of the respondents
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The number of antenatal visits was found to have significant association with acceptance
of HIV test, but not with acceptance of test result. More importantly, the first antenatal
visit had significant negative association with acceptance of HIV test being predictor of
acceptance of test. However, further increase in the number of antenatal visits did not
have association with acceptance of HIV test. This differs from the PIHTC approach that
the pregnant woman is offered the test during every visit till she accepts one with the
assumption that she would accept at any of the successive visits including the first visit.
However, the lack of association between acceptance of HIV test and the 2nd and
successive ANC visits might show giving of the same information to the pregnant woman
by the service provider in the successive visits or the pregnant woman might have a
predetermined attitude towards test acceptance. This finding was similar to a study
conducted in Hararie (11).
More than 99% of the respondents in this study were aware of HIV/AIDS. This finding
was greater than the global estimation that about 90% of the populations in African
countries were aware of HIV and knowledgeable on the risk factors of HIV (20).
Knowledge on the programmatically important prevention ways and rejection of
misconceptions had significant associations with acceptance of HIV test. Besides, in this
study though the association with acceptance of HIV test was not significant,
comprehensive knowledge on HIV/AIDS (23%) was higher than the finding of EDHS
(16%) (5). Comprehensive knowledge is more important than awareness. Moreover,
knowledge on specific ways of transmission of HIV/AIDS is equally important. Another
similar study in Addis Ababa reported association between knowledge on HIV/AIDS
transmission and acceptance of HIV test though the association was not statistically
significant (24).
Awareness on MTCT (92%) had association with acceptance of HIV test in this study
though not significant. This study recorded maximal knowledge on the specific ways of
MTCT. The figures in this study pregnancy (92%), delivery (92%) and breastfeeding
(95%) were much higher than reports from other studies (5, 14, 23, 21). The findings
of this study confirmed very high (95%) level of knowledge on MTCT and PMTCT known
to be important inputs that could lead mothers to HIV testing during pregnancy. The
relatively high rate of acceptance of HIV test in this study may be partially explained by
the relatively high level of knowledge on MTCT and PMTCT. This possibility is further
strengthened by the fact that knowledge on MTCT and on the importance of ARV drugs
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for PMTCT were found to have association with acceptance of HIV testing in this study
though not significant. These findings went in line with a study in Harar (11).
Having previous HIV test had statistically significant association with acceptance of HIV
test. This shows once a woman has tested negative the possibility that she would go for
another test would be high. According to this study, previous HIV test was significant
predictor of acceptance of HIV test among pregnant women. On the contrary, similar
study reported non-significant association between having previous HIV test and
acceptance of HIV test (24).
Fourteen out of 42 respondents who declined from having HIV test were those with past
HIV negative test result who believed once they tested negative they remain the same.
However, they seem not to know or ignore their subsequent exposures to risk. And this
calls for giving adequate counseling for risk reduction. Eight respondents who declined
from having the test were suspicious as being infected, possibly because of risky
behaviors in the past. Such clients need intensive counseling with risk assessment and
showing them the benefit of having test. This finding was in line with another study that
reported association between perceived risk and non-acceptance of HIV test (26).
Six clients declined from having the test so as to avoid stress associated with HIV
positive result and such clients could be helped with stress coping mechanisms during
counseling sessions. Other six women refused the test offer as they needed the consent
of their husbands implying the role of partners and the need to involve them.
Involvement of male partners, as couple counseling, has become important in routine
HIV testing of pregnant women (14, 27, 28).
Stigma and discrimination was the other reason for test refusal in two respondents
showing its significant negative role even at present, despite huge efforts put to minimize
it. This finding is in line with a study conducted in Hararie (11, 26).Three women
declined from having the test because they believed that they were healthy showing their
knowledge gap (misconception) and their low risk perception and this necessitates
strengthening of the IEC/BCC program. This finding was consistent with one of the most
common reasons for declining from HIV test (low perceived risk) (29). While three other
respondents refused the test as they needed to think over the issue of test acceptance.
Conclusion: The rate of acceptance of HIV testing among pregnant women attending
antenatal care in Addis Ababa is much higher than the annual report. Similarly, it was
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higher than the rate of accepting the test result. The discrepancy between the study
finding and the performance report could be the result of under reporting by the health
facilities. This tells us that routine report has low validity in measuring rate of acceptance
of HIV testing and that of accepting HIV test result. Comprehensive knowledge (23%) of
pregnant mothers on HIV/AIDS has improved than it was three years ago (16%).
Knowledge on specific ways of MTCT and PMTCT is very high.
The factors found to be predictors of acceptance of HIV testing were number of ANC visit,
having only one lifetime sexual partner, knowledge of prevention of HIV infection and
receiving test result of previous HIV testing.
Recommendation: Therefore, the barriers to acceptance of HIV test and that of HIV test
result should be addressed using effective interventions. Tailored IEC/BCC in HIV/AIDS
should address components of comprehensive knowledge on HIV/AIDS in order to
improve its current level (23%) and specific information on MTCT and PMTCT need to be
maintained. The significance of husband consent for acceptance of test highlights the
need

for

partner

involvement

during

HIV

testing

of

pregnant

women.

