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Definition of Terms 

Nutritional Status: The nutritional condition of a subject as can be classified according to BMI classification tools

Body Mass Index (BMI): The ratio of weight to height in meters squared. Using the BMI calculation, the subjects’ nutritional status was classified as (WHO, 2006)

<18.5 = under Weight

 18.5-24.9 = Normal 

 25-29.9 = Over Weight

>30 = Obese

Dietary diversity score: The total count of different food groups irrespective of the amount consumed by individual over the 24-hour period (FAO, 2006)

* Low dietary diversity score= <3 food group

*Medium dietary diversity= 4 and 5 food groups

*High dietary diversity= >6 food groups

Dietary intake refers to food and drink taken for purposes of nourishment. 

Dietary diversity refers to the consumption of a variety of food groups considered an indicator for dietary quality and general nutritional adequacy. 

Meal refers to food served or eaten at a given time during the day such as breakfast, lunch, dinner. 

Nutrition refers to the process by which food and drink eaten is digested and absorbed by the body to provide nourishment for normal growth, development and health. 

People Living with HIV/AIDS (PLWHA) refers to people who have undertaken an HIV test and have been declared positive whether or not they show any symptoms of infection of AIDS disease. 

Abstract

 HIV/AIDS continues to be a major public health problem in Ethiopia. The current level of the national HIV prevalence in Ethiopia is 4.4%. It is acknowledged that there is a strong relationship between HIV and nutrition. All forms of malnutrition, especially under nutrition are the main problem that is adversely affecting people living with HIV/AIDS. To improve nutrition of those affected, appropriate nutritional knowledge, attitudes and use of the little available food should be enhanced. Poor nutritional knowledge, attitudes, and dietary practices therefore play a key role in the rapid progression of HIV. Nutritional status is a key determinant of the outcomes of Anti-Retroviral Therapy. This study was done to provide important information on nutritional knowledge, attitudes, practice and nutritional status of PLWHIV.
This study aims to explore nutritional knowledge, attitudes, practices (KAP) and nutritional status of people living with HIV in Hiwot Amba Hospital. The specific research questions are the following: What is the level of nutrition-related KAP among PLWHIV in Hiwot Amba Hospital? Is there an association between nutritional knowledge, attitudes, practice, nutritional status and socio demographic factor among PLWHIV in Hiwot Amba Hospital?
Institutional based cross-sectional study was used to associate nutritional KAP and nutritional status among adults living with HIV on ART follow up in Hiwot Amba Hospital. The study participants were selected using simple random sampling. A total of 170 HIV patients were included in the study. Anthropometric measurements and data collection was done using face-to-face interview using semi structured and pretested questionnaire. Data was checked and monitored for quality at all levels and then coded and entered to Excel and was exported to SPSS version 20 for analysis. Basic descriptive statistics were computed.  Bivariate and multivariate analyses were used to assess the association between outcome variable and explanatory variables. Odds ratio along with 95% CI was estimated to measure the strength of association.  Level of statistical significance was declared at p value less than 0.05.  
The knowledge and attitude of adequate nutritional intake was fairly good but not fairly good dietary practice among studied HIV/AIDS patients. In the bivariate analysis whereby educational level (p=0.002), and income (p=0.008) significant effect with nutritional practices. But, Significant positive correlations between nutritional KAP were observed: nutritional K and A (p=0.001), nutritional K and P (p=0.02), and nutritional A and P (p=0.001).  Multivariate analysis indicated that No statistically significant associations between the knowledge score, Attitude score and practice score with BMI. Nutritional knowledge and attitude alone can’t solve the problem of under nutrition. So Attention needs to be given to improve the income, occupation, feeding habit and dietary diversity score of people living with HIV/AIDS.
CHAPTER ONE 

 1. Introduction
   1.1 Background
An estimated 37 million people were living with HIV worldwide in 2016(UNICEF, 2017). The majority of people living with HIV and AIDS are in their prime productive years of age 15-49; with women and girls being disproportionately affected (ACORD, 2012).  An estimated 0.8% of adults aged 15-49 years worldwide are living with HIV in 2015 (AVERT, 2015). Africa has the highest HIV prevalence rates in the world. Sub-Saharan Africa (SSA) remains the worst hit region with AIDS (World Health Statistics, 2008).

The majority (90%) of adults newly infected with HIV are in the Sub-Saharan Africa (SSA) (UNAIDS and UNICEF, 2012).Antiretroviral treatment coverage reached 62.3%, which is above the sub-Saharan African regional average (53%). However, prevention of mother-to-child transmission of HIV coverage was only 9.3% (WHO, 2017).
Ethiopia is one of the countries hit hardest by HIV epidemic alongside of malnutrition and it occurs in severe forms and affects many people either before or within the era of ART (IBR and World Bank, 2007). Latest report by WHO indicated that there are nearly 1.2 million people living with HIV/AIDS whereas the adult prevalence rate is estimated at 2.4% and the incidence rate is 0.29% in Ethiopia (WHO, 2017). The responses to the HIV/AIDS epidemic showed considerable progress and achieved encouraging results. 

Addressing gaps in nutrition among people living with HIV and AIDS (PLWHA) is essential because nutrition plays a vital role in the care and management of HIV and AIDS as it is intrinsically linked to immune function (Tang et al., 2017).However, scanty information exists on studies of these linkages in Ethiopia. However, consumption of proper nutrients, which can be enhanced by knowledge of importance of good nutrition for the PLWHA and proper dietary practices, can support an already-compromised immune system (Walsh et al., 2003).
 Appropriate nutritional knowledge influences the dietary intake in all income setups (Walsh et al., 2003). This further influences the dietary adequacy and nutrition status. Nutritional knowledge is very important to People Living with HIV (PLHIV). It must be meaningful to influence their dietary practices. This is through the adaption of optimal dietary practices. Dietary practices influence the nutrition status which in turn influences the effectiveness of the drug. However, there is limited information available about the influence of nutrition knowledge on dietary practices of PLWHIV is scarce.
The interaction of HIV/AIDS with nutritional status has been a distinguishing characteristic of the disease course since the earliest day of the epidemic. The term “slim disease” was often used in epidemic area such as Sub-Saharan African countries to reflect the wasting syndrome characteristically associated with HIV/AIDS and related disease (Colecraft, 2008). The disease reduces appetite causing patients to eat less and it also reduces food absorption. The symptoms such as a sore mouth, nausea and vomiting make it difficult to eat. Tiredness, isolation and depression reduce the appetite and the willingness to make an effort to prepare food and eat regularly (Tsitsi and Kurebwa, 2014). 
The effect of the disease is worsened by low immunity caused by malnutrition causing vicious cycle. This contributes to a more rapid progression of the disease. Moreover, HIV interferes with the ability to access, handle, prepare, eat and utilize food, thus increasing the risk of malnutrition among people living with HIV. Food insecurity is mostly caused by low family income and low education level which makes it hard to cope with disease treatment (Tiyou et al., 2012).
 A well-nourished person with HIV who has a controlled viral load is more likely to be able to withstand the effects of HIV infection, supporting immune status and possibly delaying the progression of HIV disease (WFP, 2015). Once malnutrition occurs the effects are hard to reverse since nutrition-related alterations occur early in HIV infection. Nutritional care and support must be started at the early stages of the infection, ideally soon after diagnosis (Pal et al., 2012).
Maintaining adequate food consumption and nutrient intake levels and meeting the special nutritional needs to cope up with the disease and the ART are critical for PLWHA to achieve the full benefit of such a treatment (Badowski & Perez, 2016). In resource limited settings, many PLWHA lack access to sufficient quantities of nutritious foods. Anti Retroviral Therapy (ART) requires provision of balanced diet in order to succeed (Castle man et al., 2004 and World Bank 2009). 

