§if HJ‘?‘{‘F
?\L U x frersily

(Suga f1F0}

ADDIS ABABA UNIVERSITY COLLEGE OF HEALTH
SCIENCE SCHOOL OF PUBLIC HEALTH

MAGNITUDE AND RELATED FACTORS OF HIV INDEX TESTING IN SELECTED
GOVERNMENT HEALTH FACILITIES IN LIDETA SUB CITY ADDIS ABABA, ETHIOPIA.

By
GIRMA FELEKE (BSc)

Advisors

Ayele Belachew (MD,MPH)
Mr. Wondemu Ayele (Msc, Ph.D. Fellow)

Thesis report submitted to the School of Graduate Studies of Addis Ababa
University in partial fulfillment of the Requirements for the Degree of Masters of
Public Health.

April /2021

Addis Ababa Ethiopia



ADDIS ABABA UNIVERSITY COLLEGE OF HEALTH SCIENCES SCHOOL OF PUBLIC

HEALTH

Master of public health research project submission form

Name of investigator

GIRMA FELEKE (RN, BSc)

Name of Advisor

AYELE BELACHEW (MD, MPH) Associate Prof.

MR. WONDEMU AYELE (MSc, Ph.D. Fellow)

MAGNITUDE AND RELATED FACTORS OF HIV INDEX
TESTING ON ART FOLLOW UP IN SELECTED
GOVERNMENT HEALTH FACILITIES IN LIDETA SUB CITY
ADDIS ABABA, ETHIOPIA

Duration of project

Aug 2019- April 2021

Study Area

SELECTED GOVERNMENT HEALTH FACILITIES IN
LIDETA SUB CITY BELETSHACHEW, LIDETA AND
T/HAYMANOT HC ADDIS ABABA, ETHIOPIA

Total Cost of the project

Birr 29,148 birr

Address of investigator

Mob: 0911895490/0920749302

Email:girmafeleke29@gmail.com



mailto:girmafeleke29@gmail.com

Acknowledgment

| am grateful to my advisor Dr. Ayele Belachew for his unreserved encouragement since the
proposal of the research. His academic criticism and advice editing in the various stages of the
thesis were important.

Special thanks go to my best-beloved families for the unlimited help and encouragement
throughout the study period.

| would like to express my thanks and appreciation to my friends here at the School of Public
Health for their support throughout my stay in the academic area.

My thanks also go to the Lideta sub-city health department, Lideta, Beltishachew, and
T/haymanot health centers, and all respondents of the study for their volunteer participation



Contents

Master of public health research project SUDMISSION FOrM .........ccoiiviiiiiiiiie e i
ACKNOWIBAGIMENT ...ttt ekt b et b e st et e b et s iii
LISE OF TADIES ...ttt ettt vii
ST OF FIQUIES. ..ottt etttk b et e bttt e bt et e et e beennneen viii
N 0] 1 Lot PSSR Xi
I 101 (0o (U0t AT o E O TSP PP PP OURRPPTPPRUR 12
1.0 BACKGIOUNA ...ttt bkt b bttt e sttt ettt e e e e b e nne s 12
1.2 Problem OF the STALEMENT..........ciiiiiiiie it 13
1.3 SigNIficant Of the STUAY ........oiuiiiiei e 14

L LIEEIAtUIE REVIBW ..o iie ittt ettt e et e e ettt e et e e e ste e e s ab e e e taeesnteeesnteeennseeanteeennreeas 15
2.1. Global, Regional and National context of HIV/AIDS..........ccccooiiiiiiie i 15
2.2, HIV INUEX TESTING ..ttt ettt ettt b et e e nne e s 15
2.3, HIV EESHING YIEIAS. ...ttt et e e e et e e e s e e e aeeesneee e e 17
2.4.1. Socio demographic characteristics and HIV index testing..........ccccoevvveviieeviie i, 18
2.C0oNnCeptUal FIame WOTK .........cii ittt e e et a e et e e anteeennees 20
O o) =T LY ST 21
4.1 GENEIAl ODJECHIVE: . .viiiiiii ittt e e e e st e e et e e et e e sabe e e srbaeeteeeanreee e 21
4.2 SPECITIC ODJECIIVE: .. vii it e et e e et e e st e e e s e e e e teaesreeee e 21
5.1 Study area and PEIIOM .......cueeiiuieiiiee ittt et e e e a e anrae e 22
SIS (110 )Y (=151 o[ USRS ST 22
Facility based cross sectional study in the form of mixed study............cccccovvveiiiiiii i, 22
5.3 Source and Study POPUIALION ..........cooiiiiiiii et 22
5.3.1 S0UICE POPUIALION......eiiiiiiii et e et e e s abe e e stre e e sree e s beeesnreeeans 22
5.3.2 StUAY POPUIALION ...t st e b e e e st e e e st e e e sbee e e beeesnreeeans 22
5.4 Sample size and sampling ProCEAUIE ..........ooiiiiiiii e 23
5.4.1. Quantitative MELNOG.........c..iiiii e 23
5.4.1.2  Qualitative METNOG.........coiuiiiie et sre e e eare e 23
5.4.2  SamPliNg PrOCEAUIES .....cciivieeiiiee it e ettt et e et e e s be e e st e e e st e e s be e e sabeeestreeebeaesabeeesnreeeans 24
5.4.2.1 Quantitative MELNOG.........c.eiiiiiiiii e 24
5.4.2.2 Qualitative MEthOd..........cooiiiiiiiiiii e s rrre e e saree e 26

5.5 INClusion and eXCIUSTON CITEEITA ........oiveeiieiieeie et 26
5.5. 1 INCIUSTON CIILEITA. ....ecvteeieiiiri ettt nne e 26



54.3 (o [V T o A e 1 =L AT PP 26

5.6 Data collection to0lS and ProCEAUIES...........oiiuiiiiiiii e 26
5.6.1 QUaNLItativVe MELNOM ........cviiiiiie i e e tee e st eesneee e 26
5.6.2 Qualitative data COIIECTION ..........couiiiiie i aeeeen 26

5.7 Variably 0f the STUY .......oiiiiiiii e 27
5.7.1 Dependent variable: Magnitude of HIV indeX testing. ..........ccccevieiiiiiieiiiiiee e 27
5.7.2 Independent VariabIes ...........c.coiiiiiiiiii e 27
5.7.3 Operational defiNItiONS ...........ccoiiiiiieiiiiie e 28

5.8 Data quality MaNagEIMENT ..........oiiiiiieiieiii ittt et 29
58.1 QUANLIEALIVE TALA.......vveeiieiee i e et et e e st e e e steeeanneeesnaee e, 29
5.8.2 QUANTALIVE TALA.......eeiivee ettt et e st e e s e e e steeeennaeesnaee e 29

5.9  Data ANalySiS PrOCEAUIES. .......ciitiiiiietie ittt bbbttt nnees 29
5.9.1 QUANLILALIVE TALA.......vveeiciiee i e e e e e et e e aae e e anaee e 29
5.9.2 QUANTALIVE TALA.......eciieiiciiee i e et e e e e e anae e 30

5.10  Ethical CONSIARIALION ......ooiuiiiiiiiiieiiie ettt 30

511  DisSEMINALION OF FESUITS. ... ..cviiiiiiiiieiieiie ettt 31

LT 4 =1 O | I P TP OP P OPPP TP 32
6.1 QUANTILALIVE FESEANCI......iiii i iie ettt e e s e et e e st e e e sab e e e anaeeeteeeanteeennees 32
6.1.5. Factors associated with HIV indeX teStiNG ........ccovveiiiiiiiiic e 35

6.2 QUANTALIVE RESUIL......eiiiiiiii ittt e ettt e e e s et e e e s e bt e e e e s eabaeeeserbaeeeesbaneeens 37
6.2.1 SOCIO UEMOGIAPNICS ... evieiiiiiciie e cie ettt st e e s e e et e e s be e e sate e e ataeesnteeesneeeeans 37

