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Abstract

Back ground: HIV positive individuals may or may not have desire to have
children and want to use family planning. But the extent of theses desires and
how it varies by individual, social, health and demographic characteristics is not
well understood.

Objective: The aim of this study is to assess fertility desire and family planning
demand in HIV positive men and women on follow up care in Addis Ababa
ARYV treatment units.

Method: The study was undertaken from January to February 2006, using
quantitative cross-sectional study supplemented by qualitative in-depth
interview on a sample of 461 PLWHA on follow up care. Study subjects were
selected using stratified random sampling method. A pre- tested structured
questionnaire was used to collect data and analyzed using spss version 11.
Result: One hundred nine (44.7%)of women and 76(35.2%)of men, over all
40.2%of HIV positive individuals receiving care in Addis Ababa desired to have
children. Generally HIV positive individuals who desired children are younger
(18-29) (adjusted OR: 3.05, 95%CI: 1.5-6.4), married/in relation ship(adjusted
OR :3.4,95%CI :2.1-5.6 ), have no children(adjusted OR: 11.5 ,95%CI :5.3-
24.9)and had partner who also desire children (adjusted OR: 38.7, 95%CI: 16.7-
89.1)than those who do not desire children. Two hundred forty six (53.5%) HIV
positive individuals are using and 85(39.7) want to use family planning in the
future. Condom was the preferred method of family planning among HIV

positive individuals after HIV diagnosis.

Conclusion: A high proportion of HIV positive individuals who received
medical care expressed a wish for parenthood and wants to use family planning.
The extent of fertility desire and family planning needs of these people has

implication for vertical, heterosexual transmission and the need for counseling.
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In view of their wishes for children and family planning it is important for care
providers to address such issue. Care providers should also desist from the
conventional systematic advise against pregnancy but in addition to laying
emphasis on the risk, provide adequate information on available practicable

reproductive option for HIV positive individuals.
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1 - Introduction

Since the introduction of highly active antiretroviral therapy (HAART) in 1996, the way in
which human immunodeficiency virus (HIV) infected individuals confront the disease and

their long term out look have changed considerably in industrialized countries ( 1,2).

Reproductive choice in HIV affected individuals are changing. Most recently fertility issue in
HIV positive men and women are becoming increasingly important. Advance in treatment
such as zidovudine and other drugs together with cesarean section and breast milk substitution
has decreased vertical transmission to about 2%, making positive parenting a viable option at
least in countries where anti retroviral (ARV) treatment is widely available. In these countries
HIV positive or affected individuals are exercising their reproductive choice in ways that pose

new medical, ethical and legal challenges (3, 4).

In a study done on 114 HIV positive heterosexuals in Switzerland 20% of HIV positive
women and 22% of HIV positive men reported a current desire for children during the study
period. An even larger proportion 47.5% of HIV positive women and 38% of HIV positive
men stated they would like to have children in the future (1). In a similar study in Nigeria,
68.4% of the female and 53.8% of the male respondents expressed desire for children, giving
a total of 63.3%of all respondents. Among those desiring children, only 4.3% did not intend

to bear any children in the future (5).



Similarly a recent assessment of home based HIV care (HBC) project in Kenya found that
over half of the HBC clients had been sexuality active in the past year, and 20% desire

children and 31% had an unmet need for family planning (6).

The desire of HIV infected person to have children in the future has significant implication for
the transmission of HIV to sexual partner and new born. In addition many children of infected
parents are likely to need social services including income supplementation, housing, and
child care and for those who lose one or both parents bereavement support, foster care or

adoption(4).

Women who are infected with HIV needs family planning for the same reason as other
women to prevent unintended pregnancy, to space and limite births (7, 8). Moreover
preventing unintended pregnancy in HIV positive women is one method of reducing mother

to child HIV transmission (6).



2- Literature Review

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

The HIV/ AIDS pandemic continued to spread world wide. To day some 40 million people
are living with the virus, and over 20 million have died since the first case of AIDS was
identified in 1981. Sub Saharan Africa, with only 10% of the world population is carrying the

burden of 80% of world HIV infection and AIDS cases (9, 10).

Ethiopia is one of the hardest hit Sub-Saharan African countries by the HIV pandemic with an

estimated 1.5million people living with HIV/AIDS. National HIV/AIDS prevalence in

Ethiopia estimated to be 4.4% (12.6% urban and 2.6% rural) (9, 10).

2.2. Effect of HIV on fertility

One effect of HIV/AIDS on individual and society at large is change in the fertility level (11,
12). Different Studies in Sub Saharan African countries have found that behaviors that have
been largely influenced by AIDS education such as increased condom use, delayed on set of
sexual relations, older age at first union and fewer premarital sexual relation have driven

down fertility rates (11,12, 13).

In societies with high HIV/AIDS prevalence rates behavioral influences may led HIV
positive couples to limit family size due to concern about living orphans behind after an early
death or transmitting infection to the child, though others may desire large family to ensure

survival of children (11,13).



Biological mechanism also influences fertility rates in HIV positive men and women. HIV
may induce sterility, increase fetal mortality, decrease production of spermatozoa and
sometimes decrease frequency of sexual intercourse all contributing to declining of fertility
rates (11). HIV infected women experience reduced pregnancy rates, higher rates of menstrual

irregularities, planed abortion and miscarriage (11, 12).

Women infected with HIV at the stage of AIDS may face lower fertility rates. In addition
HIV may indirectly affect fertility due to co-infection with another sexual transmitted diseases
and complications of HIV, such as increased risk of cervical carcinoma, early menopause

and severe wasting may also contribute to infertility in women (11).

2.3. Desire for children

The optimization of antiretroviral therapy has led to great improvement in both the quality of
life and life expectancy of people living with HIV/AIDS, at least in countries where HAART
is widely available. Nowadays, HIV infection can be seen as a chronic but treatable disease.
This “normalization” has encouraged many positive men and women to include perspectives
in planning of their life that had previously seen as being impossible to fulfill. Planning a

family is often among these perspectives (2).

The HIV cost and service utilization study ,which examined fertility desire of large
sample of HIV positive men and women in the United States, reveled that 28% of HIV
positive heterosexual men and 29% HIV positive women who received medical care desired

children in the future (4).



Studies from African countries have shown fertility desire among African HIV positive men
and women. In Zimbabwe among 16 interviewed HIV positive pregnant women 7 of the
pregnancy were desired. In another study done in Yaoundé Cameroon one third of 40 HIV
positive men and women responding to a questionnaire said that the primary reason they had

unprotected sex was because they wish to have a child (14).

2.4. Who Desire Children

Different studies indicated that a high proportion of HIV positive men and women desire for
children. However their fertility desire was dependent on different factors besides their HIV
status. Study from United States and Nigeria on HIV positive women and men showed that
the desire for children were more in those who were younger, married or had sexual partners,
had fewer children and those who had partners who would like to have children(4,5). In
terms of personal health those who desire children had higher self — rating of physical

functioning and overall health (4).

For any women in developing nation child bearing is not only motherhood it is a primary
sources of self esteem but HIV infected women have additional reasons for child bearing. In
Kenya HIV positive women desired pregnancy to replace the child lost to AIDS. Pregnancy
may provide hope for future or prospective of care for child may give HIV positive women a
reason to go on living. On top of these some HIV positive women may not be able to accept
their diagnosis, denying it, become pregnant. Others may become pregnant to conceal their

HIV status from relatives, especially in- laws (14).



In Zimbabwe, as in most places, the desire of women to have children is rooted in context of
a need for both love and financial security and some women find personal satisfactions in

having children (14).

Individuals who experienced improved health while on HAART were significantly more

likely to express a desire for parenthood (1). In addition providers play a large role in

influencing how women feel about future child bearing (15).

2.5. Demands for Family Planning

Preventing unintended pregnancy among HIV positive women is an effective approach to
reducing pediatric HIV infection and vital to meeting HIV positive women’s sexual and
reproductive health needs (6, 16, 17).Adding voluntary family planning service on PMTCT
services can prevent an additional 55,000 child death and more than 150,000 unintended

pregnancies in high prevalence countries (6).

Family planning for both HIV positive and negative women safeguard their health by
enabling them to space births and also reduce HIV positive women’s vulnerability to
morbidity and mortality related to pregnancy and lactation. In addition reducing unintended
pregnancy among HIV positive women through family planning reduces the number of

children potentially orphaned when parents die of AIDS related illnesses (16).

All available methods of family planning such as oral contraceptives, Injectables, Implants,
Intrauterine device (IUD), barrier methods and spermicides can be appropriate choice for all

HIV positive women including those who do not have advanced disease and on effective



ARV treatment (6, 8). In one study done on HIV positive adults in the United States 81% of
women and 89% of men reported using at least one contraceptive method. Seventy eight
percent of women and 87% men used condoms, including 35% women and 47% men to
prevent pregnancy. Thirty five percent of women reported having tubaligation and 15% men
reported that their partner had had one. Eleven percent of women reported using oral
contraceptive and 5% of men had a partner who used them. Other effective method of

pregnancy prevention received little use (17).

A study done in Nairobi, Kenya among post partum PMTCT clients 82% of HIV positive
women reported not intending to have another child. After controlling for the number of
living children HIV positive women was 7.5 times more likely to not want another child

compared to their HIV negative counter parts (15).