Nutritional knowledge and attitude are important factors of dietary practices and are, thus, potential targets for appropriate planning of nutrition care programmes for vulnerable people living with HIV/AIDS (PLWHA). Nutrition education enhances nutritional knowledge, thereby influencing attitude and practices towards good nutrition (Komwa MK 2010 and Whaling MA 2012).Patients have to get sufficient information and education on how to improve their nutrition to elevate their health. Because, HIV specifically affects nutritional status by increasing energy requirements, reducing food intake, and adversely affecting nutrient absorption and metabolism. Asymptomatic and symptomatic adults have increased energy requirements by 10% and 30% respectively to maintain body weight and physical activity (Stephen D., 2008, Daniel et al., 2005, Bonnard et al., 2006). Having a good nutrition helps to get a positive attitude and promote effectiveness of ART drugs and minimizes progression of HIV in the body of patients which normally gives a better lifestyle for adults with HIV/AIDS (FANTA, 2007). However, socio demographic factors have also been reported to affect the adoption of appropriate nutrition practices (De Vriendt T 2009 and McLeod ER 2011). Even if a lot of efforts have been done to minimize prevalence of HIV/AIDS in Ethiopia, there is limited evidence in Ethiopian context in general and in the study area in particular regarding to the nutritional condition of peoples’ living with HIV/AIDS on ART care.
Therefore the purpose of this study aimed to assess the Association of Nutritional Knowledge, Attitude, and Dietary Practices with Nutritional status Of Adult PLWHIV on Anti retro Viral Treatment (ART) in Hiwot Amba Hospital, Addis Ababa, Ethiopia. So that the finding can support future studies and interventions 

1.2.
Statement of the problem

In sub-Saharan Africa 22.5 million people are living with HIV which is 68% of the global burden of people living with HIV (PLWHA). In developing countries, a high prevalence of poor diets and infectious diseases regularly unite into a vicious cycle. It was estimated that by 2005 the prevalence of malnutrition for all developing countries would be about 29% (Antonino et al, 2001; WHO, 2005). There are 11 million people undernourished in developing countries (FAO, 2016). The prevalence of undernutrition among HIV positive people was high in different part of the world. In Nepal (19.93%) (Thapa et al, 2015), China (37.2%) (Wen et al, 2011) &  30% in Botswana (Letamo et al, 2014). In Ethiopia several studies indicated high prevalence of undernutrition among adults living with HIV/AIDS.18% in Addis Ababa (Habtamu et al, 2009), 27% in Nekemte (Meskerem A et al, 2015) & 26.6% in Wolita sodo (Lula et al,2017). Ethiopia is one among the countries most heavily affected by the epidemic. Like in other Sub-Saharan, in Ethiopia HIV/AIDS is a major public health, social and economic problem. HIV affects the nutritional status of individuals infected with the virus. The virus worsens with malnutrition weakening the immune system. Under nutrition has been negatively affecting the economic development in Ethiopia. Many lives had lost due to under nutrition. Also shortened lives filled with illness and reduced physical capabilities and compromised mental performance. It is reflected through deterioration of welfare of a population and reduction in human productivity and creativity, which are vital for economic development of a country (FMOH,2008).

Access to ART therapy is increasing in resource limited settings. Nutrition plays a far more important role by increasing the effectiveness of the treatment. In the developing world, there is a higher mortality rate for people On ART (anti-retroviral therapy) than in the richer world (UNAIDS 2014).  Largely people in developing countries first seek treatment when they are already malnourished and wasted in these cases, complementary food assistance increases the chances that the treatment will work and that the patient will survive. And that is why nutrition is now viewed as a critical complementary component of any effective treatment plan (WFP,2009).There have been lots of efforts done to minimize prevalence of HIV/AIDS in Ethiopia but there is limited evidence about nutrition related intervention and nutritional status of people living with HIV/AIDS especially those taking ART drugs. To our knowledge there was no study conducted on Association of Nutritional Knowledge, Attitude, and Dietary Practices with Nutritional status Of Adult People Living with Human Immunodeficiency Virus on Anti retro Viral Treatment (ART) in Hiwot Amba Hospital Addis Ababa.

1.3. Objective 

1.3.1. General Objective

· To find out the association of nutritional knowledge, attitude, and dietary practices with nutritional status of adult people living with human immunodeficiency virus attending Anti-retroviral Treatment (ART) in Hiwot Amba Hospital in Addis Ababa.

1.3.2. Specific Objectives



· To find out the level of nutritional knowledge, attitude and dietary practices among people living with HIV.
· To assess the nutritional status (body mass index) of people living with HIV.
· To assess the association between nutritional knowledge, attitudes and practice with nutritional status in terms of (body mass index) with socio demographic characteristics of people living with HIV. 
1.4. Significance of the study

This study was aimed to find out the association of nutritional knowledge, attitude and dietary practice with the nutritional status of people living with HIV/AIDS that are on antiretroviral therapy attending Hiwot Amba Hospital in Addis Ababa. Nutritional Knowledge that improves the immune system and foods appropriate for nutritional well-being of HIV-infected persons is minimal. The knowledge on nutrition would aim at delaying the progression of HIV to AIDS and might improve the prospects of survival and quality of life. The findings will help to inform policy on how best to incorporate nutrition and food based interventions into HIV prevention, care and treatment programs in this area. The findings will be used to make recommendations that will be the foundation for focusing of nutritional interventions such as training PLWHA on good nutrition practices using the locally available foods and food fortification programs so as to maintain good nutritional status. Addressing the nutritional gap in this facility will help others to evaluate their current situation in nutritional status. Additionally, the results of this study are significant in providing awareness to people living with HIV and other concerned bodies to pay attention to the impact of nutritional knowledge, attitude and dietary practice on nutritional status of people living with HIV on antiretroviral therapy. Besides enriching the available literature in relation to the topic, the finding could also serve as baseline data for further research on related topics. 
CHAPTER TWO 

2. LITERATURE REVIEW 

2.1 HIV/AIDS and Its global burden 

As of 2016 approximately 37 million people were living with HIV worldwide (UNICEF, 2017). Sub-Saharan Africa remains most severely affected with 4.2% adults living with HIV and accounting for nearly two-thirds of people living with HIV worldwide (WHO, 2017). About 39 million people died from AIDS related causes since 1981, when the first case was reported (WHO, 2014). Human immunodeficiency virus (HIV) is one of the major health and development challenges of the millennium. It makes the immune system to be vulnerable to other diseases and opportunistic infections. AIDS takes 2 to 15 years to develop. In the stage of AIDS the immune system becomes weaker and opportunistic infections may develop. 
2.2  Nutritional Status and HIV/AIDS

Biologically, HIV/AIDS and nutritional status there are multiple relations. At the same time, Belaynew et al., 2010 the beginning of the disease and even mortality might be delayed in well-nourished HIV-positive individuals. HIV causes significant immune suppression in the infected individual that could accelerate disease progression, impaired functional status and increase death (Narzini, 2010). Malnutrition in HIV infected individuals is not only a problem in developing countries but also in developed countries. Several analyses have shown speeded mortality less than 6months with initiation of antiretroviral therapy (ART) if the patient's body mass index (BMI) was <18 (Mashinya et al., 2016).
 A cross sectional study conducted in china hospital the patient’s prevalence of malnutrition was 37.2%. But the estimated gross among this HIV/AIDS individuals in the study prevalence of undernourishment (7.3%) (Hu et al., 2011). In north central Nigeria a study with the aim to assess the nutritional knowledge, practice and status of Adults HIV/AIDS patients attending an ART center Jos Approximately 53% of the respondents using Body Mass Index were of normal weight, 30% overweight and 14.4% obese; with only 2.8% being underweight (Banwat et al., 2013).

A study conducted in India Shows that the  anthropometric parameters of the respondents had a positive influence on the nutritional status of the people living with HIV/AIDS; The statistical analysis shows that the anthropometric parameter of the subject is poor (Soumya et al., 2008). Ethiopia, Institutional based cross sectional study was conducted in Dilla University Referral Hospital the prevalence of malnutrition was 12.3% (95% CI 9.5–15.0) (Solomon et al., 2013).
2.2.1 Interaction between HIV/AIDS and nutrition  

The interaction between HIV/AIDS and nutrition is significant because malnutrition and opportunity infection diseases occur simultaneously, repeatedly in HIV-infected persons are common in Sub-Saharan Africa (Anabwani and Navario, 2005).  This interaction had biological and social consequences which affect the individual health, household, community and countries. At individual level, the persons are affected with the ability to purchase, consume and utilize food this leading to poor nutritional status and loss of weight (Colecraft, 2008). While further research is still needed to better understand this interaction, the evidence available suggests that nutrition is critical to fight against HIV/AIDS.  Nutritional deficiency results in weakening of the lymphoid tissue. This is because all types of immune cells and their products (i.e., interleukins, interferons and complements) depend on metabolic pathways that use various nutrients as serious cofactors for their actions. Thus, host defense mechanisms are altered in both micronutrient deficiencies and protein-energy malnutrition. HIV has similar significant effects on the immune system as malnutrition (Beisel, 2000; Piwoz, 2004). In both HIV and malnutrition there is reduced CD4 and CD8 Tlymphocyte numbers, destruction of delayed hypersensitivity, and abnormal B-cell responses (Castleman et al., 2004).    

