ADDIS ABABA UNIVERSITY
COLLEGE OF HEALTH SCIENCE
SCHOOL OF PUBLIC HEALTH

ASSESSMENT OF DETERMINANTS OF ADHERENCE TO
ANTIRETROVIRAL THERAPY AMONG PEOPLE LIVING WITH
HIV/AIDS AT DEBRE MARKOS REFERRAL HOSPITAL

By
Mulugeta Tesfa(BSc PH)

Advisor:
Professor Ahmed Ali

A THESISSUBMITTED TO THE SCHOOL OF GRADUATE STUDIES OF ADDIS
ABABA UNIVERSITY SCHOOL OF PUBLIC HEALTH IN PARTIAL FULFILLMENT
OF THE REQUIREMENTS FOR THE DEGREE OF MASTER IN PUBLIC HEALTH

JUNE 2012
ADDIS ABABA
ETHIOPIA



ADDIS ABABA UNIVERSITY

SCHOOL OF PUBLIC HEALTH GRADUATE STUDIES

Assessment of Determinants of Adherence to Antiretroviral Therapy
Among People Living With HIV/AIDS at Debre Markos Referral Hospital

Approved by the Examining Board

Dr. Jemal Haider
Chairman, Dean of School of Public Health

Professor Ahmed Ali

Advisor

Dr. Hailu Y eneneh
External Examiner

Dr.Hibret Alemu

Internal Examiner




ACKNOWLEDGEMENTS

First and foremost, | would like to express deepest gratitude and appreciation to my
instructor and advisor Professor Ahmed Adr this unreserved support, guidance and
encouragement and invaluable comments during whole process starting from the

proposal development up to finalizing of thiesis.

| Gratefully acknowledge my instructor Dr. AlemayeWorku for his invaluable suggestions

and unreserved support whenever | exbechis help.

| would like to acknowledge the Addis AlabUniversity College of Health Science,
School of Public Health for the financiaupport and writing official letters to rtact

concerned organizations to help me conduct #tudy.

My thanks go to my wife Muluye Molla withbwhose holistic support, it could have

been impossible to accomplish the study.

| would like also to express my heart fghatitude to the participants of this stdioly

devoting their valuable time during the mitew.

Last, but not least, my thanks also gotlte data collectors, supervisors andbrB®

Markos Referral Hospital staff for thewmarkable cooperation .



TABLE OF CONTENTS

ACKNOWLEDGEMENTS.......ctiiiiittseieietee sttt se st sae e sessessesaesaeseesassessessensenseseessensenseseesenses i
TABLE  OF CONTENTS .ceettiteiee ettt e et ettt e e e e ettt e e e e e st bt e e e e e s s assasbeteeeeeeesnnbrbaeeeeesasnsseaaeeeannn ii
LIST OF TABLES ...ttt ettt et e e e ettt e e e e e s bbbt et e e e e aeeeesaabebteeeeesaaanssbteeeeeeesannsenaeaeanns iv
LIST OF FIGURES ... ettt ettt ettt ettt e e e e s e e sttt e e e s e s snneeeeeeesesannnneeeeeesenan v
ACRONYMS ettt ettt e e ettt e e e s e s e b et e e e e s e e b be et e e s s eesansbaaeeeeeesanrreeeeessenannns vi
A B ST RACT ..ttt ettt e ettt e e s e s b e et e s e e e e e e e e e e e e e e e e e r b et e e e e e e e en e e e e e e e e rrreeeeeeeaan vii
1. INTRODUCTION ... .citttiett ettt e ettt e e e e e sttt e e e s e s aababeeeeeeaeaaussbeabeeeeeeesesannsebaeaeeesannnneaaaeesennn 1
T = 7 Vo (o | {0 ¥ T 1
1.2. Statement of the ProblIem ... 2
1.3. Rationale of the StUdY.........oeiiiiiiiiiiiiiiiii s 3
2. LITERATURE  REVIEW. ..ottt ettt ettt be e ssensenens 4
3. CONCEPTUAL FRAME WORK OF ADHERENCE .....c.covuiireiteereimeeneereeseeeneesessssenessessssesssssessesens 10
. OBIECTIVES ...ttt ettt ettt e e e e ettt et e e e e e sttt e e e e e s absabbeeeeeeees s nnbateeaeeesaassseaeeeeaann 11
5. IMETHODOLOGY ..otttiiiiiiiiiiiiteieeeeeeiiiteitttte e e e e sebetteeeessaaaarateeeeeessaunbaateaesaeesssaaassseeaeeesessanssneeaeessssannnne 12
5.1 STUAY ATBA ..eieeiiiieiiieiiit et ettt e e e et e ettt e e e e e e e et e e e e e e n e r e e e e e e e e a e 12
S (1 [0 | B 1= o | o PP 12
LR T o o111 =1 1o o 12
5.4. Sample Size DetermMiNatiON ..............ovmmmmeeerieiiiieiiieiiieeiieeeeeeeeeeeraearrrrerrrereeeeereeeeees 13
5.5, Sampling PrOCEUUIES ..........uuiiiiiiieeiiiee ettt e e e e 14
5.6. Inclusion and EXCIUSION  Criteria.........ooouiiiiiiiiiie e 15
5.7. StUAY VariabIe........oooiiiiiii s 15
5.8. Data Collection, Processing and AIYSIS .....cccooooiiiiiiiiiiiiiiiiiie e 15
5.9. Data Quality Management ... 17
5.10 Operational DefinitioNS .........uuuuuimmmiiiiieiie e, 17
5.11. Ethical CoONSIAEIatiON ........ooiiit ettt e mmmeeeeeeeeseeeeeessennnneennnes 18
5.12. Dissemination of Study FINAINGS ...ccceeiiiiiiiiiiiieeeeee e, 18
B. RESULTS ittt ettt e e e e ettt e e e e e s b e bttt e e e s e s aun s nbeeeeeeeessaansbbeeeeeeeesannsebaeaeessannnnee 19
6.1. Results of the Quantitative Styd.........cccccciiiiiiiiiiiiiiiiiiiiiiiiere . 19
6.2. Results from the Qualitative StUdY.........ccccooiiiiiiiiiiiiiiiie e 41
7. DISCUSSION. ...ttt ettt e e e e ettt e e e e e s ettt eeeeessasb e et e e teeeeeesaassbeeaeeeeesannsnaeaeessssnnnne 44
8. STRENGTHS AND LIMITATIONS OF THE TEDY .o 49
8. L. S NGNS ... ettt e et ettt e eeeeteeetneannnnnnnnnnne 49



S T2 I 011 7= 10 1R 49

O.CONCLUSION. ...ttt ettt sttt ettt ettt 50
10. RECOMMENDATIONS. ...ttt ettt e e e s e e e e s e s e s e s b e et e e e s e s annrneeeas 51
11, REFERENCES....... o ettt ettt et b e bt b e s bt s bt e s ae e st s eate et e eateebeenne 52
2 YA AN 3 S 56
12.1. INFOrMAtION  SNEET ....ociiiiiiiiie e 56
12.2. English  Version QUESHIONNAINE ....cccceiiiiieiiiiiiieeeeeee et 58
English Version for Focus Group Discussioand In-Depth Interview Guide ................. 64
12.3. Amharic Versions QUESLIONNAIIE .......ucumeeieeeeeieiiiiiiieieeeeeeeetieee e e eeeeesrenssriaa e eeeeeeenes 66



LIST OF TABLES

Title Page
Table 1: Socio -demographic characteristics of PLWHA ART at Debre Markos

Referral Hospital, JanuarPl2 ............ccooiiiiiiie it ee e 20
Table 2: Social support for PLWHA oART at Debre Markos Referral Hospital,

January 2012 PPl
Table 3: Knowledge and attitude of PFHW on ART attending at Debre

Markos Referral Hospitalandary 2012. ....cccccoooiiiiiiiiiiiiiiieeeeeeee e 23
Table 4. Disclosure status of PLWHA o0ART at Debre Markos Referral

Hospital, January 2012...........coiiiiiiiiiiiiiiiiiiiiiiiie e 2D
Table 5: Adherence status of PLWHA &RT at Debre Markos Referral

Hospital, January 2012. .....ooooiiiiiiiiiiiiee e e e e 27
Table 6: Alcohol and substance usé PLWHA on ART at Debre

Markos Referral HospitaGnadary 2012...........ceiiiiiiiiiiiiiiiiiiiieeeeeee e 32
Table 7: Relation between PLWHA on ARTNda their health care providers

at Debre Markos Referrddospital, January 2012...............ccceevnvnnnn. 33
Table 8: Treatment out comes of PLWHA @&RT at Debre Markos Referral

Hospital, January 2012 ... s 35

Table 9: Factors affecting adherence to IRAA results from bivariate analysis at
Debre Markos Referral Htap January 2012..........cccoovviiiiiiiiiiiieeeennnnnnn, 39

Table 10: Logistic regression model thatedict adherence to HAART in
multivariable logistic megsion at Debre Markos Referral Hospital,
January 2012 ... e e e a2 40



Title
Figure 1 :

Figure 3 :

Figure 3:

Figure 4:

Figure 5:

Figure 6:

LIST OF FIGURES

Page
Side effects of ARV drugs expeced by PLWHA on ART at Debre
Markos Referral Hospitalanuary 2012 ..o i 24
Self-reported adherence for dosesiWHA on ART at Debre Markos
Referral Hospital, JanuaPP12. ... 29

Duration of PLWHA on ART dbebre Markose Referral Hospital,
January 200 2. e 29

Reasons for missing doses for PLWbIA ART at Debre Markos Referral
Hospital, January 2012 .......ccooiiiiiiiiiiii i ee e a0 30

Functional status of PLWHA befoand after initiation of ART at

Debre Markos Referral pitel, January 2012. ........oooiiiiiiiiiinnn.. 36
CD4 cell count of PLWHA before andfter initiation of ART at
Debre Markos Referraloggital, January 2012. .........cccoiiiiiiiiinnnnn. 37



ACRONYMS

AAU - Addis Ababa University

AIDS- Acquired Immune-deficiency Syndrome

ART-  Antiretroviral Therapy

ARV- Antiretroviral Drugs wused for thereatment of HIV infection.
CSA- Central Statistics Agency

FGD- Focused Group Discussion

HAART- Highly Active Antiretroviral Thepy

HCP- Health care providers
HIV- Human Immune Deficiency Virus
IRB - Institutional Review Board

NGO- Non-governmental Organization
PLWHA- People Living with HIV and miéestations of AIDS
UNAIDS- Joint United Nations Progranon HIV/AIDS

WHO- World Health Organization

Vi



ABSTRACT
Background: At the end of 2009, there were about 38iion [31.4 million —35.3

million] people living with HIV globally. Aboubne million people live with HIV in Ethiopia.
More than five million people are now reteg HIV treatment. In Ethiopia 1.1million
people live with HIV at end of 2009. Total numbaf PLWHA on treatment as of March
2010 was 186,607 with a coverage of 64%tlufse in need. The advent of highly
active antiretroviral treatment (HAART) has mhatically improved the prognosis for HIV-
positive patients. The efficiency of antireral therapy depends on a near perfectlleve
of patients’ adherence. Antiretroviral treatmeadherence levels of > 95% optimize
patients” outcomes and minimize antiretrovidallg resistance.

Objectives : The objective of this study was to assess kel of adherence and its
determinants for antiretroviral treatment amongpbediving with HIV/AIDS on highly active
antiretroviral therapy(HAART) at Debre Markd®eferral Hospital in East Gojjam Zone.
Methods: A cross sectional survey design using botlantjtative and qualitative methods
was used to conduct this study. Systemadicdom sampling technique was used to
select participants for the quantitative eassnent. A total of 528 people living with
HIV/AIDS and treated with highly active amtiroviral drugs were involved to examine
sets of variables using an interview method @ard review to address some variables.
Result :Out of the 528 participants, 312(59.1%) revdemales. The mean age was
36 + 9.5 years and ranged from 18 to 75 y@drs. adherence level based on seven days
recall self-reported dose adherence was 94.9Belependent predictors of HAART
adherence reported in this study includezsidence i.e. living in urban areas was (AOR:
4.348; 95% CI: 1.725,10.960; p =0.002) times mditeely to be adherent than living in rural
areas, and the odds of satisfaction obtaineah fioealth change after starting ART(AOR:
6.967; 95%CI: 1.03,37.251; p=0.023) higher thansodfino satisfaction. Presence of child
under their care(AOR:0.227; 95% CI: 0.103, 0.7420.011) times less likely to adhere than
absence of child under care and substance kathoh users(AOR: 0.325; 95%CI: 0.11,0.951;
p=0.040) times less likely to adhere than non-uskhnss study also showed that being away
from home, busy with other things, forgetting, lamktransportation were common causes for
missing of doses to the study participants.