2.6. Who Demand Family Planning

Multiple factors contributes to how HIV infected women would decide to begin family
planning or which method to use. In in-depth interview done in Kenya among 24 HIV
positive women 20 out of 24 expressed why they would decide to begin family planning use
or which method to use. Most common response were directive counseling from family
planning providers, others want to use family planning because they were HIV positive or
marked deterioration in their health. Women who did not intend to use family planning

identified side effects as a major reason not to intend to use family planning (15).

2.7- Reproductive options for serodiscordant couple




Options for HIV-affected couples to realize the wish for parenthood theoretically vary from
unprotected intercourse to several techniques of assisted reproduction, donor insemination or
adoption (2). Consistent use of condoms can decrease HIV transmission risk in heterosexual
relationships by 85% and abstention from condom use restricted to the time of ovulation has
been proposed as an option for discordant couples. However available data can not support
this option as a safe option for discordant couples (2).
To minimize the risk of HIV transmission the following options are recommended.

1- Self — insemination or assisted reproduction in case of infection in the

female Partner.

2- Assisted reproduction with processed sperm in case of infection in male Partner.

Since HIV could theoretically remain undetected sperm washing is currently regarded as a

very effective risk reduction, but not risk free method (2).

Donor insemination is an alternative safe option for a small number of couples, but due to
legal restriction it is only offered in small countries. In addition most couples wish for a
child thatis the biological offspring of both parents, adoption in many countries is merely

a theoretical option (2).

2.8 Legal and Ethical Consideration of Reproductive Choice of HIV

Positive People

Since the early years of the HIV Epidemic, the treatment of infertility in HIV infected
couples has been controversial among the issues that reproductive endocrinologist who treat
infertile women with HIV infection have had had to confront are the possibility of mother to

child transmission of HIV and the likelihood that the mother will die before her child grown



up. The recent advent of highly active antiretroviral therapy and protocols for the reduction of

the risk of mother to child transmission of HIV justify a reconsideration of these issues (3).

The need for infertility services may be high among HIV infected women. There are at least
two silent considerations with regard to involuntary infertility in such women: the direct effect
of the virus and the effect of coincident infections (18). However despite an evident need for
infertility service, until quite recently infected women were unlikely to be considered as a

candidate for assisted reproduction techniques (3).

The idea of offering assisted reproductive technology (ART) to HIV discordant couples
generate concern about transmitting the virus to uninfected partner and to the resulting child
and raises questions such as: what is the acceptable level of risk to offspring’s, should couples
who want this assistance be subject to selection criteria, should they under go scrutiny about
their suitability as parents when those who are able to conceive naturally face no such
scrutiny. Even though the above questions are on argument offering ART to HIV discordant
couples is likely to produce more benefit than harm and violates no ethical principles.

Nevertheless a decision to deny treatment need not constitute unjustified discrimination (18).

3-Rationale for doing this study

In Ethiopia, HIV/ AIDS has been spreading throughout the country, cases have been reported
from every region. About 1.5 million people are living with HIV/AIDS. Out of these 817,000
are women and 96,000 are children under 15 years of age. The major mode of HIV
transmission in Ethiopia is unprotected heterosexual intercourse which accounts for 88% of
HIV infection and mother or parent to child transmission accounts 10%. The majority of new

infection occurs in reproductive age groups (15-49) which has negative implication for the



future of the family. Some 245,000 people living with HIV/ AIDS were in need of ARV
treatment in 2003(9,10, 19). Nation wide 34,965 HIV positive individuals were on ARV
treatment in May, 2006(20). Nowadays ARV and prevention of mother to child transmission

(PMTCT) treatment services are expanding through out the nation.

Given that the majority of HIV positive men and women are of reproductive age and major
modes of HIV transmission in Ethiopia is heterosexual and mother to child transmission, a
better understanding of reproductive choice of HIV positive individuals is important

especially as ARV medication is becoming available.

An accurate description of desire to have children and demand for contraceptive among
infected individuals is necessary to aid infected individuals who desire children and
demand contraceptive to do so with out scarifying the health of the new born ,their partners
and themselves and serves as a bench mark for gauging the fertility and contraceptive
related counseling and service needs of HIV infected adults and future social support for

children born to infected parents.

The extent of fertility desire, demand for family planning in HIV positive men and women on
follow up care and how these decisions may vary by individual, social, demographic
characteristics and health factors is not well understood. Moreover to our knowledge their
have been no studies on HIV positive men and women desire to have children and demand for
contraceptive in Ethiopia. Most of the studies on PLWHA were focused on ARV drug

adherence (21, 22). In light of this the study is designed to asses fertility desire and demand
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for contraceptive and to identify factors that influence these decisions in HIV positive

individuals on follow up care at ARV treatment units.

It is also our expectation that findings generated from this study will contribute to understand
the level and factors influence fertility desire and contraceptive demand and be useful in
program designing to address counseling and service needs of such people. Moreover the data

obtained from this study will be used by any interested organization working in this area.

4. OBJECTIVE

4.1. General objective:

To asses fertility desire and demand for family planning in HIV positive men and women on

follow up care in Addis Ababa ARV treatment units.

4.2. Specific objective:

1- To asses fertility desire in HIV positive men and women on follow up care.
2 -To assess contraceptive demand in HIV positive men and women on follow up care.
3 -To identify factors that influence fertility desire in HIV positive men and

women on follow up care .

4 -To identify factors that influence contraceptive demand in HIV positive

11



men and women on follow up care .

5- METHODOLOGY

5.1- Study area and period

The study was undertaken from January to February 2006 in six ARV treatment units in

Addis Ababa, Ethiopia. Six public and three military hospitals were selected for free provision

of ARV treatment by Regional Health bureau, Ministry of Health, Ministry of Defense and

the Federal Police in Addis Ababa. The study was conducted in all six non military hospitals

ARV treatment units. Due to the nature of their job military population are not stable in one

residential place. Therefore their life style is different form civil population. Thus Military

hospitals were excluded from the study.

Tablel.General characteristics of hospitals Selected for the study Addis Ababa,

Ethiopia,
2006.

No | Facility name

Hospital type

Responsible for

Approximate

number of clients
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served in ARV

treatment units

1 Zewuditu memorial | Regional Hospital Addis Ababa Regional | 4,500 clients
hospital health bureau
2 Tikur Anbesa | Specialized  teaching | Ministry of education 1100 clients
hospital hospital
3 Yekatite 12 Hospital | Regional Hospital Addis Ababa regional | 1050 clients
health bureau
4 St. Paulose Hospital | General specialized | federal Ministry of | 1100 clients
hospital health
5 ALERT Hospital Leprosy training and | federal Ministry of | 1600 clients
rehabilitation hospital health
6 St. Peterose hospital | Tuberculosis federal Ministry of | 250 clients
specialized hospital health

During the study period 4512 male and 5088 female a total of 9600 PLWHA were receiving

the treatment in the selected ARV treatment units. All of the units provided free laboratory,

counseling and ARV treatment to all clients. In ALERT hospital besides free ARV treatment

service food expense support was provided for PLWHA who are unable to feed themselves.

5.2. Study design

A cross sectional study design that employed quantitative data collection method

supplemented by qualitative in depth interview was carried out in Addis Ababa ARV

treatment units.

5.3. Source and study population

5.3.1. The Source population

The source population was all PLWHA who were on follow up care in Addis Ababa ARV

treatment units during the study period.

5.3.2. Study population

13




The study population was all PLWHA who had at least one visit to the selected hospitals

ARV treatment units during the study period.

Inclusion criteria

People living with HIV/AIDS: those in reproductive age group (18-49 for women and 18-54

for men): and had at least one visit to the selected hospitals ARV treatment units.

Exclusion criteria

All PLWHA: who are unable to hear, mentally disabled, seriously ill and those younger or

older than the age specified in the inclusion criteria were excluded from the study.

5.4 Sample size calculation

5.4.1 Quantitative method

The sample size was determined by assuming 50% of HIV positive individuals desired
children , 5 %marginal error and 95% confidence (o = 0.05).Based on this assumption, the
actual sample size for the study was determined using the formula for single population
proportion.

n= (Za/2)>P(1-P)
d2
n= (1.96) > x 0.05(1-0.05)
(0.05)*
n =384

None response rate 20% =77

77+384= 461 required sample size

n= the required sample size

Z=Standard score corresponding to 95% confidence interval
p= Assumed proportion of fertility desire

d = the margin of error (precision) 5%

14



None response rate =20%

5.4.2 Qualitative method

For qualitative method the minimum number of people planed to be interviewed was 10
(five females and five males).But the selection continued until the point of redundancy.

Fourteen respondents, equal number of males and females were interviewed.

5.5- Sampling procedure

5.5.1-Quantitative study

For quantitative study stratified random sampling method was used. All six public hospitals
those provide free ARV treatment were included in the study. The calculated sample size was
used to recruit study subjects from the selected ARV treatment units proportional to the unit’s
client size. Study subjects in the selected ARV treatment units stratified by sex and sample
size for each stratum proportionally allocated. To select study subjects within each stratum
systematic random sampling was used. First the average numbers of clients who visit the
ARV treatment units daily during data collection period was estimated based on the previous
daily client flow of the units. This was obtained by referring client registration book/ record
for a month prior to data collection. Thus on average 30 clients visit the ARV treatment units

daily. Every 3" clients were interviewed through out the data collection period.

5.5.2 Qualitative study

15



For the in-depth interview, purposive sampling was used to select the study subjects based on
socio demographic characteristics of participants i.e. sex, marital status and number of

children.