HIV and  nutrition  are interrelated and as antiretroviral drug become increasingly available in the poorest parts of the world, serious questions are emerging about how well the drugs work in people if they are short of food, and for those already receiving treatment( Bartlett , 2003). Adequate nutrition refers to intake of food which meets the specific nutritional needs for the specific individual for that specific period of time (Association of Nutrition Services Agencies (ANSA). There is a strong relationship between HIV and nutrition (Duggal et al., 2012). Malnutrition can be caused by reduced appetite, weight loss, depression and some common opportunistic infections among people living with HIV (PLWHA), such as oral thrush. For a person with a controlled viral load of HIV, a balanced nutrition allows him to withstand the effects of HIV infection, supporting immune status and possibly delaying the progression of HIV disease (WFP, 2005).

 The harmful effects of undernourishment should be prevented since they are not easily reversed. Nutrition-related alterations occur early in HIV infection. Nutritional care and support must be started at the early stages of the infection, ideally soon after diagnosis (Pal et al., 2012). Maintaining adequate food consumption and nutrient intake levels and meeting the special nutritional needs to cope up with the disease and the ART are critical for PLWHA to achieve the full benefit of such a treatment (Badowski & Perez, 2016). Patients in developing countries are more prone to failing ART due to shortage of adequate nutrition (Castle man et al., 2004 and World Bank, 2009). The current WHO recommendations for the nutrient requirements for people infected with HIV increases in energy over the intake levels recommended for healthy non-HIV-infected individuals.

2.2.2 The vicious cycle of HIV/AIDS and malnutrition   


HIV/AIDS and malnutrition are interrelated and exacerbate one another in a vicious cycle. The synergistic effects on the immune system occur in a vicious cycle (Anabwani and Navario, 2005). In which the decreased immunity associated with both conditions leads to increased susceptibility  to  opportunistic infections that in turn lead to increased nutrient requirements, which if not adequately consumed lead to more malnutrition (Piwoz  and Preble, 2000). 

               






Figure 1: Vicious cycle of HIV and malnutrition (Edwards, 2006)                             


2.3 HIV/AIDS situation in Ethiopia
HIV is widespread in Ethiopia alongside of malnutrition and it takes different forms and affects many people starting before onset of ART (IBR and World Bank, 2007). The epidemic started from a low base in the 1980s which spread rapidly in the 1990s. Already an estimated 1.5 million Ethiopian adults and 250,000 children are living with the virus (WHO, 2017).The adult prevalence rate is estimated at 2.4% and the incidence rate is 0.29% in Ethiopia (WHO, 2017). The current level of prevalence rate at national level 0.9% in rural areas they are raising and the potential scale of the rural epidemic requires an urgent response (Bishop-Sambrook et al., 2005). About 90 percent of the reported AIDS cases are between the age of 20 and 49, the most important years from the economic and social points of view (MOH, 2001). 
Even though there is a progress in the response to the HIV/AIDS epidemic, the nature of the epidemic and its fuelling factors creates a complex challenge to the ability of health and other sectors to meet the targets for HIV/AIDS control in Ethiopia. However, prevention of mother-to-child transmission of HIV coverage was only 9.3% (WHO, 2017). In addition, The HIV/AIDS epidemic continues its impact on health, nutrition, food security and overall socioeconomic development of the population affected by the disease (Birhane et al., 2017). 
2.4 Nutrition-related knowledge, attitude and practice among people living with HIV 

The appropriate level of nutritional knowledge and attitude among People living with HIV is an important factor to influence the actual intake of nutrient. Several studies explored the level of nutritional knowledge, attitude and dietary practice in People living with HIV (Bukusuba et al., 2010).  Knowledge means to use and understand information by applying different study methods. Attitude indicates the reaction to different situations while practice is knowledge and habit combined (Badran, 1995). Inappropriate level of  nutritional knowledge , attitude and practice towards the disease and treatment was reported to result in inadequate therapeutic outcomes and therefore counseling on nutritional knowledge, attitude and practice of patients suffering from chronic diseases is important (Fish and Lung, 2001; Vervoort et al., 2007; Goujard et al., 2003).

A nutritional KAP of HIV-positive people in India done by (Anand et al., 2013), showed moderate results of more than half of the people offering the right answers. The researchers showed that the level of knowledge on nutritional aspects of the disease was moderate with the 80% of participants answering 4 out of 7 knowledge questions correctly. More specifically, respondents’ knowledge was classified poor if out of 15 questions 0-5 answers were correct (12%), average if 6-10 answers were correct (71.2%) and good if 11 -15 answers were correct (16.8%). The authors suggested that the relatively low percent of respondents with poor knowledge could be explained by their frequent exposure to counseling sessions on the matters of nutrition in the treatment centers. The overall attitude towards nutrition and HIV was positive. On the other hand, the application of knowledge to dietary practices was low.

Another study conducted by (Bukusuba et al., 2010) Among women living with HIV in Eastern Uganda explored nutritional knowledge, attitude, and practices and revealed that about 62% of study participants had inadequate dietary quality. A study in Kenya has showed that educating people living with HIV helps them to choose better affordable foods (Muthamia et al., 2015). A study by Banwat, 2013 suggests the need for the involvement of nutritional educators to inform PLWHA. 
CHAPTER THREE
3.  METHODOLOGY
3.1 Study Area
The study was carried out at Hiwot Amba hospital in kirkos sub city, Addis Ababa Ethiopia. The hospital is a public hospital which provides Antiretroviral therapy services for the patients who come from different areas. During the study time a total of 220 adult HIV/AIDS Patients have been enrolled to HIV/AIDS chronic care in Hiwot Amba Hospital, of which 40 were in pre-ART care, and 180 were on ART care.
3.2 Study Design
 Hospital based descriptive cross-sectional study design was carried out to collect data regarding nutritional knowledge, attitude, dietary practice and nutritional status of People living with HIV on antiretroviral therapy  in Hiwot Amba Hospital Addis Ababa. 
3.3.  Source of study population

The study population was adult PLWHA (18 years and above) outpatients attending the comprehensive care clinic at Hiwot Amba Hospital, Addis Ababa, Ethiopia. The adult PLWHA attending this clinic are provided with free HIV prevention, care and treatment outpatient services. The study populations were actively receiving antiretroviral therapy and volunteered to participate in the study. However, patients who have kyphoscoliosis (for height measurement) pregnant women, lactating mothers (6 months of postpartum) and those who were seriously ill were excluded from the study.
3.4.  Sample size determination
The sample size of the study was calculated using the formula for the estimation of single population proportion as

                   n= [image: image3.png]



 n = sample size

 p =12.3% (proportion of under nutrition among adult HIV positive individuals in (Dilla) 
d = maximum allowable error (margin of error) = 0.05 

 Z = value of standard normal distribution (Z-Statistic) at 95% confidence level (z=1.96).

Assuming a 12.3% prevalence of under nutrition among PLWHA (Solomon et al., 2013)

Then P=0.123, q=0.877, and d (precision level) = 5% 

n=1.962 * 0.123 * 0.877/ 0.0025,       

Therefore n=164
Assuming 10% non-response rate at the clinic, the sample size was increased as Follows:

                           164+16=180 the computed sample size was 180
3.5  Sampling Technique

The study participants were selected randomly using a computer generated simple random number based on patient ART unique identification number. Each patient was studied only once, on his/ her first visit during the study period, if selected. Repeated visits were excluded by recording registration numbers of each respondent at the time of interview and checking thereafter for avoidance of possible repetition. Hiwot Amba Hospital is purposively selected for this study since there is limited report about nutritional status and feeding practice of PLWHAs who are attending ART services.
3.6  Data collection and Procedure
The data was collected qualitatively from the sample respondents using a pre-tested, semi-structured questionnaire. The survey questionnaire was translated first from English into Amharic, and then retranslated back to English by an expert to maintain its consistency. Data collection was made by three nurses who were assisting in the ART clinic in the selected hospital and one health officer was a supervisor.  Two day of training was given to all data collectors and supervisor on the questionnaire and ways of collecting data by the principal investigator. Data was collected in three ways first the anthropometric data of the respondent was taken by data collectors then the data collectors assisted in explaining the questionnaire that was given to the respondents. The anthropometric data was used to obtain weight and height in order to calculate BMI. The questionnaire was used to obtain information about the socio demographic characteristics, nutritional Knowledge, Attitude, Practice, dietary diversity Score and anthropometric.  
Dietary Diversity Score (DDS): a record of the 24-hour recall of all food groups eaten by the respondents was taken and classified into the 12 food groups using the FAO/Nutrition and Consumer Protection Division recommended questionnaire as a reference. Pre testing of the questionnaire was made on 50 ART care respondents in the nearby Health Center a week prior to the actual survey. Data collection process was strictly followed day to day by the supervisor and principal investigators. The pre-testing of the questionnaire was aimed to assess its consistency, clarity, understandability, completeness, reliability of the questionnaire.
3.7. Scoring
The scoring system for the nutritional Knowledge, Attitude and Practice (KAP) questions were similar to those used in previous studies (Bukusuba et al., 2010; and Masuku and Lan, 2014) was used for this descriptive result. Score range from 0 to 15 and were categorized in to 0 to 5 for ‘poor’, 6 to 10 for ‘average’, and 11 to 15 for ‘good.’ The final KAP score was calculated by summing up the scores of the knowledge, attitude and practices sections individually. The total KAP score ranged from0 to 45. The higher the score, the better were the participant’s nutrition-related knowledge, attitude, and practice. 