Conclusion and Recommendation:The result of this study showed that lgvin rural
areas and absence of satisfaction obtained fneadth change after starting of antiretroviral
treatment, presence of children under care andstante use were negative predictors for

adherence. Therefore, emphasis should be giverthese factors to improve adherence.

vii



1. INTRODUCTION

1.1. Background

UNAIDS(Joint United Nations Program on HIVI2$) estimates that there were
33.3 million [31.4 million —35.3 million] people living with HIV at the end of
2009 compared with 26.2 million [24.6 naiti— 27.8 million] in 1999 a 27%
increase (1). Sub-Saharan Africa, wheree thmajority of new HIV infections
continue to occur, had an estimate8 nillion [1.6 million—2.0 million] people
in 2009 (1). The number of annual AlDSated deaths worldwide was steadily
decreasing from the peak of 2.1lionl[1.9 million-2.3 million] in 2004 to
an estimated 1.8 million [1.6 million—2.1lmin] in 2009. The decline reflects
the increased availability of antiretroviratherapy, as well as care and support to
people living with H IV, particularly in middle and low-income  countries; and

also a result of decreasing deoce starting in the late 1990%

More than five million people are noweceiving HIV treatment. In 2009 alone,
1.2 million people received HIV antiretm@al therapy for the first time an

increase in the number of people reoegivitreatment of 30% a single year (1)

In Ethiopia, HIV/AIDS was first recog@d in the mid-1980s, at about the
same time as in other countries in theegion (2). HIV-AIDS epidemic is
heterogeneous  with marked regional iatians (3). An estimated 1.1 million
people live with HIV in Ethiopia. The t& number of PLWHA on treatment as
of March 2010 was 186,607 with a cogeraof 64% of those in need(4) The
Government of Ethiopia launched free ARIh January 2005. The number of
patients on ART before 2005 was only 9,086d those were mainly paying
patients (4).

Successful antiretroviral treatment is depehdem sustaining high rates of adherence.
The minimum level of adherence required fotiretroviral (ARV) therapy to work
effectively is 95% (5). Once treatment haarted, continued monitoring and support

for adherence is necessary (6).



Non-adherence to ART can vary from missing a@lose of a medication to missing a
single dose of all three or four medicatioims missing multiple doses or all doses
for a day or week (7). Not observing instrags regarding dietary or fluid intake or
not taking medications at prescribed timeernvdls also constitutes non- adherence (8).

Adherence is the term used to describe plagient's behaviour of taking drugs
correctly in the right dose, with the riglitequency and at the right time. A
critical aspect of adherence is thepatient's involvement in  deciding

how and when to take the drugs.

Adherence is one of the key deterntmanof treatment success. Poor
adherence leads to \virological failuregvolution of drug resistance and
subsequent immunologic failure. Hence attreent adherence counselling on
first clinic visit is necessary to paep the patient in order to maximise
adherence. This pre-treatment patient selling involves counsellors, clinicians,
nurses, pharmacists, families etc.(9). Tlstmidy was done to supplement studies
done on adherence by determining Ileeé adherence and identifying the

influencing factors in the study are

1.2. Statement of the problem

The clinical goals of HIV treatment areoptimally accomplished through
consistent  high-level of adherence HAART and sustained suppression of
the viral load. The most commorcause of ARV treatment failures i
poor adherence. There should be striatlherence to treatment and adherence
to the recommended regimens should >85% to avoid development of ARV
drug resistance. This means that mgss> 3 doses per month is associated
with  an increased risk of drugesistance and failure. Resistant egsus
can spread and affect ARV theragyhe transmission of ARV drug resistant

strains is of increasing concern itountries where ARV is widely used)(10

In Ethiopia, lost to follow up to ARTservice was 27% by March 2010 [3].
Hence, drug resistance and the large beamof patients lost to follow up

are critical challenges facing th&RT program(3).



Therefore , this study can contribute by idemify the main factors that hinder
adherence and based on findings it is plessio design strategies in order to

maximize adherence.

1.3. Rationale of the Study

In the presence of ART, improving dyal of life related to health in
PLWHA is an urgent priority. Inordeto achieve this, patients’ adheeen
to ARV combination therapy is a c¢alc component of successful treatment

outcome.

The rationale for selecting this proble area was due to the fact that
identification of determinant  factorsorf ARV therapy, adherence amongst
patients receivingg ART at healthilfaes is so significant to  prevent
drug resistance which could occuuedto non-adherence and to improve
quality of life of HIV/AIDS patients.

There are studies in Ethiopia on ARTdherence status and influencing
factors. Most of them were done in ofbarts of the country. Little was done
in the Amhara Region and no studys conducted in East Gojjam Zone.
Hence, there was aneedto do thigsearch on this topic. The outcome
of this study are believed helped to eniify the main factors that influence
ART adherence and assist designing tegfies to improve adherence  amongst
ART user AIDS patients.



2. LITERATURE REVIEW

2.1. Magnitude of ART users

At the end of 2009, 36% (about 5adllion) of the 15 million peoplein

need of ART in low-and middle-income noties were receiving antiretroviral
therapy(l). An additional 1.2 million p#e received antiretroviral therapy in
2009, bringing the total number gbeople receiving treatment in low-and
middle income countries to 5.2 milliog 30% increase over 2008(1). Fewer
people were dying from AIDS- related cajsevhile about 14.4 million life years

have been gained by providing antiretedv therapy since 1996 (1).

Adherence is a complex health behaviothat is influenced by the regime
prescribed, patient factors, and cHhar@tics of healthcare providers (11).
Adherence support should begin befoteerapy is initiated and must be

incorporated into every clinic visit (11)

Ensuring good adherence and retentiom care continue to be two @ of
the biggest challenges facing antineted  treatment  programme scale up.
Good adherence to medication, to clinmsits and to pharmacy visits are
very important in ensuring the bespiossible outcomes for patients (12).
Patients who do not adhere toatinent are more likely to developrugd

resistance and require more expensisecond-line treatment, or will falll i

as a result of treatment failure andequire hospital care (12). Very high
levels of adherence (>95%) are requifedl ART to be effective long term
and to prevent the emergence aksistant viral strains (12). In resodrce
limited settings where older firstdin therapies are being used, the
development and transmission of drgstant strains of HIV will greatly

limit the treatment options availaf®).

2.2. Measurement Methods of Adherence of RY

No gold standard or best practice appdarsexist for monitoring adherence(14).
Methods of assessing adherence are self- repdrt count and clinical or biological
markers. Patient self-reporting is bdkicasubjective, but it is used as a

measure to assess adherence (14) . Pelteed adherence measures  (i.e.,



missing any doses in a recent ogefone day, three days, seven days),
which  is relatively easier to as3eswould be useful both in clidica
management of individual patients and monitoring adherence in patient
populations (12). A systematic literatureview  conducted  elsewhere showed
that 84.6% of studies assessed adhereneeng patient self-reported adherence
levels over a specified period (15)Adherence to ARVs can decreaseer ov
time, particularly when the patied feeling better and decides thdte/she

no longer needs to take the medicationregularly (14). A study showed that

most adherence failures occur earip the course of treatment (16).

A study done in south west Ethiopidicated a rate of self- reported adherence
of 231(72.4%) (13). For non-adherence, remsorgiven for missing drugs were
running out of medication/drug 9(27.3%)being away from home 7(21.2%)
and being busy with other thing2172%) and the rest of the reasons
included simply forgetting, having nooofl to eatwith the medication (13).
There were patients missing theidrug intake related to a statf

well-being feeling experienced (17).

The rate of self-reported adherence fréour hundred twenty seven patients was
70.8% (5). The majority (98.8%) of the studgrticipants who reported using memory
aids (18) were adherent. A study condudtedTogo showed that of the patients
using a reminder, 69.4% stated using a watnd/or alarm clock to remember the

time of drug intake, while 27.9% referrdd parents’ recall(17).

2.3. Determinants of ART Adherence

2.3.1. Socio-demographic  determinants

In a study done in India, socio- demograpndicators were not found to predict
adherence behaviour (12), although sorsiidies have found that male sex,
older age, higher income and highexducation and literacy correlate with
better adherence (19). Adherence wagheni among male patients than
women (89.5% vs 57.4%). Having an Vigbsitive spouse or a spouse on
HAART did not positively correlate thi adherence (20). Study on long-term
ART adherence conducted in Sub-Saharan Afrwih a prospective cohort design,

reported that sex (female), undisclosedV ldtatus, not satisfied with support in



taking ART medicines, low level of educati living below poverty limit (<US$

2/day) were significantly associated witbnradherence (21), (22). Non-adherence was
significantly higher among unemployed respaoitsle and among less-educated
respondents with non-formal education apdimary education compared to better

educated with secondary and tertiary edwcgR3).

A cross-sectional study supported byualitgptive assessment conducted in
Addis Ababa explored that odds of eadhce among respondents who
attended tertiary educational level waS.56 higher than illiterate (24). A
study conducted in Uganda, self-reportednajor reasons cited for missed
visits were travel and financial constte because of the long distance
involved in travelling to the clinic, andforgetfulness. Other reasons included
being too ill to come to clinic, depsion; commitments with work or other
activities and being discouraged to retutrecause of the long delays hée t
clinic (25). There was association ofemll adherence of ART with WHO
stage, average family income, gettintamily support and sex (24). Most of
the patients who failed to take drugs on timeere in the age group of 36 to45
years (26). Majority were either divorced, widmvor separated and had secondary

or post-secondary education did naket drugs on time (26).

2.3.2. Family Related Determinants

A report from one prospective had study showed that the meamet
on ART was twenty three months(22). YOMd0% of the respondents had a
formal treatment supporter(volunteer helpégo AIDS patient), while 50% had
friends or family members helping thento remember their medicines(21)
The majority , 60% were satisfied withthe support they received from family
and friends (21) and another studyowsd that 83.1% the of respondents had
family support (13). The participants c¢oented that social support frowen
variety of sources (families, friends, anmgations, their doctor and support
groups) was an important factor iassisting them to adhere to their gdru
regimen and  higher social support reg€o were associated with  higher
adherence (5), (18), (20). Patients who gdamily support were two times
[2.12(1.25-3.59)] more likely to adherghan those who didnt get family
support as an independent predictor béeshce(19).



But to the contrary, another studshowed some patients reported thheyt
were persuaded by their spouse afanily to stop therapy, or noto
seek therapy at all(12). On soneeasions, parents would stop taking ART
in order to concentrate on their childeentherapy if newly initiated (27).

2.3.3. Knowledge Status about ART

A study showed that good information andehavioural skills were associated
with  higher adherence (13). A result fraan qualitative study conducted in India
revealed accessing care from the pubBector, were unaware of their HIV

diagnosis and reported receiving medicatiofor some other illness (12).

Most mentioned many concepts arounthe combination treatment  with
different degrees of misconceptions nd a lack of clarity. But most
importantly, all stressed the need andcportance of strict adherence, though
they did not know exactly the oemsences of non-adherence(25). Thirty
two percent knew the benefits othe regimen before starting ART
and 94.1% thought that ART hadbenefited them by improving their
quality of life or improving theirsymptoms (28).

In another study all respondents had perfect knowledge of the treatim
schedule (number of tablets per doske thumber of daily intakes and the
times of drug intake) (17). Most ofeth participants, ( 80%) had positive
attitude  towards the effects of R on their health status and 44%
believed that treatment could curellV and 38% were unaware of
possible ART side effects (21).

2.3.4. Disclosure Related Determinants

Lack of disclosure of HIV status with the patient's social networkvas
also associated with non-adherence (29)study conducted in Cameroon, reported
88% of the participants disclosed their Hkdtus to at least one person and 83%

declared they were satisfied by family oerids support (21).

A study conducted in north west Ethiopia vwbd that 85.3% had disclosed their
sero-status (to family members, friends /andneighbours) (19). Of the respondents
90.9% disclosed their HIV status to lelast one person (13). But a study
llorin, Nigeria, indicated that majority ofthe respondents did not discloseeirth

7



HIV status to anybody while, 47 (18.6%)gnd 52 (20.6%), respectively, disclosed
to their spouses and others afinads, friends, co-workers) (20) and mos
participants  described taking their edmations in a hidden manner in
order to prevent unwanted disclosuod their HIV status to otheB9j.

