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Abstract

Background: Currently, lifelong anti-retroviral treatment were given for people living with
HIV without considering their CD4 cell counts & WHO clinical staging in most countries of
the World including Ethiopia. Even if there were no sufficient evidence on loss to follow up
after the implementation of rapid initiation of anti retroviral treatment in Ethiopia, studies
showed that rapid initiation of ART will increase the risk of loss to follow up especially in low

level income countries.

Objective: The aim of this study was to assess loss to follow up and its predictors among
adult HIV infected patients on rapid initiation of anti retroviral treatment in Gebretsadik

Shawo General Hospital and Mizan-Tepi University Teaching Hospital.

Methods: Retrospective cohort study design was used to assess loss to follow up and its
predictors among adult HIV infected patients on rapid initiation of anti retroviral treatment in
Gebretsadik Shawo General Hospital and Mizan-Tepi University Teaching Hospital from
October 2017 to December 31, 2018. A total of 318 patients card were retrieved by using
checklists developed to assess loss to follow up from anti retroviral therapy clinics. Data were
collected from March 20 through April 15, 2019, entered into Epi data 3.1 and exported to
statistical package for social sciences (SPSS) version 24. Kaplan—Meier curve and log-rank
test were used to compare survival experiences. Cox-regression was used to identify the
predictors of loss to follow up at p< 0.05.

Result: All the 318 patients were followed for 2662 person-months and the overall incidence rate of
loss to follow up were 3.5 per 100 person months (95% CI: 2.8, 4.2). Being male sex (AHR =4.33;
95%CI: 2.22, 8.43), unknown IPT status (AHR=5.49; 95%CI: 1.46, 20.59), not received IPT
history (AHR=2.42; 95% CI: 1.49, 3.91), bedridden functional status (AHR=5.049; 95% CI:
2.34, 10.87) and non disclosures (AHR=2.28; 95% CI: 1.35, 3.83) were identified as
independent predictors of time to LTFU.

Conclusion: high proportion of loss to follow up was recorded especially on the same day
treatment. Therefore, proper counseling and tracing mechanisms were recommended for
highly risky patients for loss to follow up.

Keywords: Rapid initiation of ART, Loss to follow up, Southwest Ethiopia.



CHAPTER 1: INTRODUCTION

1.1 Background

HIV/AIDS remains a major public health problem across all continents causing the death of
millions of peoples since the start of epidemic. Around 35.1 million adults people were living
with HIV (PLHIV) globally by the end of 2017 (1). From this 66% of the total PLHIV in the
World found in Eastern and southern African (ESA) regions including Ethiopia. AIDS-related
death among adults in the World accounts 830 000 (590 000—1.2 million) at end of 2017 (2,3).
The most causes of deaths were due to loss to follow up from ART clinics especially in

African countries (4).

Globally, there was great struggle to end epidemics of HIV infection. In 2014 UNAIDS
launched new targets named as 90-90-90 to help end AIDS epidemic which in turn prevents
spread of HIV infection, HIV related illnesses and death in the World. In addition to this,
WHO developed “Test and Treat for All” strategy which calls all people who tested positive
for HIV to receive immediate treatment since 2015. This strategy focuses on rapidly treating
all people who are conformed to HIV diagnosis irrespective of their CD4 count and WHO
clinical stage. After one year development of treat for all guideline 18.2 million PLHIV gets
rapid initiation ART and recently only 62% of PLHIV are on ART in the World (5). However,
UNAIDS and WHO estimate that full implementation of both strategy will prevent 21 million
people from dying and 28 million people from acquiring HIV infection by 2030 (6,7).

In Ethiopia, HIV has been recognized as major public health problem around a half a century
ago. The country developed different efforts to control the spread of the infection. In 2003 fee
based and in 2005 free ART was introduced. Similarly Ethiopia adopted WHO rapid initiation
of ART policy since 2016 and after one year of adoption started to implement it (6,8). In
addition to these, Ethiopia also follows UNAIDS 90-90-90 targets of 2020 to eliminate HIV
epidemics by 2030. To achieve these both global HIV elimination strategies Ethiopia
performed the following activities. ART delivery has been decentralized from high-burden
hospitals to health centers. Currently about 1,117 health facilities (health centers and

hospitals) are providing ART services in all regions of the country (9).



In order to achieve the global HIV elimination strategy and to maximize the individual and
population level benefits of HIV treatment, it is essential that people on ART are retained in
care by decreasing LTFU and properly adhere to the treatment. This study assessed LTFU and
their predictors among adult HIV patients on ART after implementation of rapid initiation of

treatment in GSGH and MTUTH.



1.2 Statement of the problem

The loss to follow up among HIV positive adults are a leading cause of morbidity, mortality,
drug resistance, hospitalization and transfer of virus to uninfected sexual partners. In the ESA
countries including Ethiopia HIV positive clients who were LTFU visits have increased the
risk of opportunistic infections (OIs) due to high viral load and low CD4 count which causes
the death of people with HIV/AIDS (6,10). It has also social, economic and political crisis as
consequences. The common consequences are stigma, high susceptibility to other co-
morbidities like mental disorders, cost for care, increased number of orphans and decreased

productivity due to decreased immunity and absence from work place (11).

ART was given for the treatment and prevention purposes. It significantly reduced mortality
and improved life expectancy of HIV-infected patients, and it also reduces the risk of
transmitting the virus to their uninfected sexual partner up to 96% (12). However, the levels
of LTFU among adults from ART increased throughout the time from 11.9% in 2004 to
24.5% in 2014 and urgent attention were needed to decrease the level of these burden (13).
To tackle this big global issue WHO developed rapid initiation of ART policy and most of the
countries including low level income countries (LIC) adopted to implement it. After the
implementation of this guideline, studies showed that there were improved quality life of
PLHIV, but LTFU from ART was increased in the first six months due to insufficient time to

disclosure their status, un able to accept the condition and fear of drug adherence (14).

In Ethiopia, the national ART coverage for adult PLHIV were high (76%) compared with
other ESA countries (68.6%) (2). But, patients who are initiated on ART do not adhere to
treatment or remain in care. Evidence shows that more than 25% of patients LTFU after
initiation of ART in Ethiopia. Large differences in the proportion of LTFU have been
reported, ranging from 9.8% up to 31.4% in different parts of the country. It was high in
hospitals than health centers and high in rural than urban setting. (15-18). The prevalence of
LTFU in south nation nationalities and peoples regional state (SNNPR) after initiation of ART
accounts 10.6% (19) and study showed that LTFU in south west Ethiopia was higher than
regional level figure (20).



Currently Ethiopia expanding HIV care and treatment programmes to improve quality life of
PLHIV by implementing UNAIDS 90 -90-90 targets and WHO rapid initiation of ART policy
to end HIV epidemic. Almost all sectors in the country were participating and massive
resources had been used to implement it. Beside of these all efforts the incidence &
prevalence of HIV infection among adults increased dramatically within a few years recently

(15,17).