Figurel. Schematic presentation of the sampling procedure used in the study Addis

Ababa, Ethiopia 2006.
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All PLWHA who were on follow up care in Addis Ababa ARV
treatment units

All six public hospitals

A 4

ARYV treatment units included

A 4

A

A

\ 4

A 4

A 4

5.6- Data collection instrument

Systematic random sampling

461 study subjects

A structured questionnaire was used for quantitative study. It was prepared in English,

translated into Amharic and then translated back in to English to check for consistency. Main
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points included in the questionnaire were socio demographic characteristics, HIV and
treatment conditions, child desire information, reproductive characteristics and information

about family planning use, choice and demand.

In addition, an open ended semi-structured interview guide was used for the qualitative study
i.e. in depth interview. The main issue addressed was decisions on child desire, impact of HIV
on child desire, community value for children, family planning use and impacts of HIV on

use.

5.7- Pre-testing the questionnaire

The structured questionnaire was pre- tested in the ARV treatment units selected for the study
and subjects who were involved in the pre-test were excluded from the study. The pre-test
was done on 45 subjects which are about 10% of the total sample size. The questionnaire was
then assessed for its clarity, length and completeness. Some skip patterns were then corrected,

questions difficult to ask were rephrased and the consent form also modified.

5.8. Data collection

5.8.1. Quantitative data

The data were collected from 20, January to 15, February 2006. For administering the
structured questionnaire, seven nurses (Counselors) working in the ARV treatment units was
recruited. Training was given for two days (including half day of pretest) on the objective,

relevance of the study, confidentiality of information, respondent’s right, informed consent

18



and techniques of interview. Moreover class room practical demonstration of the interview

was carried out.

Two Supervisors who had fist degree trained and supervised the data collection. They closely
follow the data collection process through out the data collection period along with the
principal investigator. All field questionnaires were reviewed each night and morning sessions

were conducted every morning with the data collectors and errors were corrected.

5.8.2 Qualitative data

To compliment the quantitative study, 14 respondents were interviewed in all hospitals. Each
interview was carried out by principal investigator. It was tape recorded and field notes were

taken.

5.9 Variables

The independent variables were

- Socio demographic characteristics (age, sex, income, marital/relation ship status,
education, religion, occupation, ethnicity)

- Number of alive children

- Partner’s HIV status

- Partners desire for children

- Duration since HIV diagnosis

- Family planning use before and after HIV diagnosis and other variables, which are,
related at list to one of the two outcome variables.

Dependent/out come/ variables: fertility desire and contraceptive demand.

19



5.10 Operational definition

PLWHA on follow up care — In these study all PLWHA who had at least one visit to the
selected ARV treatment units for care who may be receiving
ARYV treatment or not.

Desire for a child /children—PLWHA on follow care would like to have a child in the future.

Demand for family planning — PLWHA on follow-up care who were not using but want

to use Family planning methods in the future.

5.11- Data quality assurance

To ensure data quality the data collectors and the supervisors were appropriately trained for
two days. Manuals prepared for field work were used by data collectors. Supervisors and
principal investigator closely followed the data collection process. Filed questionnaires were

checked daily for completeness and errors were corrected.

To ensure qualitative data quality privacy and confidentiality of the respondents as well as

good interaction between respondent and interviewer was maintained.

5. 12 Data analysis

Quantitative data were entered and analyzed using SPSS version 11 computer soft ware.
Errors related to inconsistency of data were checked and corrected during data cleaning. The
univariate analysis such as proportions, percentages, ratios, frequency distributions and
appropriate graphic presentations besides measures of central tendency and measures of
dispersion were used for describing data. Bivariate analysis of demographic and HIV disease

factors associated with desire for future child bearing and future family planning use were

20



used. Then logistic regression model were employed to control confounding. Variables
included in the model were restricted to those significantly related at least to one of the two

out comes at the bivariate level.

In the qualitative data all the audio taped interview were transcribed. The transcript then
translated to English. The translated transcript reviewed and examined line by line and
highlighted using different colors by hand then categorized in to primary codes or themes.
Later data were reviewed and combined in to brooder concepts. The concepts were refined in

to major themes.

5.13-Ethical consideration

Ethical approval of the research proposal was obtained from the ethical review committee of
Addis Ababa University. A formal latter was written by the department of community health
to the hospital administrator offices. The Hospitals medical director offices permitted us to
conduct the study. In addition informed verbal consent was obtained from each respondent. It
was planed to have informed written consent from individual participants. But during pre-
testing the questionnaire participants were not comfortable to provide written consent.
Therefore the consent form changed from written consent to informed verbal consent.
Moreover the same counselors working in ARV treatment units were trained as data collectors
and filled questionnaires. Thus ensured confidentiality during data collection since

respondents were not exposed to other person.

5.14 Dissemination of results
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The study result will be presented at AAU, and a copy will be given to all responsible body

and publication of the findings will be considered

6. Results

6.1. Quantitative study result

Out of 461 eligible clients seen in the ARV treatment units during the study period, 460
agreed to participate in the study, giving response rate of 99.7%.The majority 216(46.8%) of
the respondents were from Zewuditu hospital ARV treatment unit and the smallest number of
participants 12(2.6%) were from St Peter tuberculosis specialized hospital. The number and

percentage distribution of participants by hospitals ARV treatment unit are shown in figure 2.
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Figure2.Number and percentage distribution of PLWHA under
follow up care selcted for the study by ARV treatement units Addis
Ababa ,Ethiopia,2006.
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6.1.1- Characteristics of the study subjects

The socio demographic characteristics of the respondents are shown in Table 2.

The study subjects consisted of 244(53%) females and 216(47%) males. These were
proportional to the average sex distribution of clients in the selected ARV treatment units.
Two hundred seventeen (47.2%) of the respondents were in their 4 decay of life. The age
range of the study subjects were 18-53 years. The average age (SD) of females and males was
31.9(6.3) and 34.7(7.4) years respectively. Respondents were mainly orthodox Christians
339(73.3%) by religion. Two hundred thirty-seven (51.5%) and 104(22.6%), of the study

subjects were from Amhara and Oromo ethnic groups respectively.
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The majority 210(45.7%) of the respondents were government/private employee, while 18.5%
were jobless. The median monthly income among participants was 235 Ethiopian birr. Three-
fourth of the participants had at list secondary education, while 42(9.1%) been illiterate or
only able to read and write. Two hundred twenty eight (49.5%) of the respondents were
married or in relationship, while 145(31.5%) were widowed or divorced (table2). One
hundred seventy (37%) of the respondents had no children, while 201(43.7%) and 89(19.3%)

had one to two and three or more children respectively.

Table2. Socio demographic Characteristics of PLWHA attending ARV treatment

units, Addis Ababa, Ethiopia, 2006. N=460
Characteristics n (%)
Sex
Female 244(53.0)
Male 216(47.0)
Age (years)
18-29 122 (26.5)
30-39 217(47.2)
>40 121(26.3)
Religion
Orthodox 339(73.7)
Other Christians 76(16.5)
Islam 45(9.8)
Educational status
[lliterate/ read and write 42 (9.1)
Primary 77(16.7)
Secondary 255(55.4)
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Postsecondary 86 (18.7)
Ethnicity

Ambhara 237(51.5)
Oromo 104(22.6)
Gurage 54(11.7)
Tigre 48(10.4)
Others 17(3.7)
Relationship status

Never married 87(18.9)
Married / Non married partner 228(49.5)
Divorced / Widowed 145(31.5)
Estimated monthly income (in Eth birr)

no income 117(25.4)
<235% 113(24.6)
235-600 121(26.3)
>600 109(23.7)
Occupation /employment

Government/privet employee 210(45.6)
Jobless 85 (18.5)
House wife 49 (10.7)
Merchants 38(8.3)
Others 41(8.9)
Daily laborers 37(8.0)

*235 Ethiopian birr median monthly income
Two hundred (87.7%) of those who were married or in relationship have disclosed their HIV

serostatus to their spouse or partner. One hundred seventy eight (78.1%) of those who were
married or in relationship have partners who had HIV test, while 50(21.9%) of partners were
not tested. About two—third of those who had tested partners have concordant partners, while
56(31.5%) have discordant partners (Table3).

Recent CD4 count < 200 cells /mm’

was reported by 309 (67.2%) of the respondents
(Table3). The majority 422(91.7%) of the respondents were on HAART, while 38(8.3%) were
not receiving the treatment. Three hundred ninety one (92.7%) of those who were on HAART

described their health improved after the treatment, while 31(8.4%) said did not improve.

Four hundred four (95.7%) of those on HAART obtained the drugs free from the ART units,
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while 18(4.3%) were on self purchased drugs. The median duration since HIV diagnosis and
receiving the treatment were 12 and 6 months respectively (Table3). Two hundred forty four
(53%) of the respondent attended the ART unit for less than or equal to six month median

duration (Table3).

One- third of the respondents have had psychosocial support, while 293(63.7%) claimed not
to have support. The source of the support were mainly from the non-governmental
organizations and families/relatives 78(46.7%) and 71(42.5%) respectively. The most
commonly received kinds of support were money 91(54.5%), followed by counseling and/or

home base care 85(50.8%)(Table3).