2.3.5. Alcohol and Substance use

Several factors are associated with ioe. Active alcohol or drug use has
been found to be associated with lowereeglice (12). One study showed that,
of those who failed to adhere, 30% useltohol. Seventy percent said they never
consumed alcohol and only 0.6% admitted ever using any social drugs

(heroin, marijuana, cocaine, chat) (21).

A study conducted in Jimma indicated thatly few(9.5%) were in active
substance use (18) and another study aldwowesl that only 3.8% in active
substance use (28). A qualitative study Zambia explored that most ofe th
patients seen in the clinic denied takirgolaolic beverages (31). But with further
guestioning most stated that their labdo intake was infrequent and
irregular. Some participants admitted drinking &lmlo and of those, over 50% had
treatment interruptions as a result of forgettingiake doses after heavy drinking. Those
patients still smoking, respond thdheir substance abuse did not letd
any discontinuation of therapy(31). Tdosctively using drugs took 59% of
doses versus 72% for nonusers, anddsethdrinking alcohol took 66% of
doses versus 74% for non-drinkers(27).

2.3.6. Patient Health Care Provider Relationship

Initiation of ART without proper coundgalj by health care workers also led
some people to default from their therapy)(32Counselling sessions were
conducted for the most part by celloss. Patients were generally not
involved in the decision-making and sthihas contributed to not adhering
treatment since taking the drugs domst go in line with their fdstyle.
The timing of the doses is not aremhgwith the patients’ participationnda
this effectively imposes something orthe patient that they are either
unwilling or unable to comply with their treatment (32). In a study done in
Yirgalem, almost all (98.6%) had a goodlationship with and 82.1% felt they
had open discussion with their doe(28).

8



2.3.7. Drug regimen and side effects

Many antiretroviral medications havespecific instructions such as take thwi
food, take on an empty stomach, or takéh plenty of fluids to be strictly
followed to ensure the effectiveness dfie drug. In one cohort study, 739
(74.1%) reported that they were required follow these necessary instruction
(33). Of those men, 71% reported alwaysllowing the instructions. Only 24
men reported that they followed the trundions half the time or less.
However, 92 men (23%) noted that theistructions conflicted among the
drugs within  their regimen (34). Most othe men with lower adherence had
missed a  prescribed dosage during tlest |four days (19.7%) (24). Studies
showed the linear relationship between iaereasing number of ART related side
effects, fear of side effect and feelingksior il at that time and non-
adherence (13), (17). For the dose, didee and food adherence indicator,
using herbal medicines for HIV waassociated with lower adherence (5).

Patients with more antiretroviral dosgszer day adhered less well (27).

A metha-analyis study showed that food-relatesktrictions i.e. inability to take
medications on an empty stomach, and tgreaadherence when eating well,
were associated (15). Side- effects wemexperienced by 209 (52.3%) ofe th
patients at baseline. However, afteimdhths follow up period only 78
(20.4%) reported having side effect3wenty eight (7%) of the study
subjects at baseline were hospitalizafter they started HAART. Of ¢eo

24 (88.9%) were  hospitalized at steaonce; the rate being two times

higher among non-adherent than @fte individuals (18).



3. CONCEPTUAL FRAME WORK OF ADHERENCE

Patient factors:
-Socio-demographic factors
-Psychosocial factors

- alcohol, substance use
- social support

Patient —provider
relation- ship:
HIV - respectful
disclosure ADHERENCE ' relation, trust
status

Medication Factors:

- Special instruction in
the regimen

- Side effects

-  Knowledge on
medication

Figure 1: Factors that influence ART adherence.
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4. OBJECTIVES

4.1. General Obijective

e The main objective of this study swao assess the current ART
adherence status and its determindattors among people living
with  HIV/AIDS (age > 18 years) attendingART clinic.

4.2. Specific Objectives
« To assess the current adherence staiusantiretroviral therapy.
e To identify determinant factors for RA adherence.

e« To assess the association betweadherence and quality of life
from the perspective of the treatm
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5. METHODOLOGY

5.1. Study Area

The study was conducted at Debre Markoserfrdf Hospital particularly in ART
clinic from January 01 up to January 3012 Debre Markos is the capital of
East Gojjam Zone, Amhara Region, NorthestV Ethiopia. It is situated 300 km
from Addis Ababa. According to the00Z CSA report, the total population
in the Zone was 2,152,671[33]. Ine ttZone there were two hospitals e(on
district and one referral hospital), #®alth Centers and 385 health posts.
Debre Markos Referral Hospital is under themhara Regional Health Bureau and
serves for about 3.5 million people, includinghe neighbouring woredas from others
Zones. In the Hospital, ART was ing@t in September 2006, and up to July
30 2011, 2317 adult patients were on ART. Of thos892 were males and
1325 were females. There were 268 udmld (<18 years) on ART.

5.2. Study Design
A cross sectional study with quantitative and gative components used to assess

adherence status and its determinants amdafly-infected persons on ARV therapy.

5.3. Population
5.3.1. Source Population

The source population constituted all peopliging with  HIV/AIDS (PLWHA )
who had follow up in Debre Markos Red¢ Hospital.

5.3.2. Study Population

All People living with HIV/ AIDS who were onhighly active anti-retroviral
treatment (HAART) at Debre Markos Referralbbsdital ART Clinic whose ages

were > 18 years at the study time.
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5.4. Sample Size Determination

For the quantitative study

The sample size was calculated usirgjngle population proportion formula
It was calculated using the 72.4 % propor(it2.4 % of respondents considered to
be adherent) which was reported from study conducted in south west
Ethiopia [13]. This prevalence was usedo calculate the sample siz&.

precision of 4% and with 95% ddefice level was considered.

n=_ay2) p(1-p)

°d
Where
n= the desirable calculated sample size
Z(a/2) = Critical value at 95 % level ofgsificance (1.96)
p = Proportion of HIV/ AIDS patients whadhere to ARV treatment

1-p = o= Proportion of HIV/AIDS patients whodo not adhere to ARV

treatment
a =Type one error (0.05)

d= Acceptable marginal error (precisionf @neasurement)

p= 0.724
g= 0.276
d= 0.04

n = (1.96% 0.724 x 0.276

(0.02)
= 480

The calculated sample size was 480 Hhvhiafter adding 10% for non-response

rate gave an overall sample size of 528.
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For the qualitative study

For the focus group discussion (FGD), pastiats who ful filled the inclusion criteria

were selected based on purposive sampling.

In this study, six focus group discussiongere conducted and each had
eight participants overall 29 females ari® males participated and each
FGD took 30-35 minutes. This number FKEDs were determined  after we
assured that there was saturation and reshoyd of information with those FGDs.
Six in-depth interviews were also cocied with key informants (health
professionals); three females and twoale nurses and one female health
officer who were working in the AR clinics. Interviews were conducted
using open ended questions. Both the focusupy discussions and in-depth

interviews were conducted by the principalestigator.

5.5. Sampling Procedures

5.5.1. Sampling method
The study area was selected byrpguive sampling method.
5.5.2. Sampling technique

The study participants were selected from a ket patients in the registration using
systematic random sampling technique. The intéialvas used to select participants
among patients from the sampling miga It was identified by dividing
the total number of patients (P) whohad follow up during that study
period to the required sample size. iK= P/s. when the selected interval

was absent the next subject wasuded .

Lottery method was used to identify tHiest unique ART number, as a starting

point to select study subjects.
5.5.3. Sampling frame

The sample frame was the list of PLWHO who werd&T in the registration.
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5.6. Inclusion and Exclusion Criteria

5.6.1. Inclusion Criteria

PLWHA who were on ART and whose sageere_> 18 vyears.
5.6.2. Exclusion Criteria

Those PLWHA on ART whose ages were < 18ye unable to hear,
unconscious and mentally disabled.

5.7. Study Variable

5.7.1. Independent variables

The independent variables were socio-deapdgc factors, socio-economic status,
social support, alcohol and substance, userbal medicine use, patient pravide

relationship, disclosure and knowledge ART.
5.7.2. Dependent variable

Adherence to HAART among PLWHA.

5.8. Data Collection, Processing and Analysis
5.8.1. Data Collection Method

Both quantitative and qualitative metbhowere employed-or the quantitative
data, a structured questionnaire was develodter reviewing relevant literatures
for data collection. The data collectionstrument was pre-tested before the actual
data collection. Face to face interviewas employed and also to address fe
guestions patients’ records were revieweflhe  questionnaire contained
information  on socio-demographic (age, seaxgcupation, marital status,
educational level ), socio-economic vamab{ income), social  support, active
substance and alcohol use, discloswe HIV sero-status, use of memory
aids , regimen related variables (dosingchedules and frequency, diet related
instructions and side effects), adherence tdrtreat information. Health  professionals
working in the ART clinic were trained teollect data and the collected data
was checked by trained supervisors armd Rhincipal Investigator daily.
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Qualitative data were collected by the ppati investigator from FGDs of patients
and in-depth interview, with health msdionals who were working in the ART
clinic using open-ended semi-structured quesage. The investigator moderated
the discussions, recorded each discussamd finally transcribed data from the

audio record.
5.8.2. Data Processing

Quantitative data was edited, cleaned, edodand entered into Epi- info window
version 3.3.2 and analysed using SP&S-windows version 16.0. Descriptive
statistics i.e. frequencies were run ¢heck for outliers. For the qualitative data
each session was recorded by tapeorder after getting consent fraime

participants discussed and summary wasgitten for each discussion.
5.8.3. Data analysis

Descriptive statistics was done to assebasic client characteristics. Chi- squar
test and their p-values at the levef significance of 5% were used to asse
statistical associations between dependamd independent variables. Odds ratios
(OR) and their 95% confidence interval eveused to look into the strength  of
association  between the dependent anddependent variables. Bivariate
analysis was done to determine gmes of statistically significant assaoiat

between explanatory variables and the camé variable. All  explanatory
variables  that had association  witthe outcome variable in bivariate
analysis at p< 0.200 were includedh ithe final model and multivariate
logistic regression model was constructed widldherence and the independent

variables to identify the predictors.

Qualitative data was gathered usingudio tape record and notes froiie
FGDs and in-depth interview. The invgstor transcribed it to English word
for word by listening the tape recardseveral times and main concepts ewer

identified, summarized and analysed using warbanalysis.
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5.9. Data Quality Management

To assure quality of the data, theedfionnaire were pre-tested on PLWHA
(5% of the sample size 528 i.e. 26 igp#s) at Debre Markos Health Center
who were on ART and no significant amendinwas made. The interviews were
conducted in private rooms to keep fidemtiality and ease clients. Training
was given for the supervisors and adatollectors before the data -cadibec
The overall activity was controlled byhe principal investigator. All compldte
guestionnaires were examined for completenassl consistency each day by the

principal investigator and supervisor.

5.10 Operational Definitions

1. Adherence — the extent to which a client's bebavi coincides with the
prescribed regimen. It means taking tlerrect dose of drugs at the
correct time and in the correct @y

2. Adverse effect: -an unwanted effect caused by the adinatisn of drugs. (2)

3. Highly Active Antiretroviral Therapy (HAART) :-the name given to treatment
regimens used to aggressively suppress wieplication and progress of HIV

disease. The usual HAART regimen combiriteeee or more different drugs.(3)

4. ART-unit :- Aunit in hospitals responsible focounselling, investigating, and

treating HIV infected persons with antiretrovirauds.

5. Self-reported time adherence :where a person said to be time adherealways
follow scheduling instructions, otherwise non-adime. Patients' self-report of whether
any antiretroviral medication had been skgpen the previous day, the previous
three days and the previous seven dalgsfore the interview was assessed. (1)

6. Self-reported dose adherence:A person is said to be dose adherentenw
he/she took>95% of the prescribed doses correctly, oth@wnon-adherent (self-

reported dose adherence).(!)

7. Combination Therapy- Treatment of HIV infected people with three or mmo

antiretroviral drugs.
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8. Quality of life :- Quality of life is a multi-dimensional conceptt in this study, quality

was measured in terms of client ability to dotes/daily activities as before.

5.11. Ethical Consideration

The ethical concern of this studyas maintaining the confidentialityof
the study participants. Ethical clearanagas obtained from the Institutional
Review Board (IRB) of Addis Ababa Univeysi School of public Health. After
obtaining ethical clearance from [IRBof Addis Ababa University , Debre
Markos Referral Hospital was informed abodhe objective of the study through
a support letter from AAU, School oPublic Health. Written permission was
obtained from the Hospital administratio before starting data collection.
Informed consent was obtained from studparticipants who were interviewed
during the data collection periochda also they were informed aboute t
purpose  of the study, as they haWdl right to refuse, withdraw or
completely reject part or all of eth participation in the study. To eke
the confidentiality of the patientspersonal identifiers were not includeith

the data collection format (only uniqueRT number was used).