3.8.  Qualitative 24 hr.  Dietary recall 
The 24-hour recall is a qualitative method of assessing the dietary intake of individual over the previous 24-hour period (Geffen, 2003: FAO and WHO, 1996). The method relies on the memory of the respondents whereby they are expected to recall all the foods and beverages they consumed in the previous 24 hours include ingredients and method of preparation (Thompson & Subar (in Coulston et al., 2008). Dietary diversity was assessed using the questions specifically about food consumption during the past 24 hr period containing Cereals, Oils/Fat, vitamin A rich fruits and vegetables, Legumes, Root/Tubers, dark green leafy Vegetables, flesh Meat including fish, organ meat, Milk/Milk products, Eggs and foods that are commonly consumed in the study area. Respondents were asked to report/write down all the foods or drinks including the raw material used to prepare the food. All foods eaten by the individual of interest, consumed inside or outside the home, irrespective of where they were prepared were also reported by the study respondents. Respondents received 1 point if they consumed at least once during the last 24 hours of the foods within each subgroup and 0 points if they never consumed the food. The food items were grouped into twelve according to FAO guideline for measuring individual dietary diversity (FAO, 2007). A Dietary Diversity Score (DDS) was calculated as the sum of the food groups consumed over 24 hours. The dietary diversity score ranged from one to twelve. Diet Diversity was reported as highest when more than 6 food groups reported and medium when 4 to 5 food groups reported and low when less than or equal to three food groups reported.
3.9. Nutritional status

Anthropometry provides a universally applicable, inexpensive and non-invasive technique and is the most common method used in HIV/AIDS research (WHO, 1995; Smit and Tang, 2000). Therefore, anthropometric parameters were used in this study to evaluate nutritional status of PLWHA: The results of this study showed that using BMI. BMI is also not applicable to pregnant and lactating women.

3.10. Data quality control

To assure the data quality high emphasis was given in preparing data collection Instrument especially weight and height measuring instruments, on the preparation of questionnaire and also spot checking besides principal investigator did close supervision when data collection was taking place. The collected data was reviewed and checked for completeness before data entry. The incomplete data was discarded. Data entry format template was produced and programmed.

3.11. Statistical data analysis


Data cleaning was done before entered into excel. Then, manual editing and coding willbe done after data cleaning data was entered into excel and imported into SPSS version 20. Basic descriptive statistics were computed.  Bivariate and multivariate analyses were used to assess the association between outcome variable and explanatory variables. Odds ratio along with 95% CI was estimated to measure the strength of association.  Level of statistical significance was declared at p value less than 0.05.  
3.12. Ethical considerations

Ethical clearance was obtained before data collection from Addis Ababa University and Hiwot Amba hospital. Objectives of the study were told and written consent was obtained from each respondent before proceeding to the interview. No personal identification was recorded on the questionnaire. At the end of the interview each and every respondent was given nutrition counseling.

CHAPTER FOUR

4. Results and  discussion  
4.1. Socio-demographic and economic characteristics of respondents

Out of the 220 respondents recruited, 10 had missing data, and 40 respondents were not confirmed cases of on ART and, hence, were excluded. Consequently, 170 respondents were responded to the questionnaire and considered for analysis making the response rate 95%. As shown in Table 1, Female’s accounted 111(66%).The mean age of the study participants was 36.79+ 9.1 years. The largest numbers of the respondents were found in the age range of 31-45 years (62. 5%).Regarding to educational status of the participants 95 (56%) attended primary school. Nearly most of the respondents were married 66(38.8%). Concerning the occupational status of the respondents, most of them were government employee 55(32.4%) and majority of the respondents monthly income was less than 1000 birr was 81(48%).

Table 1: Socio demographic characteristics of the respondents in Hiwot Amba hospital in AA, 2018
	Variables              (n=170)
	Frequency
	Percent

	SEX

	Male
	59
	34%

	Female
	111
	66%

	AGE

	18-30
	41
	24.1%

	31-45
	106
	62.4 %

	>45 years
	23
	13.5%

	Educational status

	No formal education
	20
	11.8%

	Primary school
	95
	56%

	Secondary school
	37
	21.8%

	Preparatory school
	3
	1.8%

	College/University
	15
	8.8%

	Marital status

	Single
	30
	17.6%

	Married
	66
	38.8%

	Divorced
	46
	27.1%

	Widowed
	28
	16.5%

	Occupation

	Student
	3
	1.8%

	Government employee
	55
	32.4%

	Daily laborer
	45
	26.5%

	Self-employee
	46
	27.1%

	Housewife
	1
	6%

	No job
	20
	11.8%

	Income

	< 500 birr
	26
	15.3%

	500-1000 birr
	55
	32.4%

	1000-3000 birr
	49
	28.8%

	  >3001 birr
	40
	23.5%


4.2. The scores of the respondents on nutritional knowledge, attitude, practices

Nutritional knowledge 

 The respondents’ mean knowledge score was 8.18 (SD=2.23) which lay in the moderate category.  The minimum score achieved was 3 and the maximum score achieved was 14. Classification of respondents, on the basis of poor (0-5), average (6-10) and good (11-15) knowledge scores indicated 12 %, 73%, and 15% of respondents.

Nutritional Attitude 

  The respondents’ mean Attitude score was 8.17 (SD=2) which lay in the moderate category.  The minimum score achieved was 3 and the maximum score achieved was 13. Classification of respondents, on the basis of poor (0-5), average (6-10), and good (11-15) Attitude scores indicated 9 %, 79%, and 12% of respondents.

Nutritional practice 

 The respondents’ mean Attitude score was 7.14 (SD=1.52) which lay in the low category.  The minimum score achieved was 1 and the maximum score achieved was 12. Classification of respondents, on the basis of poor (0-5), average (6-10), and good (11-15) Attitude scores indicated 27 %, 60%, and 13% of respondents.

Table 2: The category of the respondents, on nutritional knowledge, attitude, and practices
	Section
	Score Range
	Poor (0-5)

	Average (6-10)
	Good (11-15)
	Mean ±SD

	Knowledge
	0-15
	12%
	73%
	15%
	8.18 ±2.23

	Attitude
	0-15
	9%
	79%
	12%
	8.17 ±2.01

	Practice
	0-15
	27%
	60%
	13%
	7.1 4 ± 1.52


4.3. Association of Nutritional knowledge, attitude, dietary practices and nutritional status (BMI) with Socio demographic characteristics of study participant.
Bivariate analysis 

 Simple linear regression analysis showed statistically significant positive associations between nutritional KAP were observed: nutritional K and A (p=0.001), nutritional K and P (p=0.02), and nutritional A and P (p=0.001). But educational level (p=0.002), and income (p=0.008) were significantly associated with nutritional practices. The analysis also showed that the  occupation of the study participants (p=0.001), and income of the  participants (p=0.00) were significantly associated with BMI. But, No statistically significant associations between the knowledge score  and the Attitude score with   age, gender, marital status, education, BMI, income , and occupation (p>0.1).  

Multivariate analysis 

 The variables that were shown to be significantly associated with the practice score in the bivariate analysis were entered into multivariate model.  In the adjusted analysis knowledge and attitude has sustained statistically significantly associated with the practice score (p=0.001).  The educational status (p=0.111) and income (p=0.152) were marginally significantly associated with practice score. But, No statistically significant associations between the knowledge score , Attitude score  and practice score with  BMI(p>0.1).   