Sustainable effort and up to date evidences particularly on LTFU and predictors after rapid
initiation of ART are crucial. As new HIV infections are still occurring and spreading in the
country, there is a great need to identify innovative strategies to prevent new infections and
improve the quality of life to people who are infected with HIV. Available studies which
assess the incidence and predictors of LTFU among adults HIV infected patients doesn’t cover

LTFU from ART after rapid initiation of treatment.

To date there is no published study in the country on LTFU after rapid initiation of treatment
among adult patients on ART. The study area was also immediate nearest to Gambella region
which was among regions with higher HIV infection in Ethiopia and from where also HIV

patients come to the study area to get the care.

Therefore, this study was conducted to assess LTFU and predictors among adult patients on

rapid initiation of ART treatment in GSGH & MTUTH, Southwest Ethiopia, 2019



1.3 Significance of the study

Evidence on LTFU and predictors are one of the indicators for giving quality care to HIV
infected patients. So, identifying predictors of loss to follow up among patients on rapid
initiation of ART treatment helps health care providers to give effective care to the patient and

it also gives ways to increase retention in care.

Finding from this study will have its own contribution for evidence-based intervention on
rapid initiation of ART for HIV infected patients to achieve UNAIDS 90-90-90 targets by
2020 to eliminate HIV from World by 2030.

It provides information to stake holders and program planners to develop treatment strategies

and to evaluate existing treatment program.

The study will also add relevant knowledge to the scientific community and fill the research

gap of the study area to this particular issue.



CHAPTER 2: LITERATURE REVIEW

2.1 General over view

To improve the achievement of ART program, WHO developed rapid initiation of ART
treatment which was started to implementation since 2016. The main aims of introduction of
rapid initiation of treatment were to improve quality life of PLHIV, to eliminate HIV infection and to
increase retention on ART. But systematic review conducted on risks and benefits of rapid initiation of
ART shows that there was an increased high risk of LTFU at six months of follow up specially peoples
living in low level income countries. (RR 1.85, 95% CI 0.96-3.55) (14).

Another studies conducted in different parts of African countries shows that rapid initiation of
ART improves the quality life PLHIV and decrease mortality rate by increasing CD4 cell

count and suppressing viral loads (21-24).

2.2 Literature review on Loss to Follow Up

Many HIV positive patients have benefited from ART. But still some patients did not continue
with follow up visit for treatment schedules, and these results in the programme to fail to
attain its goal of no death due to HIV/AIDS. Based on retrospective study conducted from 48
countries globally, 20% of patients were LTFU from ART clinic after one year of treatment
which is higher than WHO recommended target (15%) (13). This figure were doubled in Sub
Saharan African (SSA) region and loss to follow up were the commonest cause of death for
PLHIV in the region (11,25). In similar way study conducted in Kenya showed that the
incidence of LTFU among adult patients on ART were 52.9 per 100 person-years (PY) and
405 per 1000 PY in South Africa (26,27).

According to systematic review conducted in Ethiopia showed that 25% LTFU occurred
among adult patients after initiation of ART at national level and the proportion were different
in different regions of the country, and it accounts 10.3% in SNNPR (17,19). Different
retrospective cohort studies conducted in different hospitals of the country shows that the

incidence rates of LTFU among adult HIV infected patients after initiation of ART varies.



Accordingly, study conducted in Pawi General Hospital shows 11.6 per 100 adult-years and
Karamara general hospital in Jijiga town shows 26.6% per 100 person months (28,29).

Even if, Ethiopia follows UNAIDS 90-90-90 targets and implementing rapid initiation of ART
of WHO recommendation which targets to eliminate HIV infection currently the incidence of

HIV increased rapidly within the few years (6,15,18).

2.3 Factors associated with LTFU among adult patients on ART

Different studies at different area revealed variable findings in some extent. Determinant

factors include socio-demographic, economic, clinical and behavioral are common factors.

2.3.1 Socio-Demography factors

Socio-demographic factors affect LTFU among adult HIV infected patients on ART. Based
on different studies conducted in different parts of the world shows young age groups are
higher risk to LTFU than old ages. Accordingly, study conducted in South Africa shows that
those aged 18-35 were two times higher risk than age over 45 yrs and study conducted in
Australia showed that younger age (15-25 years) had three times risk for LTFU than age
above 55 years (30,31). Similarly, study at Pawi General Hospital shows that adults over 45
years of age category lowered with the risk of LTFU by 56% (HR = 0.44; 95% CI 0.24— 0.83)
compared to those aged 15-28 years and study conducted in Oromia regional state shows that
younger age group (15-24 years) were about 19 times higher risk than age above 55 yrs
(AOR, 19.82; 95% CI: 6.80, 57.73) (29,32).

According to various studies conducted in different hospitals of Ethiopia showed that being a
male sex had two and more folds higher risks to LTFU than female for LTFU among HIV
infected patients after initiation of ART (18,28,32,33).

According to a case-control study conducted in Saudi Arabia unmarried patients had 3 times
more LTFU than married patients, illiterate had three times higher risk for LTFU than
secondary education and five times higher risk for LTFU than university education among

adult patients on ART (34).



As systematic review study conducted in Ethiopia, unmarried had 1.5 times higher than
married (OR = 1.4, 95%CI: 1.1-1.8), no literacy status had 1.5 times higher risk than literates
(OR = 1.5, 95%CI: 1.1-2.1) and rural dwellings had two times higher risk for LTFU than
urban among adults after initiation of ART.(OR = 2.1, 95%CI: 1.5-2.7, I* = 60%) (17).

As indicated in cohort study for eight years in South Africa, being self-employed had 14 times
higher risk for LTFU than governmental employee (HR=13.92, 95 % CI: 2.81-69.06) (26).

2.3.2 Clinical and treatment factors

A study conducted in Kenya shows that history of a current or past opportunistic infections
(OIs) had 1.15 times higher risk for adult patients LTFU ( p < 0.0284: 95%, C1.02—-1.30)
(35).

In Ethiopia, different studies show that LTFU among HIV positive patients has related with
various patients’ treatment and clinical factors. Accordingly, systematic review study
conducted Ethiopia shows that the risk of discontinuation from ART among adult bedridden
patients was two times higher when compared to the risk among working or ambulatory status
(OR = 2.3, 95%CI: 1.5-3.4, 12 = 37%), but discontinuation is not different by the history of
CPT usage (Cotrimoxazole prophylaxis therapy or opportunistic infections prophylaxis) (17).