6.3 The Reasons for HIV index testing and related FACtOrS .........cccccccvviiiiie e 37
6.3 .1 FEar OF AISCIOSUIE .....ouiiiiiiiciiie e 39
6.3.2 Fear of POSITIVE TESE FESUIL ........veiiiie e et e et e e e are e 39
6.3.3 Stigma and diSCrimMINAtION. .........ciiiiiiiciie e e e srre e are e 39
6.3.4. SEIVICE TEIALEM .......ouviiiieii e 40

T DISCUSSION ...tttk bbbt bbbt h bbbt b ettt b et 41
8. Strength and limitation Of the STUAY .........ceiiiiii i 44
ST (1= 1o TSP 44
8.2 LLIMIEATION ...ttt b bbb bbb 44
9. Conclusion and RECOMMENUALION ........oiuviiiiieiiiie it 45

9. 1 CONCIUSION 1.ttt bbbkttt b et b ettt 45

9.2 RECOMMENUALION. ...ttt bbbt b et b et 46
9.2.1 Government and stake holders in the StUdY area ..........cccccoviiiee v 46
9.2.2. Health care providers in the research Setting...........coooveviiiiii i 46
0.2.3. RESEAICNEIS ...ttt 46



O =] =T =T (o 47

T T PP PP PP PPRR PR 51
11,1 INFOrMALION SNEEL.......ciiiiii e 51
11.1.1 Informed-CONSENT TOIM .....o.viiiiiiiii et 51
11,12 CONSENE TOMMM .ttt ettt b bttt b et e e e e e 52
Topic guide for an in-depth INtErVIEW INAEX CASE ........ccveiiiiiieiieriee ittt 57
11.1.4 Oral informed consent for an in-depth INtErVIEW ...........ccoiiieiiiiiiiiicee e 57
11.2.2 Participant in-depth iNterVIeW QUITE..........c.ooiiiiiiiiieiieie e 58
13.3 PPAP aPMPP APAPLL TPOT (NATICT ..ottt ens 60
Topic guide for an in-depth interview for Key informant.............coccoviiiiiiniieniee e 62
11.2.1 Oral informed consent for an in-depth INtErVIEW ...........cccooiieiiiiieiiiee e 62
Health care providers in depth iNterview gUIdE ..........cccoiiiiiiiiieiie e 63

Vi



List of Tables

TABLE 1:INFORMATION ABOUT INDEX CASES AND HIV INDEX TESTING PARTNER IN SELECTED GOVERNMENT HEALTH
FACILITIES IN LIDETA SUB-CITY ADDIS ABABA, OCTOBER 2020. .. ccuiiiniiiiieieei et eeiieeeeeteeeneeneennes crenes 34

TABLE 2: BIVARIATE AND MULTIVARIATE LOGISTIC REGRESSION ANALYSIS OF VARIABLES ASSOCIATED WITH HIV INDEX
TESTING IN SELECTED GOVERNMENT HEALTH FACILITIES LIDETA SUB-CITY ADDIS ABABA OCT 2020.............. 36

TABLE 3. THE THEME, CATEGORIES AND CODES OF REASONS FOR NOT TESTING HIV INDEXES IN LIDETA SUB CITY,
GOVERNMENT HEALTH FACILITY, ADDIS ABABA ETHIOPIA, 2021 ....cenieeieiiieiee e e 38

Vii



List of Figures
FIGURE 1 CONCEPTUAL FRAMEWORKS ON HIV INDEX TESTING AMONG INDEX CASE ON ART FOLLOW-UP IN SELECTED
GOVERNMENT HEALTH FACILITIES, LIDETA SUB-CITY, ADDIS ABABA ETHIOPIA, OCTOBER 2020 (ADAPTED BASED

ON LITERATURE REVIEW. ) +1vttttttttesessunssssssssnsssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssnssssmmssnnes 20
FIGURE 2 DIAGRAMMATIC PRESENTATION OF THE SAMPLING PROCEDURE USED IN THE STUDY IN MAGNITUDE AND
RELATED FACTORS OF HIV INDEX CLIENT TESTING IN LIDETA SUB-CITY ADDIS ABABA ETHIOPIA 2020. ......... 25

viii



Acronyms
AA
AIDS
AOR
ART
ARV
AU
CHASS
Covid 19
EDHS
EPHI
EPHIA
FGD
FMOH
HIV
HIVST
HTS
ICT
PLHIV
PMTCT
PNS
PP
REC
SPSS
SRS
SSA
UNECA
UNAIDS
VCT

Addis Ababa

Acquired Immunodeficiency Syndromes
Adjusted Odds Ratio

Antiretroviral Therapy

Anti-retroviral

Africa Union

Clinical and Community HIV/AIDS Services Strengthening
Corona Virus Disease 19

Ethiopian Demographic Health Survey
Ethiopian Public Health Institution

Ethiopian Public Health Institution Assessment
Focus Group Discussion

Federal Ministry of Health

Human Immunodeficiency Virus

HIV Self-Test

HIV Testing Service

Index Case Testing

People Living With HIV/AIDS

Prevention of Mother To Child Transmission
Partner Notification Service

Priority Population

Research Ethical Committee

Statistical Package for Social Science

Simple Random Sampling

Sub Sahara Africa

United Nation European Commission Agency
United Nation Program On HIV/AIDS

Voluntary and Counseling Service






Abstract
Introduction: Ethiopia is one of the countries’ most severely hit by HIV pandemic. Two percent of

new HIV infection 3% of HIV-related death occurred in Ethiopia in 2017. The national adult HIV
prevalence rate was 0.9% [1.2% in females and 0.7% males]. Index testing is focus on offering HIV
testing to everyone exposed to HIV by the index case. Ethiopian Country Operation Plan (COP19) is
focused on active case finding using Index Case Testing (ICT) (minimum 20% yields) as a major
component of service delivery efforts. This research analyzed the HIV sero-prevalence among sexual

partners and children of Index cases.

Objectives: To assess the magnitude and associated factors of HIV index testing among index cases

on ART follow-up in selected government health facilities in lideta subcity, Addis Ababa, Ethiopia

Methods: Mixed method facility-based cross-sectional study design was used. Pretested checklist
was used to retrieve information from the client's medical record and analyzed using SPSS version 23.
Results were displayed in Odds ratio, confidence intervals, and P-value. Bivariate and multi variable
analysis used to analyze HIV index testing and the factors associated with it. Qualitative data was

collected through in-depth interviews and analyzed using open code and thematic analysis approach.

Result: A total of 385 index cases on patient card reviewed from ART follow-up. Out of two hundred
ninety-one partners 84% and from 481 children 91% were tested. Sixty percent of partners and 9.6%
of children's test results were positive. The odds of HIV index testing were higher in male partners
AOR 8.43(1.32-8.94) than females. Index cases who had one children AOR of 7.59(2.39,26.95) and
two children AOR of 3.47(1.2,10.4) times more likely HIV tested than index cases with no children.
The qualitative test result showed that the major reasons for not testing their families were fear

disclosure, fear of positive test result, stigma and discrimination and service related factors.

Conclusions and Recommendation: This study showed that high proportions of index partners and
children have been tested for HIV. Out of tested partners, the majority test result was positive. Factor
that had a strong association with HIV index testing was being male partner and having one or two
children. The health institutions should strengthen ICT service in the ART unit to ensure the

sustainability of testing.
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1. Introduction

1.1 Background

HIV infection remains one of the greatest challenges facing the global health community, and a
devastating infection in sub-Saharan Africa’ (1). The United Nation Program On HIV/AIDS
(UNAIDS) set the goal of ending the (Acquired Immunodeficiency Syndromes) AIDS epidemic by
2030 in 2014, and announced that 95% of people living with HIV should be aware of their HIV
status, while an estimated 40% remain undiagnosed (2) Eastern and Southern Africa accounted
for 45% of HIV infections and 53% of HIV patients worldwide in 2017 (3). Many children living
with HIV in resource-limited settings are still undiagnosed and at risk of HIV-related mortality
and morbidity (4) and several factors are associated with partner non-testing, and there are

numerous serious challenges to achieving full global epidemic control (95-95-95) (5))(6).