4.4. Nutrition related characteristics of the respondents
From the questionnaire during interview schedule it was observed that 100% of the respondents consumed cereals, Fats and oils. Where oils were used as a cooking Medium and Sugars were taken in the form of tea, Snacks, Bakery items etc.  Respondents occasionally or never used food items such as Fruits, Vegetables, Egg, Nuts and Oilseeds other vegetables, Pulses .The number of respondents who had consumed food from various categories were depicted. Majority of the respondents had medium dietary diversity score which is 127 (74. 7%). Low   dietary diversity score was 25 (14.7%) and High dietary diversity score was 18 (10.6%).

Table 3: Nutritional related characteristics of the respondents in Hiwot Amba hospital in Addis Ababa, Ethiopia, 2018
	DDS
	Frequency
	Percent

	Low dietary diversity(< 3 foods)
	25
	14.7%

	Medium dietary diversity(4-5 foods)
	127
	74.7%

	High dietary diversity(>6 foods
	18
	10.6%


         Mean (SD) of dietary diversity score 4.37±1.93
4.5. Nutritional status of people living with HIV/AIDS
The prevalence of under nutrition was 14.1 % in this study. The mean BMI was 21.61 with + 3.48 About 118 (69.4%) were in the normal ranges, while 28 (16.5%) were in the over nutrition ranges category.
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Figure 1: Nutritional status of PLWHIV on ART follow up in Hiwot Amba hospital in Addis Ababa, Ethiopia, 2018
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Figure 2: Age group distribution for PLWHA attending Hiwot Amba Hospital 
CHAPTER FIVE 

5. Discussion
Importance of nutrition in the care and treatment for PLWHIV was well-established. The role of malnutrition in adversely affecting the treatment course was also well-documented (Gillespie S, 2005). In Ethiopia, little is known about the level of nutrition-related knowledge, attitude, and what the common nutritional practices are prevalent among PLWHIV. This study was an attempt to elicit information on all these issues. 
The PLWHIV in the present study possessed knowledge and Attitude about nutrition but did not score very high in the practices section. This indicates that the nutritional knowledge possessed by them was not applied in their day to day practices. A high proportion (89.4 %) of the participants reported consumption of less than six food groups indicating a poor or an inadequate dietary quality. Lack of diversity in the diet is, therefore, a likely major contributory factor to inadequate intake of essential micronutrients. The poor dietary practices among the PLWHA may also result from loss of appetite and anorexia, thus reducing the frequency of meal and variety at the very time when their requirements are higher. Up to 50% and 15% increase in protein and energy respectively (Solomon et al., 2013). Given the fact that the poor nutritional practices are linked to deterioration in immunity and subsequent nutritional status of the PLWHA, interventions geared at improving the practices are essential in the prevention of rapid progression of HIV. The nutritional knowledge and positive attitudes gained by the PLWHA should be followed up to ensure that they are transformed into good dietary practices. Support groups of the PLWHA are a good vehicle for implementing these recommended practices and targeted nutrition interventions. In the similar study in India most of the respondents had good knowledge and Attitude but not well in practice section.  The researcher explained that good knowledge and attitude in their study by the involvement of respondents in counseling sessions. Another Study conducted by (Abelyan et al., 2004) in Armenia most of the respondents had high level of knowledge and positive Attitude towards healthy eating but inappropriate level of consumption of certain food groups among the study population. 
In our study, prevalence of under nutrition (BMI <18.5kg/m²) was 14.1%. This prevalence is higher than a similar study done in Ghana 63 (BMI<18.5kg/m²) was 7.9 % (Theodosia et al., 2014). The reason of high prevalence in our study due to high sample size they use and study participant are on ART. But, In Ghana study, participants were not eligible for ART whose CD4 cell counts were >=300 cell/mm³ or they are only from stage I and II. Exclusion of advance  stages of AIDS might be undermine the prevalence of under nutrition since stage of AIDS increase, immunity of patients will decrease and prone patients to many opportunistic infection.  In Dilla university referral hospital, prevalence of under nutrition was 12.3 % (Solomon et al., 2013).The little high prevalence of under nutrition in our study relative to Dilla due to difference of the data collection period, geographical location, study setting and socioeconomic factors. 
This prevalence is much lower than a study done in humera hospital which was 42.3 % (Hadgu et al., 2013). This high prevalence of under nutrition in humera hospital might be due to the types of study participants who were all women’s. Since most women are dependent on their husband’s income that could affect their ability to buy the kind of food they need. But in our study participants are both gender and similar proportion of    working stats. Butajira hospital (Dereje et al., 2015) 25.2% Wolita Sodo ( Lula et al., 2016) 26.6 % , Gonder (Waise et al., 2014) 42.5 %, Bahirdar Felege Hiwot hospital (Daniel et al., 2013) which was 25.5%. This high prevalence of under nutrition might be due to the difference in socio–economic status, cultural characteristics of the study participants and year of study. Similar study conducted in Addis Ababa (Fufu et al., 2009) had the same prevalence of under nutrition (15.4%) compared to our study. This attributed to the same residence and socio cultural status.
.
The present study showed significant positive correlations between nutritional KAP among people living with HIV. In the present study, age, gender, marital status and BMI were not significantly associated with nutritional knowledge, attitude and practice. However, the education status and economic factors were significant affected with nutritional practice. Nutritional knowledge may not obviously translate into nutritional practice; hence, there is need to consider the broader social, cultural and economic factors. Findings in New Delhi, India, reported a low translation of nutritional knowledge to practices (Bukusuba et al., 2007). In our study occupation (difficult working status) and   economic factors were significant effect on BMI. Many studies indicate that good economic status of study participants had direct relationship with under nutrition. These means the low socioeconomic status characteristic of population the chance of predisposes them to malnutrition. In our study, low income and occupation has significant effect with under nutrition. Being poor economic status increased the risk of under nutrition This might be because of the fact that poor economic status study respondents have less diversity of food and they eat few and even nothing for a day because to purchase diversified food difficult due to economic factor. This is consistent with a research done in Gondar University referral hospital which revealed that low socio economic people are at risk and develop under nutrition (Belayneh et al., 2010). Solomon et al. also reported that, medium economic status reduce the odds of under nutrition. Therefore, there is need to incorporate socio demographic variables and continuous interventions that aim at switching nutritional knowledge for developing good and healthy nutritional practices.
CHAPTER SIX
6. Conclusion and Recommendation 
6.1 Conclusion 
The study found good level of nutritional knowledge and attitude, but did not score very high in the practices section. This study was shown to be education level and economic status were significant effect with nutritional practice. Significant positive correlations between nutritional KAP were observed  but no statistically significant associations between the nutritional knowledge score, attitude score and practice score with BMI. It however attention needs to be given to improve income, occupation, feeding habit, and DDS of PLWHV. 
6.2 Recommendation 
- Awareness creation on nutritional management should be given to PLWHA who do not get family and social support.
-Stakeholders (government & non-government organizations) should monitor the management provided by health professionals on ART and related to nutrition to minimize the causes of under nutrition.

-Researchers should in the future deal with the over nutrition in HIV/AIDS patients which is becoming a concern following the start of ART treatment.

- Larger-scale investigations should be conducted to explore the nutrition-related KAP and nutritional status of people living with HIV in Ethiopia to shape such interventions and to ensure that they are focusing on the most important aspects of the nutrition domain.
-  Antiretroviral therapy should often be taken together with good nutrition and safe water. Making access to adequate food will be important in effective drug food interaction and life quality.

- Health care providers and extension workers can identify people living with HIV in low socio economic status and difficult working status (occupation) in need of nutritional support and refer them to groups or organizations providing food assistance like Ngo (non-governmental organization).
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Annex

Annex 1 Informed Consent
Annex 1A English version 

My name is Mekides Getnet. I am a master degree student at AAU and this is conducted in order to full fill MSc degree in food science and nutrition.

Purpose: This study will assess nutritional KAP and nutritional status of PLWHIV on ART follow up in Hiwot Amba hospital in Addis Ababa.
Participant: In order to qualify for this study, you must be between the ages of 18 to 49 years on ART in Hiwot Amba Hospital.