5.12. Dissemination of Study Findings

Findings of this study will be comnated to concerned bodies, like AAU
School of Public Health, East GojjariZonal Health Department and Debre
Markos Referral Hospital. In additionindings will be presented in sem@nar

and symposium as well as published in josria access others.
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6. RESULTS

6.1. Results of the Quantitative Study

Socio-demographic Characteriss

A total of 528 adult PLWHA participated itmis study. Out of those study participants
312 (59.1%) were females. The largest nundferthe participants, 211(40% ) were in the
age group 25-34 years and 172(32.6%) in agepg8b-44 yea(dable 1). The mean (SD)
age of the respondents was 36(9.5) yearsgimg from 18-75 years. The majority diet
participants 238(45.1%) were married, and thoserdad and separated 140(26.5%), widowed
87(16.5%) and the rest 63(11.9%) never mdurriAlmost all participants were Amhara
524(99.2 %) by ethnicity. The largest numbeere urban dwellers 431(81.6%) and
97(18.4%) lived in rural areas. Most of thgarticipants were Orthodox Christians
498(94.3%) while Muslims were 23 (4.4%) and heps 7(1.3%). Regarding educational
status, 162(30.7 %) illiterate, 52(9.8%) albte read and write, elementary and secondary
level 216(40.9%) and tertiary 98(18.6%). neChundred fifty two (28.8%) were
unemployed, government employees114(21.6%) anerchant and petty traders 116(22%,
house wife 51(9.7%), private organization emgpks 32(6.1%), farmers 35(6.6%), pensioned
25(4.7%), and the rest were students 5(0.5%Mhe Tmajority of the participants
278(52.7%) had monthly income_ < 420 Bird35(25.6%) had 421-999 Birr and
115(21.8%) had monthly income > 1000 Biifhe mean monthly income was 626.50
ETH Birr. Three hundred eighty one(72.2%ad monthly income less than the mean

monthly income. The median monthly im& was 400.00 ETH Birr.
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Table I Socio -demographic characteristics of PLWHAon ART at Debre Markos
Referral Hospital, January 2012.

Characteristics Frequency Percent (%)
Sex
Male 216 40.9
Female 312 59.1
Age
18-24 31 5.9
25-34 211 40.0
35-44 172 32.6
45-54 92 17.4
>55 22 4.1
Marital status
Single 63 11.9
Married 238 45.1
Divorced 125 23.7
Separated 15 2.8
Widowed 87 16.5
Ethnicity
Ambhara 524 99.2
Others 4 0.8
Residence
Urban 431 81.6
Rural 97 18.4
Religion
Orthodox Christian 498 94.3
Muslim 23 4.4
Others 7 1.3
Educational status
[lliterate 162 30.7
Read and write 52 9.8
Primary level and Secondary level 216 40.9
Certificate and above 98 18.6
Occupational status
Government employee 114 21.6
Private employee 32 6.1
Merchant (including petty traders) 116 22.0
Farmers 35 6.6
Pension 25 4.7
House wife 51 9.7
student 3 0.5
unemployed 152 28.8
Income <420 278 52.7
421-694 104 19.7
695-999 31 5.9
>1000 115 21.8
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Social Support

Out of 528 study participants, 305(57.8¥@ported that they had supporter (Taple

Regarding sources of their support, 158%) from family, 76 (24.9%) from NGO, and
from their friends 52(17%) and the resnir relatives 47( 15.4 %). Regarding the type
of support; 150 (49.2%) obtained financial ten@al support, 71(23.3%) Information/advice,
201(65.9%%) health care support. Of the 3050 whad support, 227(74.4% ) responded
that they were satisfied with the support pded and 78(25.6%) were not satisfied. Among
the respondents, 429 (81.3%) have their owildren and of those 351(81.8%) have children

at present under their care.

Table 2: Social support for PLWHA on ART & Debre Markose Referral Hospital,
January 2012.

Characteristics Frequency Percent(%)
Have social support (n=528)
Yes 305 57.8
No 223 42.2
Source of support (n=305)
Family 158 51.8
Friends 52 17
Relatives 47 154
NGOs 76 24.9
Type of support
Financial/material 150 49.2
Advice/Information 71 23.3
Health care 201 49.2
Satisfaction from support
Yes 227 74.4
No 78 25.6
Have children (n=528) 429 81.3
Yes 99 18.7
No
Presence of child under care (n=429)
Yes 351 81.8
No 78 18.2
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Knowledge and Attitude on ART

Among 528 respondents, 394 (74.6%) had keaye / information about HIV/ AIDS
before their illness(Table 3). And similarl276 (52.3%) heard about ARV drugs before
their illness. The sources of their informatiincluded; 437(82.8%) from health personnel,
165(31.2%) radio, 156(29.5%) TV, 27(5.1%) fromewspaper, 33(6.3%) their families,
34(6.3%) friends and 53(10%) from those where taking the ARV drug.

Of the 528 study participants, 518(98.1%hew the number of tablets that should
be taken from each ARV drug at each dodinge and 8(1.5%) did not know, 2(0.4%)
were not sure whether they were corm@ct not. Five hundred sixteen (97.7%) knew
the consequences of non —adherence to ART amg 12(2.3%) did not know. Five

hundred seven(96%) ever thought their sudmépti because of non- adherence and
9(1.7%). Five hundred eight(96.2%) believedat they need to take their ARV drugs
throughout their life time , 5(0.9%) did nbklieve and the rest 15(2.8%) were not sure
whether they need to take the drug thinout their life time or not.

Two hundred twenty (41.7%) recognized sideecff of ARV drugs and 308(58.3%) did
not. From those 220 who faced side effe¢®(35%) had vomiting, 45(20.5%) headache
,89 (40.5%) Gl intolerance, 110(50%) rasB7(39.5%) depression, 28(12.7%) delirium
and 23 (10.5%) had diarrhoea (Figure 1)he Tmeasure they took when those side
effects occurred, 186(84.5%) consulted tHealth care providers immediately, 24(10.9%)
continued until their next appointment dat@(4%) stopped drugs immediately and only
one person decided to stop the drug pbetely. Five hundred twenty two (98.9%)
participants reported that their daily dosdsoutd not be missed and 6(1.1%) did not
know. Among the participants, 508 (96.2%) knéwat they can be protected from AIDS
related diseases by proper taking of theRTAand only 7(1.3%) did not believe onsthi
and 13(2.5%) did not know whether ARfhey can or cannot be protected from
AIDS related diseases . Five hundred seV®6%) believed that they were taking
the best drug for their illness but 18¢2) did not believe and the rest %¥d). did
not know whether they were taking bebBugs or not.
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Table 3 Knowledge and attitude of PLWHA on ARTat Debre Markos Referral

Hospital, January 2012.

Characteristics Frequency Percent (%)
Knowledge/information gained about HIV/AIDs
Before illness 394 74.6
After lliness 134 254
Knowledge/information gained about ART
Before illness 276 52.3
After illness 252 47.7
*Source of information on ART: Health personnel 437 82.7
Friends 33 6.2
Television 156 29.5
Radio 165 31.2
News paper 27 51
From those who take ARV drugs 53 10
Know number of tabs to be taken Yes 518 98.1
No 8 1.5
Not sure 2 04
Do you know consequences to non-adherence of ART?
Yes 516 97.7
No 12 23
Perceived susceptibility to non-adherence Yes 507 96
No 9 1.7
Missing 12 23
Believe taking best drug for your illness Yes 507 96
No 13 25
Do not know 8 1.5
Adverse effect (side effect) Yes 220 41.7
No 308 58.3
Measures taken when side effects occurred consulted 186 84.5
Continue until appointment 24 10.9
Stopped immediately 9 4
Stopped completely 1
Daily doses should not be escaped. Yes 522 98.9
No 6 1.1
ART prevents AIDS related diseases Yes 508 96.2
No 7 1.3
Don’t know 13 25
Believe that ART should be taken throughout life time : Yes 507 96
No 13 25
Don"t know 8 1.5

*since it was a multiple response questidhe sum
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Figure 1. Side effects of ARV drugs expeceth by PLWHA at Debre Markos
Referral Hospital, January 2012

Disclosure of HIV sero-status

Most of the participants, 479(90.7%) hadisclosed their HIV sero- status to #&tast
one person(Table 4). Out of those whocldsed , 260(54.3%) disclosed to their
partner and 176(36.7%) to children, 180(37.5% ) parents , 191(39.8% ) to bothers/sisters,
126(2.3%) to relatives, and 181( 37.7%) tends. And from those who disclosed irthe
HIV sero- status, 428(89.4%) believed thaicltising helped them to adhere with rthei
treatment. Only 51(10.6%) responded it was$ elping for their adherence.

Three hundred seventy eight (71.6%) partitipareported that they had partner and from
those who had partner, 216( 57.1%) had HNsitp@ partner(concordant result), 64(16.9%)
responded that their partner's HIV seroatust was negative ( discordant result) a@d 3
(8.5%) reported the partner was not tested the rest 66(17.5%) responded thay the
did not know whether their partner wastddsor not. From the two hundred sxte
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those who had HIV positive partner, 154.3%4) partners were on ART and 62(28.7%)
did not start ART(Table 4).

Table 4: Disclosure status of PLWHA on ART at Debre Markos Referral
Hospital, January 2012.

Category Frequency Percent (%)
Disclose HIV status Yes 479 90.7
No 49 9.3
*Disclosing to: Partner 260 49.2
Children 176 33.2
Parent 180 34.1
Sister/brother 191 36.1
Relatives 126 23.9
Friends 181 34.3
Disclosing helps to adhere n=479 Yes 428 89.4
No 51 10.6

Partner HIV status n=378

HIV positive 216 57.1
HIV negative 64 16.9
Not tested 32 8.5
| don"t know 66 17.5
Partner on ART n=216

Yes 154 71.3
28.7

No 62

* Disclosure has multiple response, hence the seh(6%.
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Adherence Status

Out ofthe 528 study participants, 506( 95.8%) reded that they did not miss their drug
a day before the interview but 22 (4.29%d hmissed (Table 5). Five hundred five(96.2%)
reported that they did not miss doses in tlast three days whereas 20 (3.8%) redort
that they missed taking their drug in thestlthree days and 499(95.5%) reported that
they did not miss their drug in the lasiven days but 29(5.5%) missed their drughia

last seven days (Figure 2).

Regarding the number of doses missed, 501984.8id not miss any of the doses, 19
(3.6%) missed one dose and 8(1.5%) missed tlwses yesterday. Three days recall,
503(95.3%) did not miss any of the dose$2.X86) missed one dose, 5( 0.9%) missed
two doses and 5(0.9%) missed six dosesheé last three days. When we see the seven
days adherence, 499(94.5%) did not miss &nylee doses in the last seven days and
14(2.7%) had missed one dose, 5(0.9%) midsen doses, 1(0.2%) missed three doses,
2(0.4%) missed six doses 1(0.2%) misseck rdoses , 1(0.2%) missed 10 doses and
5(0.9%) missed 14 doses. Concerning to tiagderence, only 4(0.8%) report that they
never followed the given specific time scHedand 496(93.9%) followed regularly their
given specific time schedule(time adherent)d aB8(5.3%) report they followed their
specific time schedule irregularly.

Out of the 528 participants, 420(79.6%) resjgoh that their drug intake had a special
instruction(i.e. with food or water) and (92.4%) reported their treatment did nioave

special instruction but 16(3%) did not knowedlter it had a special instruction ort.no

Among those 420 who reported that their diotake had a special instruction, 5(1.1%)
reported that they never followed the inginrc and 318(75.7%) followed their special
instructions regularly and 97(23.1%) followadegularly. From 528 participants, 49(9.3%)
responded that they had missed their drugsngl the last weekend and 479(90.7%) did

not miss in the last weekend.

Four hundred eighty five (91.9%) used at leaisé type of reminder aids to remind eirth
drug taking time, 43(8.1%) did not have atype of reminder. Among those who used
reminders, 414(78.4%) used alarm, 44(8.3%) mded by family, 3(0.6%) by pill box, 2(
0.4%) written schedule, 22(4.2%) used othathaods of reminders whereas 43(8.1%) did
not have any type of reminder. Four hundteidty six (82.6%) were not taking medication
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other than their ARV drugs while 92(17.4%gre taking other medication in addition
to their ARV drugs.