Hence,

interventions such as couple counseling that could encourage partner involvement in HIV
testing of pregnant women should be promoted and strengthened.
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Thesis -7
Factors determining acceptance of VCT for PMTCT among urban and rural
pregnant mothers in Adigrat and Ganta-Afeshum woredas, Tigray- Ethiopia
By
TESFAYE GEBRU
BSTRACT
Background: Mother-to-child transmission (MTCT) is by far the largest source of HIV
infection in children below the age of 15 years. For women to take advantage of
measures to reduce transmission, they need to know their HIV status.
Objectives: the objective of the study was to identify factors determining acceptance of
VCT for PMTCT among urban and rural pregnant women.
Methods: A cross-sectional comparative study was conducted at Adigrat and Gantaafeshum district from November –February 2008/2009.A total of nine hundred thirty
pregnant mothers were interviewed from four urban kebeles and fifteen rural kebeles.
Proportional distribution of samples was carried out to attain the required sample size
and Structured, pre-tested questionnaire was used for data collection.
The data analysis was performed for descriptive information like; frequency, percentage,
measures of central tendency and measures of dispersion. Adjusted odds ratio were
computed to look the strength of association using SPSS Version 15.
Results: Nine hundred twenty (98.9%) respondents had heard about HIV/AIDS of which
815 (87.6%) mentioned the major routes of transmission and 774(83.2%) knew that HIV
could transmit from mother to her baby. Most of the respondents 693 (74.3%) knew that
MTCT of HIV is preventable.
Nine hundred seventeen (98.6%) of the pregnant mothers had positive attitudes
towards VCT, 742(79.7%) of the mothers were tested for their current pregnancy, out of
which, for the 250 (78.8%) participants, protecting their child from HIV was the reason
for testing..
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The odds of accepting VCT for PMTCT was more significantly associated with marital
status. Pregnant women who were single 1.48 times more likely to accept PMTCT as
compared to married [OR=1.48, 95% CI 1.256, 4..373].women who have Knowledge on
prevention of mother to child transmission of HIV (PMTCT) were more likely to accept
VCT compared to those who were not. [OR=1.426, 95% CI 1.006, 2.023)
Conclusion and Recommendation: this study showed that marital status, knowledge
of PMTCT, ANC visit, family income and partner participation were important factors of
VCT acceptance.
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INTRODUCTION
Mother-to-child transmission (MTCT) is the largest source of HIV infection in children below
the age of 15 years and HIV affects approximately 420,000 infants per year all over the
world, majority of which are in developing countries.
The risk of acquiring the virus from an infected mother to a baby ranges from 15% to 25%
in industrialized countries compared to 25-35% in developing countries, largely due to
breast-feeding practice.
According to the single point estimate (2007) the national adult HIV prevalence was
reported to be 2.1% (7.7% in urban and 0.9% in rural) with higher rate among females
than males in both urban and rural areas
According to the 2006 AIDS in Ethiopian, sixth report the cumulative number of people
living with HIV/AIDS by the year 2005 was 1,320,000. The prevalence of HIV was higher in
women than in men but only 3.8% women and 4.9% men knew their status (in Tigray 3%
women and 5% men) in 2005. The distribution of HIV prevalence between urban and rural
population was 7.7 and 0.9, respectively.
PMTCT has been considered as one of the essential prevention interventions to control the
epidemic of HIV/AIDS. The services like; primary HIV prevention, prevention of unintended
pregnancy, prevention of mother to child transmission in late pregnancy, labor and breastfeeding and care & support are the most important interventions to prevent MTCT..
PMTCT strategies at community level is still insufficiently understood and applied. So,
identification of determining factors affecting PMTCT services utilization can be used to
strengthen the implementation PMTCT strategies.
This study investigates the factors affecting PMTCT services utilization among pregnant
women to improve use of services and implement appropriate behavioral change
communication (BCC) strategies.
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Objective
General objective
To identify factors determining acceptance of VCT for PMTCT service among urban and rural
pregnant women at Adigrat and Ganta-Afeshum woredas, Tigray-Ethiopia
Specific objectives
 To assess some of the factors associated with acceptance of VCT for PMTCT
 To compare determinant factors towards VCT acceptance for PMTCT services
 To assess the magnitude of VCT in that particular community.

M E T H O DE S
STUDY DESIGN
Across sectional comparative study was conducted to assess and compare the determinant
factors affecting PMTCT services utilization among rural and urban pregnant women
STUDY AREA
The study was conducted at Adigrat and Ganta-afeshum woreda found 903 km north of Addis
Ababa and 115km North of Mekelle , in Tigray administrative region. (November –February
2008/2009)).
STUDY SUBIECTs
Pregnant Women who lived for more than six months in officially registered house found in
Adigrat and Ganta-Afeshum woreda were the study subject.
Inclusion criteria
Pregnant women who were resident of the respective kebeles for at least the last six months
were included.
Exclusion criteria
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Any pregnant mother who was unable to communicate for interview (seriously ill) excluded.
SAMPLE SIZE DETERMINATION
The Sample size was determined using the following formula:
n (in each woreda) = f(ά,β)2 ((p1q1) + (p2q2))
( P2 - p 1 )

2

P1 =5.5%, P2 =0.2% ,Z α/2 (alpha) 0.05 = 1.96,Power = 90%=1.28,Considering 15 %
non-response rate.
Sampling procedure
Four urban and fifteen rural study kebele’s were selected by simple random sampling
method and the sample size was distributed randomly to selected kebele with proportional
allocation to size of the population (PPS).
VARIABLES OF THE STUDY
Dependent variable
•

Acceptance of VCT for PMTCT services

Independent variable
•

Socio-demographic (age, residence, religion, education, occupation, monthly house
hold income, marital status )

•

husband’s profession

•

number of antenatal visits

•

number of pregnancy

•

perceived risk of HIV

•

knowledge about HIV,MTCT and VCT

•

husbands’ response to HIV result

DATA COLLECTION PROCEDURES
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The questionnaires were consisted of the basic socio-demographic characteristics and
questions related to knowledge, attitude and practice of the study subjects towards PMTCT
and its factors influencing factors.
Closed and open-ended questions were developed in English and then translated to local
language (Tigrinya) and then back to English to check for its consistency. Translators were
used for some study subjects who did not understand Tigrinya. Eight data collectors who
completed high-school were trained for two days by the principal investigator and two
diplomas health professionals (Nurses) were recruited for supervising the data collection.
After the training, pre-testing of the questionnaire was undertaken in non study kebele and
the data collectors were filled questions after obtaining verbal consent.
Data processing and analysis
Data entry and cleaning was done using SPSS Version 15.

Data analysis includes all

summary statistics to describe the study population in relation to relevant variables. To
assess knowledge, attitude and practice of the respondents for mode of mother to child
transmission of HIV (MTCT) and prevention of mother to child transmission of HIV (PMTCT)
coding the response as one point was given for correct response and zero point for incorrect
responses.
The mean score was calculated for Knowledge questionnaire. Accordingly, the study
participants who score less than the mean score were considered “NOT-KNOWEDGEABLE”
and those who scored points equal to and more than the mean score were categorized
under ”KNOWLEDGEABLE”.
ETHICAL CONSIDERATIONS
Ethical clearance was obtained from university of Gondar, research and publication office.
After getting ethical clearance, permission was obtained from the Tigray Regional Health
Bureau, Adigrat and Ganta-Afeshum woreda. The purpose of the study explained for the
study participants in order to get informed verbal consent. A written consent form was read
to each respondent to obtain their agreement.
Results
Description of study participants
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A total of 930 (100%) pregnant women were interviewed at their home in the Study area.
Among the studied mothers 520 (56%) of the respondents were from rural and 410 (44%)
were from urban areas.
The mean age of the mothers was 28.3 + 5.7 years for the rural and 25.4 + 4.9 years for
the urban, Majority of the study subjects were married 481(92.5%) of rural and 375 (91.5)
of

urban mothers ,orthodox Christian by religion 96.2% Vs. 90.2% for rural and urban,

respectively . Tigray ethnic group comprises the largest proportion of the study subjects
99.2 vs. 95.6% for rural and urban, respectively.
During the study period, most of the mothers were housewives, 76.5% Vs. 69.7% for rural
and urban, respectively. Pertaining to the educational status; 41% (53.2% Vs 27.3% rural
and urban, respectively) not attended formal education and 25.5%(12.7% Vs 41% rural and
urban respectively) of the respondents were secondary school.

Gravida four and above contributed 352 (37.8%) and pregnant women who visited
Antenatal care at least two times were 567(60.9%) (50.8% vs. 73.9% for rural and urban,
respectively). For most respondents occupation of male partners/husbands were farmers
334(64.4%) and Government employees 180 (43.9%) for rural and urban, respectively.
(Table1)

Table 1: Socio-demographic characteristics (n=930) of pregnant mothers at Adigrate
and Ganta-Afeshum woredas, Dec. 2008
Variables

Rural
No.