Procedure: you will complete a questionnaire about your socio demographic characteristics, nutritional knowledge, attitude and dietary practice. Completion of the questionnaire takes approximately 15 to 20 minutes. For the completeness of the data, I will take only weight and height measurement of you. 
Participation in this study is completely voluntary and if there are any questions you do not want to answer, you are free to leave them blank.

Risk and benefits: There are no known risks or discomforts associated with the study. The results obtained may eventually aid those concerned bodies in the prevention strategies of the associated factors that contribute the nutritional status of people living with HIV/AIDS  

Voluntary participation: participation in this study is voluntary. Refusal to participate will involve no penalty or losses of benefits to which you are otherwise entitled. The alternative to participate is this study is to not participate. What this means is that you can decide not to participate. You are free to with draw from the study at any time at no penalty. Withdrawals from the study will in no way prejudice your future interactions with the principal investigator or with the college.

Confidentiality: all identified information obtained from this study will be kept strictly confidential; any information that could be used to identify you will be kept under lock and key. Data files will not contain potentially identifying information. 
Consent Form: I have read and understood the above information, have had any questions answered satisfactorily, and I willingly consent to participate in this study. I understood that if I should have any questions about my rights as a research subject, I can contact the principal investigator (phone number: +251923276276 or Email:-mekidesgetnet4@gmail.com
   Your participation            Yes  [image: image6.png]



No  [image: image7.png]



	PART 1

Socio demographic characteristics of the participants

	No
	Questions 
	Categories
	Code
	Skip

	1
	Sex
	Male

Female
	1

2
	

	2
	Age in years   
	18-30  

31-45  

>45 
	1

2

3
	

	3
	What is your educational status?
	No formal Education

Primary school

Secondary school

Preparatory School

     University/College
	1

2

3

4

5
	

	4
	What is your marital status?
	Single

Married

Divorced

Widowed
	1

2

3

4
	

	5
	What is your current occupation?
	Student

Government Employee

Daily laborer

Self-Employee

Housewife

No job
	1

2

3

4

5

6
	

	6
	Monthly Income of participants
	<500  

500-1,000   

 1,001-3,000 

3,001 and above 
	1

2

3

4
	


	PART 2

Nutrition related knowledge question

	7
	Modes of transmission of HIV/AIDS
	Unsafe sex instrument sharing blood transfusion Breast feeding by infected mother


	1

2

3

4
	

	8
	Present treatment status  
	On ART

Not on ART
	1

2


	

	9
	Who are at the greatest risk of acquiring HIV infection?
	Male

Female
	1

2
	

	10
	Common symptom of HIV infection?
	----------------------------
	1

2

3
	

	11
	HIV status is only confirmed by unsafe sex?
	Yes

No
	1

2
	

	12
	What component of body is adversely affected by HIV infection?
	Immunity

Kidney

liver


	1

2

3


	

	13
	Which of the following daily activities lead to the spread of HIV infection?
	
	1

2
	

	14
	ARV medicines are given to Whom?
	Yes

No


	1

2
	

	15


	Common side-effects of ARV medicines?
	----------------------------
	
	

	16
	HIV infection increases the body’s requirements for which nutrients?
	
	1
2
	

	17
	PLHIV should follow which health practices in their daily routine?


	
	1
2


	

	18
	PLWHIV should not follow which of the following dietary practices?  
	
	1
2


	

	19
	Which of the following have deleterious effect on health?
	
	1
2
	

	20
	Which of the following are excellent sources of protein?
	Cereals

Egg& milk


	1

2
	

	21


	Which of the following is the safest way of drinking water?
	Filtered &Boiled

Cold water
	1

2
	

	22
	What food items should not be consumed, along with ARV medicines?
	
	
	

	PART 3 Individual Dietary Diversity

23

Cereals(corn/maize, rice, wheat, sorghum, millet or any other grains or foods made from these (e.g. bread, noodles, porridge or other grain products) + insert local foods e.g.ugali, nshima, porridge or pastes or other locally available grains
No

Yes

0

1

24

Vitamin A rich Vegetables and Tubers (pumpkin, carrots, squash, or sweet potatoes that are orange inside + other locally available vitamin-A richvegetables (e.g. red sweet pepper)
No

Yes

0

1

25

White tubers and Roots(white potatoes, white yams, white cassava, or other foods made from roots

No

Yes

0

1

26

Dark green leafy Vegetables(dark green/leafy vegetables, including wild ones + locally available vitamin-A rich leaves such as amaranth, cassava leaves, kale, spinach etc.

No

Yes

0

1

27

Other vegetables(other vegetables (e.g. tomato, onion, eggplant) ,including wild vegetables

No

Yes

0

1

28

Vitamin A rich Fruits(rip mangoe,cantaloupe, apricots (fresh or dried), ripe papaya, dried peaches + other locally available vitaminA-rich fruits
No

Yes

0

1

29

Other fruits(including wild fruits)
No

Yes

0

1

30

Organ meat (Iron rich) liver, kidney, heart or other organ meats or blood-based foods

No

Yes

0

1

31

Flesh meats(beef, pork, lamb, goat, rabbit, wild game, chicken, duck, or other birds)

No

Yes

0

1

32

Eggs(chicken, duck, guinea hen or any other egg
No

Yes

0

1

33

Fish(fresh or dried fish or shellfish

No

Yes

0

1

34

Legumes, nuts and Seeds(beans, peas, lentils, nuts, seeds or foods made from these

No

Yes

0

1

35

Milk and milk Products(milk, cheese, yogurt or other milk products

No

Yes

0

1

36

Seeds,nuts,Lentils

No

Yes

0

1

PART 4 Nutrition related  dietary practice question

	37
	Do you indulge in any type of exercise or light physical activity daily?
	No

Yes
	0

1
	

	38
	Do you drink filtered water or boiled water before drinking?
	No

Yes
	0

1
	

	39
	Do you include snacks in between your main meals?
	No

Yes
	0

1
	

	40
	Do you consume seasonal fruits or vegetables daily in your diet?
	No

Yes
	0

1
	

	41
	Do you consume milk and milk product , like yogurt, milk, butter cheeseetc.---
	No

Yes
	0

1
	

	42
	Do you drink at least 8-10 glasses of water every day?
	No

Yes
	0

1
	

	43
	Do you smoke cigarate?
	No

Yes
	0

1
	

	44
	Do you drink Alcohols?
	No

Yes
	0

1
	

	45
	Do you continue to eat food during the period of illnesses?
	No

Yes
	0

1
	

	46
	Do you take medicines after meals?
	No

Yes
	0

1
	

	47
	Do you indulge in stress relieving practices, like yoga, prayers,etc.?
	No

Yes
	0

1
	

	48
	Do you keep a track of your weight?
	No

Yes
	0

1
	

	49
	Do you consume fried foods or add oil on dishes before consuming?
	No

Yes
	0

1
	

	50
	Do you make your meals nutrious by adding nuts, brown sugaretc.?
	No

Yes
	0

1
	

	51
	Are you taking any kind of vitamin or mineral supplements?
	NO

YES
	0

1


	

	52


	Do you wash fruits and vegetables’ before consumption?
	NO

YES
	0

1


	

	PART 5 Nutrition related  Attitude question

	53
	Males and females have the same probability of acquiring HIV infection?


	NO

YES
	0

1
	

	54
	HIV/AIDS affects both rich and poor?
	NO

YES
	1

2
	

	55
	Children born to HIV-infected mothers should not receive immunization? 
	NO

YES
	1

2


	

	56
	TB always accompanies HIV/AIDS?
	NO

YES
	1

2
	

	57
	Opportunistic infections that accompany HIV/AIDS occur due to weakened immunity?
	NO

YES
	0

1
	

	58
	Non-vegetarian food is more nutritious than vegetarian food?
	NO

YES
	1

2
	

	59
	Light daily exercise does not play an important role in the management of HIV/AIDS?
	NO

YES
	1

2
	

	60
	Smoking does not cause any additional harm to the body?
	NO

YES
	1

2
	

	61
	A nutritious diet includes expensive food?
	NO

YES
	1

2
	

	62
	Maintaining self –hygiene is as important as eating nutritious food?
	NO

YES
	1

2
	

	63
	Diet and nutrition play a very important role in maintaining good health in PLHIV?
	NO

YES
	1

2
	

	64
	Cooked vegetables are more microbiological safe but  less nutritious than raw  vegetables
	NO

YES
	1

2
	

	65
	Drugs, like ARVs, are associated with side-effects that may reduce food intake?
	NO

YES
	1

2


	

