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ABSTRACT

Background: Currently HIV/AIDS is the major burden and public health problems globally
and two third of the PLWHA are living in Sub-Saharan Africa. The prevalence of HIV/AIDS
is also high in Ethiopia. Mental disorders particularly depression is the most prevalent among
PLWHA than the people without HIVV/AIDS. Currently even if the management of HIV/AIDS
is modified and updated through time, the diagnosis as well as the management of depression

among PLWHA did not get any consideration.

Objective: The main aim of this study was to assess the prevalence and associated factors of
depression among HIV/ AIDS patients attending ART clinics at Gurage zone selected
government Hospitals, southwest, SNNPR, Ethiopia, 2018

Methods: An institution based cross sectional study was conducted with a total of 328 HIV/
AIDS patients attending ART clinics at Gurage zone selected government Hospitals from
March 1-30/2018.The collected data was entered into Epi-data 4.2.0.0 and exported to SPSS
version 25 for analysis. Binary and multivariable Logistic regression was performed to
determine each factor and to check the association between independent variable and

depression.

Result: The prevalence of depression among PLWHA attending attending ART clinics at
Gurage Zone selected Government Hospitals, Southwest, SNNPR, Ethiopia, 2018 was
37.5%.This study confirmed that sex, monthly income, internally stigmatized, social support,
duration of HAART and HAART interruption were associated with depression where as age
category, ethnicity, religion, marital status, educational level, occupation, lost jobs, living
condition, CD4 count, wHO HIV/AIDS clinical stages and drug regimen were not associated.
Conclusion and recommendation: the prevalence of depression among PLWHA attending
ART clinics at Gurage Zone selected Government Hospitals, Southwest, SNNPR, Ethiopia,
2018 was high. Sex, monthly income, internalized stigma, social support, duration of HAART
and HAART interruption were significantly associated with depression. Therefore there
should be a priority care for PLWHA who are females, have low monthly income, internally

stigmatized, have low social support and who did not take their ART properly.

Keyword: depression, HIV/AIDS
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1. INTRODUCTION

1.1. Background
Depression is a mental disorder which is manifested by the sign and symptoms of poor
appetite, sadness, sleep disturbance, poor concentration and feelings of exhaustion. It affects
an individual’s capability to function at any work and to handle the daily of life properly.
When depression is progressed and becomes sever it can lead to hopelessness, injuring

one’s self, suicide and may also lead to death (1).

Globally it is estimated that 36.7 million people are living with HIV/ AIDS; from this 34.5
million are adults, 1.8 million people became newly infected with HIV, 1 million people died
with AIDS related illnesses in 2016 (2). Despite the management of HIV/AIDS has becoming
modified and advanced, it is still the major global public health issue. Since the start of the
epidemic, totally an estimated 78 million people have become infected with HIV/AIDS and
35 million people have died with it. From the world PLWHA population the majority (70%)
are living in the sub-Saharan Africa. Among this group 19.4 million PLWHA are living in
East and Southern Africa which saw 44% of new HIV infections globally in 2016(3, 4). In
Ethiopia it is estimated that 710 000 people were living with HIV, among those 650 000 are
adults, 30 000 people became newly infected with HIV, 20 000 people died due to HIV/AIDS
in 2016 (5). According to the Gurage zone Health office report in the zone 3432 PLWHA are
attending ART clinic in 2017 (6).

Mental disorders particularly depression is the most prevalent among PLWHA than people
without HIV/AIDS (7, 8). Depression disturbs the quality of life, social interactions, work,
and influence on the adherence to medical care and survival of life (7). The co-existence of
depression and HIV/AIDS would resulted to poor health outcomes due to obstacles to
treatment and deterioration of medical outcomes, including treatment resistance, more chance
for recurrence and increase the demand for the utilization of medical resources and increase
the morbidity and mortality of PLWHA (8). According to the meta-analysis study PLWHA
are nearly 2 times more likely to have had a recent episode of major depressive disorder than
people without HIV/AIDS (9).
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1.2. Statement of the problem

Since its discovery, the distribution of HIV/AIDS epidemic has been considered an issue of
great concern. Currently even if there is a modified and advanced treatment available for
HIV/AIDS and increased in life expectancy of PLWHA, still there are several complications
occurred among PLWHA along with different comorbidities. Particularly there is high

morbidity and mortality due to the common co-existence of HIV/AIDS and depression (9-11).