Regarding the motivation that encouraged thém adhere to their ART, the majority
432(81.8%) were motivated by improvement of thidmess with ART, 183(34.7%) reported
because of increasing body weight, 169(32%) imipigpvCD4 cell count, 218(41.3%) fear of
consequences of non-adherence, 93(17.6%) guppm family and relatives, 183( 34.7%)

support from health personnel, 312(59.1%) bezaheir functional status was improved.

Out of 528 participants, 199(37.7%) had bemsn ART for more than three years, 195
(36.9%) for one to three years, 78(14.8%) six to twelve months and thestre
56(10.6%) had been for less than six monthgation. The mean and duration on HAART

was three months (Figure 3).

Table 5: Adherence status of PLWHA on ART atDebre Markos Referral Hospital,
January 2012.

Category Frequency Percent(%)
Take medication at specific time
4 0.8
Never
Regularly 496 93.9
Irregularly 28 5.3
Special instruction 420 79.6
Yes
92 17.4
No
Don't know 16 3.0
How often you follow special instructions: 5 1.1
Never
Regularly 318 5.7
Irregularly 97 23.1
Doses missed in last weekends 49 9.3
Yes
No 479 90.7
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Reminders used

Pill box
3 0.6
Written document
! N 2 0.4
Watch bell/alarm 414 78.4
Family 44 8.3
Others 22 4.2
Don't have any 43 8.1
Source of motivation to adherence
Health personnel
183 34.7
Improving functionalit
proving y 312 59.1
Support from family 93 176
Fear of non-adherence consequence 218 41.3
Get better from illness 432 96
CD4 increment 169 32
Weight increment 183 34.7
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Figure 2 : Self-reported adherence for dosesamong PLWHA on ART at
Markos Referral Hospital, January 2012.
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Figure 3: Duration of PLWHA on ART at Debre Markos Referral Hospital, January, 2012
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Reasons for missing doses within a month

When we looked at reasons for missing deg#sn a month , out of 528 participants, 43
(8.1%) reported being away from their hon38(6.6%) missed because they were busy
with other duties, 35(6.6%) reported forgeffinl17(3.2%) said they had run out of
medication (Figure 4). Lack of transportatio2(2L3%), holly water 12(2.3%), depression
11(2.1%), alcohol 9(1.7%), fasting 9(1.7%)reat illness 7(1.3%) and fear of side dfec
5(0.9%) were also reasons for missing th@sed since the last one month (including the

last three days)..

Frequency

Reasons for missing doses

Figure 4: Reasons for missing of doses for PLMA on ART at Debre Markos

Referral Hospital, January 2012.
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Alcohol and substance use

Most of the participants, 469(88.8%) were nmitive substance users, 59(11.2%) had
history of active substance use(Table 80ut of those who had history of active
substance use, 56(94.9%) alcohol users, amrg 1(1.7%) respondent was chat user and

2(3.4) were cigarette users. But no one tepgosn hashish use.

Regarding the frequency of substances us€6,8%) reported they used substances
regularly and 55(93.2%) used substances iladguand 9(15.3%) missed their drug when
they took substances but 50(84.7%) did nasntheir drug when they took substances.

Out of the nine who missed their drug whéeyt took substances, two of them reported
that they missed taking drugs always when thegk the substances and six of them
responded that they missed drugs sometimesnvihey took substance and the rest three
did not give response how often they nasséeir drugs while they were taking
substances. Out of the 59 substance usei$l18.6%) planned to give up taking
substances early (soon) and 30(50.8%) plartoestop through time and the rest 18(30.5%)

were not sure whether they would stop or imothe future.
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Table 6: Alcohol and substance use f dPLWHA on ART at Debre Markos
Referral Hospital, January 2012

Category Frequency Percent (%)
Have history of active substance use
Yes
59 11.2
No
469 88.8
Types of substances
Alcohol use
56 94.9
Cigarette
2 3.4
Chat
1 1.7
Hashish
0 0
Frequency of substance use
Regularl
J Y 4 6.8
Irregularl
J Y 55 93.2
Dose miss after substance use
Yes
9 15.3
No
50 84.7
Frequency of missing after substancse:
Always
2 22.2
Sometimes
6 66.7
No response
1 11.1
Plan to stop substance use
Early soon
11 18.6
In the future
30 50.9
Not sure
18 30.5
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Patient-health care providers relation

The largest number of participants, 517(97.98t@ntioned that the relationship with their
health care providers was based on respedt trust(Table 7). Only 10(1.9%) reported
that they did not get respect and attentioluring their visit. One participant did not
respond on this issue. Out of the 528 nedpots, 507(96%) were satisfied with the service
they obtained from their health care giyesit 21(4%) were not satisfied. Regarding the
frequency of visiting their health care puefis, 169(32%) visited every month, majority
of the participants 278(52.7%) visited everyotwnonths , 76(14.4%) every three months
and 5(0.9%) had variable visiting peridédve hundred five (95.6%) were comfortable

with their appointment dates and the cliio(ns).

Table 7: Relation between PLWHA on ART @ad their health care providers
at Debre Markos Referral Hospital, Jauary 2012.

Response Items Frequency Percent (%)

Patient-health personnel relationship

With respect 517 97.9
Don’t give attention 10 1.9
No response 1 0.2

Satisfactied with health personnel service

Yes 507 96
No 21 4.0
Visiting frequency
Every month 169 32
Every two months 278 52.7
Every three months 76 14.4
Variable 5 0.9

Comfortable with date and place of visit
Yes 505 95.6

No 23 4.4
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Treatment outcomes

The health status of the respondents at tihee of the study was assessed using
treatment outcomes such as WHO diseasgestaCD4 count before and after treatment

and health change gained after ART.

Five hundred eight (96.2%) were satisfied wigalth change they attained after starting ART
and only 20(3.8%) were not satisfied (Takle The reasons they mentioned for their
satisfaction included; 449(88.3%) being able work, 236(46.5%) reduced hospitalization,
138(27.2%) weight increase, 157(30.7%) redactd fever, 63(12.4%) reduced frequency
of diarrhoea. The largest number of thatipipants, 435(82.4%) did not have higtor
of hospital admission and 93(17.6) hadtonys of hospitalization within a year.

Based on the review of patientrecord3(6.2%) were at stage |, 61(11.6%) atgesta
I, most of the participants, 371 (70.3%arttd their ART at stage Il of WHO disea
classification and the rest 63(11.9%) at estdy (Table 8). Five hundred twenty(98.5%)

were on first line regimen treatment amy 8 (1.5%) were on second line regimen

The mean and median weights before starthi®T was 49kg and 50kg respectively.

Similarly the mean and median weight aftstarting ART was 55Kkg.
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Table 8: Treatment out comes of PLWHA onART at Debre Markose

Hospital, January 2012.

Referral

Category Frequency Percent(%)
Satisfaction with health change after ART sY( 508 96.2
NO 20 3.8
Health changes obtained after ART
Being able to work 449 88.3
Reduced hospitalizatior 236 46.5
Weight increment 138 26.9
Reduced fever 157 30.7
Reduced diarrheg 63 12.4
History of hospitalization within a year Yes 93 17.6
No 435 82.4
WHO staging at initiation
Stage 1 33 6.2
Stage 2 61 11.6
Stage 3 371 70.3
Stage 4 63 11.9
Current line of regimen First lip 520 98.5
Second line 8 15
Mean weight before ART 49kgs
Mean weight before ART 50kgs
Mean and median weights after ART 55kgs
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Out of 528 participants, 273(51.7%) were atdework, 139(26.3%) were only ambulatory
and 116(22%) bed-ridden before starting thiematment(Figure 5). Most of the participants,
508(96.2%) reported that they were able do their work after starting treatment,
14(2.7%) were ambulatory and only 6(1.1%vere bed-ridden

m Before start ART After start ART
600
96.2%
500
400
o)
g
S 300
g
s 51.7%
200
26.3%
22%
100
1.1% 2.7%
0
Bed redened Ambulatory Able to work
Functional status before and after starting ART

Figure 5: Functional status of PLWHA befee and after initiation of ART at Debre
Markos Referral Hospital, January 2012.
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The records reviewed showed that majory participants 403( 76.2%) started ART
treatment at CD4 count <200 cells/fn25(23.8%) at 200 - 350 cells/mniFigure 6). The
mean and the median CD4 counts before ARFBWSB0 and 136 cells/ninrespectively with
ranges from 2 to 619 cel/mMimThe CD4 count after initiation of ARTost of them
218(41.3%) had CD4 cell count >351 cellsAinm61(30.3%) had CD4 cell count 200-350
cells’mm3 and 91(17.2%) had <200 cellsfmmhereas 58(11%) did not have new CD4
cell count since they had less than snonths duration of treatment. The mean and
median CD4 counts after ART were 358 and 38Fnem® respectively ranges from 17-985
cells/mn? (Figure 6).

H Before starting ART W After starting ART

450

76.2%

400

358
337

350

300

250

41.3%
200

Frequency

150
150

100

50

<200 cells/mm3  200-350 cells/mm3 > 351 cells/mm3 Mean Median
CD4 cell count before and after starting ART

Figure 6: CD4 cell count of PLWHA before ad after initiation of ART at Debre
Markos Referral Hospital, January 2012.
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Table 9: Shows the crude ORs and p-values for selectgthbles identified as determinants
of adherence, which were significantly assecia with the dependent variable in the
bivariate analysis. The variables that showegdicant association with adherence in the
bivariate analysis at p< 0.05 were residefge=0.002), substance use (p=0.001), believe
ART should be taken throughout life time (B€@8), presence of child under care
(p=0.011), satisfaction obtained from heatihange after ART [p=0.038] but side effects
of ARV drugs[p=0.061], partner HIV-sero stgps0.115], duration on ART[p=0.115]. But
variables that were not found to be statisticaflignificantly associated with adherence at
p< 0.005 included: relation with their healtproviders, disclosure, social suppompowk
consequence of non —adherence and perceived sheceptibility, and all variables included

under socio demographic.

The odds of being adherent was four times mideely among urban than rural patients. The
odds of being adherent was 0.247 times lessyli@giong substance users than non-users. The
odds of being adherent was three times more ylikehong those who satisfied from health
change obtained after ART than who did not sati$fye odds of being adherent was two times

more likely among who had positive partner ttteose who had negative partner.
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Table 9: Factors affecting adherence tdAART; results from bivariate analysis on
ART at Debre Markos Referral Hospitalanuary 2012.
Variables COR 95%C.| P-value
Residence
Urban 4.014 1.861,8.657 0.000
Rural 1 - -
Substance use
Yes 0.247 0.107,0.573 0.001
No 1 - -
Believe ART be taken lifdime
Yes 4.830 1.503,15.517 0.008
No 1 - -
Satisfaction with health change gained after
ART
Yes 3.997 1.081,14.783 0.038
No 1 -
Side effect of ARV drug occurred
Yes 0.484 0.226,1.035 0.061
No 1 - -
Presence of child under care Ye  2.965 1.247,7.049 0.014
No 1 - -
Duration of HAART
_ <lyear dui@n 1 - -
>lyear dhiion 0.535 0.246,1.165 0.115
Partner result Pasie 2.204 0.825,5.882 0.115
Negative 1 - -

COR= crude odds ratio
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Table 1Q show variables significantly associated wi8RT adherence in the bivariate
analysis at P< 0.05 and variables with p<OOwWere also checked again in multivariate
logistic regression. The variables that wéyend to be associated with adherence the
bivariate analysis and remained significandssociated with adherence in the final
model of binary multivariate logistic regsem included: residence(p =0.002), presence of
child under care(p=0.011), substance useflf#0and satisfaction obtained from health

change after starting ART[p=0.023].

Table 10: Logistic regression model that predadherence to HAART in multivariate
analysisat Debre Markos Referral Hospitdlanuary2012.

Variables AOR 95%C.I P-value
Residence Urban 4.348 1.725,10.960 0.002
Rural 1 - -
Substance use
Yes 0.325 0.111,0.951 0.040
No 1 - -
Believe ART be taken life long
Yes 1 - -
No 0.596 0.123,2.880 0.520

Satisfaction with health change gained after

ART
Yes 6.961 1.301,37.251 0.023
No 1 - -
Side effect of ARV drug occurred
Yes 0.573 0.223,1.474 0.248
No 1
Presence of child under care 0.277 0.103,0.742 0.011
Yes 1 - -
No
Duration of HAART
<lyear duration 1
>lyear @iion 0.535 0.193,1.489 0.231
Partner result Positive 3.879 0.830,18.123 0.085
Negative 1 - -

AOR= adjusted odds ratio
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6.2. Results from the Qualitative Study
6.2.1. In-depth Interview

All informants reported that adherence levad patients to ARV drugs in the hoabit
can be taken as very good. The reasons fjaee were: decreasing defaulters, the marked
reduction in morbidity and mortality.