Table3.HIV related characteristics of PLWHA attending ARV treatment units
Addis Ababa, Ethiopia, 2006.

n=460
Characteristics n (%)
HIV diagnosis Duration
<12 245(53.3)
>12 215(46.7)
Recent CD4 count (cells/mm®)
<200 309 (67.2)
>200 151(32.8)
ART unit attendance duration
<6 244 (53)
>6 216 (47)
Treatment duration (n=422)
<6 225(53.3)
>6 197(46.7)
Psychosocial support from different groups
Yes 167(36.3)
no 293(63.7)
Source of support (n=167)
Non governmental organizations 78(46.7)
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Relatives /friends 71(42.5)
Governmental organizations 18(10.8)
Kinds of support (n=167)

Money 91(54.5)
Counseling/home based care 85(50.8)
Food and health care 66(39.5)
Other 8(4.8)
Disclosure to partner /spouse(n=228)

Yes 200(87.7)
No 28(12.3)
Partners tested for HIV(n=228)

Yes 178(78.1)
No 50(21.9)
Partners HIV status (n=178)

Positive 122 (68.5)
Negative 56 (31.5)

Four hundred fifty five (98.9%) participants know about transmission of HIV from mother to
child. Out of these people 426 (93.6%) of them knew the availability of mother to child HIV
transmission prevention medication. Ninety-one (20%) have negative attitude towards the
effectiveness of preventive medications. Public media 314(69%) and health professionals 212
(46.6%) were identified as major sources of information about mother to child transmission

and prevention.

Two hundred thirty one (50.2 %) of the participants were sexually active within the past six
months. One hundred seventy three (74.9%) of these individuals used condom while one
fourth did not use. Out of those who reported condom use 138(79.8%) used it regularly, while
35(20.2 %) reported irregular use. The most common reason for non condom use was partners
dislike for condom 15(25.8%). The most common reason for condom use was advice from

health professionals 109 (63%) (Table4).
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Eighty-nine (19.3%) of the respondents admitted to have been previously counseled or
discussed on personal issues such as sexuality, family planning and child bearing with ART
providers. Thirty-five (39.3%) of these people felt that the discussion did not sufficiently
address personal issues such as sexuality, fertility desires and contraception. More than 50%

of the total respondents needed to have discussion on fertility issues with their care providers.

Table4-Sexual behavior and condom use of PLWHA attending ARV treatment units

Addis Ababa, Ethiopia, 2006. n=460
Characteristics n (%)
Sexually active within the past six
months
yes 231(51)
no 229(49)
Used condom (n=231)
yes 173(74.9)
no 58(24.1)
How often (n=173)
always 138(79.8)
some times 35(20.2)
Reason for condom use(n=173)

Advice from health professionals 109(63)
Having HIV negative partner 27(15.6)
To prevent pregnancy 52(30.1)
Others 21(12.1)
Reason for non condom use(n=58)

Partners dislike for condom 15(25.8)
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Want to have children 12(20.6)

Considering they already infected 13(22.4)
Others 8(13.8)
Forgot to use 10( 17.2)

6.1.2- Fertility desires

One hundred nine (44.7%) of the female and 76(35.2%) of the male respondents expressed
the desire for children, giving a total of 185(40.2%) of all respondents. Out of those desiring
children 78(42.2%) desired to have one child while, 107 (57.8%) desire to have two or more
children. Eighty one (43.8%) of the respondents planed to have a child within two years

while, 104(56.2%) after two years.

Table5-Percentage distribution of HIV positive men and women by fertility
Desire and number of children desired Addis Ababa, Ethiopia, 2005.

Characteristics Womenn (%) Menn(%) OR95% CI)
Fertility desires
Yes 109(44.7%) 76(35.2%) 1.48(1.02-2.17)***  «Among
no 135(55.3 %) 140(64.8 %) 1 those
Number of children who
desired* desire
<2 55(50.5%) 23(30.3%)  2.3(1.27-4.35 ) f:;'{’gg)“
>2 54(49.5%) 53(69.7%) 1 ** among
Partner’s fertility those
desire ** 60(55.6%) 45(37.5%) 2.08(1.23-3.5 y*** Witft‘
partners
;zs 48(44.4%) 75(62.5%) 1 (n=228)
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*** Significant association (p<0.05).

Women were significantly more likely to desire children compared to men. Men are less
likely to desire any children, but if they desired any appear to be more likely to expect two or
more children. Out of those participants who had partners, 60(55.6%) women and 45(37.5%)

men have partners who also desire children (Table 5).

There was no statistically significant difference between the proportions of those who desire
children among patients who were on HAART and who were not on HAART (90% Vs 90.2
9%; p= 0.554). Similar finding was seen for recent CD4 count. No statistically significant
difference was observed between those who had recent CD4 count < 200 and >200/mm’

(65.4%Vs68.4%; p=0.508).

From bivariate analysis (shown in table 6), the characteristics age group 18-29 or 30-39,
being female, being married/ in relation ship, having secondary education and above, having
no children or 1-2 children and partner desire for fertility were positively and significantly
associated with desire for children (p<0.05). On the other hand, disclosure of serostatus to
partner/spouse was significantly associated with lower desire for children (82.9%Vs 91.9%;

p=0.043).

In a multivariate analysis (shown in table 6), respondents in age group 18-29 were more likely
to desire children (adjusted OR: 3.05, 95%CI: 1.5-6.4). Those who were married or in relation
ship were 3.4(95%CI: 2.1-5.6) times more likely to desire children than their counterparts.
Study subjects who had no children were more likely to desire children than who had at list

one child (adjusted OR: 11.5, 95%CI: 5.3-24.9). Moreover, those whose partners desired
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children were more likely to desire children than those whose partners did not desire children

(adjusted OR: 38.7, 95%CI: 16.7-89.1).

Table6- Association of desire for children by selected Characteristics, among PLWHA

Under care in Addis Ababa, Ethiopia 2006.

characteristics Desire Do not desire Crude (OR) Adjusted
Children children (95% CI) OR(95% CI)
n (%) n(%)

Age (years)

18-29 73(39.5) 49(17.8) 7.99(4.4-14.7)* 3.05(1.5-6.4) *

30-39 93(50.3) 124(45.1) 4.03(2.3-7.0) * 1.3(0.76-2.2)

>40 19(10.2) 102(37.1) 1 1

Sex

Female 109(58.9) 135(49.1) 1.5(102-2.2) * 1.15(0.72-1.9)

Male 76(41.1) 140(50.9) 1 1

Marital status

Married /in relation ship 105(56.8) 123(44.7) 1.6(1.1-24) * 3.4(2.1-5.6) *

Widowed /divorced/single 80(43.2) 152(55.3) 1 1

Education

Secondary and above 145(78.4) 196(71.3) 2.4(1.1-4.9) * 2.17(0.9-5.1)

Primary 30(16.2) 47(17.1) 2.0(0.8-4.8) 2.54(0.9-6.8)

Read and Wright/illiterate 10(5.4) 32(11.6) 1 1

Number of children alive

0 122(65.9) 48(17.5) 18.0(8.8-36.8) * 11.5(5.3-24.9) *

1-2 52(28.1) 149( 54.2) 2.4(1.2-5.1) * 1.9(0.91-3.9)

>3 11(5.9) 78(28.4) 1 1

partners fertility desire

yes 89(84.8) 16(13.0) 37.6(17.6-79) * 38.7(16.7-89.1)

no 16(15.2) 107(87.0) 1 1

disclosure to partner

yes 87(82.9) 113(91.9) 0.4(0.19-0.97) * 0.41(0.13-1.2)

no 18(17.1) 10(8.1) 1 1

Duration clinic

attendance(months )

<6 110(59.5) 134(48.7) 1.5(1.1-2.3) * 1.5(0.98-2.3)

>0 75(40.5) 141(51.3) 1 1

Receiving HAART

Yes 168(90.0) 254(92.4) 0.8(0.42-1.6) -

No 17(9.2) 21(7.6) 1
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Self-reported change in health
Improved

Not improved 160(95.2) 231(90.9) 1.9(0.87-4.6)
8(4.8) 23(9.1) 1
Recent c¢d4 count
<200 121(65.4) 188(68.4) 0.88(0.58-1.3) e
>200 64(34.6) 87(31.6) 1

* Significant association (p<0.05)

6.1.3. Family planning use and demand

Two hundred twenty five (48.9%) and 199(43.3%) of the respondents ever used at list one
method of contraceptive before and after HIV diagnosis respectively. Oral contraceptive pill
and injectables were most commonly used before HIV diagnosis 45.8% and 29.3%
respectively. Condom and abstinence were most practiced after HIV diagnosis 131(65.8%)

and 42(21.1%) respectively (Table 7).

Table7. Distributions of PLWHA under follow up care by contraceptive ever use before
and after HIV diagnosis Addis Ababa, Ethiopia, 2006.

Contraceptive ever | Before n (%) After n (%)
use

Yes 225(48.9%) 199(43.3%)
No 235(51.1%) 261(56.7%)
Method Before n (%) ¥ After n (%) it
OCPs 103(45.8%) 19(9.5%)
Injectables 66(29.3%) 14(7.0%)

IUD 12(6.35%) | ---—--
Implants 5(2.2%) 1(0.5%)
Tubale legation or 1(0.4%) 3(1.5%)
vasectomy

Condom 35(15.6%) 131(65.8%)
abstinence 12(5.3%) 42(21.1%)
Others 41.8%) | -

tAmong those who ever used contraceptive before HIV diagnosis (n=225)
+1 Among those who ever used contraceptive after HIV diagnosis (n= 199)
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During the survey period 246(53.5%) of the respondents were using different forms of family
planning. Out of these people 150(61%) used condom, while 83(33.7%) practiced abstinence.

The most common reason for current method choice was health professional’s advice (30 %).

Out of those who were not using family planning method during the survey period 85(39.7%)
wants to use family planning in the future. The most preferred method of contraceptive was

condom and injectables 72.9% and 21.2 % respectively (Table8). The preferred site for family

planning service delivery was antiretroviral treatment units (27.5%).