	66
	One should not eat during the phase of diarrhea?


	NO

YES
	1

2
	

	67
	Food cannot be source of infection ever?
	NO

YES


	1

2


	


	PART 7 Anthropometric Measurement

	70
	Weight(kilogram)
	_________(kg)


	
	

	71
	Height(meter)
	_________(m)
	
	

	72
	BMI(Kg/m2)
	_________(kg/m2)
	
	


Annex 1B Amharic version
የመረጃ  እና  የፈቃደኝነት  ማረጋገጫ
የጥናቱ መረጃ
ጤና ይስጥልኝ
ስሜ መቅደስ ጌትነት ይባላል፡፡ በአዲስ አበባ ዩንቨርስቲ  ውስጥ ስነ ምግብ እና አመጋገብ ሳይንስ የማስተርስ ዲግሪ ተማሪ ነኝ፡፡ በህይወት አምባ ሆስፒታል ኤችአይቪቫይረስ ጋር የሚኖሩ ህብረተሰብ ላይ ስለ ስነ ምግብ እውቀቶች አመለካከቶች እንዲሁም የአመጋገብ ስርዓታቸው/እንቅስቃሴያቸው ምን ይመስላል በሚል የጥናት ጽሁፍ በመስራት ላይ እገኛለው፡፡ ስለዚህ ለጥናቴ ይረዳኝ ዘንድ የእርሶ ቁመት እና ክብደት እወስዳለው፡፡
በተጨማሪም እርሶ ደግሞ ይህንን የጽሁፍ ቃለመጠይቅ እንዲሞሉልኝ በአክብሮት እጠይቃለው፡፡
ስምዎት ከመረጃው ጋር አይካተትም፤የሰጡኝን መረጃ ሁሉ በሚስጥር እንደምጠብቅልዎ ቃል እገባለሁ፡፡መጠይቁን ለመሙላት ቢበዛ ግማሽ ሰዓት ይወስድቦታል፡፡ይህ ጊዜዎትን የሚይዝ ቢሆንም የስነምግብ አቋም ላይ የበለጠ እውቀት ይኖረኝ ዘንድ ይረዳኛል በመሆኑም እንዲተባበሩኝ እጠይቅዎታለሁ::

 የተወሰኑ ደቂቃዎች ወስደው መጠይቁን ለመሙላት ፈቃደኛ ነዎት?

ፈቃደኛ ነኝ                                              ፈቃደኛ አይደለሁም
             የፈቃደኝነት ማረጋገጫ
የምርምር ጥናቱ ክፍል የሆኑ መረጃዎችና ሂደቶች ተብራርተውልኛል፡፡እኔም በተብራራልኝ መንገድ ተረድቻለሁ::ምርምሩ ምንም አደጋ የማያስከትል በመሆኑ ለሚያደርጉት ተሳትፎ የካሳ ክፍያ አይኖረውም፡፡ ስለዚህ በዚህ የምርምር ጥናቱ ላይ ለመሳተፍ ፈቃደኛ መሆኔን በፊርማዬ አረጋግጣለሁ፡፡
ፊርማ-------------------------ቀን------/-------/-----------

	ክፍል1 ማህበራዊ ነክ ጥያቄዎች
የመጠይቁን መመሪያ እያንዳንዱን ጥያቄዎች ግልጽ በሆነ መልኩ ይጠይቃል

	ተ.ቁ
	መልሱን አክብቡ ወይም ባዶ ቦታ ላይ ሙላ/ሙይ
	ምርጫዎች
	ኮድ
	ዝለል/ይ

	101
	ጾታ
	ወንድ
ሴት
	1

2
	

	102
	እድሜ
	-------------
	
	

	103
	አሁን ያለዎት የትምህርት ደረጃዎ ምንድንነው
	ያልተማረ
1ኛእስከ 8ኛ
9ኛእስከ10ኛ
11ኛ እስከ 12ኛ
ዩኒቨርስቲ/ኮሌጅ
	1

2

3

4

5
	

	104
	እባክዎ የጋብቻ ሁኔታዎ ምንድን ነው
	ያላገባ
ያገባ
አግብታ/ቶ /የተፋታ/ች
ባሏ/ሚስቱየሞተበት/ባት
	1

2

3

4    
	

	105
	እባክዎ ዋና ስራዎ ምንድን ነው
	ተማሪ
የመንግስት ሰራተኛ
የቀን ሰራተኛ
የራስ ቅጥረኛ
የቤት እመቤት
ስራ የለኝም
	1

2

3

4

5

6
	

	106
	እባክዎ የወር ገቢዎ በኢትዮጵያ ብር ስንት ነው
	<500  

500-1,000   

 1,001-3,000 

3,001 እና በላይ  
	1

2

3

4
	

	ክፍል 2 ከምግብ  ጋር የተያያዙ እውቀት ነክጥያቄዎች

	201
	ኤች አይ ቪ ኤድስ የሚተላለፍባቸው መንገዶች የትኞቹ ናቸው
	ልቅ በሆነ በግብረ ስጋ ግንኙነት
በደም ንክኪ
ከእናት ወደ ልጅ  በጡት አማካኝነት
ሁሉም መልስ ነው
	1

2

3

4
	

	202
	የእድሜ ማራዘሚያውን ይወስዳሉ
	አዎ
      አላገኘሁም
	1

2
	

	203
	ማነው በይበልጥ ለ ኤች አይ ቪ አደጋ የሚጋለጠው
	ሴት
ወንድ
	1

2
	

	204
	የኤች አይ ቪ ህመም ዋናውምልክት ምንድን ነው
	አለርጂ
ክብደት መቀነስ
	1

2
	

	205
	ኤች አይ ቪ ኤድስ  ሁልጊዜ የሚተላለፈው ልቅ በሆነ በግብረ ስጋ ግንኙነት ብቻ ነው
	አዎ
አይ
	1

2
	

	206
	የትኛውን የሰውነታችን አካልን ነው  ኤች አይ ቪ/ ኤድስ በይበልጥ የሚያዳክመው
	የመከላከያ አቅምን
ኩላሊት
ጉበት
	1

2

3
	

	207
	የትኛው የቀን ተቀን እንቅስቃሴያችን ነው ኤች አይ ቪ ኤድስ ህመም እንዲባባስ የሚያደርገው
	ማራዘሚውን መተው
ጭንቀት
ሁሉም
	1
2

3
	

	208
	የእድሜ ማራዘሚያው የጎንዮሽ ጉዳት አለው
	አዎ
አይ
	1

2
	

	209
	የኤች አይ ቪ ኤድስ ኢንፌክሽን ሲባባስ አካላችን ምን አይነት ምግብ ነው የሚፈልገው
	ጮማ የበዛበት ምግብ
የበሰለ አትክለት
	1
2
	

	210
	ኤች አይ ቪ ታማሚ የሆነ ሰው በቀን ውሎ ጤንነቱን ለመጠበቅ ምን አይነት እንቅስቃሴ ይከተላል
	የእግር ጉዞ ይሄዳለ
ስፖርት ይሰራል
ሁሉም መልስ ነው
	1
2

3
	

	211
	ኤች አይ ቪ ታማሚ የሆነ ሰውየማይከተለው የአመጋገብ ስርዓት  የቱ ነው
	ያልበሰለ አትክልት
ፍራፍሬ
ጥራጥሬ
	1
2

3
	

	212
	ከነዚህ  ውስጥ  የትኛው ነው በይበልጥ በጣም ጥሩ የሚባል የፕሮቲን ምንጭ ያለው
	     ጥራጥሬዎች
እንቁላል እና ወተት
	1