Another retrospective cohort study conducted in seven hospitals of Ethiopia shows
ambulatory and bedridden patients had two times more risk for LTFU in ART than working
patients (OR: 2.37; 95% CI: 1.54 -3.63), those patients with TB had two times higher risk for
LTFU than TB negatives patients (OR: 1.97; 95% CI: 1.37 to 2.84), patients with WHO
clinical stage III/IV had higher risk to LTFU in ART compared to those with WHO stage I/I1
(OR: 1.79; 95% CI: 1.21-2.37) and the odds of LTFU was double for patients who started
ART with CD4 count < 50 cells/ul compared to those with >200 cells/ul (OR: 2.32; 95% CI:
1.28 to 4.19) (18).

Another case-control study conducted in Oromia regional state shows that those patients with

baseline CD4 count of fewer than 350 cells/mL were two times more likely to be LTFU from



ART (AOR, 2.06; 95% CI: 1.36, 3.13) and those patients with WHO clinical stage IV had two
times more risk to LTFU than WHO clinical stage I & II (AOR, 2.29; 95% CI: 1.45, 3.62),
those patients with no history of Isoniazed prophylaxis therapy (IPT) were three times more
likely to be LTFU from ART (AOR, 2.83; 95% CI: 1.91, 4.21) and those patients who were
on TDF+3TC+EFV were about two times more likely to be LTFU from ART than those
patients on AZT+3TC+NVP (AOR, 1.58; 95% CI: 1.02, 2.44) (32). Based on study conducted
at Pawi hospital showed that patients with IPT status reduces the risk of LTFU from ART up
to 89% as compared to their counterparts (HR = 0.11; 95% CI 0.06-0.18) (29).

2.3.3 Behavioral related factors

Disclosure status & HIV positive family member

As indicated in the study conducted in South Africa, those patients with not disclosure status
to their partner had three times more risk for LTFU from ART than who disclosed status with
(AHR =2.88, 95 % CI 1.19-6.97) (26). Systematic review study conducted in Ethiopia shows
that those patients with HIV positive family member was less risk for LTFU than their
counter parts (OR = 0.4, 95%CTL: 0.3-0.6, I = 69%) (17).

Based on study conducted in SNNPR, history of non-disclosure to their family had two times
more likely to LTFU from ART and similar study conducted in Jijiga town also shows that
clients who did not disclose their HIV/AIDS status were three times more likely risk for
LTFU from the treatment program as compared to their counterparts (AHR: 2.8, 95%
CI:2.22-5.23) (19,28).

In summary the finding regarding loss to follow up among HIV infected patients was
diversified as indicated in studies conducted in different part of the world. Both the highest
(31.4%) and lowest (9.8%) proportion of LTFU occurred in Ethiopia as literatures notified.
Some of the associated factors include: being aged between 15 -30 years, having bed ridden
functional status, low CD4 count, non exposure to IPT, being male sex and advanced WHO

clinical stages.
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Figure 1: Conceptual framework of predictors of LTFU among adult patients on ART,
developed after reviewing literature (14,26,29,33,36).
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CHAPTER 3: OBJECTIVES

3.1 General objective
To determine loss to follow up and predictors among HIV infected adult patients on rapid
initiation of ART treatment in Gebretsadik Shawo General Hospital and Mizan-Tepi

University Teaching Hospital, Southwest Ethiopia, 2019

3.2 Specific objectives

#+ To determine loss to follow up among adult HIV infected patients on rapid initiation of
ART treatment.

+ To identify predictors of loss to follow up among adult HIV infected patients on rapid

initiation of ART treatment.
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CHAPTER 4: METHODS AND MATERIALS

4.1 Study area and study period

This study was conducted in governmental hospitals of Kaffa zone and Bench Maji zone,
namely Gebretsadik Shawo General Hospital (GSGH) and Mizan Teppi University Teaching
Hospital (MTUTH) respectively.

GSGH is found in Kaffa zone Bonga town in SNNPR State, 449 Km away from Addis Ababa
the capital city of the Ethiopia. The hospital had more than 212 clinical and 188 paramedical
staffs. Currently four public health officers, one BSc nurse, four adherence supporters and two
information technologists were serving together in ART clinic. This hospital was the only
general hospital giving service for the Kaffa zone peoples and partly for peoples from Sheka

zone.

MTUTH was also located in Bench Maji zone Mizan-Aman sub-city in SNNPR state which is
593 km to south-west of Addis Ababa, capital city of the country. The hospital had more than
four hundred clinical staffs and more than five hundred supporting staffs. Currently one
general practitioner, five public health officers, five clinical nurses, five adherence supporters
and two information technologists were serving together in ART clinic. This hospital was
serving as referral hospital for Bench Maji zone and partly for Kaffa, Sheka and Majang

(Gambella region) zones.

In both hospitals, ART clinic is one of the service areas among different case teams found in
the hospital. For every patient who started ART, his/her all information was kept both in
computerized format and in national registers in addition to patient card and ART intake
forms. Both hospitals had high patient flow in ART clinic and due to this the hospitals were
selected as the study area. Patients enrolled to care from November 2017 to December 31

2018 were included.
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4.2 Study design
A retrospective cohort study design was used to assess LTFU and predictors among adult HIV

adult patients on rapid initiation of ART treatment.
4.3 Population

4.3.1 Source population

All adult (age >15yrs) HIV patients on ART receiving care from GSGH & MTUTH.
4.3.2 Study population

All adult HIV patients on ART who received care from GSGH and MTUTH from October
2017 to December 2018, and fulfill inclusion criteria.

4.4 Eligibility criteria

4.4.1 Inclusion criteria

Age > 15 years and at least one follow up.

Diagnosed for HIV & started ART from October 2017 to December 31 2018.

4.4.2 Exclusion criteria

Incomplete registries, pregnant mothers, initiation of ART more than two weeks of HIV

diagnosis and transfer in from other heath facility will be excluded.

13



4.5 Sample size determination and sampling technique

4.5.1 Sample size determination

Sample size for two objectives was calculated by considering the study conducted in Jijiga
town Karamara General Hospital in Eastern Ethiopia on “Predictors of loss to follow up
among adult clients attending antiretroviral treatment.” In this study, the overall incidence of
loss to follow up was reported 26.6 per 100 person months (28). For the first objective
(incidence rate of LTFU), single mean population formula was used by the parameters of
margin of error of 0.5 with 95% confidence interval. For the second objective the sample size
was calculated by considering the common independent predictors of LTFU in different
studies. For this study the independent predictors was also taken from the above study and
calculated as the following by considering the parameters of power 80% and 95% confidence
interval by using EPI info Version 7.2.2 (CDC Atlanta, USA).

Table 1: Sample size calculated based on objectives in GSGH and MTUTH, February 2019

Objective Proportion Calculated sample Size

Incidence of LTFU incidence rate of LTFU was 26.6 %

per 100 person months in Karamara 296
General Hospital
Male sex LTFU (65.8%) to

Not LTFU (34.2%) 90
Next appointment  recorded
Significant properly (17.4%) to not recorded 318
Predictors properly (6.6%)

Status disclosed to any one (7.0%) to
not disclosed to any one (56.8%) 66

The maximum sample size was 318.