According to the 2018 Ethiopian Population-based HIV Impact Assessment (EPHIA), the urban
HIV prevalence is 3%, with the prevalence varying geographically, ranging from 0.8 to 5.7% in
the Somali and Gambella regions ((7)8).Whereas the prevalence in Addis Ababa is 3.1%, despite
its relative economic advantages and easy access to health care, Addis Ababa City, falls below
the rest of the country in key HIV indicators when non-residents are factored out (8) (9). Addis
Ababa is home to 104,851 PLHIV, accounting for approximately 17.7% of the country's PLHIV
population, though only accounting for 3.5% of the total population. (1(9)0). A total of 94,240

clients were on antiretroviral therapy (ART) in Addis Ababa and 3616 were newly enrolled.(11).

Several novel approaches have been developed to improve the efficacy and yield of HIV testing
by bringing HIV testing services (HTS) into facility-based (Voluntary Counseling and Testing
(VCT) and Provider Initiated Testing and Counseling (PITC)) and community-based settings
(Families of HIV Index cases, widows, divorced, remarried, and AIDS orphans).Traditional HIV
testing methods, such as facility-based testing, are effective at identifying HIV-positive adult
women in SSA, but have yielded sub-optimal results for reaching men. (10) the term HIV testing

services is used to embrace the full range of services that should be provided together with HIV
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testing counseling (pre-test information and post-test counseling); links to appropriate HIV
prevention, treatment, and care services; and other clinical and support services. collaboration
with laboratory services to ensure quality assurance and accurate results delivery. HIV testing is
a serious first step in identifying and linking PLHIV to the treatment cascade and it also provides

an important opportunity to strengthen HIV prevention among negative people. (11)

Referral and linkage of clients must get crucial attention to maximize the number of identified
HIV-infected people that are linked to available care and treatment services in the country
(12)(1. HIV Index testing involves systematically identifying current and former partners and
household members of individuals newly or previously diagnosed with HIV and engaging them
in an HIV testing service. Testing can be done in the health facility via invitations to household
members or through home-based testing. The HIV index testing strategy uses a known HIV-
infected person receiving HIV care as an index reference to target partners for HIV testing (6)

(13)

Partner and family-based index case testing is a potentially high-yield identification strategy
irrespective of national seroprevalence (14) The yields may be higher in low-prevalence
countries where ICT & PNS are implemented. PEPFAR-E is implementing ICT & PNS across
facilities and with more intensity, Using line-lists produced by EMRs, we were able to achieve a
20% increase in yield among adults and a +2% yield among children. ICT would account for half

of the total HTS observed at COP19. ((15)

1.2 Problem of the Statement

Approximately 19% of people with HIV globally are unaware of their HIV status in 2019, and still
need access to HIV testing services.(16) (Global HIV/AIDS Overview)According to UNAIDS
Spectrum, 610,000 Ethiopians were living with HIV in 2017.(17) While 73% of these people are
aware of their infection status, there are still pockets that need to be addressed.(17) HIV stigma
has an important role in the spread of the AIDS epidemic. Fear of being identified as having HIV

may discourage a person from getting tested (18). Healthcare settings screen broadly for HIV
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using social networks and partner testing to select high-risk individuals based on their contacts
(9). Adults tend to get tested at voluntary counseling and testing (VCT) centers, and other
service delivery points where providers may not be fully aware of the importance of family
testing of the index case. Parents may be in denial of their status or not be ready to test
children when they themselves are first identified as living with HIV. Offering family-based

testing in such settings may make them less likely to get HIV care.

One of the main objectives of ICT testing and counseling is to identify and link HIV-positive
people to care and treatment services and HIV-negative people to prevention services (19)(9).
Despite the potential contribution of HIV Index testing to the prevention of HIV infection and
transmission, all Index cases are not willing to bring their partners or children to get tested for
different reasons. HIV Index testing study results stated that 73% in Addis Ababa, 61% in Kenya
Nyanza province adults and 25% children were tested which is insufficient. This emphasizes the

public health significance of providing effective HIV index testing services.

1.3 Significant of the study

Ethiopia's consolidated comprehensive HIV prevention, care, and treatment national guidelines
state that clients' concerns should be addressed to improve disclosure and testing service
uptake among index partners (spouses and non-spouse partners) and HIV-exposed children
(20). This study helps to assess the magnitude and associated actors of HIV index testing among
index cases in selected government health facilities in Lideta sub city. The study findings may
help in developing better strategic approaches to increasing the number of HIV index tests. The

recommendations made by this study may play a role in improving index testing yield.

This may aid in the development of more effective strategic approaches to increasing the
number of HIV index tests. The recommendations made by this study may play a role in

improving index testing yield.
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1. Literature Review

2.1. Global, Regional and National context of HIV/AIDS

The total number of people globally living with HIV has increased from 28.9 million people in
2000 to 38 million people in 2019. HIV infections are still especially widespread in Eastesrn and
Southern Africa, with 20.7 million people living with the condition in 2019. The national adult
HIV prevalence rate was 0.9% [1.2% in females and 0.7% in males], (21) and 2% of all global
new HIV infections and 3% of global HIV-related deaths occurred in Ethiopia in 2017 ((22) In
2019, approximately 81% of people living with HIV worldwide are aware of their HIV status.The
remaining 19% (about 7.1 million people) still need access to HIV testing services. (Global
HIV/AIDS Overview) According to EDHS 2016, of the general population, only 40% of women
and 43% of men have ever been tested for HIV and received the test results (23) Of the

estimated PLHIV, about 73% know their status. (cop strategy)(24)

Since the onset of the HIV epidemic, countries in sub Saharan Africa have introduced and
expanded several HIV testing modalities.(25). Despite the expansion of HIV testing services,
some countries in sub-Saharan Africa have not been able to reach the first 90 goals. To address
this gap, several countries have introduced index testing services in both facilities and in
community settings. Community-based HTC is described as testing done outside of a health

facility, whereas facility-based HTS is defined as testing done within health facilities. (26)(27)

2.2. HIV Index testing

Gap in HIV testing for partner study done in Nigeria's result indicated that less than one in 10
individuals know their HIV status and 40% of HIV-positive people are unaware of their status. .
In Ethiopia, Addis Ababa study done on HIV-positive status disclosure to sexual partners results
revealed that 11.3% of participants reported that their disclosure immediately initiated their
partner for HIV testing (7).Sexual Partners and biological children of people diagnosed with HIV
infection have an increased probability of being HIV positive. Index case HIV testing is a key

strategy in preventing new HIV infections. Several studies, systematic reviews, and cost-
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effectiveness studies pointed to the benefits of offering HIV testing services to the partners of
people diagnosed with HIV. While overall HIV testing rates have improved, implementation and

uptake of index partner testing remains unacceptably poor,(28)(29)

Study findings in East Africa showed that less than 10% of HIV seropositive individuals know
their partners’ status (30) The study conducted in Uganda showed that out of the 120 spouses
of HIV-positive index participants starting ART and living in households, 99 percent of them had
never been tested for HIV (24) Another study done in Malawi on Index case finding facilitates
identification and linkage to care of children and young people living with HIV/AIDS. The results
revealed that in facility-based testing, out of 429 279 (64.7% ) a child or young person was
untested. According to the Clinical and Community HIV/AIDS Services Strengthening (CHASS)
project study results in Mozambique, 53 percent of women and 47 percent of children were
tested for spouse and family-based index testing.(31) whereas the community-based results
revealed that 28 HIV-infected people (4.0%) were newly diagnosed among 711 children and
young people tested by CHWs (32) 72% (10,854/14,986) of all eligible family members who

requested testing were tested for HIV.