Urban
%

No.

%

Age
15-19

25

4.8

36

8.8

20-24

210

40.4

261

63.7

25-29

275

52.9

109

26.6

30 and above

10

1.9

4

1.0

Ethnicity
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Tigray

516

99.2

392

95.6

Amhara

4

.8

18

4.4

Orthodox

500

96.2

370

90.2

Muslim

20

3.8

19

4.6

Catholic

0

21

4.9

Religion

Educational level
No formal education

277

53.2

112

27.3

Primary

173

33.3

130

31.7

Secondary and higher

70

12.7

168

41

Government Employee

6

1.2

54

13.2

Private Employee

65

12.5

49

12

Housewife

398

76.5

280

68.3

Student

13

2.5

26

6.3

unemployed

38

7.3

1

.2

< 250Birr

203

39

30

7.3

251-500 Birr

118

22.7

42

10.2

More than 501Birr

199

38.2

338

83.5

Single

20

3.8

33

8

Married

481

92.5

375

91.5

Separated / Divorced

19

3.5

2

One

92

17.7

134

32.7

Two

92

17.7

109

26.6

Occupation

income per month

Marital Status

Parity
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Three

89

17.7

62

15.1

Four and above

247

47.5

105

25.6

less than two

256

49.2

107

26.1

At least two

264

50.8

303

73.9

Government

31

6

180

43.9

Private employee

83

16

102

24.9

Merchant

54

10.4

48

11.2

Farmer

334

64.4

31

7.5

Unemployed

18

3.4

49

11.9

ANC visit

husband's profession

Acceptance of VCT
Nine hundred twenty (98.9%) respondents heard about the disease HIV/AIDS. Regarding
attributes in the prevention of mother to child transmission of HIV infection, about
434(86.9%) of the rural and 381(97.1%) of urban respondents Mentioned sexual contact
and 50.1% of rural and 84.8 % of urban respondents mentioned contaminated blood and
blood product. MTCT was mentioned by relatively lower proportion of rural and urban
respondent (37.4% and 70.9% respectively). However, Vertical transmission of HIV was
known by 774 (83.2%) of the pregnant women.
Regarding the time when MTCT could occur, most rural and urban respondent mentioned
transmission of the virus during delivery (82.5%) and breast-feeding (84.6%). Almost equal
proportion of rural (78.3%) and urban (78.5%) respondents mentioned that MTCT occur
during pregnancy.
Six hundred and thirty-one (67.8%) of the pregnant women (65.7% and 70% rural Vs
urban) knew the existence of intervention which reduces MTCT of HIV. When asked
questions on how to reduce the risk of MTCT, 511(80.9%) of the pregnant women (75.8%
of rural and 87.9 % of urban) mentioned avoidance of breast-feeding, 411(65.1%) (63.9%
of rural and 66.6% urban) mentioned use of antiretroviral drug and only 167(26.4%)
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(22.7% of rural and 31.1%urban) mentioned elective caesarian section delivery as a means
of reducing MTCT.
The reasons of the pregnant women who wanted to have the test was to protect their child
from HIV was very low proportion 99(19%) and 151(36%) among rural and urban,
respectively. From the tested pregnant women, 288(70.9%) and 273 (81%) in rural and
urban respectively informed their respective partner/husband before being counseled and
tested.
In this study from the tested pregnant women, 257 (63%) rural and 230 (68%) urban
respondents were counseled and tested with their husbands/partners. The main reasons for
partners not tested were being out for work 119(79.8%) and not being voluntary
87(25.8%),. It was found out that 353(86.5%) and 305 (91.3%) rural and urban of
pregnant women respectively disclosed their test results.
The level of perceived vulnerability towards HIV / AIDS among the study participants was
also assessed The degree of risk according to the respondents opinion was 5% & 7% high,
12.2 % & 10.4% moderate and 28.5% & 25.6% low risk for urban and rural, respectively.

Eight hundred ninety (95.6%) pregnant women knew the importance of

voluntary

counseling and testing for prevention of mother to child transmission of HIV and the source
of information for most pregnant women was mass media 499 (52.4%) (21.4% Vs 32.6%
for rural and urban respectively) and health facilities (health workers) accounting for
399(44.9%) (31.9% vs. 11.2% for rural and urban, respectively)
The odds of accepting VCT for PMTCT was more significantly associated with the marital
status. Pregnant women who were single 1.48 times more likely to accept PMTCT as
compared to married

[OR=1.48, 95% CI 1.256,4.373].

Pregnant women with less than two ANC visits were less likely to accept PMTCT as
compared to two and above visits [OR=0.419, 95% CI 0.170, 0.573,].
In addition, those who had 251-500 ETB monthly family income were less likely to accept
VCT for PMTCT of HIV as compared to those who have greater than 501 ETB
[OR=0.473,95% CI 0.281, 0.798].
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This study showed also women who had Knowledge on prevention of mother to child
transmission of HIV (PMTCT) and knew the existence of intervention that reduce the risk of
mother to child transmission of HIV infection (MTCT) were more likely to accept VCT
compared to those who were not. [OR=1.426, 95% CI 1.006, 2.023]

Table- 2. Acceptance of VCT for PMTCT vs. Socio-demographic variables of pregnant
mothers at Adigrat and Ganta-Afesum woredas, Dec. 2008

Variables

Practice towards VCT for PMTCT
Rural

Urban
Yes

Crude OR, 95%

Adjusted OR∗∗
95%CI

Yes

No

No

257

149

230

106

15-19

15

5

24

12

0.58(0.3, 1.1)

0.297(0.058,1.531)

20-24

124

51

151

56

0.51(0.37,0.72)*

0.462(0.121,1.759)

25 and above

118

93

55

38

1

1

Orthodox

249

140

211

93

0.58(0.31,1.09)

0.462(0.152,1.391)

Muslim

8

9

17

13

1

1

No formal education

111

86

45

39

3.27(2.11, 5.07)**

2.537(0.923,6.972)

Primary

94

48

74

32

1.94(1.23 ,3.08)**

1.878(0.686,5.136)

52

15

111

35

1

1

Residences
Rural
Urban

0.795(0.585,1.080)

0.941(0.573,1.547)
1.00

1.00

Age

Religion

Educational level

Secondary

and
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above
Occupation
Government
Employee

4

1

32

13

0.81(0.34 ,1.97)

0.817(0.244,2.436)

Private Employee

30

21

20

11

1.38(.66,2.89)

0.470(0.182,1.215)

Housewife

200

108

157

80

1.1(0.62 ,1.98)

0.450(0.198,1.023)

student

23

19

21

2

1

1

<250ETB

93

68

16

13

0.69(0.485,0.982)*

1.272(0.840,1.973)