The sample size was proportionally allocated to the hospitals based on their source of
population. Therefore, 212 patients card was retrieved from MTUTH and 106 patients card

was retrieved from GSGH.
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4.5.2 Sampling procedure

Simple random sampling technique was employed. First, ART unique number of eligible
subjects was listed and taken as sampling frame. Then the sampling frame was entered to
SPSS and the required sample size was selected randomly by using select case procedure.
Among the total 687 cases registered during the study period, 573 were eligible based on

inclusion criteria and of which the total sample of 318 were included in this study (Fig. 2).

’ Total =687

Age less than 15 yrs =84
Transfer in=6
Pregnant mothers =7 I——F_ Started ART >2 weeks
| After diagnosis =4

Incomplete registers =13

Eligible=573

Simple random
sampling

Sample=318

Figure 2: Schematic presentation of sampling procedure for LTFU and its predictors among
adult patients on rapid initiation of ART in MTUTH & BGSGH, South West Ethiopia,
October 2017- December 2018
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4.6 Study variables
4.6.1. Dependent variable

% Time for Loss to follow up (LTFU)
4.6.2. Independent variables
¢ Socio demographic and economic factors

+ Sex

+ Age

+ Educational status
+ Marital status

+* Clinical and treatment factors

v" Functional status

v BMI

v' CD4 count

v" Opportunistic infection (OI)

v' Use Isoniazed prophylaxis therapy
(IPT)
¢ Behavioral related factors
+ Disclosure of status
+ Having HIV positive family

member
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4.7 Data collection and its procedures

4.7.1 Data collection

Data abstraction tool or checklists was prepared by reviewing different literatures, ART
registration book and intake forms, reporting formats and patient monitoring formats
employed by the Federal ministry of health of Ethiopia. Initially, ART registers was used to
identify the eligible patients of interest. Then, using the unique ART number from the register,
other patient data that was not available on the register was retrieved from other formats, i.e,

the patient follow-up form, the patient intake and monitoring formats.

4.7.2 Data collection procedures

The purpose of the research was briefed to the administrative body of the GSGH and
MTUTH, using co-operation letter from the ethical clearance committee of the school of
Nursing and Midwifery, Addis Ababa University. Having permission to proceed, data
collectors and supervisor with professional qualification of BSc nurse and public health
officer respectively, with background of trainings on ART was selected and given training by
the principal investigator for two consecutive days. The content of the training included the
purpose of the study, which data should be extracted how and from what, how to ensure the
confidentiality issue and the role of investigator, supervisor and data collectors. Data were

collected from March 20 through April 15, 2019.

4.7.3 Data quality management

For the assurance of data quality, 10% (32) of pre- test was performed to check the validity of
data collection tool in MTUTH before the actual data collection period. Training was also
given for data collectors and supervisors. Continuous and supportive supervision was given.
Both the supervisor and principal investigator checked the completeness and consistency of
collected data on daily basis. For additional better data quality management data was entered

to Epi data 3.1 by preparing double entry verification.
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4.8 Operational definitions

Event — Time for Loss to follow up

Rapid initiation- initiating of ART for peoples with HIV infection after diagnosis conformed
without considering CD4 count and WHO clinical staging within two weeks of diagnosis if
there is no clear contra indication (14).

Censored -patient doesn’t developed the event (patients on follow up, transfer out, death)
Loss to follow up - the patient fails to visit ART clinics more than 90 days after the last
appointment date by the Gregorian calendar and have not classified as “dead” or “transferring
out” (37).

Patient status of “working” if daily activities of PLHIV were not altered due to illness,
“ambulatory” if the patient was not fully working but was able to do minor tasks at home, and

“bedridden” when the patient remained in bed most of the time (19).

Incomplete registries- patients with incomplete data on both electronic and paper based

formats like HIV diagnosis date, ART starting date, and CD4 count.

Transfer out- is an official transferring of the patient to another ART clinic within or outside

a catchment area (16).

Death - patients whose deaths were recorded on the medical files (28).
Urban- place where assigned as sub-city by the mayor office.

Rural- place where out of the assigned sub-city.

Body mass index (BMI): is a measure of body fat based on height and weight, and applied
for adult person. Can be calculated as mass divided by square of body height.

Not malnourished (BMI >18.5kg/m2), malnutrition(BMI <18.5 kg/mz) (38).

Opportunistic infections (OIs): is an infection occurs more frequently and sever in

individuals with weakened immune system (39).
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4.9 Data entry, processing and analysis

Collected data was entered into Epi data 3.1 after coding and checking for completeness and
consistency; and exported to Statistical Package for Social Sciences (SPSS) version 24 for
analysis. Descriptive statistics like Mean, Median, frequency and percentage (%) and
Analytics statistics like hazard ratio (HR) at 95%, confidence interval (CI) was calculated.
Person-months of follow up was also calculated by assessing the date of enrollment for ART
and lost follow up or censoring (death, transfer out or on care) at the end of study.

The incidence of LTFU was estimated and magnitude of LTFU among different groups of
study subjects was compared by Log rank test.

A variable which was significant at P-value (P< 0.25) in the bi variable analysis was selected
as a candidate for multivariable Cox proportion hazard regression model. Kaplan-Meier
survival method was used for comparison of survival curves for LTFU of PLHIV on rapid
initiation of ART and was tested by Log rank test for significance difference of the curve.
Multivariable Cox Regression Analysis was used to estimate the predictors by controlling
confounding factors. A variable having P-value (P <0.05) in the final model was considered as
a statistically significant. The model fitness test was checked by Cox-snell residual plot.

Finally, the results were reported using text, tables and graphs.
4.10 Ethical consideration

The ethical clearance was obtained from institutional review board of school of nursing and
midwifery, Addis Ababa University. Support letter was obtained from school of Nursing and
Midwifery of Addis Ababa University and given to GSGH and MTUTH clinical officer.
Confidentiality was assured by using of data collector and supervisors working in ART
clinics, also daily collected data was kept in locked cabinets until its final safe removal and
data was entered to a password-protected computer. In addition, patients’ identifiers (medical
registration number and ART unique number) were replaced by new identification number

during data entry.
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4.11 Dissemination of results

Findings of this study will be disseminated to Addis Ababa University, school of Nursing and
Midwifery, Kaffa zone and Bench Maji zone health department, GSGH and MTUTH. It was
also will be presented to the scientific community of Addis Ababa University. In addition, the
effort will be made to present it in various seminars and workshops and for publication on the

peer-reviewed reputable journal.
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CHAPTER 5: RESULT

5.1 Baseline socio-demographic characteristics

Records of 318 HIV positive adult patients started ART between October 2017 and December
2018 were included in the study from both hospitals (212 and 106 from MTUTH and GSGH
respectively). The mean age of the participants was 28.6years (SD=8.47) and majority of them
182(57.2%) were found in age category of 15-28 years. Majority of the study participants
were females 177(55.7%), married 176(55.3%) and had primary educational status
130(40.9%). Regarding to the occupation, 92(28.9%) and 52(16.4%) of the study participants
were house wives and daily labor workers respectively. Majority of the study participant 188

(59.1%) live in urban area (table 2).
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Table 2: Base line socio demographic characteristics of study subjects in MTUTH & GSGH,
South West Ethiopia, October 2017- December 2018.