Table8. Distributions of study participant by Current contraceptive use and future
Contraceptive desire Addis Ababa, Ethiopia, 2006.

Contraceptiveuse n (%) | Currentuse n (%) Future desire for use n (%) **

Yes Yes 246(53.5%) Yes 85(39.7)

No No 214(46.5%) No /don’t know  129(60.3)

method Current * Future *#**

ocCp 11(4.5%) 9(10.6%)
Injectables 6 (2.4%) 18(21.2%)
wop | e 1(1.2%)
Implants 104%) | e
Tubal legation or vasectomy 3(1.2%) 1(1.2%)
Condom 150(61%) 62(72.9%)
abstinence 83(33.7%) 1(1.2%)
Others | e 3(3.5%)

*among current contraceptive users (n=246): **among current contraceptive non users (n=214):
***among those who want to use contraceptive in the future (n=85)

From bivariate analysis (shown in table9), Sex, marital status and future child desire have
significant association with future family planning use (p<0.05).Whereas, education,
disclosure of serostatus and partners HIV status have no association with future family

planning use (p>0.05).

33



In multivariate analysis (shown in table 9), respondents who were married /in relationship
(OR: 2.2, 95% CI: 1.1-4.4) were more likely to want to use future family planning than
others. Study subjects who desired children were more likely to want to use family planning
in the future than those who did not desire children (OR: 2.8, 95% CI: 1.4-5.5). Females are

less likely want to use future family planning than males (OR: 0.27, 95% CI: 0.13-0.57).
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Table9. Association of future family Planning need/demand by selected variables among
PLWHA under care, Addis Ababa, Ethiopia, 2006.

Characteristics Need Future Do not need OR(95CI) Adjusted

FP Future FP OR(95% CI)
Sex
Female 42(49.4) 89(69.0) 0.44(0.25-0.77) * 0.27(0.13-0.57) *
Male 43(50.6) 40(31.0) 1 1
Age
18-29 29(38.7) 32(32.0) 1.3(0.7-2.5) e
30-40 46(61.3) 68(68.0) 1
Marital status
Married/in relation ship  38(44.7) 26(20.2) 32(1.7-59)* 2.2(1.1-4.4)*
Others 47(55.3) 103(79.8) 1 1
Educational status
Primary and below 23(27.1) 41(31.8) 0.61(0.26-4) e
secondary and above 62(72.9) 88(68.2) 0.35(0.12-1.0)
Future child desire
Yes 54(63.5) 42(32.6) 3.6(2.0-6.4) * 2.8(1.4-5.5) *
No 31(36.5) 87(67.4) 1 1
Number of children
desired
<2 22(40.7) 14(33.3) 1.4(0.59-3.2) e
>2 32(59.3) 28(66.7) 1
Disclosure to partner
Yes 32(84.2) 21(80.8) 1.3(0.34-4.7) e
No 6(15.8) 5(19.2) 1
Partners HIV status
Positive 19(73.1) 11(52.4) 2.4(0.73-8.3)
Negative 7(26.9) 10(47.6)

* Significant association (p<0.05)
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6.2. Qualitative study result

Fourteen respondents, equal number of male and female, participated in the interview. The
respondent’s age ranges from 25-44 years. Respondent’s educational status varied from
illiterate to first degree graduates. Seven respondents were orthodox Christian from Ambhara
ethnic back ground. Five out of 14 had children. Two of the respondents had HIV positive

children.

6.2.1. Desire children

Respondents’ reasons for child desire were varied. Out of 14 respondents, 4 female and 2
male, total of six respondents reported child desire. Most described availability of ARV
treatment, mother to child HIV transmission prevention mechanism and improved health after
treatment enabled them to plan for children. A man explained

“After the treatment my health condition is getting improved from time to time. Now
my CD4 count is 1,117, I am fully healthy, working like my friends and earn adequate
income. Thus I started planning things which I did not think of before like continuing my
education, marriage and having children. Because I have the capacity to care for a wife as
well as the child ----- decided to get married and have children with the help of medication.”

36 yeas old man with no children
Most who desire children had strong desire for parenthood and they want to take risk to have
children. A woman expressed
“I love kids, so I want to have one after my CD4 and weight improved what

ever the out come will be.”

30 years old female with no children
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The idea also captured in the following citation from male respondents
“I love kids, having children gives me reason to work and to go on living. Caring for
my own children, keep them happy and healthy makes me happy and hopeful ---decided to
have a child.”
37 years old man with no children
Other HIV positive men and women desire children to conceal their HIV status from the
community especially relatives and get social position as by being a father or a mother. A
woman explained
“I am the only child for my parents, they pressurized me to marry and have children.
They don’t know my HIV status and I don’t want to tell them. What I planned is to marry
HIV positive husband and have a child with the help of preventive medications.”
26 years old female with no children
Other HIV positive individuals may not be able to accept the seriousness of their illness
denying it and want to have a child. One woman explained it
“I knew I am HIV positive but I considered it like any illness such as diabetes. It has
nothing to do with my child desire. I will have a child when I get married.”
3lyears old female with no children
Most of respondents who desired children reported use of PMTCT medication as vertical
transmission risk reduction strategy and have trust in the medication. Very few of these
people mentioned a wide array of vertical transmission redaction strategy. These were besides
using PMTCT medications avoiding breast feeding, hospital delivery and taking ART drugs
strictly and regularly to improve CD4 and health in general. Those who desire children have

no children, in good health condition and have strong desire for parenthood.

37



6.2.2. Did not want to have a child

Seven out of 14 respondents explicitly reported not desiring children. One male respondent,
still contemplating the decision. Out of those who do not desire children 3 were females and 4
males. Many of respondents who did not want to have a child considered risk of vertical

transmission when making decisions about child bearing. A woman expressed

“I knew I'm positive, I'm quite sure the baby’s going to be positive. The medication,
that is said to be available to reduce the chance of transmission, in capable to eliminate the
virus totally from my blood. So, how can it be possible to protect the child from getting
infected since I carry and feed the fetus for nine months in my womb?”’

32 years old female married and have two children.

Some have more accurate information about preventive medication benefit but they had
strong feeling that any risk of transmission to the child unacceptable. Two women felt that
any possibility of predisposing a child to infection and Psychosocial problems associated with

HIV is a sin. Therefore their decision against child bearing is a forgone conclusion.

Others considered potential risk of their failing health and longevity for such decision. These
people believe that HIV infection will shorten their own life and they are concerned that if
their health failed their child would grow up with out a parent and worried about leaving

orphans. A woman expressed

“Of course, I heard about preventive medication to protect the child from getting infected.

But for me that is not the point, I am afraid of being sick, dying early and leave the child to
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suffer for life alone ------- no I don’t want to let it happen to my child. I decided not to have
child living with this problem. ”

28 years old female divorced and have no children.

Others worried that having unprotected sex for pregnancy to occur will expose them to new
type of virus and they also believe that pregnancy compromise further the women health. In

the words of one male interviewee

“My wife is not in good health thus pregnancy will further compromise her health. In
addition if we had unprotected sex for the sake of pregnancy we will end up exchanging
different kinds of viruses.”

34 years old male married and have one child
Others cited non HIV/AIDS related reason for their decision. These were having desired
family size, poor economic status/income and caring for a child considered as a burden. A

man expressed

“I am satisfied with the number of children I have. I don’t want to add more because I
have no secured job, and adequate income to care for my self, my partner and the existing
children. Having additional child is a burden for me.”

39 Years old man married and with two children.

Respondents who did not desire children also have strong negative opinion for HIV positives

who desired to have a child. Most who do not desire children have desire for parent hood

irrespective of their decision. One woman thought adoption as a means of satisfying these
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need while avoiding risk and she adopted her nephew. Most of those who did not want to
have a child had had children prior to diagnosis. Therefore their need for parent hood may

have been satisfied.

6.2.3. Community valued children

Most of the respondents agreed that child bearing is necessary and valued by the community.
Every body is expected to have children particularly after they get married and have their own
income. However child bearing out side marriage is unacceptable. Child bearing is believed to
be good if it is happen at an early age. But some expressed that the desire for large family
decreased nowadays. People started to look in to and consider their income and caring

capacity for children to determine their family size.

6.2.4. Family planning need and methods choice

Most agreed that family planning is necessary for HIV positive individuals like any body else
and not related to their HIV status. Irrespective of their child desire both groups agreed on the
importance of family planning to prevent unintended pregnancy to space and limit the number
of children. The majority had experience in using at list one method of family planning before

HIV diagnosis. The most commonly used family planning method was oral contraceptive.

6.2.5. Family planning desire and methods choice

Most of the respondents are using and planned to use family planning method in the future

regardless of their fertility desire, demonstrated broad need for family planning. The most
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used and preferred method of family planning was condom because of it’s role in re-infection
prevention and /or as contraception. In addition it is the commonest method recommended by
care providers (counselors).As one woman depict it

“The sister advised me that I have to use condom consistently not to get pregnant and
re-infected with another type of virus from my husband”

26 years old women married and with one HIV positive child

Some of the respondents have experience in combined method use condoms for re-infection
and other contraceptive method for pregnancy prevention. They mentioned their experience in

condom failure for such decision. One woman explained it

“I was using condom but it failed and I ended up with pregnancy. Then after that
pregnancy, I started using combined method condom for re-infection prevention and
injectable for pregnancy prevention.”