The proportion of eligible sexual partners who were tested, 86% (982/1,139), was significantly
higher than the proportion of eligible children who were tested, 71% (9,872/13,847). According
to a qualitative study from Malawi, some index clients avoided HIV testing because they were
afraid that community members would see them testing and make assumptions about their
sexual behavior.( Acceptability of index partner HIV self-testing among HIV-positive clients in
Malawi: A mixed methods analysis) In Lesotho, 72% of children's HIV testing was carried out
(33), out of 14,986 eligible family members elicited for testing.In the Nyanza province of Kenya,
the index model was particularly effective in testing children, constituting 61% of the family
members that were identified and tested (12). According to a study conducted in Addis Abeba
on the acceptance of index case HIV testing and counseling among HIV patients, seventy-five

(20%) of the respondents' families had never been tested for HIV, and 28 (7%) respondents
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didn't know whether their family members had been tested.(22), The study conducted in Kenya

on HIV index testing showed that 63.3 % were tested in the integrated VCT clinic. (16).

2.3. HIV testing yields

Effect of clients Strategic Index Case Testing on community-based detection of HIV infections
results showed that a total of 741 (85.2%) of 870 sexual contacts traced were tested for HIV,
out of which 378 (51%) tested positive using an HIV rapid test kit, (Effect of clients). The
Strategic Index Case Testing on community-based detection of HIV infections (STRICT study)
Index and targeted community-based testing to optimize HIV case finding and ART linkage
among men in Zambia revealed that Index testing services identified 2186 (49%) of HIV-positive

men, with a positivity yield of 40%.

A study done in Zimbabwe showed that through HIV index testing, 25.1% of children ages 2—-14
years, adolescents 5.7%, and adults 69.2%, were represented. The HIV positivity rate by age
group was 1.4% among children 2—-14 years, 2.4% (among adolescents ages 15-19 years, and
17.6% among adults. (31). Another study from Zambia Index testing services identified 2186
(49%) of HIV-positive men, with a positivity yield of 40% (Index and targeted in Zambia) The HIV
positivity rate among all index contacts (biological children, adolescents, and sexual partners)
who were tested for HIV was 4.2%, with sexual partners having a higher HIV positivity rate than
biological children.(HIV index testing to improve HIV positivity rate and linkage to care and

treatment of sexual partners, adolescents and children of PLHIV in Lesetho.

Study from Ethiopia, Woliso Among 237 HIV-tested partners, 176 were HIV positive, with a
positivity yield of 0.7%, (34)and 31 of 258 tested under 15 children were HIV positive, with a
positivity yield of 0.1%.Lusaka, of 565 index contacts that were eligible for an HIV test, 113 of
them tested HIV positive, representing a positivity yield of 20%. (HIV index testing services in

urban Lusaka: a review of medical records (35)

In the Democratic Republic of Congo (DRC) and Zimbabwe, over a period of six months, a total

of 170 children were identified as HIV positive. The majority of these (161/170) were in DRC,
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where the yield of family-based testing was very high, at 30%. By contrast, in Zimbabwe,

although the strategy was still valuable, the yield was lower, at 3%.(36)

2.4. Factors influencing HIV index testing utilization

2.4.1. Socio demographic characteristics and HIV index testing

2.4.1.1 Age and HIV index testing

The HIV positivity rates also differed significantly for different age groups, related to the index
case. The HIV positivity rate was highest amongst contacts who were 45 to 49 years old, with a
positivity rate of 43%. Sexual partners of index clients had an HIV positivity rate of 46%
compared to children under the age of 15 at 17%. (36)( According to a mixed-methods study
conducted in Gujarat, India, factors such as age > 25 years are more likely to be associated with

partner non-testing.((37)

In a study by Leseto, among the index contacts tested, 73.5% (7,982) were children aged 2-14
years and 10% (1,088) were adolescents aged 15-19 years. Adults aged 20 years and above
accounted for 16.4% (1,784). Out of tested among children ages 2—14 years, the HIV positivity
rate was 1.4%, adolescents 15—19 years had a positivity rate of 2.4% and adults 20 years and
above had a positivity rate of 17.6%. (38) Index and targeted community-based testing, of the
men found HIV positive, and 13.0% were aged 15 to 24 years, 60.3% were aged 25 to 39, 20.9%
were aged 40 to 49 and 5.8% were 250 years old. (39)

2.4.1.2. Sex and HIV index testing

Index and targeted community-based testing in Zambia, Over a 12-month period, a total of
18,336 males were tested and 4458 were identified as HIV positive for an overall positivity yield
of 24.3% (Index and targeted community-based testing to optimize HIV case finding and ART
linkage among men in Zambia). A study found that the gender distribution for HIV testing varies

by age group.done in Lesato finding showed that slightly above half (53.1%, 4,814) of all
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children and adolescent clients tested were female compared to 46.9% (4,256) male and among

adults HIV tested 51.5% (918) were females clients (38)

According to a review of medical records in Lusaka, the total number of female participants for
HIV index testing was 314 (representing 52%) out of 604 study participants.(HIV index testing
(35). A mixed study done on the acceptability of index partner HIV self-testing results showed
that 404 HIV-positive clients with an active sexual partner completed the index partner testing

survey, with 159 (39%) male and 245 (61%) female HIV-postive individuals.(40)

An Indian study discovered factors, including index cases, where being male was one of the
most likely to be associated with partner non-testing.A qualitative finding revealed that the
main barriers to testing were non-disclosure of HIV status (due to fear of marital discord) and a
lack of awareness and risk perception.(Gujarat, India) (37) Sustained high HIV case-finding
through index testing and partner notification services study results showed that the high HIV
positivity rate was achieved for both males and females (mean monthly HIV positivity rate of
31.3% for males and 33.7% for females), with females showing significantly higher positivity

compared to males. (25)
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2. Conceptual Frame work

Socio-demographic Age,
sex, education, marital
status, and family size

Family and community factor
partner, children (biologic), stigma
and discrimination

N4

HIV index case testing
(1CT)

Knowledge Importance of
HTS, information source,
risk perception to partners

PN

Service delivery related

Access/availability of HTS and
Health care providers

Figure 1 Conceptual frameworks on HIV index testing among index case on ART follow-up in
selected government health facilities, lideta sub-city, Addis Ababa Ethiopia, October 2020
(Adapted based on literature review.)
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4. Objective:

4.1 General objective:

e To assess the magnitude and related factors of HIV index testing among index
cases on ART follow-up in selected government health facilities in lideta sub-city
A.A, Ethiopia from Aug 2019-Oct 2020.

4.2 Specific objective:

e To determine the magnitude of HIV index testing among index cases on ART
follow-up in selected government health facilities in A.A, Ethiopia Aug 2019-Oct
2020.

e Toassess HIV status of indexes on ART follow up in selected government health
facilities Aug 2019-Oct 2020

e To identify factors related to HIV index testing on ART follow up in selected
government health facilities in A.A, Ethiopia Aug 2019-Oct 2020

e To explored factors associated with HIV index testing on ART follow up in
selected government health facilities in A.A, Ethiopia Aug 2019-Oct 2020
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5. METHODS

5.1 Study area and period

Addis Ababa is the capital city of the Federal Democratic Republic of Ethiopia with a total
population of 3,352,001 females, or 51.6%. It is divided into 10 sub-cities and 116 Woreda.
Addis Ababa has the second highest HIV prevalence rate in the country (7). The study was
conducted in one of the sub-cities, called Lideta sub-city, which had a population of 424,215
5.2 Study design

Facility based cross sectional study in the form of mixed study

5.3 Source and Study population

5.3.1 Source population:

Quantitative:-All index cases patient’s card in selected government health facilities from chronic

care follows up in lideta sub city.