Socio demographic Survival status
Characteristics Censored Event(LTFU) Total
(N=318) N° N° N® (%)
Name of Hospital
MTUTH 139 73 212(66.7%)
GSGH 87 19 106(33.3)
Sex
Male 83 58 141(44.3%)
Female 43 34 177(55.7%)
Age categories in years
15-28 124 58 182(57.2%)
29-34 41 16 57(17.9%)
35-44 47 18 65(20.4%)
>45 14 0 14(4.4%)
Occupational status
Daily labor 30 22 52(16.4%)
worker
Farmer 24 5 29(9.1%)
Merchant 38 16 54(17%)
House wife 68 24 92(28.9%)
Gov’t employed 23 8 31(9.7%)
Private org. 14 5 19(6%)
employed
Student 21 7 28(8.8%)
Others 8 5 13(4.1%)
Marital background
Never married 50 33 83(26.1%)
Married 137 39 176(55.3%)
Divorced & 39 19 59(18.6%)
Widowed
Educational background
No formal education 47 28 75(23.6%)
Primary (1-8) 103 29 132(41.5%)
Secondary (9-12) 44 24 68(21.4%)
College/university 32 11 43(13.5%)
Residence
Urban 137 51 188(59.1%)

Rural 89 41 130(40.9%)
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5.2 Base line clinical and treatment characteristics of study participants

Majority of the study participants, 257 (80.8%) were started ART on the same day of their
HIV diagnosis and nearly half 166 (52.2%) of the patients started ART with their CD4 cell
count greater than 500 cells/mm®. Significant proportion of the patients 158 (59.7%) were on
WHO clinical stage one and 215 (67.5%) patients were their BMI greater than 18.5 kg/m”.
Majority of the patients 274 (86.16%) were taking TDF+3TC+EFV based ART combination
treatment and extremely high proportion of the study participants 311 (97.8%) had no history
of ART failure. The history of Isoniazied prophylaxis therapy (IPT) use were about 192
(60.4%) and high proportion of the study participants 237 (67.5%) were working functional
status. Table 3
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Table 3: Clinical characteristics of study participants in MTUTH & GSGH, South West
Ethiopia, October 2017- December 2018

Baseline characteristics

Survival status

. Censored Event(LTFU Total
(N 318) NQ NQ NQ (%)
0
ART initiation day On the same day 182 75 257(80.8%)
Within 2 weeks 44 17 61(19.2%)
Isoniazed hvlaxi Not received 64 54 118(37.1%)
Soniazed propiylaxis Received 155 32 187(58.8%)
therapy (IPT)
Unknown 7 6 13(4.08%)
Cotrim 1 Not receiving 111 41 152(47.8%)
r‘; . f’;ﬁi‘iﬁera Receiving 106 45 151(47.7%)
prophy Py Unknown 9 6 15(4.7%)
Opportunistic infections ~ No OI 141 53 194(61%)
(O) Have OI 85 39 124(39%)
AZT+3TC+NVP 7 6 13(4.08%)
0
ART regimen AZT+3TC+EFV 10 9 19(6%)
TDF+3TC+EFV 205 69 274(86.16%)
Other 6 6 12(3.8%)
Working 190 47 237(74.5%)
Ambulatory 28 27 55(17.3%)
1 0
Functionality status Bed Ridden 8 18 26(8.2%)
BMI category <18.5 60 43 103(32.4%)
>18.5 166 49 215(67.6%)
Stage 1 129 29 158(49.7%)
.. Stage 11 38 11 49(15.4%)
WHO clinical stage Stage 111 53 43 96(30.2%)
Stage IV 6 9 15(4.7%)
: . No 223 88 311(97.8%)
History of ART failure Yes 3 4 7(2.2%)
CD4 cell count <500 cells/mm?’ 97 55 152(47.8%)
(cells/mm’ >500 cells/mm’ 129 37 166(52.2%)
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5.3 Behavioral related characteristics of study participants

From the total study participants included in the study about 229(72%) disclosed their status
to anyone and about 97(30.5%) study participants had HIV/AIDS positive family members.

5.4 Survival status of the study participants

Three hundred eighteen participants were followed for total of 2662 person moths. There were
92(28.9%) of LTFU. The remaining 216(67.9%) were censored at the end of the follow up

period.

Figure 3: The outcomes of HIV infected adult patients on rapid initiation of ART in MTUTH
& GSGH, Oct 2017-Dec 2018
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Figure 4: Overall survival function of HIV/AIDS infected patients on rapid initiation of ART
in MTUTH & GSGH, South West Ethiopia, October 2017- December 2018.

The overall incidence rate of LTFU was 3.5 per 100 person months (95% CI: 2.8, 4.2). High
proportions of LTFU 58 (63%) were occurred within the first six months of rapid initiation of
ART.

The survival status of different categories of study participants was compared both graphically
using Kaplan-Meier survival curve and statistically using Log rank test.

The mean estimate of LTFU time for male patients was shorter 11.2 (95% CI: 10.33, 12.15)
months than females 14.25 (95% CI: 13.49, 15.08) months. The difference in mean time to
LTFU for these two categories of patients was statistically significant (P < 0.001) (Fig. 5).
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Figure 5: Comparison of LTFU status of HIV infected patients on rapid initiation of ART
based on sex category in MTUTH and GSGH, South West Ethiopia, Oct 2017-Dec 2018

The mean estimate of LTFU time for patients with bed ridden functional status was 7.13 (95%

CI: 5.18, 8.44) months. For patients with working functional status was 14.31(95% CI: 13.63,

14.98) months and observed difference in LTFU time between these categories of patients was

statistically significant (P < 0.001) (Fig.6).
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Figure 6: Comparison of survival status of HIV infected patients on rapid initiation of ART

based on functional status category in MTUTH and GSGH, South West Ethiopia, Oct 2017-

Dec 2018

The mean time to LTFU of patients who had disclosed their status to any one was

14.56(95%CI: 13.89, 15.23) months. For those who didn’t disclose their status was 9.86(95%

CI: 8.67, 11.05) months and observed difference in LTFU time between these categories of

patients was statistically significant (P < 0.001) (Fig.7).
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Figure 7: Comparison of survival status of HIV infected patients on rapid initiation of ART

based on disclosure status category in MTUTH and GSGH, South West Ethiopia, Oct 2017-

Dec 2018.
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5.5 Factors associated LFTU

First of all further analysis of association, the proportional hazard assumption was checked
using Schoenfeld residuals (ph test) and none of the covariates were found to be time
dependent. In bivariate analysis of time to LTFU, the following variables (P<0.25) were
identified as candidates for multivariable analysis. These variables included: being male sex,
no formal education, daily labor workers, not used status IPT, history of ART failure, WHO
clinical staging, not disclosing their status, absence of HIV positive family member, BMI less

than 18.5 Kg/m® and CD4 count <500 cells/mm”.