32 years old female with two children

Some of the respondents were not using family planning due to various reasons. Some
discontinued use of the contraceptive due to fear of family planning and ARV medication
interaction. Some did not use due to the perceived side effect of contraceptives. For those
who did not disclose their serostatus to their partner condom may not be the possible option.

A woman expressed

“I was using injectable contraceptive but discontinued it when I started receiving

ARV treatment. I worried the two drugs may interact and cause harm to my health. The
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counselors advised me to use condom to prevent pregnancy but it can not be practical in my
condition since my husband does not now my HIV status.

30years old female with one child

Others who were not using modern family planning during the interview period did not want
to use family planning in the future too and preferred to abstain. They have varied explanation
for their choice. These were partners’ death, partners’ health condition, and concern that sex
may further compromise their health. A woman explained

“My husband is dead; I don’t want to start new relationship with other man. I'm
patient know ........ for the time that I will be living I need to take care of my self and my
children. I don’t want to use any family planning method, I abstained from sex.”

33 years old female with three children

6.2.6. Knowledge and experience about mother to child HIV transmission

and prevention

Almost all of the respondents know that HIV transmits from mother to child and availability
of mother to child preventive medications. Most heard this information from the media and
health professionals. Two women expressed that they learned from their experience that their
children born HIV positive. But most do not know how and when mother to child
transmission occurs, how much is the risk of transmission, when to seek preventive
medication, and available mother to child preventive strategies. One man expressed his wife

had previous experience in use of mother to child preventive medication.

6.2.7. Counseling on fertility issues
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Most felt that discussion on sexuality, family planning and child bearing with the health care
provider is very important. They believed that it will enable them to know the available
reproductive options and to decide the right decision on their reproductive health needs.
Irrespective of their need most felt that health care providers did not address their
reproductive health needs in sufficient manner. Some claimed the previous counseling did not
consider individual patient conditions and some times biased by care providers (counselors)
personal opinion. A woman expressed

“I have so many questions in my mind which needs to be answered so do other
positives. Like any body else as human we have so many desires desire for sex, for children,
to prevent unplanned pregnancy and space births. But we don’t have the right information to
act according to our needs in healthy manner. Health professionals have responsibility to do
this because ever thing comes from them and have the knowledge. But they didn’t give us
time to listen to our problems and for discussion on such issue which is very important for us
.Only prescribing drugs may not be enough. We need the right information to live positively

with the virus.”
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7. Discussion

This study tried to assess fertility desire and family planning demand in HIV positive men and
women in follow up care. One hundred eighty five (40.2%) HIV positive individuals
109(44.7%) women and 76(35.2%) men within the reproductive age in Addis Ababa desire

children and 246(53.5%) using and 85(39.7 %) want to use family planning in the future.

The proportion of the present study population who desire children was higher than those
reported in studies from developed nations. In one study, conducted in United States 28 % of
HIV positive men and 29 % women desired children (4). These numbers is lower than our
finding, which is 35.2% men and 44.7% women desired children. On the other hand our
finding is lower than the findings reported in other African countries. In a study done in
Nigeria 68.4% of women and 53.8 % of men HIV positive individuals receiving care desired
children (5).These may be due to socio cultural difference between these countries with
Ethiopia. It is also important to note that unlike in other studies, we recruited subjects within
wide reproductive age limits because child bearing among Ethiopians tend to continue within
much of their reproductive life span. Since the wish and capacity for parenthood often
declines with increasing age, this implies that our finding on fertility desire would be higher
by about 8% if the age limits for analysis were restricted to less than 40 years for women and

less than 45 years for men like in other pervious studies (4, 5).

44



Despite the fact that, 63 % of respondents already had one or more children 40.2% of study
subjects desired children. This is a cause for concern considering its implication for
controlling vertical as well as heterosexual transmission. Moreover in our study population
69.3 % of women reported recent CD4 count less than 200/mm’. Within the range
recommended for ARV treatment. These low CD4 count which may be a reflection of high
viral load, would place at risk for near term clinical prognosis for women and in vitero
transmission for fetus. Therefore the potential implication for vertical transmission of HIV

appears high from this study.

In the absence of medical intervention the risk of mother to child transmission of HIV is up
to 25-40% in Africa (23).Though combination antiretroviral treatment, breastfeeding
substitution and elective caesarean section have been shown to reduce the risk of transmission
to less then 2%, its use is still limited to developed countries (3, 4). Therefore in resource poor
setting like ours, the risk of prenatal transmission of HIV can only be reduced by 50% or less
when pre partum nevirapine is administered to both the mother and neonates as recommended
(24). This residual risk after nevirapine treatment causes serious concern in the light of the
present study findings. Further more, more than 50% of our study population has monthly
income less than 235 Ethiopian birr which is near to the government lowest salary of 200
Ethiopian birr. This shows that many of these people are from low socio economic status and
also are not able to access optimal care for themselves and to reduce the likely hood of
transmission to the new borne. This implies fertility desire of HIV positive women have

important implications on their health and that of their new borne.
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An important factor associated with fertility desire identified in this study was the age of the
respondent. Similar to studies done in United States and Nigeria the age of the respondents
was an important predictor of fertility desire (4, 5).The present study shows that age groups
(18-29) desired children more than the other age groups. These may be attributed to the
expected norms of Ethiopian society. That is child bearing preferred and believed to be good
if it happened at younger age. However this relationship between age and fertility desire has

significant consequence on a disease that is most prevalent among youths (9, 10).

Other significantly associated factor with fertility desire among these PLWHA was marital or
relationship status. Those who were married or in relationship were more likely to desire
children than other groups. Similar to studies done in United States and Nigeria (4, 5).This is
also attributed to the socio cultural norms of Ethiopians. This result is supported by the
qualitative study findings. That child bearing out side marriage is unacceptable therefore
people tend to choose to have children after they get married. This finding also shows
implication for vertical as well as heterosexual transmission of HIV. Because a large number
31.5 % of study subjects had discordant partners and others 21.9% did not know their HIV
status. On top of these 12.3% of those married or in relation did not disclose their serostatus
to their partners. The result of the qualitative study also elaborate on these issue that those
who did not disclose their serostatus face difficulty in their reproductive health decisions.
They are prone to take risk to conceal their serostatus from their partner or relatives.
Therefore they are less likely to take optimal care for themselves as well as to reduce vertical

transmission to the new borne.
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Number of children is one of the factors identified from this study associated with child
desire. Those who had no children were more likely to desire children than who had one or
more children. This finding is in agreement with the result from the qualitative study. This
finding also consistent with the result of other previous studies in Nigeria and United States
(4, 5).It may be explained that those who had no children had strong desire for parent hood

and desire children to achieve their social status by being a father or a mother.

In the present study family planning use and future need to use was assessed together with
fertility desire. Family planning is important for HIV positive individuals to space and limit
births and to prevent unintended pregnancy irrespective of their fertility desire. Avoiding
unintended pregnancy among HIV positive women is one way of vertical transmission
reduction. The study shows that 48.9% of study subjects ever used at list one method of
family planning before HIV diagnosis. This number reduced to 43.3% after HIV diagnosis. It
may be due to reaction for sero positive result and immediate behavioral change that might
occur after HIV diagnosis. However a large proportion of (53.5%) of study subjects were
using family planning method during the survey period and (39.7 %) who were not using
family planning during the study period did want to use family planning in the future. It may
show a decision after people get stabilized from post test emotional reactions. This finding
has implication for the timing of family planning counseling which indicated that these people
needs more help especially immediately after they identified their HIV status.

The most common preferred method of family planning after HIV diagnosis was condom.
However, more than 20% of sexually active individuals in the past six months used condom
irregularly. Some respondents reported condom failure. This improper use of condom has

implication for vertical as well as heterosexual transmission of HIV. It also has implication
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for the chance of unintended pregnancy among the study participants. The most preferred
family planning service delivery site is ARV a treatment unit by 27.5% which has
programmatic implication that the clients need to get the family planning services along with

their HIV care.

An important factor associated with future family planning need were sex, males were more
likely want to use family planning in the future than females. This may be attributed to the
lack of decision power among females.

The other most important factor associated with future family planning use was marital status.
Those who were married /in relationship were more likely want to use family planning in the
future than the other groups. Most of those who didn’t have partners are less likely to be
sexually active therefore they may not want to use family planning. But those who were
married or in relationship were likely to be sexually active and want to use family planning to

control their fertility.

The other most important factors associated with future family planning use were future
desire for children. Those who desired children were more likely want to use future family
planning than those who did not desire children. In the present study 56.2% of those who
desired children want to have a child after two years. In addition to these 57.8% of those who
desired children want to have two or more children. Therefore these results show possible
desire to space and limit the number of children among those who desired children. Results
from the qualitative date also show that some of the respondents want to have children after

their CD4 and weight improved. These all shows desire for planned pregnancy among study
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population who desire children. Therefore they are more likely to want to use future family

planning.

With respect to counseling 19.3% of study subjects reported discussion on fertility issues like
fertility desire, family planning, and sexuality with their care providers. More than 50% of
total study subjects needed discussion on such issue. However, a large percentage (39.3%) of
those who had discussion felt that their care providers have not sufficiently addresses such
issue. Besides 30% identified their reason for current family planning method choice was
health professional’s advice which shows some of the respondents received directive family
planning counseling. This finding is supported by the qualitative result of this study. Some
times the advise provided by the counselors was, biased by the counselor’s personal opinions
and did not take in to account individual PLWHA situation (conditions). Such kinds of advice
therefore discourage HIV infected individuals from free and open discussion about their

reproductive health needs.