Qualitative: Index cases of those who are active on ART follow up and those out of the

selected cards
5.3.2 Study population

Sampled patient cards who were elicited for HIV index contact testing during the study period.
Who have fulfilled the inclusion criteria in Lideta, Beletshachew, and T/Hymanot health

centers.
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5.4 Sample size and sampling procedure

5.4.1. Quantitative method
The sample size for the study was determined assuming the prevalence of HIV index client

testing (P) of 64.92% from a similar study conducted in Kenya,(12). The actual sample size was

calculated using a single population proportion formula of:
n=(Za\2)* P (1-P)
(d)?

n= (1.96) 0.6492(1-0.6492)

(0.05)?
n= 350
Where:
n = the desired sample size
Z= percentiles of the standard normal distribution corresponding to 95% confidence level

P= there is research conducted in Kenya on the state of index case testing so, | used 0.6492 for
sample size calculation. (16)

d= marginal error between sample and population was taken as 5%
The calculated total sample size was 350 and a 10% non-response rate was considered.
so, the total required sample size was 350+35= 385

5.4.1.2 Qualitative method
Purposive sampling was used to select 15 participants living with HIV and who attended ART

clinic and three key-informants from respected health centers ART unit Primary data were

collected via an in-depth interview until saturation of findings.

23



5.4.2 Sampling procedures
5.4.2.1 Quantitative method
Quantitative sampling purpose patient cards were reviewed from ART units of selected public
health facilities of Lideta, Beletshachew, and T/Hymanot health centers who were providing
chronic care follow-up services in lideta sub-city. The calculated sample size was proportionally
allocated based on the client number of each ART unit. A systematic random sampling
procedure was used to select eligible patient cards from each ART unites. Every “kth" index
case from the patient card was selected." K" was calculated by dividing the expected total
number of index cases from medical records within one month before data collection in each

facility.
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Addis Ababa health Bureau 10 sub-cities

|

l

l

l

l
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|

A

Arad Bole Yeka K/Kera || Ak/Kality Gulele Lideta N/Silk A/Kete || Kirko
a nevo ma <
SRS
Lideta Sub City
SRS SRS
/ SRS
Lideta HC Abenet T/Haymanoy Hidase DagimHida Beletshache
HC HC Fire HC se HC w HC
Lideta HC T/Haymanot HC Beletshachew HC

N= 385

Figure 2 diagrammatic presentation of the sampling procedure used in the study in magnitude
and related factors of HIV index client testing in Lideta sub-city Addis Ababa Ethiopia 2020.
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5.4.2.2 Qualitative method
For in-depth interviews, a purposive sampling procedure was applied to select the study

participants using different criteria, such as; index cases who tested their family and were not

and who had a partner or clients with more than one child.

5.5 Inclusion and exclusion criteria

5.5.1 Inclusion criteria

e HIV index cases that have at least one index that is a partner (spousal/non spousal) or
child (biologic)

e Index case being documented in HIV index case testing registers (ICT).

5.4.3 Exclusion criteria

e Patient medical records from the ART unit and clients who are on follow up do not list
index partners or children.

e Index Clients not documented in index testing registers

e Too sick to give consent or to be interviewed.

5.6 Data collection tools and procedures

5.6.1 Quantitative method

Data was collected using a checklist prepared in English to collect information, on socio-
demographic characteristics, the state of testing, personal and social factors related to HIV
testing, and counseling. The checklist was filled in by ART provider nurses or ART data clerks

from the respective health facilities.

5.6.2 Qualitative data collection
The semi-structured, open-ended interview guide was used for the in-depth interview. Data

was collected by the principal investigator in Amharic. A Pl both in writing and mobile recorder
to back up the written note, finally, the principal investigator transcribed the mobile recording

information after each session, then translated it into English
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5.7 Variably of the Study

5.7.1 Dependent variable: Magnitude of HIV index testing.

5.7.2 Independent Variables

Socio-demographic characteristics age in years, educational status, marital status

Client related factors (knowledge about HIV testing.) for the qualitative component
Family-related factors for qualitative method and number of children and family size.
Community factors (fear of stigma and discrimination) for qualitative method.
Service-related factors (availability index case HIV counseling and testing service and

rapid test kits in the facility.
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5.7.3 Operational definitions
Index case:-The index case is defined as the individual who is found HIV positive on HIV Testing

and Counseling (HTC) provided at the health facility

Index:- Only count individuals tested in the household/community who had a known exposure
to an index case (e.g. they are sex or drug-using partner or the biological child of an HIV-

positive woman)
Index testing: Focus on offering HIV testing to everyone exposed to HIV by the index case;

Sexual Partner is defined as persons with whom the index client has had sexual contact at

least once.

Spousal Partner- Individual having a legally or formally married partner
Non-Spousal Partner- Any sexual partner other than legally married ones.
Children- Biological family members of index cases<15 years.

Clients who are on ART follow-up: Index cases who are receiving ARV service and registered
on treatment registration book and clients who visit the selected ART treatment unit for

receiving ART service.
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5.8 Data quality management

5.8.1 Quantitative data

To ensure the quality of the data, the first orientation of the data collectors and their
supervisors was undertaken for two days by the principal investigator on the objectives,
relevance of the study, method of interviewing, the confidentiality of the information, and
informed consent. The data collection tool was prepared in English. The data collection
processes were overseen by two supervisors with a first-year degree in health. They closely
follow the data collection throughout the data collection period along with the principal
investigator. All the questionnaires were checked each night on the same day, and
inconsistencies and errors were corrected accordingly. The structured questionnaire was
pretested in the ART units selected for the study and participants who were involved in the

pretest were excluded in the later data collection.

5.8.2 Qualitative data

Trustworthiness of the Study

The researcher would spend adequate time for the study. The researcher should be available
during data collection so that appropriate supervision and responses to any claim from data
collectors or study participants can be made. At the end of each discussion, the note was
cross-checked with the Audio records. The record information was transcribed as described by
the interviewee and then translated into English. The data then categorized into different

codes and these codes were refined and categorized into major themes

5.9 Data Analysis procedures

5.9.1 Quantitative data
Data from the checklist entered and cleaned using Epi-Info; and analyzed using SPSS. Data

were presented using frequency tables. Important summary statistics were obtained and an
association was examined using Odds ratio, confidence intervals, and P value. A significance

level of 0.05 (i.e. P< 0.05) was used to assess the importance of the relationships under
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investigation. Descriptive, bivariate, and multivariate methods were used to analyze the state

of testing of HIV and the factors associated with it.

5.9.2 Qualitative data
Thematic analysis was used to analyze the qualitative data generated by the OPEN code

version 4.02 software. First, the audiotape data and the detailed notes were transcribed and
translated into English by the principal investigator. The translated data was imported into an
open code to facilitate coding. Based on key concepts, some codes were developed. Maximum
care was taken to ensure that each respondent's meaning was as accurate as possible. As part
of the analysis, categories were developed that show the clear meaning of the findings and

categories and themes were developed using content analysis.

5.10 Ethical consideration

Written ethical clearance was obtained from the Addis Ababa public health research and
emergency management directorate after the approval of the research proposal from Addis
Ababa University School of Public Health. A formal letter was written to the Addis Ababa
health bureau from the Addis Ababa public health research and emergency management
directorate and then to the health facilities from the lideta sub-city. Written informed consent
was given to participants who were involved in the qualitative method but, for quantitative
data, clinical client records and SMART care are used in this study. However, patients’

records/information was anonymized and identified before the analysis.