In multivariable cox regression the interaction was checked and there was no significant
interaction. Finally, being male sex, unknown IPT status, not received IPT history; bedridden

functional status and non-disclosure status were independent predictors of LTFU.

Among adult HIV infected patients who started rapid initiation of ART, being male sex was
four times (AHR =4.33, 95%CI: 2.22, 8.43) more likely to LTFU than their counter part from
ART clinic. Patients who had unknown IPT received status was more than five times
(AHR=5.49; 95% CI: 1.46, 20.59) risky for LTFU and patients who didn’t received IPT were
more than two times (AHR=2.42; 95% CI: 1.49, 3.91) more likely to LTFU during rapid
initiation of ART treatment compared to those who had history of IPT use.

Bedridden patients had five times more risk of LTFU compared to those who had working
functional status (AHR=4.32; 95% CI: 2.34, 10.87) during ART treatment. Individuals who
didn’t disclose their HIV status had two times (AHR=2.02; 95% CI: 1.35, 3.83) higher risk to
LTFU from ART clinics than those who disclose their HIV status (Table 4).
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Table 4: Cox regression analysis for predictors of LTFU among adult HIV infected patients on
rapid initiation of ART in MTUTH & GSGH, South West Ethiopia, Oct 2017- Dec 2018

Variables Category of CHR 95% CI1 P value AHR 95% CI P value
Variables
Sex Male 2.300  1.506 3.513 0.000**% 4331 222 843  0.000%**
Female* 1 1
Educational No education 1.64 0.82 331 0.16**  3.133 0.78 12.59 0.108
status Primary 0.84 0.42 1.68 0.62
Secondary 1.34 0.65 2.74 041
Tertiary* 1 1
Occupation  Daily labor 1.65 0.73 3.72 0.22*%* 0.791 0.17 3.678 0.765
worker
Farmer 0.59 0.19 1.89 0.362
Merchant 1.05 0.45 246 0902
House wife 1.049 0471 2.336 0.906
Gov’t 1 1
employed*
Private org. 1.123  0.367 3.434 0.839
employed
Student 0.893 0324 2463 0.827
Others 1.331  0.435 0.070 0.616
IPT use Not received  2.905  1.897 4.449 0.000%* 2.42 1.49 391 0.000%**
Received 1 1
Unknown 4119  1.256 13.50 0.019%* 5497 1.46 20.59 0.011***
WHO One* 1 1
clinical Two 0.224  0.106 0.475 0.000%* 0.627 0.28 137 0.242
stages Three 0.277 0.114 0.670 0.004** 0.722 0.35 1.486 0.377
Four 0.582  0.283 1.196 0.141*%* 0.685 0.22 2.05 0.50
Functional Working* 1 1
status Ambulatory  0.181  0.104 0.315 0.000%** 1.745 091 3.317 0.090
Bedridden 0.539  0.296 0.983 0.044**% 5049 234 10.87 0.000%**
Hx of ART  No* 1 1
failure Yes 1.934  0.709 5272 0.198** 2794 039 19.87 0.305
ART TDF+3TC+E 1 1
regimen Fv*
AZT+3TC+E 2.548  1.026 6.327 0.044** 1349 045 4.003 0.59

FV
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Disclosure
of status
BMI

Family hx of
HIV

CD4 count
in cells/mm’

AZT+H3TC+
NVP

Other

Yes*

No

<18.5 kg/m’
>18.5 kg/m*
Yes*

No

<500

>500%*

1.826
1.942

3.819
2.083

2.938
1.748

0.912
0.844

2.526
1.381

1.634
1.152

3.654
0.470

5.774
3.141

5.283
2.653

0.089%*
0.119**

0.000%**
0.000**

0.000%*
0.009%*

0.949
0.18

2.283
1.437

1.93
0.86

0.40
0.03

1.35
0.84

0.95
0.47

2.21
1.045

3.83
2.45

3.93
1.54

0.903
0.068

0.002%**
0.184

0.067
0.615

* Reference category, ** statistically significant at p<0.25, *** statistically significant

at p<0.05, CHR-crude hazard ratio, Cl-confidence interval, AHR-adjusted hazard

ratio, CPT-Cotrimoxazole preventive therapy, CD4- Cluster of differentiation four,

IPT-Isoniazed prophylaxis therapy, Ols-opportunistic infections, BMI-body mass

index, WHO-world health organization, ART-anti retroviral therapy
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CHAPTER 6: DISCUSSION

Now a day Ethiopia gives more attention for quickly initiation of ART after HIV diagnosis
without considering the patients CD4 cell count and WHO clinical staging to implement
WHO “TREAT FOR ALL” strategy and to achieve 90-90-90 targets of elimination of HIV
epidemic by 2030. Even if rapid initiation of ART has many benefits for the patients
especially for people with advanced disease stage, it is critical issue to initiate lifelong ART

on the same day of their HIV diagnosis.

In this study more than half 166(52.2%) study participants started ART with their CD4 cell
count greater than 500 cellsymm’® and around half 158(49.7%) of the patients are

asymptomatic (WHO clinical stage one).

Among all the 92 LTFU patients 58(63%) lost occurred within the first six months of their
follow up time. This is comparable with systematic study conduct on risks and benefits of
rapid initiation of ART showed that the risk of LTFU was high within six months of rapid

initiation of ART especially in low level income countries (14).

From all LTFU patients, high proportion 76(82.60%) of lost from ART clinics occurred on
those patients who started ART on the same day of their HIV diagnosis. This is suggestive for

patients’ lack of sufficient time to accept their status and fear of drug adherence.

From all 318 study participants followed for seventeen months follow up time high proportion
92(28.93) of patients lost to follow up their ART treatment. This is fairly comparable with
2016 WHO global report on early warming indicators of HIV drug resistance showed that
20% of patients LTFU from ART treatment occurred within one year and this figure doubled

for sub-Saharan African countries (13).

Study conducted from different parts of Ethiopia; Benishangul Gumuz, Jijiga, SPNNPR and
Aman showed that the proportion of LTFU was 22.6%, 14.8%, 20.6%, 26.7% respectively
which is lower compared with current findings (19,20,28,29). This might be due to difference

in study period, inclusion criteria and difference study area and current ART initiation policy
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of Ethiopia. The former studies follow regular ART policy and current study focused on rapid

initiation of ART policy.