Almost all of them assessed their patierdstherence by self- report method(i.e. asking
patients whether they missed medications at). nnformants mentioned reasons why their
patients missed their doses. Some of thet ntosnmon reasons reported were ; being
away from their home, busy with routine dutfear of stigma, family separation (e.g.
divorce especially when discordant result owm), lack of support, lack of transportatio

and to some extent holly water and fastimge respondents also said that almogt al
patients’ had good knowledge and positivdudtt towards their medication. They reported

that their patients knew the types of mations and the time to be taken.

All informants reported that there was a djocelationship between them and their
patients and they interact with each othee lik family member. All informants expressed
discomfort on the rooms where the services wiglivered because they were narrow and
no sufficient waiting area for the patierttmwever, they did not have effect on clients
adherence. But they thought that both patiesntsl themselves were at risk of acquiring
infections like tuberculosis. One informangéported that most of the government employed
patients were uncomfortable on discontinuatioh weekend clinic service. Because
weekends were convenient for them since they didt ask permission from their

organization especially for those who camemfrother districts and those who did not

disclose their HIV sero- status to their igthate supervisors.
6.2.2. Focus Group Discussion(FGD)

The FGDs showed that most of the participamientioned different reasons for missing
of their doses like being away from homengebusy with other things, feeling healthy,
alcohol taking, herbal medicine and someorieg that they did not want others to know

A 37-yearold male respondent saidt thracently | restarted my treatment teaf |
defaulted for the past six monthsncei | felt that | was healthy andstarted
herbal medications to be free from VHIThe traditional healer treated mey b

giving medication in the form of steam ftiree consecutive days in the morniagd
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evening. But from time to time | beeamweak and seriously sick and herice
came back again to this hospital. Iraddition to this, | have a habitof
drinking alcohol and chewing chat andnost of the time when | was taking
those | missed medication”.

Most of the participants reported that thegeid side effects of ARV drugs, like headach
rash, delirium, insomnia, nausea , vomitingnd a Gl discomfort at the initiation of the
treatment. Despite these side effects, almals participants reported that thegever

stopped their medication; rather they imrataly consulted their health care providers

Participants mentioned that combined medioatiodecreased pill burden and it made
easier for their drug intake and that alswoerages them to adhere better than previous

times when many tablets were taken.

A 35-year old female who started her AR3even years back said “During the
previous years | was taking three tabletsthe morning and three tablet®m the
evening and that was challenging for me cesirtaking that many tablets per day was
difficult; and in addition to that awarenes$ people was not as good as today andreth
was fear of disclosure; | was taking tablets esgBcin the office only when it was convertien
for me not to be seen by friends. But now it mltioed as one and even | can swallbw

with my saliva most of the time if | am affice”.

Almost all of the participants stated thateit quality of life has changed aftdarsng
ART. They witnessed that there is reductidnnwrbidity, physical and social dependency
and perceived having good future.

A female respondent reported that “ befostarting ART, | was seriously ill anbed-

ridden, my body ulcerated and extremely whstbut now|l am doing my usual dutie
normally and able to support my familjgach my children and | can séatt

ART is our life”.

A 60-year old male respondent alsodsdeven though | was not seriously, il
was very disappointed and hence |did Hfide to work as previous since | tfel
am on the way of dying;|never thdughhat | can live up to now. Bufter
starting ART with the help of professi@pamy mind has changed and now | am

doing my usual activities with a goodtiration and full of future”.
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Almost all participants reported that theatelnship between them and their health care
providers was based on mutual respect anast and satisfied with the servicthey

obtained.

Some of the participants mentioned someantpothat may affect their adherente |
quality of information given at the timef ART initiation ( unnecessary exaggeration
and frustrating information), loose follow wwunselling from professionals for thoseowh

had been on ART for long period of timedamliscontinuation of weekend clinic service.

A 47-year old male respondent mentioneldat‘tin order to encourage adherence,
especially at the time of ART initiatione tuality of information given by professls
shall not be frustrating. Rather information ositd be motivating to start ART because
during my first counselling session, | swaadvised that it is better not &tart the
treatment than missing doses. At thanet | was very discouraged and | decided

even to take the drugs that were givafier one week”.

A 38-year old female respondent who has been ART for nine years said “
counselling should also be continuous fgrersons like me who have been on follow
up for years. Because in this clinic whathave observed is that if we follow the
treatment for long time and if we aressamed to be educated much attentisn

not given”.

Some participants reported that previouslgythcould collect their  medication in the
weekend and that was very comfortablespecially for those who are emetb
because no need to ask permissBat currently, weekend service was intgted
and becomes challenging for some of thigra came from other woredas and for

those who undisclosed their HIV serdesato their immediate supervisors.
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7. DISCUSSION

The efficacy of antiretroviral therapy depends a near perfect level of patients’
adherence. Antiretroviral therapy adherenceelievof > 95% optimize patients’ outcomes

and minimize HIV drug resistance (13).

In this study, HAART adherence was assesaugh patient's self-report method and
adherence was considered for those partitspawho adhered to their dose >95%d a

doses covered below 95% considered as non-adhefidhe assessment of the adherence
level by self —report seemsto be an accéptaiethod in Africa and more common since
it is easy and cost effective. A systemditerature review conducted elsewhere (15)
showed that 84.6% studies assessed adherasitg) patient self-reported adherence levels
over a specified period. This method has, Mawvesome limitations (the length of interview,

the subjectivity of patient statements). Trectfthat the interviewers were known to the
patients, that they were technical staffs tbé hospital and patients may be afrafd o
being criticized for their poor adherence twem can make them overestimate their adherence

level. Therefore this should be considered ha interpretation of this study findings.

Findings of this study showed that sociordgraphic characteristics were not found to
be significantly associated with adhereneecept that of residence in which the odufs
being adherent was four times higher in urbandeese than rural residence and it was
statistically significantly associated with adbnce to ART (p=0.002, 95% CI = 1.725,10.960
and AOR= 4.348). This finding was consistentith studies done elsewhere(27,29,35)
which showed that residence was significarabgociated with adherence. A study conducted
in South Africa revealed that adherence amanigan residents was found to be almost
three times greater than that of rural desis (5). Some self- reported adherenaeliest
showed that age under 35 years, beirfgmale, having formal education (higher
education status) were negatively and dsiiedilly significantly associated with adérece

to ART (36) and lower levels of educatitiming below the poverty limit (US$ 2/day)
were associated with higher adherence (37) adftterence was higher in males than females
patients (P < 0.01) (21,22) and older age wasnd to be significantly associated hwit
adherence (20,29) and monthly income (33).

Occupation, income and educational levelsrewsgnificantly associated with adheeenc
to ART (15,21,38). There was also a study #ettwed no association was observed
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between non-adherence to ART and gendeg, amarital status, educational leveld a

place of residence(39).

Our study showed that the majority of papants , 57.8% had support. Of these, 74.4%
satisfied with the support they receivaa athis was higher compared to thatin Sub-
Saharan Africa 60%(21). Family was sourck swmipport for 51.8% of participants. On the
contrary, study done in India observedome patients reported that theyrewe
intimidated by their spouse and family dtop therapy, or not to seek therapyalat
(12). Our study did not show significant asation between social support and adherence.
This was similar to finding of a cross-sectionaidy conducted in Addis Ababa and Debre
Zeite(23) . It is also in agreement withudst conducted in Sub Saharan Africa (2%ptt
showed those who had more social supportewss more adherent than other patients
and similarly study done in Togo(17). Theraswa study that showed that patients who
had family support were two times more lijkeéo adhere than those who didn’'t (13).
This difference might be due to the falattin our study, adherence was measured
terms of dose adherence but in the previsugly, it was measured based on overall
adherence (i.e. dose, time and food adherense)l. Even though our study failed to show
association, this finding should not be misipteted to suggest that social support nats

a means to improve adherence, becauseods of those supported wa$?€1.11) times
higher than the non-supported. This study showmésence of child under their care was
statistically significantly associated with adénce to ART (AOR=0.227, P=0.011). This was
consistent with the study that showed aebeddherence to HAART was observed among

the respondents, who had —no a child wrndeir responsibility (40).

This study revealed that most of the pgudicts had a good knowledge and tipesi
attitude towards ART. Those who ever thoughgir suitability were more adherent than
those who did na¥?=2.14)and those who perceived that they taléng best drug for
their illness were more likely to adheétéE 1.87). This was in agreement with the
studies conducted in Togo (17) and Rwanda i@ Which nearly all (94%) believed ART
was very effective. Result of our study shdwéhat those participants who did not baliev
ART should be taken throughout their time (A@IB96; 95%CI1=0.123,2.880) were less likely
to adhere than those who believed and thés similar to findings of studies conducted
elsewhere (36,40).
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The result of this study revealed thanost of the participants, 90.7% diselb
their HIV sero- status to at least operson. It was higher compared to studidene

in Nigeria where 60.5% of the raspents failed to disclose their HIatas

to anybody(20) and in Botswana 69% ¢phtients kept their HIV status secret
from their families(37). This difference imagnitude could be due to time factoe, i.
the other studies were done years back wstegma was high as compared the present
study. But it was similar with studies attshowed 90.9% (13) and 82.7% (19) disclosed
their HIV results. This was because thestidies were done recently. Our study did not
show significant association between adherermnd disclosure, similar to finding of a
nationally representative cross-sectional stutigt twas conducted in Ruanda (41). A study
conducted in Australia showed that sthavho had disclosed their status ctose
friends were more likely to report difflty taking ART than those who hadot
disclosed their status (35). But there ewstudies that showed disclosure was signifigan
associated with better adherence (21,29,42). possible explanation for this difference
could be due to the difference in methodgpldbecause we used cross-sectional study
design while those studies that showed &ssmc were used follow up study design.
Finding of this study showed that those whad HIV positive partner were three times
more likely to be adherent than those whaspr tested HIV negative (AOR=3.897;95%CI:
0.830,18.123). There was a study which waldb having an HIV-positive spouse or a
spouse on HAART did not positively correlatgth adherence(20). This may be related to

the high rate of nondisclosure of HIV statusmong those in the previous study.

The adherence rate in our study was assedsased on the seven days recall of self —
reported dose adherence and it was 94.5%. Was similar to a study conducted in
south west Ethiopia 95% (13nd Ruanda 94% (43nd higher when compared to studies
in Nigeria (44%, 54%), Togo (62.2%) , Botsw@@a8% ) and United State 71% (adherent
in a month) adhere by patient self-report adherevitte 95% of prescribed doses(17,20,27,33,37)
respectively. The mean adherence rate of@enpa was 84.62% (38) and 82.3% in
North west Ethiopia (19).

Result of this study revealed that 93.9%hefrespondents were time adherent and 75.7%
food adherent and which was similar with study eooted in south west Ethiopia with 79.9%
time and 89.7% food adherence (13).
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This study explored reasons of participafis missing their doses. These included: being
away from home, busy with other thingsgfiting, run out of medication, lack of
presentation and others. Although the pe¢agen was low in our study, reasons for
missing doses were similar with other studdgihgs (12, 27, 43).

In our study, only 11.2% of the participanteported that they had history of active
substance use(alcohol, cigarette and chat) feord those, only 9(12.3%) missed their drug
when they took substances. This was similahéb of a study conducted in south west
Ethiopia, where 7.2% of the participants to@t Ileast one type of substance (13),itbut
was very small compared to a study done Zembia where over 50% had treatment
interruptions as a result of forgetting tkea doses after heavy drinking (31). Our study
showed those who used alcohol were less likelydteee than non-users and it had a significant
association with adherence(AOR=0.325; 95%CI=0.167%). It was supported by studies done
elsewhere(27, 41, 43).

This study showed that 91.9% of the ipigdnts used at least one type of moy
aid to take their medication at specifimg, but there was no significant associatitth
adherence. This was similar with studwattlshowed number the of reminder used by
the patient was weakly related with adheeg22).