Depression is the most common mental disorder among PLWHA. Studies show that PLWHA
are more likely to develop depression than people without HIV/AIDS(12). A meta-analytic
study shows that the prevalence of depression in PLWHA ranges from 7.2% to 71.9% and 2
times higher in PLWHA than people without HIV/AIDS. The newly diagnosed with
HIV/AIDS patients start to think and worry due to different life-changing conditions and it
leads to depression (9, 13).

The study conducted in Myanmar shows that the prevalence of depression among PLWHA
was 30% (14). The Majority of PLWHA were under diagnosed and untreated for depression.
Depression is the significant disease burden and related with poor health outcomes like poor
ART adherence, resulting for ART inefficient and reduced the quality of life and lifespan
among PLWHA (14, 15). Lifetime prevalence of depression among PLWHA in the USA was
20-40%, up to two times higher than the general population (16). The study in Delhi, India
shows that the prevalence of depression among PLWHA under ART was 58.75%. The
unemployed, unmarried, uneducated, having low family income and low social support are
the most determinant factors for depression (17). More than half of PLWHA that suffer from
depression have not diagnosed properly as well as not treated (18). The study in Korea shows
that the prevalence of depression among PLWHA was 21% and it was associated with poor
adherence. Among these only 4% of the depressive patients were referred to psychiatric
evaluation and treatment. It indicated that there is low level of recognition and management
of depression among PLWHA (19).

As the majority of the world’s PLWHA are living in SSA, the prevalence of depression
among PLWHA is also high (4). Even if depression may fasten the progression of HIV/AIDS
and result for the development of ART resistance, diagnosis and treatment of depression
among PLWHA has not been a priority in Africa. For PLWHA the poor health outcomes is

resulted due to the development somatic symptoms that may include fatigue, weight loss, and
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insomnia and neurocognitive impairment including slowed thinking, poor concentration and
forgetfulness (4, 20).The prevalence of depression among PLWHA in Nigeria was 39.1% and
it was 5 times more common among PLWHA than the general populations (21).

Acording to the National Health Survey in Ethiopia, depression is one of the most common
psychiatric disorders with the prevalence of 9.1% in the general populations (22). How ever
there is high prevalence of depression among PLWHA. Studies show that the prevalence of
depresion among HIV/AIDS Patents Attending ART Clinic was 38.94% at Debrebirhan
Referral Hospital, North Showa, Amhara Region, Ethiopia(23), 44.4% at Zewditu Memorial
Hospital, Addis Ababa , Ethiopia(24), 45.8% at Harar Town, Eastern Ethiopia(25) and 48% at
Metu Karli Hospital lluababor Zone , South West, Ethiopia(26). If depression is diagnosed
early, it is an avoidable and a separate illness that can be treated, even when PLWHA are
under ART (12). Early detection and proper treatment of depression is very important to

improve the the health outcomes as well as the quality of life (27).

1.3. Significance of the study

This study was identified the factors for the presence of high prevalence of depression
among HIV/ AIDS patients. It provided initiative recommendation and direction about the
problems and the solutions towards depression among PLWHA. It also would help for the
policy makers to revise the health policies, law and regulation to reduce high prevalence
of depression among PLWHA, to plan for the management of depression among PLWHA
in addition to HAART and treatment of other opportunistic infections in the study based
on the finding. Furthermore the study would possibly generate information in the area of
the topic for other researchers to investigate further empirical evidences to control those
factors attributable to high prevalence of depression among HIV/ AIDS patients in the

study area.