All interviews were taken in a place that keeps privacy and time chosen by the respondents. To
maintain confidentiality identifiers like names or codes were not taken in the questionnaire.
Moreover, the same counselor working in the ART treatment units was used as a data collector
this helped ensure confidentiality during data collection since respondents were not be
exposed to a different person. Dissemination of the results of the study was not in referent

with the specific respondent but to the general source population.
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5.11 Dissemination of results

The findings of the study will be presented at the School of Public Health, College of Health
Sciences. Besides, a copy of the research findings will be disseminated to Addis Ababa public
health research and emergency management directorate, Addis Ababa health bureau, and the

Lideta sub-city. Publication of this study finding will be considered.
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6. RESULT

6.1 quantitative research

6.1.3 Information about index cases and HIV Index testing partner

A total of 385 index cases, 291 partners and 481 children were elicited for HIV testing, out of
291 elicited partner 245(84%) were tested, whereas out of 481 elicited children 432(91%) were
tested for HIV. Regarding the test result, partner with HIV positive test result were 146(60%),
negative were 86(35%) and 13(5%) were unknown test result, whereas 42(10%) of children
were HIV test result positive. The age distribution of index cases who were tested there partner
203 (82.9%) of them were in the age group of less than 45 years and the rest 42(17.1%) were 45
and above years. Concerning the sex sharing of index cases who were tested there partner
most of them 146(59.6%) were female. Education level of index cases who were tested there

partner 103(45%) had secondary and above education.

In relation to marital status of index cases who were tested their partner, majority 197(80.4%)
of them were married whereas 21(8.6%), 17(6.9%) and 10(4.1%) were unknown marital status,
never married and divorced respectively. One hundred nineteen (58.3%) of index cases who
were tested their partner were stage one according to WHO staging while 45(22.1%), 36(17.6%)
and 4(2) were stage I, Ill, IV respectively. Among index cases who were tested their partner
156(66.6%) of them had one or two child, however 66(26.9%) had no child and 23(9.4%) had

greater than three children respectively. (Table 1)
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Table 1. The Theme, Categories and Codes of Reasons for not testing HIV indexes in Lideta sub
city, government health facility, Addis Ababa Ethiopia, 2021

Partner tested
Variable No % Yes %
Age group
less than 45 38 82.6 203 82.9
45 & above 8 17.4 42 17.1
Total 46 100 245 100
Sex
Female 32 (69.6) 146 (59.6)
Male 14 (30.4) 99 (40.4)
Total 46 (100) 245 (100)
Education
No Education 8 20 41 (18.1)
Primary 18 45 83 36.6
Secondary 14 35 103 45
Total 40 100 227 100
Marital status
Married 32 69.6 197 80.4




Never Married 2 4.3 17 6.9
Divorced 2 4.3 10 4.1
Unknown 10 21.7 21 8.6
Total 46 100 245 100
WHO staging

I 20 55.6 119 58.3
Il 8 22.2 45 22.1
1" 7 19.4 36 17.6
v 1 2.8 4 2
Total 36 100 204 100
Numbers of children

No 21 45.7 66 26.9
One 8 17.4 78 31.8
Two 10 21.7 78 31.8
>three 7 15.2 23 9.4
Total 46 100 245 100
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6.1.5. Factors associated with HIV index testing

6.1.5. Factors associated with HIV index testing

In the Bivariate logistic analysis only number of children has shown significant association with
HIV index testing among index cases. The odds of HIV index testing were higher among index
cases with one children COR 5.41(1.74,16.81)0.004 and two children COR 3.43(1.32,8.34)0.012

Compared to index case who had no children.

In the multivariate logistic analysis, number of children and partner sex has shown significant
association with partner HIV testing. Male partners were AOR 3.43(1.32-8.94) times more likely
HIV tested than females. Index cases who had one children adjusted odds of 7.59(2.39,26.95)
and two children an adjusted odds of 3.47(1.2,10.4) times more likely HIV tested than index
case with no children. Whereas the other variables like age of respondent, family size,

education has no statistically significant association with partner testing.
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Table 2: Bivariate and multivariate logistic regression analysis of variables associated with HIV
index testing in selected government health facilities lideta sub-city Addis Ababa Oct 2020

Variables Crude OR (95% Cl) Crude P- Adjusted OR (95% Cl) P-value
Age value

Age Group: 45 & above vs. less 0.87(0.37,2.05) 0.75 0.76 (0.25,2.33) 0.637
than 45

Sex:

Male vs Female 2.15(0.96,4.82) 0.062 3.43(1.32,8.94) 0.012**
Education: ref.=No Education

Primary 1.02 (0.4,2.63) 0.96 0.7(.23,2.11) 0.532
Secondary 1.46 (0.56,3.8) 0.441 1.08(.37,3.16) 0.882
Marital: ref.=Married

Never Married 1.29(0.28,5.94) 0.745 1.32(0.25,6.95) 0.737
Divorced 1.55(0.19,12.68) 0.685 1.59(.16,15.6) 0.693
Unknown 0.48 (0.16,1.44) 0.191 .35(0.1,1.27) 0.111
WHO staging: ref.=I

I 0.96 (0.4,2.34) 0.931 1.37(.51,3.08) 0.537

" 0.88(0.34,2.25) 0.788 .9(0.31,2.63) 0.853
A 0.51(0.05,5.18) 0.571 0.18(0.01,2.33) 0.187
Child No: ref.=No

One 5.41(1.74,16.81) 0.004 * 7.59(2.19,26.35) 0.001**
Two 2.62 (1.02,6.72) 0.045 * 3.47(1.2,10.4) 0.022**
More than 3 1.15(0.4,3.26) 0.798 1.32(.04,4.36) 0.648

*Significantly  associated in

bivariate analysis.

**Significantly associated

multivariate analysis.
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6.2 Qualitative Result

6.2.1 Socio demographics
A total of fifteen HIV-positive clients participated in an in-depth interview (11 females and 4

males) their marital status were twelve married, one divorced and two of widowed. Greater
than 45%,(8/15) of participants age between 35-44. Majority of index clients’ educational status
were secondary (60%). Regarding key informants in-depth interview three health care providers
who were working in selected health facilities on ART unit interviewed; out of those
interviewed two of them were female, all were nurse in profession and their responsibility in

ART unit were two ICT focal person and ART provider and one ART focal.
HIV index testing

Most of the participants expressed as a top concern that the health care providers who are
working in the ART unit advised us to bring and test our families as well as children.. Majority of
the respondents expressed that early notification and testing of partner and children is very

crucial.

“Things should need attention to sick people, they need more love than any other people.
Testing is very essentials to know the status and for further action like taking the drug regularly,
accept the advice of health professional, avoid ourselves from any addiction, , | brought my
families to a health facility for test and their result was my husband positive and my child

negative.”

A 35 years old mother from ART follow-up

6.3 The Reasons for HIV index testing and related Factors

The most common factors associated with not HIV index testing were fear of disclosure, fear of
positive test result, stigma and discrimination and service delivery related issues.

The Theme, Categories and Codes of the results of qualitative analysis using open code is
indicated in Table 6 and the results are then presented based on each category.
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Table 3. The Theme, Categories and Codes of Reasons for not testing HIV indexes in Lideta sub
city, government health facility, Addis Ababa Ethiopia, 2021

The Theme, Categories and Codes of Reasons for not testing HIV indexes in Lideta sub city,

government health facility, Addis Ababa Ethiopia, 2021

Theme | HIV index cases were not tested their indexes because of fear of disclosure, fear of positive test
result, stigma and discrimination and service related factors.
Categor | Fear of disclosure Fear of positive HIV | Stigma and Service related
ies test result discrimination
Stigma
Code Fear of departure Break Adequate information

Fear of divorce

Not reveled

Partner influence

Fear of future hope

Test rejection

Family influence

Individual behavior

Taking drug long time

Lack of awareness

Not interested

Separated

confidentiality

No proper counseling

Respect client interest

Problem out of ART

unit
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6.3 .1 Fear of disclosure
Some index cases did not disclose their HIV status to their families for a long time because of

that partner and children would not tested on time. Respondents reported that the main
reasons of fear of disclosure were fear of divorce and separation. a 38 years mother from ART

unit explain that:

“I haven’t disclosed my HIV status to my husband for 11 years while we are living together
because | thought that if my husband knows my HIV status he will not accept me and leave me

alone”
A 38 years old index case from the ART unit5.