Our study findings revealed that 97.9% aftigipants had good relationship witheit

health care givers, based on mutual respect trust and 96% were satisfied with the
health care providers service. This was agreement with the study conducted in
Botswana (37) in which 96% had good relatioith health care providers and 94.4%

were satisfied with the health care prokgdeservice (19).

Quality of life is a broad concept hat this study quality of life assessed tarms of
clients ability to do their daily activitieas before (better health condition they ioleih
after starting ART). This study showed atthmajority of the respondents, 96.2% were
satisfied with better health change thelgtained after starting ART. Satisfaction oéa
after starting ART was significantly associatednvatiherence. This was consistent with study
done in North West Ethiopia, where 98.2% the respondents thought that HAART had
benefited them by improving their quality d¢ife or improving their symptoms (19) and
73% agreed that antiretroviral medicationsprioved the quality of people's lives (27), a

prospective  cohort study conducted amahgdren in South Africa, where the vast
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majority of caregivers, 93% believedhatt ART medication was improving their
child's health (41).

This study showed that most of the paréinis, 70.3% started their ART at stalje

of WHO disease classification and this swhigher than that of a study done in
Ethiopia(13). Our finding also showed th&% started ART treatment at CD4 count
< 200 cell/mm and it was similar to another study in EthiopB]] where 71.1% had a
CD4 count of <200 cellssmm at the start of treatment. Patients hwithigher CD4
counts and better perceptions of theialthe are likely to have witnessed greater
improvements in their health as a regilttaking ART (5).
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8. STRENGTHS AND LIMITATIONS OF THE STUDY

8.1. Strengths
« An attempt was done to obtain the largesissible sample size to increase the
precision.

* Applying both quantitative and qualit&iv methods to the study increases the

reliability of the finding.

8.2. Limitations
» Since the study was conducted only atsiagle health facility, the results may
not be generalizable to other areas.

* Using only one method of measurement i.e.f-i®pbrt might over estimate

adherence, since it is exposed to socialratsbty bias.

* Quality of life was measured based only iermts of physical and social
dependency.
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9.CONCLUSION

Adherence to ARV drugs is crucial for thacsess of therapy in patients who are on
ART. The adherence rate in this hospital s wassessed based on seven days recall of
self- report of dose adherence and it wasb5%4 Most of the participants had good
knowledge and positive attitude towards théieatment. Some of the most common
causes for missing doses were being awayn fltome, busy with other duties, simply
forget, lack of transportation, feeling bettBom their illness after starting ARTasv

also found to be among other causes for mihe@nce. Discontinuation of weekend ART

clinical service created inconvenience femployed patients.

A Dbetter adherence to HAART was observeanong the respondents, who were living
in urban areas, those satisfied from change mddaafter ART, who had no children under

their care and non- substance users infitttd model in multivariate analysis.

Even though partner HIV status and duration onARA lost their association in multivariable
analysis those who had positive partner were radreerent and those who took for more than
one year were less adhered.
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10. RECOMMENDATIONS

Based on findings of this study, wecommend that:

» Strong attention and frequent counsellirgpould be given especially for those
patients who are coming from rural arédasse who use alcohol, those who did not
get early improvement since they are atk rid being non —adherent for their

treatment.
* Attention should be given to those participant®whd HIV negative partner.

* Proper counselling should be given on pabsible reasons that cause missing doses
and also their possible solutions should Isewdised with patients at the initiation of
ART.

» Health facility should arrange weekend services make it convenient for those who

are employed and coming from other district.

* Continuous counselling should be given evdar those who have been on
ART for long time and who are eadied since adherence should remain

dynamic .
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12. ANNEXES:

12.1. Information Sheet

Good morning/ good afternoon. My name is . 1 am working as data collector
in this study that assesses antiretrovir@atment adherence status and issocsated
factors in the ART unit of Debre Markofkeferral Hospital. We are working f@n
investigator doing his thesis for the rtigh fulflment of master's degree public
health. We would like to ask you few quessioabout your ART adherence and factors
that  attributed for your non-adherence aftiretroviral treatment. This willhelp
us to assess the antiretroviral theramdherence status and to identifactors

which contribute for ART non-adherence dmhs on your answer to our questions.

You have full right to refuse, withdraw or comiely reject part or all of your participationin
the study. But we encourage your full participatioas the answers you give on this form
are very important to this study and to plaays to help other people who has problem
of adherence. We need also to takemesoinformation from your records ar@dv
in the ART unit of this hospital. We woultke to assure you that all of your r@spes
to our questions will be kept confideh throughout the study processnyA of
your information you provide will be usednly by the research team and , by no
means, will be revealed to a third partye Wwill ask you questions in a placéeve
other people or conditions couldn’t interfere. Weuld like to assure you that your participation
on this research will not affect any ofouy treatment and other benefit thatu yget
from any organization. We would be thankfulyou spend some time with us answering

questions related to the issues describexveabThe interview will take 25- 30 minutes.
May | get your permission to continue my intew?
Yes... 1 No .2 ---- Stop

If there are any questions, rights and compayou can contact the principal invesiy

through the following address :

Mulugeta Tesfa Mobile: 09 11 93 54 72 mdd: mulugetatesfa27@yahoo.com
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CONSENT FORM

| have read the information sheet above amelrly understood the purpose and
anticipated benefit of this research. | bgreneed to assure with my signaturelow
that | have signed without any coanci@r forceful by the research tealmave
decided to voluntarily participate in ethstudy to contribute my part in #ffort

being made for the betterment of ARErvice.

Unique ART ID No

Signature

Identification Number-

Interviewer name- ------------=------mmomoeme signature
SUPEervisor NamMe------------=-===----=-m-omumuo- —signature--
Date of Interview-------------=-mmmmmomommemeeoo
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12.2. English Version Questionnaire

Part - | : Socio- Demographic Questions

No | Questions Codes and Answers

101 Sex of respondent (Don'task) |1. Male 2. Female

102 Age years

103 Marital status 1. Single 3.Divorced  5.Widowed

2. Married 4. Separated

104 To which ethnic group do ygl. Amhara 3.Agew4. 90. Other(specify)

belong ? o
2. Tigirie. 4. Oromo

105 Residence 1. Urban 2. Rural

106 Which religion are you following? | 1. Orthodox . Gatholic 90.0ther(specify)

2. Muslim 4. Protestant
107 Educational level 1. llliterate 3. SecondéaryCertificate and above
2. Read and write 4. Primary level
108 What is the personal month| ------- ETH. Birr 88. Don" know
income (Birr)
109 The current occupational status | 1. Government employee 5. Pension
2. Private employee 6. Housewife
3 . Merchant 7.Student
4 . Farmer 8. Umdoyed
Part- Il: Social support
No Questions Codes and Answers Ski
201 Do you have support from oth 1.Yes
person/ organization ? 206
2.No
202 Who supports you? 1.My family 3.Relatives 90.Others(specify)__

2.Friends 4 NGO's

203 What types of supports (1. Material/financial 3. Care

you get from your supporter?
2. Information/advice 90. Other (specify)

204 Are vyou satisfied with theifl. Yes 2. No
support?
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205 Do you have a child ? 1lYes
301
2. No
206 At present is there a child undér Yes 2. No
your care?
Part- Il : Knowledge and Attitude (Beliefs) Regarding HIV, HAART
No Questions Codes and Answer skip
301 When did you becomeware of|1l. Before my illness 2. After my illness
HIV/AIDS ?
302 When did you hear about ARVL.Before my illness 80. No response
therapy? _
2.After my illness
303 What was your source ofl.Healthcare provider 5. Family
information  about  Antiretroviral _
drugs ? you can have more than orfieRadio 6. Peer/ fden
answer. 3.TV  7.Fromthose who are taking the drug
4.Newspaper 90. Other(specify)
304 Do you take your ART at specifit. Yes 2. No
time always ?
305 When you take ART, the daill. Yes 2. No
doses should not be escaped.
306 You need to take ART to prevel. Yes 2. No 88. Don’t know
AIDS related diseases .
307 Do you believe that ART should. Yes 2. No 88. Don't know
be taken throughout the rest of yqur
life?
308 For how long have you been pn months
HAART
309 Do you know the number of tablgl. Yes 88. lam not sure
per dose from each ARV drugs
should be taken ? 2. No
310 Did you recognize any adverse effed. Yes 313
(side effect) of the ARV drugs?
2. No
311 Which of the following symptomd. Vomiting 5. Depression
did you experience? More than one _ )
answer is possible. 2. Gl intolerance 6. Diarrhea
3. Headache 7. Delirium
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4. Rash 90.0thers
312 What measures did you take whehlmmediately stopped taking tablets
you developed side effect? 2. Continue until the date of appointment
3.Immediatelyl reported to clinician
4. Plan to dropped out permanently
313 Do you think that, you are taking tife Yes 2. No 88. Do not know
best drugs for your disease?
314 Do you know about of consequen¢cds Yes 401
to non-adherence of ART?
2. No
315 Have you ever thought of youd.Yes
susceptibility to have the2. No
consequences of non-adherence| if
you miss /skip any ART doses?
Part-1V: HIV Disclosure Status
No Questions Codes and answers Skip
401 Have you disclosed your HIV sero status ? Yles
404
2. No
402 For whom did you disclose your HIV status? | 1. Partner 5. Relative
2. Children 6. Friend
3. Parent 90. .Other(Specify)____
4.Brother/sister
403 Do you think that disclosing your HIV statu$.Yes
helps you to adhere to your ARV drug intake? 2.No
404 What is your partner HIV sero status? Tested HIV negative—>| 501
2. Tested HIV positive
3. Not tested
88. Don’t know
405 Is he/she taking ART? lYes 2.No 88.Don't know
PART- V : Adherence Assessment
No | Questions and filters Codes and Answers skip
501 | Did you miss taking any of your ARV drugs
Yesterday? 1. Yes 2. No
In the last 3 days 1. Yes 2. No
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In the last 7 days? 1. Yes 2. No
502 | How many doses did you miss taking
Yesterday?
In the last 3 days?
In the last 7 days?
503 | Most anti-HIV medications need to be taken gnlaNever
schedule, such as “ two times a day” or “ thr@e Regularly
times a day” how closely did you follow youB. Irregularly
specific schedule over the last three days?
504 | Do any of your anti-HIV medications havé. Yes
special instructions, such as ; taking with food2. No 506
or “ on an empty stomach” or * with plenty pf88.Don’t know >
fluids”
505 | How often did you follow those specjdl. Never 2. Regularly 3.
instructions over the last three days? Irregularly
506 | Some people find that they forget to take théir Yes
tablets on the weekend days. Did you miss jany
of your anti-HIV medications last weekend; Iagr No
Saturday or Sunday?
507 | What types of schedules do you use for memidsy|dal. Pill boxes
in order to take medication as prescribed?
2. Written schedules
3. Watch bell (alarm clock)
4. Family
5. Don’t have any memory aids
90.0ther(specify)
508 | Whatmotivates you to adhere to your ARV drug 1. Increasing of your body
You can have more than one answer. weight
2. Improving of your CD4 count
3. Get better from your illness
4. Improving of your functiona
status
5. Fear of consequence of non-
adherence
6. Support from family and
relatives
7. Support from health care
providers
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PART - VI : - Reasons for Skipping the Doses

Reasons for skipping the doses since the last oneomth (Including for the last 72 hours
adherence history). NB: More than on answer is gssible.

No Questions and filters Coding Category

601 What caused you to miss dosage of ARV medications? Yes No

A Had no food to take with medication? 1 2

B Were away from home? 1 2

C Were busy with other things? 1 2

D Simply forgot? 1 2

E Had too many tablets to take ? 1 2

F Not wanting others to know their HIV status ? 1 2

G Felt like the drugs are too toxic/ harmful amdnt to avoid 1 2
sideeffects (either real or anticipated) ?

H Fell asleep /slept through dose time ? 1 2

I The presence of concurrent diseases or illise®se 1 2

J Felt depressed / overwhelmed ? 1 2

K Run out of tablets? 1 2

L Feeling fine or healthy ? 1 2

M Had alcohol at specified times ? 1 2

N Not fully understanding (complicated) the regimeand its| 1 2
requirements?