251-500 ETB

79

28

26

6

1.584(1.023,2.452)**

0.473(0.281,0.798)*

More than 5001 ETB

85

53

188

87

1.00

1.00

Single

8

8

6

19

3.52(1.74 ,7.21)**

1.48(1.256,4.373)**

Married

242

138

224

87

1

1

One

57

24

96

18

2.51(1.65,3.82)*

0.590(0.332,1.047)

Two

48

23

61

29

1.446(0.959,2.181)

0.915(0.549,1.524)

Three

45

25

22

27

0.889(0.574,1.376)

1.296(0.796,2.108)

Four and above

107

77

51

32

1.00

1.00

Less than two

120

71

52

28

1.162(0.850,1.589)

0.419(0.170,
0.573)*

at least two

137

78

178

78

1.00

1.00

Government

19

6

111

39

2.022(1.053,3.884) *

0.764(0..354, 1.651)

Private employee

48

25

53

27

1.360(0.710,2.605)

1.225(0..573
,2..751)

Merchant

31

13

23

18

1.219(0.599,2.484)

1.499(0..660,3..402)

income per month

Marital Status

Parity

ANC visit

husband's
profession
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Farmer

153

100

19

6

1.136(0.618,2..086)

1.036(0.481,2.231)

Unemployed

6

5

24

18

1.00

1.00

∗ Significant at p-value <0.05,

∗∗ Adjusted for selected socio-demographic variables.

Discussion
This study revealed that 920(98.9%) (98.6% and 98.3% urban & rural respectively) of the
pregnant women in the study area were aware of HIV/AIDS and this finding is consistent with
the finding in Gondar all (992) in which almost all respondents were aware of HIV , Alemu.S
et al, 2003 and Dire Dawa Towns, Dejene M.2001.
Eight hundred fifteen (91.4%) (86.9% Vs 97% rural and urban respectively) pregnant women
in this study were able to mentioned the major routes of HIV transmission and this finding
which is different from the study done in Addis Ababa, Solomie Jebessa, 2004 in which 82.3%
of postnatal mothers mention the major routes of HIV transmission. Therefore, existing
knowledge should be built up further to attain PMTCT of HIV programs for better impact.
Seven hundred seventy four (86.8%) (87.3% Vs 98.9% rural and urban respectively) women
in this study knew that HIV can be transmitted from mother to her unborn baby. This finding
is also consistent with the finding in Addis Ababa, Solomie Jebessa, 2004 in which 89.8% of
postnatal mothers knew pregnant women with HIV/AIDS transmit the virus to her unborn
baby .
But in one study done among pregnant women in Arba Minch by Mesfin Haddis, et al, 2003,
awareness about prenatal transmission of HIV was 80%, which is different from our study
area. . This could be due to the situation that the current study was conducted four years
after the initiation of Prevention of Mother to child transmission program in the study area.
In a previous study done in Tigray (Sameness, 1992) northern Ethiopia, among 60 patients
with sexually transmitted diseases and those in reproductive age groups (15-49 years), onethird of whom were women, awareness of the existence of HIV/AIDS was found to be 93%,
but only 8.3% knew the vertical transmission of HIV .It is evident, therefore that awareness
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on mother to child transmission has increased in the past decade in the region because many
different organizations are advocating on HIV/AIDS, especially on PMTCT of HIV/AIDS.
Examining details of their responses, knowledge of pregnant women about MTCT of HIV
during delivery, pregnancy and breast-feeding was 78.4% (78.3% and78.5 rural Vs urban),
87 %( 86% and 78.5% rural Vs urban) and 84.3% (82.5% and 86.7% rural Vs urban),
respectively. However, the knowledge of women age 15-49 years in Tigray, about MTCT of
HIV during breast-feeding was 77% reported in the 2005 Demographic health survey of
Ethiopia . The result of this study is consistent with the findings from rural Zimbabwe, J.orneGlieman et-al, 2004 among women attending health services, was aware of the risk of MTCT
during delivery (78%) than during pregnancy (90.6%)and breast feeding (82.6%)from a total
of 351 mothers. . This could be due to the situation that the current study was conducted four
years after the initiation of PMTCT program in the study region .
In this study majority of the pregnant women (67.8%) knew that MTCT of HIV could be
prevented, 80.9% (75.8% and 87.9% rural Vs urban) of pregnant women mentioned by
abstaining from breast-feeding, 65.1% (63.9% and 66.6% rural Vs urban) by giving
prophylactic Anti-Retroviral drugs and 26.4 % (22.7% and 31.1% rural Vs urban) cesarean
section delivery. These results differ from the results obtained in studies conducted in Burkina
Faso by OKy-Zerbo, et al, 2004 in which 14% of pregnant women and women consulting
healthy infant clinics mentioned use of Anti-Retroviral drugs and 11% by best practices of
infant feeding . This shows the integration of counseling and testing and educating pregnant
women on Prevention of Mother to child transmission of HIV/AIDS in the community were
more encouraged.
According to the findings of the present study, majority of the respondents 917(98.6%) (98%
and 99% rural Vs urban) were aware of that VCT is important to pregnant women, and from
the 742 mother tested, 250(33.6%) (24.2% and 44.9% rural Vs urban) of pregnant women
expressed their reason for HIV testing was to prevent mother to child transmission of HIV.
The result of this study is different from the findings of Addis Ababa, Solomie Jebessa et al
2004 , but agrees with the finding of the study conducted

among high school students in

Gondar, Northwest Ethiopia Andargie, G. etal. (2007) 97.2% agreed to have VCT .
Almost all pregnant women (98.9%) in this study heard about VCT for PMTCT from different
sources of information. Pregnant women with less than two

visits of ANC were less likely
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to accept PMTCT as compared to two and above visit [OR=0.419, 95% CI0.170 ,0.573, ]
This finding agrees with the finding of Getachew Worku, 2004 .

When the confounders are controlled, VCT acceptance was about 1.48 times more likely to
occur among unmarried than those who were married (OR = 1.48, 95% CI 1.256, 4.373).
This could be explained by the previous wrong perception that only single individuals are
affected by HIV/AIDS, but not the case now.

Our study showed that 186(20.2%) (22% and 18% rural Vs urban) pregnant women refused
testing because HIV testing and subsequent knowledge of HIV status can bring inability to
deal with stress of being positive, fear of rejection by partner/husband and the community.
Study done in South West Ethiopia by Alemayehu Amberbir and collogues during in depth
interview the main reasons of pregnant women for refusal of

VCT were

lack of perceived

benefit, lack of awareness of risk, fear of partners reactions, they were afraid of coping with
positive test result and fear of stigma if they were found to be HIV positive . HIV-related
stigma and resulting discrimination are the emerging phenomena, which hindered the ongoing efforts of Prevention of Mother to Child Transmission.

HIV Programs should target

both mothers and husbands/partners for success in the fight against Mother to Child
Transmission of HIV (PMTCT).