Being male sex, bedridden functional status, not disclosing HIV status, unknown IPT status

and not received IPT history were identified as predictors of LTFU.

Being male sex had more than four times (AHR =4.33, 95%CI: 2.22, 8.43) higher risk for
LTFU than their counter parts. This is comparable with study conducted in other parts of
Ethiopia shows that being male sex has two and more folds to LTFU than females (18,28,33).
Males who had high number of LTFU in this study were daily labor workers in their
occupation. This is suggestive for daily labor workers easily moves from place to place and
unable to attend ART clinics as scheduled permanently. The study area has also border to
traditional gold mining area and most participates in mining area are males and daily labor

workers.

Patients who had unknown IPT status had more than five times (AHR=5.49; 95% CI: 1.46,
20.59) risky to LTFU and patient who didn’t received IPT history had two times (AHR=2.42;
95% CI: 1.49, 3.91) higher risk of LTFU than patients who received IPT. This is fairly
comparable with study conducted in Benishangul Gumuz and Aman which showed that IPT
status was significant predictors of LTFU (20,29). This is suggestive for IPT recommended by
national ART guidelines to prevent tuberculosis infection which is one of the causes for

morbidity which may leads the patient to LTFU(8)

Concerning functional status, bedridden patients were more than four times (AHR=4.32; 95%
CI: 2.34, 10.87) risky to LTFU than those who had working functional status. This is similar
with findings of systematic study conducted in Ethiopia (AOR =2.3,95%CI: 1.5,3.4) (17). This
may be due to patient’s self-care activity interruption to follow ART clinic as scheduled. This
finding is contrary with the finding of the seven university teaching hospitals, Ethiopia there
was no statistical significance difference (18). This could be due the difference in medical

service given to the patient in urban areas.

Failure to disclose status puts patients on ART for higher risk of LTFU from ART clinics than
those who disclosed their status to anyone. In addition to this it prevents other at risk family

members from being tested(40). In current study, patients who didn’t disclose their HIV status
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to anybody were about two times (AHR=2.02; 95% CI: 1.35, 3.83) higher risk to LTFU than
those who disclosed their status. This is in line with the finding of the study done in Kenya
and Jijiga, Ethiopia (27,28). This might be due to patients who didn’t disclose their status
wouldn’t visit ART clinics as expected, would not be comfortable to take their medications
appropriately, and couldn’t get important family supports; which might contribute to LTFU
other unwanted effects like ART treatment failure. One of the main reasons for non-disclosure
of the status is fear of stigmatization and this need sustainable awareness creation in the

community to bring positive attitudes toward HIV infected patients on ART treatment.

In this study WHO clinical stage and CD4 cell count was not significant predictor in final
model, but it significantly predicts LTFU among adult patients on ART indifferent studies
(18-20,27,29,32,36). This difference may be the effect of rapid initiation of ART treatment.
Rapid initiation of ART improves quality of PLHIV by increasing CD4 cell count and
decreasing viral loads (14,41). In this study majority 166(52.2%) of study participants had
their CD4 cell counts of greater than five hundred cells/mm’ and 158(49.7%) of the patients

are in asymptomatic (WHO clinical stage one).

35



CHAPTER 7: STRENGTH AND LIMITATION OF THE STUDY

7.1 Strength of the study

The strength of this study was the involvement of data collectors and supervisors who had

back grounding of training on ART and working at ART clinics.

7.2 Limitation of the study

This study has limitations. First of all secondary data were used with incomplete base line
information like base line viral load and hemoglobin level was not included in the analysis
because many patients’ cards have no viral load and hemoglobin test result. Secondly, due to
poor tracing and documentation system in ART clinics patients who were leveled as LTFU
might have been died or self-transfer out to other health facility. This could have led to over

estimation of LTFU incidence in the study.
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CHAPTER 8: CONCLUSION AND RECOMMENDATIONS

8.1 Conclusion

In conclusion, significantly high proportion of LTFU occurred in the patients who started
ART on the same day of their HIV diagnosis. This study has identified the independent
significant determinants of LTFU among adult HIV infected patients on rapid initiation of
ART. Those include being male sex, unknown IPT status, not received IPT history, bedridden

functional status and non-disclosure status identified as predictors of LTFU.

8.2 Recommendations

Based on the finding of this study the following were major recommendations to concerning
bodies.

To health facilities providing ART services (MTUTH & GSGH)

HIV infected patients shall be critically counseled and followed closely during rapid initiation
of ART especially for male patients and patients who started treatment on the same day of

HIV diagnosis.

IPT has unreserved advantages for HIV infected patients it shall be given for eligible patients

as per WHO recommendations and the IPT status should be recorded on the patients registries

properly.

Similarly, priority consideration shall be given for bedridden patients and the patients shall be

encouraged to disclose their HIV status to their families and others.
Federal Ministry of Health (FMOH)

FMOH shall strengthen differentiated care approach and tracing mechanisms to increase

retention rate and to enhance treatment effect.

Research community

By taking this study as one input research communities are encouraged to undertake further
prospective and qualitative studies to have strong evidences on predictors of LTFU on rapid

initiation of ART.
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ANNEX-A: INFORMED CONSENT
Addis Ababa University

College of Health Sciences
School of Nursing and Midwifery
Postgraduate program

Informed consent for administrative of GSGH & MTUTH (NA™/$ Pe+£74
NP1+ 1NZRLEP AP hmPAL PATIFA AT MHY +T eincht +E19
UNTFA AN+8L0)

Information sheet

My name is Usman Nuru and I am master student of Adult Health Nursing in Addis
Ababa University. I am doing this research on “Loss to follow up and predictors
among adult patients on rapid initiation of ART treatment in Gebretsadik Shawo
General Hospital (GSGH) and Mizan Teppi University Teaching Hospital” as one of
the requirement for my graduation. ART was given for the patients in life long duration
for the prevention and treatment purposes. In Ethiopia ART service was free and
distributed throughout health facilities including health centers al lower level. As it can
be noticed from different sources in spite of available effective free ART service at health
facilities, most adults does not retained in ART care due to different factors. Loss to
follow up from ART negatively affects socio-economic status of the country. This
research will determine the incidence, trends and associated factors of loss to follow up
among adult patients after initiation of ART. This will help all of us for provision of
quality and standard care for HIV positive patients on ART. This will have its own
contribution for ending the epidemics of HIV infections by 2030 for which currently both
the international and national governments exerting great effort. I will use the data that
were routinely collected by the hospital previously and all the data related activities will
be highly confidential. The data collectors will be from ART clinics of these hospitals
(GSGH & MTUTH), all the collected data will be kept at locked place daily, data entered
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to computer will be password protected and the hard copies of collected data will be
removed safely. Since the data will be collected from patients’ medical cards,
registrations and intake forms, one common number (patients’ identification number) is
needed to connect the data from those aforementioned sources. Patients’ identification
number will be with data only up to analysis stage and be removed then after (in short it
will not be known that whose data is it). Finally the finding will also be disseminated to
GSGH & MTUTH.