Under circumstances which a number of HIV positive individuals were sexually active,
continue to desire children and want to use family planning not dealing openly with their
reproductive needs makes it difficult to optimally meet with reproductive health care needs of
these people. In addition discussion on reproductive health needs of HIV affected individuals
with out considering the complexity of reproductive decisions making among PLWHA,
especially when they did not disclose their sero statues and not providing practicable
reproductive options has no use to promote responsible reproductive decision making and risk

free behavior among infected individuals.
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8. Strength and Limitation of the study

8.1. Strength of the study

¢ Study used qualitative method to supplement the result and also to explore factors that

are not addressed by quantitative survey.
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e Qur study is the first in exploring fertility desire and family planning demand among
HIV positive individual under care, in Ethiopia .It will be helpful to give insight on the

issue for further studies.

8.2. Limitation of the study

e Sample bias —Study participants recruited at visit to ARV treatment units thus
more adherent are more likely to be enrolled. Thus the result may not be

generalized to all HIV positive individuals in Addis Ababa.

e Social desirability bias-Counselors in the selected ARV treatment units were
trained and recruited as a data collector to ensure confidentiality of the study
subjects. Even though the counselors were trained appropriately on confidentiality
and respondent’s right and also the data collectors explained well to the
respondents the study has no link with the service provided, to minimize social
desirability bias, the respondents may still provide desired answers by their
counselors especially on high risk behaviors. Therefore social desirability bias

may be totally unavoidable in this study.

9. Conclusion

e The present study showed that a high number of HIV positive men and women desired
children.
e Reproductive decisions in HIV positive individuals are not only affected by their HIV

status but depend on different factors.
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In general those who desire children are younger, have no children, married or in relation
ship and have partners who also desire children.

Large numbers of HIV positive individuals are using and want to use family planning in
the future, which shows broad need.

The most prevalent method of family planning among HIV positive individuals were
condom.

In general those who need future family planning were males, married /in relation ship
and have future child desire.

A number of HIV positive individuals under care felt that their reproductive counseling

needs were not sufficiently addressed by their care providers.

10. Recommendation

The counseling services should emphasize on the meaning of the fertility desire within
the particular context of being sero positive and the need to take in to account not only
the risk of transmission to the child but also of the difficulty of combining being a parent
with the constraint of their illness. However considering the high premium put on child
bearing by Ethiopian society and the percentage of this study population with no children
and desired children, it may be wise to desist from conventional systematic advise against

pregnancy, but in addition to laying emphasis on the risk, provide adequate information
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on practicable reproductive options for individuals affected by HIV. This would assist
them in making an informed reproductive choice rather than risk taking behavior.

The counseling service should emphasize on couples counseling to promote open
discussion and responsible reproductive decision among partners.

The family planning counseling should promote on consistent and proper utilization of
condom to reduce condom failure. Other contraceptive methods should also come in to
discussion to provide varied options for PLWHA.

Relevant stakeholders should involve in promoting and strengthening the family planning
and other reproductive health counseling within the HIV care units.

Further studies should be conducted in the hospital and out side the hospital set up and in
different parts of the country to come up with more representative findings. In addition the
issue should also need to be assessed from different community group’s perspectives i.e
care providers, policy makers, community leaders to understand the situation in a better

way and design interventional activities accordingly.
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Annex -1
Addis Ababa university faculty of medicine department of community health

individual consent form for the study on fertility desire and demand for family
planning in HIV positive men and women on follow up care in Addis Ababa ARV
treatment units.
My name is ----------- . I am working with the research team of Addis Ababa University. Hear
at ------- Hospital ARV treatment unit we are interviewing men and women PLWHA on
follow up care to evaluate their fertility desire and demand for family planning .We believe
that this study would help to bring change in fertility and family planning services for HIV
positive people on ARV treatment.
We would like to assure you your name will not be mentioned in the questionnaire and the
information that you will give us will be kept confidential and only used for research
purpose. You have full right to refuse to take part or to interrupt the interview at any time.
But the information that you will give us is quite useful to achieve the objective of the study
and to bring change in the fertility and family planning service provision for HIV positive
people on ARV treatment.
Are you willing to participate in the study?

1- Yes 2 -No

If the answer is yes, thanks! Conduct the interview.
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If the answer is no, Thanks!

Don’t force or reinforce an individual to participate in the survey

Interviewer’s code --------- Name ------------------ signature -------
Date of interview date --month/1998 E. C.
Supervisor’s name ---------------- signature --------------

Checked on  ----------- date--------------- month/1998 E.C.
Complete 1

Incomplete 2

Other (specify) -----

Addis Ababa university faculty of medicine department of community health structured
questionnaire on fertility desire and demand for family planning in HIV positive men and
women on follow up care in Addis Ababa ARV treatment units.

PART I - Socio - Demographic characteristics

NO | Questions Categories
101 | How old are you? | e Years (age in completed years)
102 | What is your Sex? Male -----—-- 1
Female -------- 2
103 | What is your religion? Orthodox --------—-—- 1
Catholic ------------ 2
Muslim ------------ 3
Protestant ------------ 4
Others (specify) ------------ 39
104 | Whatis the highest Educational levelyou | — cememeeee Grade completed
completed? Able to read and Wright ------------ 86
Un able to read & Wright ------------ 87
No response ------------ 99
Other specify --------------- 89
105 | What Ethnic group do you belong to? Oromo  ———-——m—m—mv 1
Ambhara ------------ 2
Gurage ------------ 3
Tigray ------------ 4
Other (Specify) ------------ 39
106 | What is your Current Marital / relation ship Married------------ 1
status? Single ------------ 2
Widowed ------------ 3
Divorced ------------ 5
Non married partner ------------ 6
No response ------------ 99
107 | What is your total Monthly in come? | e Eth.Birr
No income ------------ 1
Don’t know ------------ 2
No response ------------ 99
Other (specify)------------- 89
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108 | What is your current Occupation? Unemployed -----------— 1
Student ------------ 2
House wife ------------ 3
House servant ----------—- 4
Daily laborer ------------ 5
Merchant ~ ------------ 6
Sex worker ------------ 7
Government employ ~ ------------ 8
Private employ =~ ------------ 9
Other (specify)------------------ 89
PART II- Information on Child Desire
109 [ How many live births have you had inyour |  cooeemeeeeee Live births
life? I did not give birth at all ~ ------- 97
I do not have any live birth -------- 98
No response ----- 99
Other (specify) ----- 89
110 | How many alive children do you have now? No of alive children --------
I do not have children at all ------ 97
I do not have alive children ------ 98
No response --------- 99
Other (specify) ------- 89
111 | Would you like to have children in the future? N 1
No o 2
Don’t know -------- 3
No response  --------- 99
Other (specify) ------- 89
112 | If the answer for Q 111 yes, whendoyou |  ---momome- months /---------- years
prefer to have a child? Don’t know--------- 98
No response  --------- 99

Other (specify) ------- 89
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113

If the answer for Q 111 yes, How many
(more) children would you like to have in the

future?

No of children desired ----------
None = ---------- 97

Don’t know ----------- 98

No response ----------- 99

Other (specify) ------- 89

114 | (If the answer for question 111 no) why do have desired number of children --1

you not want to have children in the future? fear of mother to child HIV transmission

risk ------ 2

don’t have adequate income to add

another child ------------ 3

Health care providers advise not to have a

child ----------- 3

Child bearing may further compromise

my/my partner health ---------------ecoeeo

-5

No response -------- 99

Other (specify) ----------------- 89

115 | Does your husband /wife/ partner want to N 1

have a child in the future? o Y 2

Don’t know ---------- 3

Don’t have partner ------- 4

No response ----------- 99

Other specify -------------- 89

PART III -Information on contraceptive use, demand and choice

116 | Have you (your partner) ever used family Yes --co—cmmmm- 1
planning method before HIV diagnosis? (e R 2
Don’t remember --------- 3
Don’t know --------- 4
No response ----------- 99
Other specify ------------
117 | If yes for Q116 specify the method you /your Abstained from sex --------- 1
partner used? Condom ---------- 2
(More than one answer can be possible) Pill (Ocp) ----------- 3
Injectable ------------ 4
IUD -----mm-- 5
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Implants --------- 6
Tubalegation /Vasectomy ----- 7

No response --------- 99

Other (specify) --------- 89

118 | Have you (your partner) ever used family N 1
planning method after HIV diagnosis? N[ R — 2
Don’t remember --------- 3

Don’t know --------- 4

No response ----------- 99

Other (specify)-------- 89

119 | If yes for Q 118 specify the method you /your Abstained from sex --------- 1
partner used? Condom --------=-- 2
(More than one answer can be possible) Pill (Ocp) ----------- 3
Injectable ------------ 4

IUD -----mm-- 5

Implants --------- 6

Tubalegation /Vasectomy ----- 7

No response --------- 99

Other (specity) ------ 89

120 | Are you/your partner/ using Family planning N 1
method currently (during the study period)? NO —-mmmmmmmmmmmem 2
Idon’t know --------------- 3

No response --------------- 99

121 | If yes for question 120, specify the method you Abstained from sex -------- 1
are using? Condom ----------- 2
(More than one answer can be possible) Pill(Ocp) ----------- 3
Injectable ------------ 4

IUD - 5

Implants --------- 6

Tubalegation /vasectomy ----- 7

No response --------- 99

Other (specify) ----- 89

122 | Why do you choose the current family planning Health professionals advise ----1

method?