Conclusion
Pregnant women who knew the existence of intervention that reduce MTCT are more likely
to take HIV testing especially in urban area and Pregnant women with more than two ANC
visit were more likely to accept VCT for PMTCT.As a result of fear of rejection by partner and
community to deal with stress of being positive, large number of the pregnant women not
tested for HIV.
Recommendation
We should Promote ANC services and PMTCT services with couple counseling to
address PMTCT strategy for every pregnant women.
Ethiopian Public Health Association

Masters Theses Extract No.12

REFERENCE
1. FHI. Reducing MTCT of HIV. http://www.fhi.org.accessed on 2006-05-03.
2. Kapoor A, Kapoor A, Vani SN. Prevention of mother to child transmission of HIV. Indian J
Pediatric 2004;71:247-251.
3. UNAIDS Report on the Global HIV/AIDS Epidemic, July 27, 2004.
http://www.unaids.org/bankok 2004/ GAR2004-pdf/global estimates
4. MOH. National Guideline on prevention of Mother-to-child Transmission of HIV in
Ethiopia, Nov 2001, Addis Ababa.
5. UNAIDS.“AIDSepidemicupdate”,2007.http://www.unauds.org./epi/2007/doc/EPI update
2007-pdf-en/.
6. MOH/HAPCO. single point prevalence,2007
7. FMOH. AIDS in Ethiopia, 6th report, FMOH /National HIV/AIDS Prevention and control
office, June 2006, Addis Ababa. Ethiopia.
8. FDRE. Report on progress towards implementation of the declaration of commitment on
HIV/AIDS. HAPCO, February, 2006, Addis Ababa. Ethiopia.
9. UNAIDS. Prevention of HIV Transmission from Mother to child “Strategic option:, 1999,
Geneva.
10. P. piot and A. coll-seck. Prevention of mother –to-child transmission of infection in
Africa. Bulletin of Who , 1999 , 77(11) , pp 869.

Ethiopian Public Health Association

Masters Theses Extract No.12

Thesis -8

Fertility Desire and FP use in People living with HIV on Pre-ART and ART Care in
Public facilities of Addis Ababa City Administration; 2009
Beyeberu Assefa

Abstract
Background: Little information exists on the desire to have children and FP use of PLHIV in
Ethiopia.
The objectives of the study were to assess and identify factors that affect the desire for
children and FP use in women living with HIV who are under care and follow up in Addis
Ababa:
Methods: a cross sectional study design using quantitative qualitative methods was
employed. Results: A total of 421 study subjects were participated in the study and 10 indepth interviews were conducted. Significant number of individuals has a desire to have
child. Out of the 421 women PLHIV, 174 (41.3%) have desire to have child/children. The
desire of the husband or sexual partner for having children have significant association with
the desire for children with the results for AOR and 95% CI of 33.8 (9.3, 123), P=0.000.
After they learn their HIV status currently only 191 (45.3%) of the respondents use FP
methods, of these 60.7% use condom while 18.3% use Injectables. Having sex within the
last six months have association for FP use with AOR, CI, and p-value of 7.2 (2.6, 19.6),
0.00,respectively.

Conclusions and Recommendations: The high fertility desire has an important
implication for programs to address the sexual and reproductive health needs of women
living with HIV. SRH counseling for PLHIV needs to address different factors and encourage
couple counseling. Comprehensive FP counseling and services should be available for PLHIV.
Providers need to be equipped and updated with the necessary knowledge and skill to
provide the different FP services for PLHIV.
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Background
In Ethiopia it is estimated that there are currently 1,116,216 numbers of people living with
HIV, the adult HIV prevalence being 2.3% (2.8% for females and 1.8% for males) and there
are 886,820 estimated numbers of AIDS Orphans. (1) In 2009, the estimated number of
PLHA who are in need of ART are 336,160 from this these currently 125,631 AIDS patients
are on ART, out of this 7037 are children under the age of 14 yrs. (2) Besides the dominant
heterosexual transmission, vertical virus transmission from mother to child accounts for
more than 90% of pediatrics AIDS.
Little information exists on the desire to have children and FP need of people living with
HIV. How different factors are affecting these and other Sexual and Reproductive health
needs either in favor of their needs or against their needs is not much known especially in
Ethiopia. This information are very important in order to address the different SRH needs of
PLWH in order to get comprehensive sexual and reproductive health counseling and
services, that includes; prevention of unintended pregnancy, prevention of vertical
transmission of HIV from mother to child and how to address their desire to have child
without compromising the health of the mother.
General Objective:
To assess the fertility desire and level of family planning use and determine factors
associated with fertility desire, family planning use and intention among people in HIV care
and treatment program
Specific Objectives of the study were:
•

To assess the fertility desire and level of family planning use and intentions among
PLHIV in HIV care and treatment program

•

To identify determinants of fertility desire in women living with HIV who are in care
and treatment program

•

To identify determinants of family planning use in women living with HIV who are in
care and treatment program

Methodology
Study Area and Period: The study was conducted in four referral Hospital and six health
centers under Addis Ababa city administration. The referral Hospital selected for the study
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were Yekatit, Zeweditu, Ras Desta and Gandhi Hospitals while the health centers were
Gullele, Selam, Sheromeda, Yeka , Bole and Woreda 17, all from Addis Ababa.
Study Design: Facility–based cross sectional design that uses quantitative data collection
method supplemented by qualitative in depth interview was carried out in sample health
facilities under Addis Ababa Health Bureau ARV treatment units.
Source Population: Women PLHIV in Addis Ababa.
Study Population: The study populations were all female PLHIV from 15-49 years , who
had at least one visit to the selected hospitals and health centers ARV treatment units
during the study period.
Sample Size and Sampling procedures: To determine the sample size desire for
pregnancy and the level family planning use, we used a single proportion formula , n= (Z
α/2)² P (1-P)/d², using the formula the calculated sample size is 421, for the Qualitative
part, purposive sampling technique was used and a total of 10 in-depth interviews were
conducted (7 with PLHIV and 3 with ART providers).
Data Collection tools and Procedures:

A structured questionnaire was used for the

quantitative study. Initially it was prepared in English and then was translated in to
Amharic. The main thematic areas of the questionnaire include: Socio-demographic
characteristics, Pregnancy intension and desire to have child/children, use of FP services
before and after knowing the HIV status, the use of FP service and general data on HIV plus
ART. For the qualitative data collection an open ended semi-structured interview guide was
used. Both tools were pretested before use. Ten data collectors who are nurses were
recruited from ART units at the study sites and took two days training. Including the
principal Investigator, three supervisors were employed in supervising data collection
process. The qualitative data was collected by the principal investigator.
Variables of the study: The dependent variables are Fertility desire and FP use while the
independent variables includes socio-demographic characteristics (Age, sex, marital status,
education) number of live births, number of live alive children, Partners’ desire for children,
having sex for the last six months, before and after HIV diagnosis and attitude of PLHIV for
pregnancy and child birth.
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Data management and Analysis: Initially data template format was prepared using the
EPI info version 3.3.2., the data was entered in using this template. Further the data
entered using the EPI info was transformed in to the SPSS version 15 computer soft ware
and analyzed. Errors related to inconsistency of data were checked and removed using the
data cleaning. Univariate analysis was done and descriptive statistics frequency distribution
such as proportions, percentages, ratios and measures of central tendency were computed.
Bivariate analysis performed to see association between two variables, one of the
independent variable (socio-demographic and others) with Fertility desire or current FP use.
To identify predictors for the outcome variables (Fertility desire and current FP use)
multivariate analysis was done and using logistic regression the effect of confounding was
controlled. Variables included in the multivariate analysis were limited to those that have
significant association during the bivariate analysis. Regarding the qualitative data, all the
audio taped data were transcribed. The transcript was translated in to English. The
translated transcript was reviewed and examined line by line and then categorized in to
primary themes. Later on, data was reviewed and combined in to broader concepts. The
concepts were further refined in to themes.
Operational Definitions: PLHIV on follow up care: are those people living with HIV
who are visiting to health facilities, for care and support that may or may not started ART.
Desire for child/children: those PLWH on follow up care who would like to have a child in
the future.
FP use: use of one of the family planning methods for the purpose of spacing or limiting the
size of the family.
Ethical Considerations: Ethical clearance and approval of the study was obtained from
ethical review committee of Addis Continental Institute of Public Health and Addis Ababa
Regional health Bureau. A formal letter was written from the health Bureau to all the study
facilities ensuring the approval and the necessary facilitation for smooth undertaking for the
study. Verbal consent was taken from all the respondents and written consent was taken
from those respondents who are comfortable, and only those who are volunteers to
participate in the study were included.
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Results and Discussion
Socio-demographic characteristics:
The mean, median and mode of the age of the samples are 30.56, 30:00, and 30
respectively. Most women lie in the age group 26-36 yrs ( 62.2 %), followed by the age
group 15-25(22.3%), and the remaining being in the age group 37-49 inclusive ( 15.4 %).
Most are married (52%), followed by those divorced (15.3%), and then widowed (14.3%)
and single (14.3%). Those who read and write were 85.5%, while those who do not read
and write were 12.4%. Regarding the average monthly income; those earning below 300
Birr (16.4 %), those between 300-600Birr (29.5%), and those earning above 600 Birr were
22.1%.

Determinants of Fertility desire and Family planning use
Out of the 421 women PLHIV, 174 (41.3%) had desire for child/children, while 226 (53.7%)
had no desire to have children. The result was similar with similar study that is conducted in
South Eastern Ethiopia. Those women PLHIV who desired to have children were 42% (12).
Out of the study participants 24% had been pregnant after they know their HIV status. The
higher desire for children and the higher pregnancy rates in this study were causes for
concern considering its implication for controlling vertical as well as heterosexual
transmission of HIV and accessing proper FP counseling and services for PLHIV.
The desire for children were more in those who had no live births or only 1 or 2 live births,
married, younger age (15-25 yrs), having a husband who desired to have children, those
who believe that Women PLHIV have the right to be pregnant and have children. All the
above variables have shown significant association with the desire to have children. Hence,
this implies that those who were very young, had no child or one child might have had more
desire to have children. The counseling and other services given for pregnant women,
should take into account such services. The desire of the husband or sexual partner for
having children have significant association with the desire for children (with the results for
Adjusted Odds Ratio

(AOR) and 95% Confidence interval (CI) of 33.8(9.3, 123), *

P=0.000). Having sex within the last six months have significant association for FP use, with
the adjusted odds ratio, CI and p-value of 7.2 (2.6, 19.6) and P=0.00, respectively. Those
single, widowed or divorced are less likely to use FP compared to those married, with the pvalues less than 0.05 plus the OR and CI of 0.088(.041, 0.188), 0.114 (0.056, 232),
0.099(0.048, 0.207) respectively. Those who had 1 or 2 children are more likely to use FP
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compared to those who had no children, with OR of 1.91, 95% CI of (1.2, 3.1). Those who
believe “PLHIV shouldn’t abstain from sex” are more likely to use FP compared to those who
disagreed with the idea, with OR and CI of 1.9(1.2, 2.8), P <0.05%.
Similar studies showed that very few providers discuss other FP methods as alternatives to
women who could not use condom or as a dual method. (6)
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Thematic analysis on Fertility & FP
Immediate Periods

Periods of stabilization

Younger age( Fertility desire, Family planning and other SRH needs)
The need is low at the
If one child or no child there will be a need to have a
immediate period. More
child, to plan to have a child and use FP depending
needs in the area of
on the level of income. In most situation providers
psychological support and
provide inadequate information about condom. No
of ensuring being healthy
counseling about the use of other FP methods by
providers
There are misconception and inadequate
information about sexuality, the use of FP and
getting HIV free baby
Elder age( Fertility desire, Family planning and other SRH needs)
More need in the area of
The need to have a child and use FP still low
medical, psychological and
generally especially if they are living
economic support
alone, depending the age of reproduction, marital
depending on where the
, health and income status and there will be some
26
factor stands
level of need to use FP