2
	

	213
	የትኛው ነው ደህንነቱ የተረጋገጠ ለመጠጥ የሚሆን ውሃ
	የተጣራ እና የፈላውሃ
ቀዝቃዛ ውሃ
	1

2
	

	214
	የትኛው የምግብ አይነት ነው የእድሜ ማራዘሚያ ሲወሰድ የማይወሰደው

	የበሰለ አትክልት
ጥሬ ወተት
	1
2
	

	215
	የእድሜ ማራዘሚያውን ይወስዳሉ
	አዎ
አይ

	1

2
	

	ክፍል 3 በ24 ሰዓት ውስጥ ከታች የተዘረዘሩትን ምግቦች ተመግበሃል/ሻል

	301
	እህል እና የእህል ውጤቶች (ለምሳሌ ዳቦ፤ሩዝ፤ፓስታ፤እንጀራ፤ገብስ፤በቆሎ፤ገንፎ፤ቂጣ፤ቆሎ
	አዎ
አይ
	1

2
	

	302
	ስራስሮች (ለምሳሌድንች፤ስኳር ድንች ፤እንሰት ቆጮ
	አዎ
አይ
	1

2
	

	303
	ደማቅ አረንጓዴ ቅጠላማ አትክልቶች (ያበሻ ጎመን፤ሰላጣ፤ቆስጣ)
	አዎ
አይ
	1

2
	

	304
	ሌሎች አትክልቶች (ለምሳሌቲማቲም፣ሽንኩርት፤ጥቅል ጎመን ፤ከበርጃን፤ዝኩኒ)
	አዎ
አይ
	1

2
	

	305
	በቫይታሚን ኤ የበለጸጉ ፍራፍሬዎች (ለምሳሌ ማንጎ፤ፓፓያ 
	አዎ
አይ
	1

2
	

	306
	እንቁላል
	አዎ
አይ
	1

2
	

	307
	ስጋ (የበሬ ስጋ፣የበግስጋ፣የፍየልስጋ፣የዶሮስጋ)
	አዎ
አይ
	1

2
	

	308
	ጉበት፤ኩላሊት፤ልብ
	አዎ
አይ
	1

2
	

	309
	ጥራጥሬዎች (አተር፤ባቄላ፤ምስር)
	አዎ
አይ
	1

2
	

	310
	ወተት እና የወተት ተዋጽኦ
	አዎ
አይ
	1

2
	

	311
	አሳ
	አዎ
አይ
	1

2
	

	312
	ኦቾሎኒ፣ሱፍ፤የዱባ ፍሬ
	አዎ
አይ
	1

2
	

	313
	በቫይታሚን ኤ የበለጸጉ አትክልቶችእናስራስሮች(ለምሳሌዱባ፤ካሮት)
	አዎ
አይ
	1

2
	

	314
	ሌሎች ፍራፍሬዎች (ለምሳሌ አፕል፤አቡካዶ፤ሙዝ፤እንጆሪ፤ሃብሃብ፤ብርቱካን፤ሎሚ
	አዎ
አይ
	1

2
	

	ክፍልአራት፡ከምግብ ጋር የተያያዘ  የአመጋገብ ስርዓታችን የተዘጋጀመጠይቅ

	401
	ማንኛውም አይነት እንቅስቃሴ/ ቀለል ያለ የአካል  ብቃት እንቅስቃሴ  ሁልጊዜ ያደርጋሉ
	1-አዎ
        0-የለም

	1

2
	

	402
	ውሃ ከመጠጣቶት በፊት ውሃውን አጥርተው/አሙቀው ነው የሚጠቀሙት
	1-አዎ
        0-የለም
	1

2
	

	403
	በዋናው የአመጋገባችን ስርዓት ላይ በየመሃሉ ይመገባሉ
	1-አዎ
     0-የለም
	1

2
	

	404
	በቀን አመጋግቡ ላይ ወቅታዊ የሆኑ አትክልት እና ፍራፍሬ ይመገባሉ
	1-አዎ  

    0-የለም
	1

2
	

	405
	ወተት እና የወተት ተዋጽኦ ይመገባሉ ለአብነት ያህል እርጎ፤ ወተት፤ ቂቤ እና አይብወዘተ---
	1-አዎ
      0-የለም
	1

2
	

	406
	ዘወትር ቢያንስ ከ8-10 ብርጭቆ ውሃ ይጠጣሉ
	1-አዎ
0-የለም
	1

2
	

	407
	አሁን ሲጋራ ያጨሳሉ
	አዎ
አላጨስም
	1

2
	

	408
	አሁን አልኮል ይጠጣሉ
	አዎ
አልጠጣም
	1

2
	

	409
	በህመም ጊዜ በተከታታይ ምግብ ይመገባሉ
	1-አዎ
0-የለም
	1

2
	

	410
	ከምግብ በኋላ  መድሃኒቶን በአግባቡ ይወስዳሉ
	1-አዎ
0-የለም
	1

2
	

	411
	ክብደትዎን በአግባቡ ይጠብቃሉ
	1-አዎ
0-የለም
	1
	

	412
	ምግብ ከመመገቦ በፊት ምግቦዎትን ይቀባባሉ /ይጠባብሳሉ
	1-አዎ
0-የለም
	1

2
	

	413
	ምግቦት አልሚና ጣፋጭ እንዲሆን በሚሰሩት ምግብ ላይ ለውዝ እና ቡኒ ስኳር  ወዘተ--ይጠቀማሉ
	1-አዎ
    0-የለም

	1

2
	

	414
	ማንኛውም አይነት ቫይታሚን እና ማአድን እንደ አጋዥነት ይወስዳሉ
	1-አዎ
0-የለም

	1

2
	

	415
	ከመመገብዎ በፊት አትክልትና ፍራፍሬ ያጥባሉ
	1-አዎ
0-የለም

	1

2
	

	ክፍል 5 ምግብ  ነክ አመለካከቶች እና ሌሎችም

	501
	ሴት እና ወንድ ለኤች አይ ቪ /ኤድስ ለመጋለጥ አንድ አይነት አጋጣሚ አላቸው
	1-አዎ
0-የለም

	1

2
	

	502
	ኤች አይ ቪ /ኤድስ የሚያጠቃው ሁለቱንም ሃብታም እና ደሃ ነው
	1-አዎ
0-የለም

	1

2
	

	503
	ህጻናት በኤች አይ ቪ/ኤድስ ተጠቂ ከሆነች እናት ሲወለዱ ክትባት አይወስዱም
	1-አዎ
0-የለም

	1

2
	

	504
	ሳንባ ነቀርሳ ሁልጊዜ ወደ ኤች አይ ቪ/ኤድስ ይቀየራል
	1-አዎ
0-የለም

	1

2
	
	
	

	505
	ተጓዳኝ በሽታዎች ኤች አይ ቪ/ኤድስ ላለበት ሰው በይበልጥ የመከላከያ አቅምን ያዳክማሉ
	1-አዎ
0-የለም

	1

2
	
	

	506
	አትክልታማ ያልሆኑ ምግቦች ንጥረነገራቸው ከአትክልታማ ምግብ ይበልጣል
	1-አዎ
0-የለም

	1

2
	
	

	507
	ቀለል ያለ የአካል ብቃት እንቅስቃሴ ኤች ኣይ ቪ/ኤድስ ለማስተካከል ምንም አይነት ዋና ሚና የለውም
	1-አዎ
0-የለም

	1

2
	
	

	508
	ሲጋራ ማጨስ  ማንኛውም አይነት ተጨማሪ አካላዊ  ጉዳት አያስከትልም
	1-አዎ
0-የለም

	1

2
	
	

	509
	ጥሩ/ንጥረ ነገር ያለው ምግብ  ሁሉ ውድ ምግብ ነው
	1-አዎ
0-የለም
	1
	
	
	

	510
	 ኤች አይ ቪ/ኤድስ ህመምተኛ ለሆነ ሰው ጥሩ ጤንነት ለማስተካከል ምግብ እና አመጋገብ በጣም ዋና ሚና ይጫወታል 
	1-አዎ
0-የለም

	1
	
	
	

	511
	የበሰሉ አትክልቶች  በይበልጥ ደህንነታቸው የተጠበቀ ነው ነገር ግን ንጥረ ነገራቸው ከጥሬው አትክልቶች ይቀንሳል
	1-አዎ
0-የለም

	1

2
	
	

	512
	የእድሜ ማራዘሚያ መድሃኒቱ ዋናው የጎንዮሽ ጉዳቱ የምግብ ፍላጎት መቀነስ ነው
	1-አዎ
0-የለም

	1

2
	
	

	513
	እርሶ በሚያስቀምጦት ጊዜ ምግብ አይመገቡም
	1-አዎ
0-የለም

	1

2
	
	

	514
	ምግብ መቼም ለህመም ምንጭ አይሆንም
	1-አዎ
0-የለም
	1

2
	
	

	515
	የግል ንጽህና መጠበቅ አልሚ እና ጠቃሚ ምግብ  እንድንመገብ ዋና ነው
	1-አዎ
0-የለም

	1

2
	
	

	

	60 1
	ቁመት በሜትር
	--------------ሜትር
	

	60 2
	ክብደት በኪሎግራም
	---------------በኪሎግራም
	

	60 3
	BMI በኪ.ግ/ሜትር2
	----------------ኪ.ግ/ ሜትር2
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