3|Page



2. LITERATURE REVIEW

2.1. Prevalence of depression among HIV/ AIDS Patients

Several studies which were conducted in different part of the world indicate that the
prevalence of depression among HIV/ AIDS patients were high. Institutional based cross
sectional study design which was conducted at Guru Teg Bahadur Hospital in Delhi India
(2014) and at Korean university hospitals (September 2009 and February 2010) among 160
patients and 82 participants shows that the prevalence of depression were 58.75% and 21%
respectively (27, 28).A total of 63 patients and 425 patients were interviewed at Kingston,
Jamaica (2010), and Yangon region, Myanmar (2016) and the prevalence of depression were
43% and 30.12% respectively (10, 14).

Cross sectional studies which was conducted at Khartoum Hospital, Sudan (Jan 2015-Jan
2016) and at Entebbe district, Uganda (2011) among 362 patients and 618 patients shows that
the prevalence of depression among PLWHA were 63.1% and 8.1%) respectively (29, 30).
The studies at Teaching Hospital in Imo State, South East Nigeria (January and March 2015),
at Olabisi Onabanjo University Teaching Hospital, Sagamu, Nigeria(Jan 2009-June 2009) and
at University of Nigeria Teaching Hospital, Ituku-Ozalla, Enugu, Southeast Nigeria(2011)
among 271 patients, 130 patients and 122 patients shows that the prevalence of depression
were 39.1%, 23.1% and 21.3% respectively (21, 31, 32). The Cross sectional studies which
was conducted at Southwest Regional Hospitals of Cameroon (16 October 2014 to 12 January
2015) and at Yaoundé, Cameroon (February and March 2011) among 300 participants and
100 participants shows that the prevalence of depression were 26.7% and 63% respectively
(15, 33).

Institution based cross sectional studies at Alert hospital AA, Ethiopia (May, 2015) and at
Zewditu Memorial Hospital, AA, Ethiopia (August 1 to September 1, 2013) among 417
patients and 384 patients shows that the prevalence of depression were 41.2 % and 44.4%
respectively (8, 24). A total of 416 patients, 740 patients and 380 patients were interviewed at
Debrebirhan Referral Hospital, North Showa Ethiopia(April to May, 2013), at Harar Town,
Eastern Ethiopia (March 1st to March 31 2013) and at Metu Karli Hospital, South West,
Ethiopia (May 2012) shows that the prevalence of depression were 38.94%, 45.8% and 48%
respectively (23, 25, 26). Studies at Debre Markos Town North West Ethiopia and at Tigray,

4|Page



North Ethiopia(November, 2011 to July, 2012) among 412 patients and 269 patients shows
that the prevalence of depression were 11.7% and 43.9% respectively (7, 34).

2.2. Factors associated with depression among HIV/ AIDS Patients
2.2.1. Socio demographic factors

Institutional based cross sectional study design which was conducted at Southwest Regional
Hospitals of Cameroon (16 October 2014 to 12 January 2015) indicates that the proportion of
patients <40 years with depression was higher than those >40 years(15). Institutional based
cross sectional study design which was conducted at Zewditu Memorial Hospital, AA,
Ethiopia (August 1 to September 1, 2013) and Alert hospital, AA, Ethiopia (May, 2015)
indicate that age 18-24 years were 4 times and age 18-29years were almost 2 times more
likely to be depressed as compared to participants whose age are greater than 45 years and 50
years respectively (8, 24). The Study at Debrebirhan Referral Hospital, North Showa Ethiopia
(April to May, 2013) shows that Age between 30-39 years 2.8 times, Age between 40-49
years 3.8 times and Age between 60-69 years 19.6 times more likely to develop depression

than the age category between 20-29 years respectively (23).