Because it suites with my health---2

From my friends experience /advise ---3
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123 | (If the answer for Q120 No) would you like to Yes —-ccoceeee- 1
use family planning method in the future? NO =-mcmmmemmem 2
Don’t know ---------- 3

No response --------- 99

Other (specify) ------- 89

124 | If yes for question 123, specify the method you Abstained from sex =~ --------- 1
intend to use? Condom --------—-- 2
(More than one answer can be possible) Pill(Ocp) ----------- 3
Injectable ------------ 4

IUD  ----mmee-- 5

Implants --------- 6

Tubal legation /vasectomy ----- 7

Other (specify) ------- 89

125 | Where do you want to get the service? At ARV treatment units --------- 1
In government health facility (FP unit) -2

In private clinics --------- 3

In counseling units ~ --------- 4

Other (specify) — ---------- 89

126 | If the answers for question 123no, why don’t want to have a child ------------ 1
you wan to use family planning? fear that family planning drugs may create
complication with ARV treatment ----- 2

I abstained from sex ---------------- 3

No response ----------====-=----- 99

Other specify-------------------- 89

127 | If you are using family planning methods did N — 1
you disclose your serostatus to your family NO ——mmmmmmeme 2
planning provider? No response ----- 99

Other (specify) ------- 89

128 | If the answer for question 127 no, why din’t I don’t trust the providers ------ 1

you disclose your serostatus to your family

planning providers

I feared stigma and discrimination-2
No response---------- 99

Other (specify)--------- 89

PART IV Information on Knowledge and Attitude on MTCT and PMTCT
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129

Dose HIV transmit from mother to child?

D S —— 1

NO ----mmmmmmmeeeeee 2

Don’t know ----------—-——-- 3
No response ------------ 99

Other (specify) ------- 89

130 | IF yes when dose HIV transmissions occur from During pregnancy ----------- 1
mother to child? During labor ~ ~eeeemms 2
Through breastfeeding ------- 3

I don’t Know ---------m-mommmmeeev 4

No response --------------------- 99

Other (specify) -------------- 89

131 | Is there any medication, which may help to N I 1
prevent mother to child HIV transmission? o S 2
Don’t kKnow ---------————— 3

No response  -------------- 99

Other (specify) ------------ 89

132 | How much do you think the risk of HIV All children borne to infected mother
transmission from mother to child, if the mothers acquire the infection-------------------- 1

do not use any preventive medication? About 50% children acquire the infection 2

I don’t now ---- 3

I don’t know the exact figure ------ 4

No response ------- 99

Other specify -----------

133 | From where did you get the information about Mass media 1
mother to child HIV transmission? Health care provider ------- 2

From friends =~ ----------————- 3

Home based care givers ------------- 4

No response -------------- 99

Other (specify) -------------

134 | Do you think medication provided to reduce N 1
mother to child HIV transmission actually reduce NO —-mmmmmmmmmmem 2

the transmission? Don’t KNOW--—---——mmeem— 3

No response ----------- 99

Other (specify) -------------
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PART V- Information on HIV /AIDS and treatment conditions

135 | How many years / months since HIV diagnosis? | ~  --------- Months or ---------- years
Don’t remember ------------------ 1
No response ----------- 99
Other (specify) -------
136 | Did you start Receiving ARV treatment? Yos T
A [ — 2
NO response ------------- 99
Other (specity) -------
137 | When did you start receiving ARV treatment? Before -------- month or------ years
Don’t remember ------------------ 1
No response ----------- 99
138 | Who cover the cost of the Drugs? My self ------- 1
Free access from the Government ---- 2
Covered by care and support NGO’s-- 3
My parents/ Relatives ----------------- 4
No Response ------------ 99
Other (specify) ------------------
139 | How is your over all health condition after you Toproved ————————— 1
start receiving ARVT? No change --------———--- )
Deteriorated -------------- 3
No Response ------------ 99
Other (specify) -------
140 | How much is your recent CD4 count?
141 | How long did you attend in this ARV treatment | -------------- NMonths and years
unit? Don’t remember ----------- 1
NoO 1esponse ------------------ 99
Other specify -------------—-
142 | Did you get support from different community Yos 1
groups? NO e 5
No Response ------------ 99
Other specify --------------------
143 | From where did you get the support? Relatives/neighbors and friends ---------- 1
NGQ’Ss ----mnmmmmme- 2
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FB’Os-------------- 4
Other (specify) -------------
144 | If yes for question 142, What kind of support did Money 1
you get? HBC (Home Based Care) ---------- 2
Counseling 3
Food/ Health care = ---------------- 4
No Response ------------ 99
Other (specity)

145 | Did Your counselor /ART provider discuss Yes ----------- 1
about sexuality, child bearing and family N[ J—— 2
planning? No response  ---------- 99

146 | Would you like to discuss with your Yes —--c-mommmv 1
counselor/ART provider about sexuality, child NO ——mmmmmmeme 2
bearing and family planning? Don’t know ---------- 3

No response --------- 99

147 | If yes for question 145, did your counselor/ART D 1

provider adequately cover issues like child o P 2

bearing, sexuality and family planning

No response --------- 4
Other specify -------------- 89
PART VI - Information on reproductive characteristics
148 | Have you had sexual Intercourse In the past P — ;
six months? NO e 5
No response ------------- 99
Other (specify) ----------------- 89
149 | (If yes for Q 148) Have you used condom? Yes 1
[0 e ———— 2
I don’t remember --------------- 3
NoO response --------------- 99
Other (specify) ------------------ 89
150 | If yes for Q149 how often? Always .
Some times -------------- 2
NO response --------------- 99
Other (specify) ------------------- 89
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151 | If the answer for question 149 yes, why do

you used condom?

To prevent pregnancy ---- 1
Because my partner HIV status is negative 2
Health care providers advised me to use

condom ---3

NO response --------------- 99
Other (specify) ----------=--=----- 89
152 | If the answer for question 149 no, why didn’t I want to have children ------- 1
you used condom? My partner did not like it ------- 2
No response --------------- 99
Other (specify) ------------------ 89
153 | Did you disclose your serostatus to Yes oo 1
Your partner? NO oo 5
No partner ---------------- 3
NoO response --------------- 99
Other (specify) --------------=---- 89
154 | Dose your partner had HIV test? Ve 1
A\ [ ——— 2
No partner ------------ 3
I don’t know---------——- 4
No response------------ 99
Other (specify) ------------------ 89
155 | What was his/her test result? Positive ]
Negative ----------- 2
I don’t nOW ------------- 3
No response ------------ 99
Other (specify) ---------------- 89

Annex -11
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Annex -III: In depth interview guide

Addis Ababa university faculty of medicine department of community health

individual consent form for the study on fertility desire and demand for family

planning in HIV positive men and women on follow up care in Addis Ababa ARV

treatment units.

My name is ----------- I ‘m working with the research team of Addis Ababa University. Hear

Hospital ARV treatment unit we are interviewing men and women PLWHA on

follow up care to evaluate their fertility desire and demand for family planning .We believe

that this study would help to bring change in fertility and family planning services for HIV

positive people on ARV treatment .We would like to assure you your name will not be

mentioned in the interview. I will use a tape recorder to ensure accuracy of the data

collection but the information that you will give us will be kept confidential and will be used

only for research purpose. You have full right to refuse to take part or to interrupt the

interview at any time. But the information that you will give us is quite useful to achieve the
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objective of the study and to bring change in the fertility and family planning service
provision for HIV positive people on ARV treatment.
Are you willing to participate in the interview?
1- Yes 2-No
If the answer is yes, thanks!
Conduct the interview.
If the answer is no, Thanks!

Don’t force or reinforce an individual to participate in the survey

Part I - Socio demographic information

How old are you (age in completed years)? -----------
What is your $eX? ------------------
What is you marital status? ---------
What is your current occupation? ---------------
What is your Ethnicity? ---------------
What is your Religion? ---------------
What is your total Monthly in come? --------------- Eth. Birr.
What is the highest educational level you completed? ------------

Part II- Information on child desire and in reproductive characteristics

QI1-How many current alive children did you have?
Their age ----------
Their sex --------
Their HI'V/status----------
Q2- How important is it for you to have /not to have (more) children?

Q3 - What are some of the reasons for the way you feel about this?
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Q4 - How important is it for your partner to have or not to have (more) children?
Q5-What effect, if any, does HIV have on your desire to have or not to have
(More) children
Q6- How many more children would you like to have? Why?
Q7-How important are children in your community?
Q8- Do you think HIV changed the way people in your community think about
The number of children you want to have ? EXPLAIN

PART III- Information on family planning choice

Q9- How important is it for you to use or not to use family planning?

Q10- How important is it for your partner to use or not to use family planning?

Q11- What are some of the reasons for the way you feel about this?

Q12- What effect, if any, does HIV have on your demand to use or not to use family

Planning?

Q13-What method of family planning do you want to use /are using?why

Q14-How and why do you choose the method you want to use/you are using?

Q15- Have you ever discussed about your serostatus to your family planning
provider ? Why?

Q16- Have you ever discuses about your serostatus to your partner /your family?
why?

Q17- Do you want to discuss about fertility, sexuality and family planning with your
counselor and ART  provider? Why?

Q18 -What do you now about MTCT? Explain.

Q19- What do you now about PMTCT services? Explain.

Q20 — Do you think/believe medications used to prevent MTCT of HIV reduce the

chance of transmission? WHY?

NOTE - Forall questions probe as needed for more information.
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