6.3.2 Fear of positive test result
Majority of clients would not want to face the fact dueto fear of positive HIV test

result . The most common reasons for fear of positive test result were patients panic of future

hope for their child and their life and also taking drug life long.

“I have tested my current husband and kid but my previous husband passed away before getting

tested. | asked him many time to test but he refused. So testing family is very crucial”

A 37 years old mother from ART follow up

“When | thought about HIV test | stressed on the result especially to my kid means that ,what
will be her future life, and then next? | stressed in so many things but after many health facilities

visits, | brought my kid and she tested for HIV.

A37 years Women from ART follow up

6.3.3 Stigma and discrimination
The main issues raised on this section is beak confidentiality by family members, neighbors or

community by itself exposed clients to stigma and discrimination. Participants reported that
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they do not want to disclose their HIV status to anyone for fear of discrimination and
social isolation. Key informants expressed as most patients are exposed to intimate partner

violence (IPV) after notifying their status

"Testing kids is simple but testing partner is very difficult because they do not want to be tested
because of fear of stigma and discrimination until they became critical. So till now, | didn't test

my husband. "
27 years old female clients from ART follow up
6.3.4. Service related
Barriers to utilization of HIV index testing were lack of proper counseling, lack of respect patient
interest and problem out of ART unit. Regarding the health care provider’s approaches on the

service delivery, three of the respondents expressed that: the ART service and ICT counseling

available all the time working hours, off working hours, week-end and even holydays.

“I believe that kids should know their HIV status before becoming youth or adults. | have tested
my family, my husband was positive and my two kids were negative. We know all HIV-positive
who had not tested their families. So we advised them the advantage of testing their families.

All HIV-positive clients should test their families”

A 43 years old mother from ART follow up.
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7. Discussion

The study was undertaken to assess the magnitude and related factors of HIV index testing
among index cases on chronic care follow-up in Addis Ababa lideta sub-city in Lideta,
T/Haimanot, and Beletshachew health centers. Addressing testing of HIV index testing is vital
for early diagnosis and initiation of ART and also prevention of HIV transmission for those HIV

negative clients.

In this study, 84% of partners and 91% of children tested in a facility-based index case testing
approach. The most frequent approach to test their family-based approach were in VCT and
some of the clients in all service delivery points. This finding is in line with a study done in
Zambia with the prevalence of index testing 85% (39). The prevalence in this study has higher
from a study done in Kenya (64.9%),(12)) in Mozambique CHASS 53% women and 47% children
tested (31), in Malawi only 35.3 % of children and young adult tested(41), in Lesotho 72%
children tested,(38) in Nyanza province, Kenya 61 % family member tested(30), in Cameroon
66.8% community-based HIV testing,(42) another study in Mozambique 31% (17). another(42)
study done in Malawi shows an HIV prevalence of 48.1 to 66.7% among sexual partners of
HIV  Positive clients tested(28). This discrepancy might be due to socio-demographic
differences, different health care systems and treatment conditions under which the

populations go through and the time interval of the studies conducted.

Result from qualitative data supported the finding from quantitative data as majority of the
respondents expressed that early notification and testing of partner and children is very crucial.
A qualitative study finding from Malawi, some index clients noted that their partners avoided
HIV testing because they feared that community members will see them testing and make
assumptions about their sexual behavior. This is comparable with our qualitative study result,
factors associated with partner testing were fear of positive test result and stigma and

discrimination.

In COP 17 the national positive yield was only 7.5% including non-spousal, partners (8), but in

this study, the average positive yield is 27.6% (9.6% in children and 60% in partners). This

41



increment might be due to the strengthening of ICT services and the time difference. This study
finding is in line with a study done in Zambia 24%,(39) Study from Lusaka 20% (35)and a facility-
based study in Kenya 28.1%. Concerning partner positivity yield, this study finding is similar to
the study done in Tanzania and Nigeria 61.9% (43)(30)and 51% respectively. Whereas; our test
finding is higher than study done in Lesetho 4.2% and home-based testing positive yield of 2.8%
in Kenya. This result difference might be because of the higher rate of positive test results in
the facility-based index client test. In this study age of respondent was not associated with HIV
index testing both bivariate and multivariate analyses. But, 82.9% of Index partners age less
than 45 years were tested for HIV. This is in line with another study done in (36)Index and

targeted community-based testing 94% of index partners were age below 49 year.

This study noted that male index cases had increased odds of testing their partner than female.
This might be due to influence of male partner over female partner, so that it might increase
the number of female partner tested. This study differ from study done in India, index cases
being male was one of more likely to be associated with partner non-testing which is supported
by qualitative result finding of the same study revealed that non-disclosure of HIV status (due
to fear of marital discord) and lack of awareness and risk perception were the key barriers to
testing partner.(INDIA) This discrepancy might be due to socio-cultural difference. In this study,
in relation to marital status of index cases who were tested their partner, majority 197(80.4%)
of them were married this is similar with study done in Woliso, Ethiopia, among 345 study

participants 247 (71.6%) were married.

In this study out of HIV tested partner 60 % were positive for HIV this is in line with study done
in Woliso 74%, whereas this study result showed that among HIV tested children 10% of them
were positive, this is different with study finding in Woliso which is 50%. This discrepancy might
be due to the quality of PMTCT service, residence area or educational status of index cases.
This study noted that index cases that had one children increased odds of eight times test their
children than index cases with no children and index case who had two children odds of three

time test their children than index case who had no children. This might be due to index cases
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those who had children, the chance of visiting health facility owing to different reason

increased and getting HIV testing and counseling also increased.
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8. Strength and limitation of the study

8.1 Strength

7
L X4

8.2 Limitation

0

In this study, qualitative and quantitative methods were used. These methods
enhance the research outcomes as qualitative study complement and strengthen

the quantitative study.

The sample is taken from health facilities, hence study result may not be
generalized to all index testing

Since the study used secondary data some of the information was incomplete.
Those incomplete data filled by triangulation in different sources like ICT
registration book SMART care clients database

collectors were oriented on participants' confidentiality and respondents' right
and to read the consent before they start the interview and explained to the
participants as it has no link to service given, the respondents might have given
the desired answer by the counselor or health care providers.

Even if a systematic random sampling method was used to select index cases
from the ICT registration book, the principal investigator may collect data
consecutively

Similar studies are required in maintenance sub city of Addis Ababa to ascertain

inter-sub cityt variability of HIV Index Testing out comes.

ICT registration book was not filled in properly
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9. Conclusion and Recommendation

9. 1 Conclusion

This study showed that high proportions of indexes have been tested for HIV.

Out of the tested index partner and children the majority test result was positive.

Major reasons for index cases not testing their families were fear of disclosure, fear of
positive test result, stigma and discrimination and service related factors.

A factor that had a strong association with HIV index testing were being male partner

and having one or two children
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9.2 Recommendation

The followings are recommended based on this study:

9.2.1 Government and stake holders in the study area

®,

¢ Policy-makers and donors should reinforce the delivery ICT service in the ART units.