Conclusions and Recommendation
High numbers of women living with HIV have desire for child or children. The study has
shown that after knowing their HIV status, a good numbers of women living with HIV have
been pregnant. Family planning uses in PLHIV have been affected by different factors
including knowing the HIV result. Learning ones’ HIV status has brought a difference in
terms of FP use and women living with HIV rarely use dual method. Providers mostly
counsel clients about condom use only. During the immediate period of HIV diagnosis,
PLHIV have more concern and needs towards psychological, social, medical and economic
support. The need for SRH support mostly follows once the psychological reactions are
stabilized and the health conditions started to improve.
The higher desire for children and the higher pregnancy rates of women living with HIV in
this study are causes for concern considering its implication for controlling vertical as well as
heterosexual transmission of HIV and accessing proper FP counseling and services for
PLHIV. PMTCT programmes need to address all the four prongs of PMTCT including
prevention of unintended pregnancy as one of the approaches for prevention of mother to
child transmission of HIV in PLHIV.
SRH counseling needs to address the needs of the partner and also encourage couple
counseling to reach a certain reproductive health decision. Those who are very young have
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no child or one child have more desire to have children and the counseling and the services
given for various SRH situations need to consider these factors in order to meet their SRH
needs. Comprehensive FP counseling and services should be available for PLHIV. Providers
need to be equipped and updated with the necessary knowledge and skill to provide the
different FP services for PLHIV. Dual method used should have to be encouraged for PLHIV
for prevention of unintended pregnancy and also for positive prevention. FP counseling and
services for PLHIV needs to be given in an integrated fashion with the ART services, possibly
by the same providers who are providing the ART services. To do so providers need to be
trained on FP and the necessary supplies, equipments and facility need to be ready. During
the immediate periods of knowing HIV status, more emphasis and focus should be given for
psychological, medical and economic support for women diagnosed to have HIV. Later on,
when the psychological reaction stabilizes and the health condition improves, equal
attention should be given to address the different SRH needs of PLHIV, including; Child
desire, FP and dual method use and sexuality issues.
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Thesis 9
Disclosure among Currently Partnered HIV positive individuals and its Reliability;
Zewditu Hospital; Addis Ababa; 2009
Endale Workalemahu
Abstract
Background: The single-point estimate for HIV prevalence in Ethiopia for adults 15-49 is
2.1%. In Ethiopia, there are more than 131,000 new HIV infections every year (2). No onedimensional HIV/AIDS solution has ever become available. There is discrepancy between
reported high rates of disclosure versus high rate of new HIV infections.
Objectives: The specific objectives were to assess disclosure among currently partnered
HIV positive individuals and to assess reliability of disclosure.
Methods: This study utilized primarily cross sectional study with internal comparison.
Qualitative research method, in-depth interview, was used to have further understanding of
factors influencing HIV positive result disclosure. Sample size was 700 with 95% CI and 5%
error plus power of 80%.
Findings: marital status (being married and widowed), monthly income, believe on the
importance of disclosure and the perception that others disclose (reliability) among
partnered HIV positive individuals were found to be significant predictors of disclosure.
Conclusion and Recommendations: 16% of HIV positive individuals didn’t disclose their
result to their sexual partners. Self-report of HIV positive result disclosure among partnered
individuals should be interpreted cautiously. The reliability is a big factor in disclosure.
Couple counseling and testing and prevention with positives has to be implemented in larger
scale. HIV/AIDS policies and strategies for sexual prevention need to focus and target PLHIV
for disclosure as well.
Background
Over the past 25 years, HIV/AIDS has become part of the landscape of the contemporary
world. Every country in the world now acknowledges and reports HIV infection in its
population (1). In Ethiopia, there are more than 131,000 new HIV infections every year (2).
Prevalence of HIV discordance among married and cohabitating couples in Africa is high,
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ranging from 3-20% in the general population to 20-35% within couples in which one
partner seeks HIV care services. There are fairly high levels of sexual activity among HIVpositive patients on their first clinic visit in South Africa (3).
Disclosing HIV test results to one's sexual partner allows the partner to engage in
preventive behaviors as well as the access of necessary support for coping with sero status
or illness. It may motivate partners to seek testing or change behavior, and ultimately
decrease transmission of HIV (4). Availability of couple HCT in Ethiopia is extremely low
(12), High rate of sexual behavior among HIV positives-South Africa (80%), Disclosure
encourages safer sexual behavior, however, high rate of disclosure and paradoxically high
rate of new infections (Reliability) is happening. Therefore, this study focused mainly on
identifying determinants of disclosure and examines reliability of self-reported disclosure.
Objectives
General Objectives
To assess HIV positive result disclosure to sexual partner in Addis Ababa
Specific Objectives
• To assess disclosure and its determinants among currently partnered HIV positive preART and ART individuals
• To assess reliability of disclosure Versus the level of disclosure among currently
partnered pre-ART and ART individuals

Methods
Study Area: Addis Ababa: Addis Ababa has a total population of 2, 738,248. In 2009, the
total HIV positive population is estimated to be 190,485. ART and pre-ART service is being
provided in 36 public facilities. 33, 363 patients are currently on ART in Addis Ababa
(Yekatit 2001 E.C.). 5527 PLHIV Currently on ART in Empress Zewditu Hospital

Study Design: This study utilized primarily cross-sectional study with internal comparison
and Qualitative research method.

Source Population: PLHIV in Addis Ababa
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Study Population: Partnered PLHIV who are on pre-ART or ART at Empress Zewditu
Hospital. HIV+ individuals attending ART and pre-ART service at Empress Zewditu Hospital
were eligible to participate in the study groups. Patients who are either seriously or acutely
sick were excluded from the study.
Sampling and Sample Size: The primary exposure used to assess disclosure was having
current partner defined as being married or had sex in the last one year (“Partnered”). It
was estimated that 80% of the participants had partnered. The sampling followed simple
random sampling.

Sample Size: Sample size was calculated using Epi-info version 6. A total of 700 samples
were decided with 80% power out of the 5527 patients. 10% non-response rate was
included in the sample. The sample size was based on providing a 95% confidence interval
for the true prevalence of the characteristics of interest with margin of error of 5%.

Sampling for the Qualitative Part was purposive.

Data Collection tool and procedures:
After the participants verbally agreed, the semi-structured interviews were administered
orally. The semi-structured interview lasted approximately 45 minutes and IDIs last
maximum of 30 minutes. Case managers at Empress Zewditu Hospital and Nurse
Counselors were used as data collectors. Prior to the data collection, the data collectors and
supervisors trained for two days. Both tools were pre-tested prior to the actual interviews.
The actual interviews were made at Zewditu Hospital ART clinic and Empress Zewditu Model
VCT Center. The interviews happened at a room which was quiet and private to make the
respondents comfortable. The data was collected over a period of one month in May 2009.
Data Management:
Quantitative: After the data collection is done, each data was coded, entered into Epi-info,
cleaned, stored and recorded. With regard to the qualitative: The in-depth interviews did
not use tape recording; rather note taking of responses was emphasized. The in-depth
interviews were transcribed and categorized by thematic area.
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Variables of the study:
Dependent variable: Disclosure of HIV positive result to sexual partner among partnered.
Explanatory Variables: Age, sex, marital status, monthly income, religion, believes on
disclosure, perception about others’ disclosure.

Data analysis:
The data entered using Epi-info was cleaned and then exported to SPSS; analysis was made
using SPSS. A multi-variate analysis was done using logistic regression model that reported
the Hosmer-Lemeshow Goodness-of-Fit statistic. This model helped to determine whether
the model adequately describes the data or not. The model statistic for this data analysis
which was Forward Stepwise method indicated p=.892 which is greater than .05 implying
the model adequately fits the data.
Operational Definitions
Disclosure: self report by a PLHIV for informing the sexual partner or for whom the
individual had sex in the last one year. Disclosure was the dependent variable.

Reliability of Disclosure: This was measured based on two variables. One was perception
about other’s disclosure, i.e. did the respondent perceive that other HIV positive individuals
disclose their result to their sexual partners? The second was the belief of the respondent
(strong agreement) towards the importance of disclosure to sexual partner.

Ethical Considerations: Verbal Consent was asked for all respondents before each
interview. The consent was translated to Amharic and read for all participants. Names and
other identifiable information on participants were not collected. After completion, the
interviewers placed consent forms, questionnaires and other study documents in a locked
case. IRB was secured from Gondar University and EPHA before the data collection was
initiated. Support letter from Addis Ababa Regional Health Bureau was also secured.