e CIC MNELCP

N ANM7T F4 ALY NASN ANN RLACNTE P”Adult Health Nursing” £71¢ 9°2$ +T0¢ 173
2UTY “AtTA MBZD AT +PPHIT PAFM JPhYPTTY 04-AT AL Nl LYYt
PEM4 APE FAPF AL ANTFH L UhIPT AEMac NHA NTNZKLEP APAMPAL

UNTHA AT MMHY +T eincht +EYI PATHA” P+ATMT J°CI°C AR ATS

[y

man/ep AL CF APALU AIFAL: 84-AT AL N MR&YLF PARAMM- ATINGR AS
ATNANA AAGY NPT FEREPF oF dBLYT+Y AL ANFMY PMAL LPCNTFPA: BZ-
AT RS AL REYLER NUICTY AN AND HEHE MG +£I° @A AAN MG AMNNS
ML &2N N19 2AMA: NHAPR IoYT MME ATLICFAD- 84-hT AL N, OLYLRT
goyge AN, N9 PARFLA AT @M PAPNANAT PAINTD 4S9 FPZHTFD-9° Fajaq P+
N+APR FPATLHTF ATFATFMY PRCMA: RU I NUILTT TMUNGP AT ANTIR PP
T AL N&+ET ARFP +RT PALGA: BU MGt 04-AT AR N ALY} PEARG. AP
FMAEPT AL "My Atthd MRIMT LADLIRLAT PMBLLAI +PLPHTT PATDY
FEAYLETII BAPA: 2UTR ATT 04-AT AR A OEYLhH PARMAS. FMaqPTF Mt
PAD-S LB PMN$ ATAIF ATLTAD 228941 NALF NGT @F9N++ NUIC AS
GAT® hP& BLE FAP Mt ATLPLLFAT AT AR ML NAF MZCATT Ahh N2030 ATISIRP
RSt PUT ANTPRA BFLPA: $RI° (LA UNTHA NARLNEFTT PANANTFET e (A0LE)
AHU ®GF PAYMPID APT NADZEPE JC P15 F AT NPT PAMLPIFFO NNEHT
Us PrMNe EUPTA: 2B ANANPTIR NHU PATHA 84 AT AL A/KEN AALR AR
NP$r PARANAMN AOLEPTIC +@ALM- LEAMAT ML NITHE PNt CRLEPTIR NLAG PA
EMNEAT  @OLE PHANANNTFD MZe+TFIR NMmIee LMISA: RZEPE P ANAMNT
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NFNMPE NCLT handg aANANL HINTFT $2F AATUT hIHU h+mer 9oeT
PAANAM ALEPTT AL AR ATIITTE PTRPNLATID: P4 PP PFNTRPT ARAP £
ANN F7+9 1TH NF hARZEPE IC £8LT NHP N3A NARLEPE LAPA (NASG dR/Em-
PA9Y ATLLPT AL FMPIR): NAPERLLATD PIRCIRG 1T APNTFAE POLAMD SUPTA:
Consent form (PNI2I°11 APYA6R, / T I T6h,)

I undersigned, fully understand the information explained above and permit the data for

extraction.

A1 e NG IALTE PHMPAD NAL PHIARM-Y MNLCP (AB2E) Na™i e+Z8 U
ALY ao/ZBPE ATSANAMN CCEPL.T NELTE Al ITMAU:
Name

(h9™)

Position (responsibility)/A& 1

Sign (&£C9) Date (E.C) (%)
Statement of the consent taker (PN929° 1+ ++NE AP YA 6m,)

I confirm that I informed well all the issues related to this research and proceed only by

the permission of the administrative of GSGH and MTUTH.
NHU m5F 2C P+19F FE80FT NLTN MALE+EYIT $ME N&-PTI° P+N4T NINLALP
AP AMPAL PATHA @LIT® THY +T RIACNH TEY PNTHA AN+8LEC £PL NF

aPrT AZITMAL:
Name of the consent taker (PN929P7+ ++NR NFP): Usman Nuru Abachebissa

Sign (&C9) Date (E.C)$7__

Phone (NAN) +251912863759 Email (AL“%£24) usmannurul 02@gmal.com
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ANNEX B: CHECKLISTS FOR DATA EXTRACTION

Addis Ababa University
College of Health Sciences
School of Nursing and Midwifery

Postgraduate program

Check list for data collection of Loss to follow up (LTFU) among adult patients on ART in
Gebretsadik Shawo General Hospital and Mizan Teppi University Teaching Hospital

Name of health facility
Name of the data retriever: Sign.
Name of the supervisor: Sign.
Date of data retrieving E.C MRN
Unique ART number
Ques. | Question Response category Skip | Remark
No.
Part I Socio demographic and economic variables
101 Age in years
102 Sex 1. Male
2. Female
103 Educational status 1 No formal education
2 Primary (1-8)
3 Secondary (9-12)
4 Tertiary (college/university
5 Other /Specity/
104 Marital status 1. Never married
2. Married
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3. Divorced
4. Widowed
105 Occupation 1. Daily labor worker
2. Farmer
3. Merchant
4. House wife
5. Government employed
6. Private organization employed
7. Student
8. Other/specify
106 Place of residence 1. Urban
2. Rural
107 Religion 1. Orthodox
2. Muslim
3. Protestant
4. Catholic
5. Other /specify
Part II Clinical and treatment factors
201 Date of HIV diagnosis E.C
(DD/MM/YY)
202 ART start date E.C
(DD/MM/YY)
203 Isoniazed  prophylaxis | 1. Not received
therapy (IPT) 2. Received
3. Unknown
204 Cotrimoxazole 1. Not receiving
Preventive Therapy | 2. Receiving
(CPT) 3. Unknown
205 Opportunistic infection 1. NoOI
2. Have OI
(10)
206 History of ART failure 1. No
2. Yes
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207 ART regimen 1. AZT+3TC+NVP
2. AZT+3TC+EFV
3. TDF+3TC+EFV
4. Other /Specify/
208 Functional status 1. Working
2. Ambulatory
3. Bed ridden
209 Weight Kg
210 Height in meter
211 CD4 count (cells/mm’)
212 WHO Clinical stage I. One
2. Two
3. Three
4. Four

Part I1II Behavioral related factors

301 Disclosure status 1. Status disclosed
2. Status not disclosed
302 Having HIV positive | 1. Yes
family member 2. No

Part III Outcome of the patient
401 Outcomes of the patient | 1. LTFU

2. On follow up

3. Transfer out

4. Death
402 Date of out come (DD/MM/YY)

E.C
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