9.2.2. Health care providers in the research setting

®,

+* Ensure the sustainability of ICT service in ART.
¢+ Provision of quality HIV index case testing service

0,

«* Strengthen proper recording on the ICT registration book

9.2.3. Researchers
+* Further studies should be conducted in the health facilities (facility-based ICT ) and

outside the health facilities(community-based ICT ) set-up ,in different sub city to
compare inter sub city variation and different parts of the country to come up with

more representative findings.
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11. Annex

11.1 Information sheet

11.1.1 Informed-Consent form
Addis Ababa University

School of public health

Study on “magnitude and related factors of HIV index testing among index cases on selected

government health facilities ”in lideta sub-city AA
Information sheet:

Greeting

My name is
First of all, | would like to thank you for your time.

| am working in the research team, which is conducted by Addis Ababa University in
Collaboration with the Lideta sub-city health office on the magnitude and related factors of HIV
index testing. The main purpose of the study is to assess the magnitude and related factors of
HIV index testing among index cases on chronic care follow-up. We are inviting HIV-positive
index cases on chronic care follow-up to contribute to the study. The study will not cause any
harm to you except giving the information. So | would like to ask you some questions related to
the subject. Your responses will help through policy formulation and program implementation

to improve index case testing and for new identification.

Your name will not be recorded and all the information will be kept strictly confidential and is
to be used only for this study. You have the right not to respond to any Question ‘you don’t

want to and your participation is voluntary. Are you willing to participate?

Yes
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o [

If they say yes and are willing to participate in the study, say thanks and proceed to the consent

form. If they say no, say thanks. Do not force or reinforce people to participate in the study.

11.1.2 Consent form
| have read or have been read the information or there is a withess when the information is

read (for those who cannot read or write). | understand the information given fully. So | am

willing to participate in the study.
Date of the interview----------------
Name of health facilities---------------

Data collector/a person who took the consent name------------------ signhature--------------

Check on the date
In case you need to contact:

Contact address of the investigator------- Name: Girma Feleke
Tel. 0911895490

Email girmafeleke29@gmail.com

11.1.3 English Questionnaire

This is a Questionnaire designed to collect secondary data to assess the magnitude of HIV index
testing among index cases at selected government health facilities in Lideta Sub-city Addis

Ababa, Ethiopia.

PART | - Information on socio-demographic characteristics of index cases
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S.No. Question Coding categories code Skip
101 Age of index case [ Jinyears
Male 1
102 Sex of index case
Female 2
No education 1
Primary(1-8) 2
103 Educational status Secondary (9-12) 3
Tertiary (diploma and above) 4
Others 5
Married 1
Never Married 2
104 Marital status?
Widowed 3
Divorce 4
105 Family size (in number)
Spouse 1
Mother 2
Father 3
What is the Relationship to the
106 Grandparent 4
index clients?
Siblings 5
Relatives 6
Others 99
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107 Total number of children (in number)
Stage |
WHO clinical stage of the index | Stage ll
108
case Stage IlI
Stage IV
109 Date of eligibility
Yes
110 Did the index case start ART?
No
111 Age of index testing partner [ lin years If
Male
112 Sex of index testing partner
Female
Yes
113 Did the index client ever tested
No
Did offered the test to index | Male
114
testing partner Female
Did interviewed the test to | Yes
115
index testing partner No
Date of test of index testing
116

partner
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Reactive/positive/ if,
answered
117 Result of index testing partner
Non reactive/negative/ go to
Q125
Child 1 chid2 child3 child 4
118 Age of index testing child
Child 1 child 2 child 3 child 4
Male Male 1 | Male Male
119 Sex of index testing child
Femal Femal
Female Female
e e
Child 1 Child 2 Child 3 child 4
Did the index testing child ever
120 Yes Yes 1 Yes Yes
tested
No 2 No 2 No No
Child 1 child 2 child 3 child 4
Did offered the test to index
121 Yes Yes 1 | Yes Yes
testing child
No No 2 No No
Child 1 Child 2 Child 3 child 4
Did interviewed the test to
122 Yes Yes 1 Yes Yes
index child
No No 2 No No
Date of test of index testing Child 1 Child 2 Child 3 Child 4
123
child
124 Result of index | Child 1 Reactive/positive/
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testing partner

Non reactive/negative/

Child 2

Reactive/positive/

Non reactive/negative/

Child 3

Reactive/positive/

Non reactive/negative/

Child 4

Reactive/positive/

Non reactive/negative/

125

If answered Q 117 Number of

test of index test partner

126

If answered Q 124
Number of test of

index test partner

Child 1

Child 2

Child 3

Child 4
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Topic guide for an in-depth interview index case

11.1.4 Oral informed consent for an in-depth interview
Introduction

Greeting: Welcome and thank you for coming today. My name is I

am from Addis Ababa University School of public health. Dear respondents here are lists of
guestions that are designed for research work to be conducted in partial fulfilment of a
master's degree in public health, to carry out this study here in AA Town health facilities. The
main purpose of the study is to assess the magnitude and related factors of testing of index
clients among index cases at selected government health facilities in Addis Abeba. Your
responses will help us to design an appropriate service delivery strategy and program
implementation to improve index client testing service. We would like to know what you think
about the HIV testing counseling service. Every one of you should participate freely, and all
your views, whatever they are, are welcome. If you don’t mind, we shall record the discussions
on tape and on paper to ensure that all that is said is captured. No one will be identified by
name. We shall treat the entire discussion confidentially, and we request all of you the same.
Before we begin the discussion, | would like you to sign the consent form given to you when
you came in. The consent form will be our record that you agreed to participate in the in-depth

interview and that you agreed to the taping.

Are you willing to participate? Yes [ ] No [ ]

Participant signature

Code

Age of respondents

Marital status

Educational level

Number of children
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11.2.2 Participant in-depth interview guide
Well, come to the discussion.

Q1. Could you explain/list me a top concern for people living with HIV? Among those, you
listed, in your opinion, which of these top concerns are considered as the most important

ones? Put them in their order.

Q2. (If not mentioned above) do you believe index client testing is a serious concern for People

living with HIV?

00 would you list me the reasons?

OWould it be possible to bring index clients for HTC? If “yes” how? If “No” why not?

Q3. Have you brought your family members(partner and biological children) for HTC?

Q4. In your opinion, what do you think are the reasons for not bringing index clients for HTC?
Probe- Opposition from husbands,

-opposition from children

-Lack of knowledge/information about testing

-lack of access to HTC,

-health providers approach (interaction), lack of confidentiality and counseling

Q5. Could you list me challenges of HIV positive people in the ART units to bring index clients
for HIV testing?

Q6.How do you see the counseling about index client testing issues with your provider?
Probe the

» Interpersonal communication
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> Follow-up care. giving appointments
» Information is given to them
(Probe, quality of the counseling, feels at ease when discussing those issues, the frequency of

discussion,)

Q7. Anything you would like to say or thinks remained?
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Topic guide for an in-depth interview for Key informant

11.4 Oral informed consent for an in-depth interview
Introduction

Greeting: Welcome, my name is . | am a student at Addis Ababa

University School of Public Health, am carrying out a research about the magnitude and related
factors of HIV index testing at selected government health facilities Lideta sub city. Your
responses will help us to design an appropriate service delivery strategy and program
implementation to improve index client testing service. We would like to know what you think
about the HIV testing counseling service. Feel free to ask any question in relation to the study.
Before we begin the discussion, | would like you to sign the consent form. The consent form will

be our record that you agreed to participate interview and that you agreed to the taping.

Are you willing to participate? Yes [ ] No [ ]

Participant signature

Code

Age of respondents

Profession

Responsibility
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Health care providers in depth interview guide
1. Could you let me know HIV index case testing (ICT) services for HIV indexes get from you as a

service provider?

2. Would you comment on HIV index case services delivery render in your health institution for

HIV indexes testing in terms of? (probe by saying what else)

» Availability and need
» Service delivery of HIV testing
» health care provider related
3. What challenges are faced by index cases towards partner and family based index case

testing

» Client
» Partner
4. Could you list me challenges during counseling about HIV index case testing in your ART

unit/counseling room?

5 Would you let me know your suggestion towards strengthening HIV index case testing

services for index partners and children?

THANK YOU!!
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