Results
Socio-Demographic Characteristics
The respondents were predominantly in the age range of 30-39 (53.2%), married (42.6%)
and employed (62.8%). Most of the respondents are educated (67.6% grade 9 and above).
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The respondents were dominantly orthodox Christians (78%). The mean age for the
respondents is 35, the range being 17 to 65. Most of the PLHIV enrolled in the study were
sexually active (68.4%).
Determinants of Disclosure
Based on the multi-variate analysis done using logistic regression model that reported the
Hosmer-Lemeshow Goodness-of-Fit statistic; being married, widowed, modest monthly
income (501-1000 Birr), belief on disclosure of HIV positive status persisted to be predictors
of Disclosure to sexual partner among partnered HIV positive individuals (Figure 1 and Table
1). It can be also seen in the same table that, the Odds of disclosure among partnered
married and widowed was 5 and 2.5 times more than the singles, respectively; both are
statistically significant. The odds of those individuals whose monthly income

in between

(501-1000) were 2 times higher than those who earn 500 and less, with 95% CI (1.14,
3.96).

The reliability of disclosure is still significant for the multi-variant analysis. The AOR

for those who believe strongly was 3.5 with 95% CI (1.80, 6.62).
The model was further checked using Backward Stepwise Method.

The two methods

(Forward Stepwise and Backward Stepwise Methods) choose the same variables as
predictors of disclosure.
Significant portion of those who reported disclosed were found to have had a non-reliable
attitude towards their disclosure. 345 (82%) and 239 (77.1%) of those who disclosed to
sexual partner, “didn’t perceive that others always disclose” and “didn’t believe strongly on
disclosure” respectively; this was statistically significant p<0.05 in both cases. The AOR for
those who believe strongly is 3.5 with 95% CI (1.80, 6.62); which means that the odds of
disclosure for those who believe strongly about the importance of disclosure was 3.5 times
higher, which is statistically significant (see Figure 2).
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Fig. 1 Determinants of Disclosure
Disclosure Among Partnered by Marital Status,
Empress Zewditu Hospital, Addis Ababa, 2009

•91.8% of married, 64% of singles, 75.9% of the divorced and 81.3% of
widowed have disclosed
• This was found to be statistically significant X2 (3) 41.27; p=0.000

Fig. 2. Disclosure Vs Believe and Perception about others’ Disclosure,
Empress Zewditu Hospital, Addis Ababa, 2009
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77
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Perception about Others
Disclosure (Yes) (OR=3.15
(1.31,7.41)
Perception about Others
Disclosure (NO)

No
Disclosure Status

Table 1: Adjusted OR for Socio-demographic Variables and believe (N=517) on Disclosure,
Empress Zewditu Hospital, 2009
Variables

Crude
OR

Adjusted

95% CI

OR

95% CI

Marital Status
Single (ref.)

1.00
(3.42,
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Married

6.41

12.0)

5.30

(2.79, 10.1)

Divorced/Separated

1.77

1.51

(0.69, 3.29)

Widowed

2.45

(0.84,
3.73)

2.57

(1.20, 5.47)

2.13

(1.14, 3.96)

1.99

(0.65, 6.04)

0.43

(0.13, 1.47)

3.46

(1.80, 6.62)

(1.18,
5.09)
Monthly Income
0-500

1.00

501-1000

1.76

1001-2500

2.49

2501-5000

0.51

(0.98,
3.14)
(0.86,
7.22)
(0.17,
1.52)

Believe on Disclosure to
SP
No

1.00
4.43

Yes (Strongly Believe)

(2.38,
8.24)

Analysis of the Qualitative Data
In-depth interview conducted for those who didn’t disclose to their HIV positive result to
their sexual partners. They came up with similar factors for disclosure that encompasses
being married, on treatment, positive thinking, etc.
Discussion
If those who were partnered (N=517), 433 (83.8%) disclosed to their sexual partner; 84
(16.2%) of the partnered didn’t disclose. Such higher rates of disclosure were also reported
in other studies; in a study of mostly low-income Hispanic men 52% had not disclosed their
HIV serostatus to at least one of their sex partners. In a similar study, 24% of HIV
seropositive women had not disclosed to sex partners and 13% had not disclosed being HIV
infected to anyone. 11% of the HIV infected men do not disclose their HIV status to primary
sex partners (7).
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A total of 705 people (353 women and 352 men), participated in a cross-sectional study,
conducted in Jimma University specialized Hospital from January 15, 2007 to March 15,
2007. The vast majority (94.5%) disclosed their result to at least one person and 90.8%
disclosed to their current main partner (4). The majority of the remaining couples (1.8
percent out of a total of 2.1 percent) were discordant, that is, one partner is infected and
the other is not. There is clearly an unmet need for VCT services oriented towards couples,
because most of these couples did not mutually know their HIV status (13).
This high rate of disclosure may be affected by the interviewer and social desirability bias a
participant encounters in the study.
Marital status, monthly income and believing on disclosure persisted to be significant
predictors of disclosure among the currently partnered individuals. This tells us that being in
marriage has a higher likelihood of disclosure because of the intimacy and interest to plan
ahead for the family. The process of accessing treatment also requires them to bring their
family members. The widowed might also get suspect from others and they are likely to be
open to tell for their current partner. From the in-depth interview, it was noted that Stigma
and Discrimination were key barriers for disclosure of positive serostatus for sexual partner.
Some participants also mentioned that the people who disclose are open and go for saving
others.
Participants recognized that stigma was keeping people away from disclosure and, as a
result, contributing to the spread of the disease (13). Stigma and discrimination were the
most common barriers mentioned by the study participants.
Conclusion
Majority of the currently partnered participants disclosed their status to their sexual partner.
Even 84 (16.2%) of the non-disclosure among partnered HIV positive individuals must not
be tolerable; because it is a source of new HIV infection.

The reliability of disclosure is

questionable; 345 (82%) of those who are partnered and report that they have disclosed to
their sexual partners “don’t perceive that others disclose” to their sexual partners. This
difference is statistically significant with X2 (1) 7.32; p=0.007.
Marital status (being married or widowed), monthly income, perception about others
disclosure status and strong belief on the importance of disclosure were found to be
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predictors of HIV positive result disclosure to sexual partner among partnered HIV positive
individuals. These were all statistically significant.
Recommendation
Policy

Level:

The

draft

and

revised

HIV/AIDS

policy

needs

to

clearly

specify

encouragement for disclosure and expanded services for couple counseling and testing as a
key strategy to avert new HIV infections in Ethiopia. The Epidemiologic Synthesis report
developed by MoH and World Bank has also clearly indicated the availability of couple HIV
counseling in the country is extremely limited.
Program Level: Prevention with positives: is a standardized approach for HIV prevention
among the HIV positive population. Disclosure is a component in prevention with positives.
This has to be scaled up and implemented in Ethiopia.
Community Level: Community level interventions to promote and empower disclosure
should be implemented. Efforts to address stigma and discrimination have to be
strengthened.
Research: More rigorous studies using standardized models have to be done to further
research the sexual behavior associated with disclosure. The respondents of this study were
more Christian, and majority Educated. Future researches have to fill-in the gap through
having more representation of such groups.
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