O Transportation problems to go to clinic ? 1 2

P Having doubts about HAART efficacy? 1 2

Q It was fasting days ? 1 2

R Using holly water ? 1 2

S Taking herbal medicines

T Other(specify) 1 2

Part- VIl : Alcohol and Substance

S.no Questions Answer
701 Do you have history of active substandeYes
use? 801
2.No

702 Which substance do you use? You canAlcohol 4. Hashish
have more than one answer. 2. Cigarette  90.Other (specify)_
3. Chat.
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703 How frequently do you take the substange? wiaps 90.0thers(specify)
2. Some times
704 Is there time of missing your ART dru¢ 1.Yes 2. No
because of substance use?
705 How often you miss your ART drud. Always 80. No response
taking of these substsnce/s? 2. Some times
706 What is your plan in the future to give up.To stop soon 88.1 am not sure to sto
active substance use?
2.To stop in the futur80. No response

Part- VIII: Patient Providers Relationship

ip

NO | Questions Codes and Answers SKki
801 | What types of interactions 1. Trust each other/ good relationship
(relationships) do you have 2. They don't give me attention
with your clinician? 80. No response
802 | Are you satisfied with the support ? 1. YBs No 80. No response
803 | How frequent do you visit your healti.every month 3. every three months
personnel ?
2.every two months 4. Variable/irregular
804 | Are you satisfied in the schedulind. Yes
appointments and confidentiality of th&. No
treatment unit?

PART- IX: Treatment Outcomes

No | Questions and filters Codes and Answers Ski
901 | Before you start taking ART

A How much was your body weight? Kg.

B What was your functional status? | 1. Working 2. Ambulatory 3. Bed-Ridden

902 | What is your current

A . body weight? Kg.
B . functional status? 1. Working 2. Ambulato3. Bed-Ridden
C. CD4+ count pl
903 | Are you satisfied by the changed.Yes
improvements  you obtain for yoy 2.No
treatment ?

904 | What clinical benefit do you get? 1.Able to work 4.Reduction of hospitalization
2.Weight gain 5.Reduced frequency of diarrhoea
3.Reduced fever 90..0Others(specify)

905 | Do you have history of admissipd. Yes. 2. No

during the last one year?
906 | Are you taking any other medication 1.Yes
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with your ARV drugs? 2. No

(For the data Collector) next are some statementhat you are expected to genuinely treat
before completed your inquiry)

No Questions and filters Answer
907 Check from the record the respondent’s climidBIS stage
908 Check from the record the respondent’s CD4+ amlnts before(s
he/she starts ART
909 Check from the record the respondent’s CD4Hcoeants after he/she
starts ART (the current one)
910 What is the current line of regimen that thtent takes ARV drugs?| f.line regimen
2.2"%line regimen

We would like to express our respect toyou for vyour interest
motivate to participate this study.

Thank you!!!

English Version for Focus Group Discussion and In-Depth Interview Guide
Information Sheet

Introduction : Welcome to the interview

Good morning/good afternoon. My name isuliMeta Tesfa. | came from AAU and |
am doing a thesis for the partial fifiment of master's degree in public alie. We

are here to discuss the antiretrovitedatment adherence and its relatéttors.

There is no right or wrong answerd comments: both positive and gateve,

are mostimportant. We would like tcave many opinions and views.| {dou
like this to be open interview, o s feel free to express  your omini

honestly & openly. I would like to confirm that all your comments are
confidential and wused for researchurppse only. Your name will not be re@md
to protect the confidentiality. Are you wilgnto participate in the interview?Yes /

No

Thank you for your willingness
I. Guideline for Focus Group Discussion among ART user AIDS patients
1. How do you explain the level of yoWRT adherence ?
a. What are the factors most important your ART adherence ? Why?
b. Which of the mentioned factors are sleaddressed in your daily ART

intake? Why?
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c. What should be done to improve uryoART adherence in this hospital?

2. How common/rare is missing YOoWRT drugs?

a. What are the reasons for missingury ART drugs?
b. Whom do you consult in case afeatment problems?

c. What should be done to encourageury adherence to ART?

3. Does taking combination of ARV treatment drhe quality of your life, if so, in what
ways?

4.

How do you explain your satisfaction on ARTvsez?

a. What are the factors that affect you satisfaction?

b. How do you describe your relation- ship with tieaare providers ?

Do you have any additional general comment on ABice?

Il. Guideline for in-depth interview with health professionals.

How do you explain the level of ART adherence dirydients at this hospital ?
How do you assess the ART adherence of your sffent

What do you suggest to enhance knowledge of gtiants on consequences of ART
adherence, the types of dugs they take, doseschedudes on drug taking?

How common/rare is missing drugs among PLWbBIA ART in this hospital? Why?
What are the changes in health status observdgnt's who started receiving ART?
What is the relation between health workers aRd Aisers in this hospital?

How do you explain the work load you have in tHeTAUNit ? why?

How do you explain client's satisfaction receiviigT services at this hospital?

Do you have any additional comment on adheren@dRdf service
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12.3. Amharic Versions Questionnaire

N8l TICHN Séld POATHA OhT AL 0. /O 2091, varaqy AL, Ph&IL T9LHTLE
a @y pF ROANLS TPeHM. GAN TOACT (OFevAht  A91L49 P804 TGt PHOP
aom Q,P::

av9)() f:
NPLae L avmPd AT LUS aomex

073 LOANA: AT AT A8 0. ALO ALY TICHTLEe oYt ADANLS
@@y (FHHO.  aoalt  Adeendd® Aty FACT 09I Pet ha%h AN Rincact  vAhs
£ AoOet  AHU  PATHA AaeM@. AT%  avl8 APANANT ATIEAT:  AvT 2990 QU6P7
Ntavant  POEPTT  APCOAU-: NaPm@d AL AP P11 AA  PACOPT 997t 2711006 715 @9
TIC  ALmPO9°:  NaemPe  OPF  avav\( PUICLATTT TNGTDIC KLYt TPE  avt@. @9
NG mae Akt IRLT SFANE PF A7  TLAM-t avlf 0L44 NANTIF@IC  PT AL9LT
ATICHI® NTLOOG LY tt T @II° ACIPE AP@Ne 1 AT.LL ML hitd meTia.
P AAPT NPL9Le ATLLLCHE TNNCS A“Lam-t +hhAT 9°AT POOGTFT  hAN Pooin, ja.:

08299 ALIATAPT P9%2.A10. 1IC TEEPTT ONtavAht P9Lam-t PAN “LOATEPrE etmld T
an aov MPTLF@.  AIPCIPC AL 1D @k h 15-20 L¢P LLABA::

AAHY OQHY ST aoatq 498 1P+7?
AR AP 1 0L TIPmA. 10 LA = AALAT NPT hPAli@.  aon@dT AR P IP4::
LEPLNIEY PLIMA. avlE ANA(L

age

LAY

PaomPee  avA\P  emC

aomee  eLINF P 7

erek  HEMMG A9 LCTT

PageIrt  av(er,  Pa

A hHY 0FF 0Lt AATSE  AATD AHL&TF ANGAL PPET (197907 (76 AdPatq PAaPIgP
TOAT (060 .98 TaFd PP AlI1NAU-

P h AC T aP0f emC.......... AT O ST Pl
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heA 1:-  AmPAL P90 olF
e | TEEPT A% aAOT
101 | 22+ 1. o At
102 | h&9P T 07t 1aL?
103 | ¢18C v-BF® 9°IR7 107 1. eann 4. AL
2. aatsc 5. aa/mLot e 0
3.
104 | NhACPT 917 107 1. A% 4. heP
R VA oma
3. Al
105 | av§se NFP o ha? 1. bt 21m¢
106 | heTITHP 27T 1007 1. Act&ha 4.ntah
2. hhas 90.04
3. TekFTE
107 | ¢F9PUCT LLEPT vt 1an? 1. %P eatail
2. TNNG 9§ PTFA 4. v0TE R4
3. AIRT RL4 Sweteh s e 1AL
108 | foc 0.2 0rt 1@.? hnc/ ¢
88. hAm.pa.gv
109 | O9°7 ALY 0/7¢- U-a AR RIF (D 1. eyt e 5. mlH
2. a0 a0t +bMg 6. P07t har(t
3. I T
4. 90ce 8¢ At
he&d 22 entaN viad? QOtecAdt
e | TEEPT ATICeR  aop\OT oL
201 | &o& PTLRCANPT AL [ L&Cet hA? | 1. AP
2. PP 206
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202 | &8 PMLLCANPT 997 1@? nAhre (1. Q0N 4, 0L wee &CL&T
NAg avha aeamet SFAN
2. ALTF/P0e- 0ALLOTF
3. Hov&F  90. AA (6mbh) -----
203 | °7 ALt £0q 1011 1IN/ eAea 3. tmS AThNan
PILLANPTATS: 1AL avA\G aPAmt
LFAA 2. e°hc/ avd® ottt . 90. AA (Bmen)
204 | N99L.LLANPT ACAT LNt PA? 1. AK? 2. ea9® 80 avAh AATOAMYI®
205 | &AL KNP ? 1. &A?
301
2. P09
206 | AT hach®  oC P915C AS 1. Ko 2049
AONAN?
hed 31 AaPt+7T haoahht? (t+aeaht
& TeBRPT AT1s>  ao)(vF
301 avBavgP (A T AL 0. k&N PaTP<F aF I0C? 1. hevdavay 4+ 2. hdar9ep- (154
302 A 04- kT Ae 0. (PALTL TILHTNe ) @Yyt |1, heogavay (4t 2.hFaooh (A
PAavt aviF I1C?
303 A 04- kT AR 0. (PhLTL  TILHOLe ) @Yyt | 1. S Qaeng 5. hitad
AN, LT O 10?7 2. heee 6. haly
nAZE AL aoAn aramt S FAN: 3. kA 7 .08Yy-ET 9008
4. hpwm 90. AA (Bmen)-------
304 a1 P UALE NJHH®. At 1L |1, h® 2 hC.LATP
P99 P82
305 Py FPT ALPNG PRLT AIRAANT POPA? |1, h@PAU- 2 hA@.pge
306 NAHS0 °n720T ADAT P9LTA@TY om.S ToIC 904- |1. AP 2.249° 88 ham.pg°
_hT he . &Yt ev@ng avhAhd LFAA?
307 P0l-hT S 0. oYYt ADLLE (hLOT HvYP |1. AP 2. PA9 88ham.pge
Ut @A AANT A PIOGA-?
308 A°7 PUA L P84- AT AR O @Yt oC/ O
+mParPA?
309 P04-_hT AL O @&Y1HPT ALOS WAL8M% 1. hadav- 2. hADpgP
ATt ATNACT P77 PUA @O ATSANPT
PM.PA? 3. ACIMT he.L.AU-IP
310 P04~ W Ke 0. YITHPT  APNS  PRLANPT (1. AP 313
P10 MG FC INC?
2. P09
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311 PHF@. ARWE Phavg® AN Fhat INC? 1. Fahk 58Nct
DAL NAL aPAd oMt LFAA
2. ¢ yaoge 6.+P9p
3.  PenAé- yarge 7. kezute
4. P88 AL Tig S 90 . AA
312 T4 Ahdt 907 ACIPE @087 1. o8fatr @Ykt AELThe
2. ePme ¢7 kOhTLLch keteleku
3. o8falr Yngyr ATnCh
4. avpe (9o ATIRLT OO
313 AT AUGPPPP  pg oYyt APALU 10 A |1, AP 2. fa9° 88 AA@.pgv
fa0A?
314 P0- AT AL . @YY QA0 QA@AL | 1. AP
ALODTA P9LTFAQT PMS TOC P@LPA? 401
2. P9
315 P04-_hT he 0. o@YHPT (AN AAPQALP 1. AP 2.249°
ALCONPT P9LFAQY PmG ToIC ANNA. PO.PA?
hed 4: AT AL O. G240 @mT7? (AN
+/e TPEPT A994e  av)\ (vt e,
401 P hT AL 0. O8N NLIPP @AT a°F47 [1. K9
AMA  AQ. 1PILPA? 404
2. A9
402 ATT? 10 P14t? hATE AL aeAG | 1. ANALE AFPLEe 5. AHovg:
mmt S AN
2. AAE | BF 6.03L5
3. ADAZBF 90. AA__
4. AO78T WU
403 omtPr  onc® elYrtPr  Othhd |1, AP 2. PAPP 88. hAa@.pge
APQAL  AAHTA AQ PIOGA?
404 POANAFP [ 2LGP 009° goCave. amst 90787 | 1. GRlM NLav @AT AMNFTINT®  —P501
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2. 420 NLar @hAT +TIHNFA
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88. goaoCavyy hA@PP 0 —>
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hed 5: ?04-bT he O. @Yt hmPP9®? OFavdht

/e PPRPT AT ao)(vF oL

501 | oY1 HPT  OPCO+  LOAPOST avF I0CT?

T 1. k? 2AP°
anét+ att 9t 1. AP 2949°
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