Studies which were conducted at Entebbe district, Uganda (2011) and at Olabisi Onabanjo
University Teaching Hospital, Sagamu, Nigeria(Jan 2009-June 2009) indicates that females
were twice more likely to be depressed than male (30, 31). The study at Debrebirhan Referral
Hospital, Ethiopia (April to May, 2013) shows that female were 2 times more likely to be
depressed than male (23), but other study which was conducted at Harar Town, Eastern
Ethiopia (March 1st to March 31 2013) shows that males were 1.6 times more likely to be
depressed than females (25).

The study at Guru Teg, Bahadur Hospital in Delhi, India (2014) shows that unmarried had
higher prevalence of depression as compared to Married, divorced or widows/widowers.
Patients who were not living with their spouse were 2 times more likely to be depressed than
to those patients who were living with their spouse (27). Similarly the study at Southwest
Regional Hospitals of Cameroon (16 October 2014 to 12 January 2015) shows that unmarried
participants had a higher prevalence of depression (31.9%) than married participants
(20.7%))(15). The studies at Harar Town, Eastern Ethiopia(March 1st to March 31 2013)

shows that widowed were 3 times more likely to depressed than those who have been single
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(25) and at Metu Karli Hospital, South West, Ethiopia (May 2012) shows that being single
were 5.5 times more to be depressed than married and Divorced (23).0On the other hand
studies at Yangon region, Myanmar (2016) and at Khartoum Hospital, Sudan (January 2015-
January 2016) shows that the rate of depression was reported highest among married people
53.3% and 71.8% respectively (14, 29).

The Studies at Alert hospital, AA, Ethiopia (May, 2015) and Khartoum Hospital, Sudan
(January 2015-January 2016) shows that being illiterate were 2 times more to be depressed
and the prevalence of depression among illiterate patients were (73.3%) respectively(8, 29).
The studies at Yangon region, Myanmar (2016) and Guru Teg, Bahadur Hospital in Delhi,
India (2014)) shows that the prevalence of depression was the highest in illiterate (75%) with
compared to other educational levels and there was a high prevalence of depression was
found in the uneducated and in patients that attended school till lower standards (14, 27). But
the studies at Entebbe district, Uganda (2011), at Olabisi Onabanjo University Teaching
Hospital, Sagamu, Nigeria (Jan 2009), Southwest Regional Hospitals of Cameroon (16
October 2014 to 12 January 2015), Yaoundé, Cameroon (February and March 2011),
Teaching Hospital in Imo State, South East Nigeria (January and March 2015) and Harar
Town, Eastern Ethiopia (March 1st to March 31 2013) shows that there are no association

between educational status and depression(15, 25, 30-33, 35).

The study at Zewditu Memorial Hospital, AA, Ethiopia (August 1 to September 1 2013)
shows that Muslim and orthodox were 2.45 and1.23 times more depressed than protestant
respectively(24). But the studies at Entebbe district, Uganda (2011), at Olabisi Onabanjo
University Teaching Hospital, Sagamu, Nigeria (Jan 2009-June 2009, Teaching Hospital in
Imo State and South East Nigeria (January and March 2015)shows that there are no

association between religions and depression(21, 30, 35).

According to the studies which was conducted at Guru Teg Bahadur Hospital in Delhi, India
(2014) there was high prevalence of depression among low income groups i.e. those not
earning money or earning up to 5000RS than in higher income groups (27) and at Harar
Town, Eastern Ethiopia(March 1st to March 31 2013) clients who were income <500 ETB
were almost 2 times more risk of developing depression than who had income > 1500 ETB
(25). The Study at Debrebirhan Referral Hospital, North Showa Ethiopia (April to May, 2013)
shows that Income < 200 birr 4 times, Income between 201- 400 birr 2.8 times and Income
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between 401-700 birr 2.6 times more likely to develop depression than those with income
greater than 700 birrs respectively(23). Another study at Tigray, North Ethiopia (November,
2011 to July, 2012) shows that patients with income < 200 birr were 4.4 times more likely to
be depressed than Income >1000 birr (34).

Study at Guru Teg Bahadur Hospital in Delhi, India(2014) indicates that the prevalence of
depression in unemployed was 70.6% than government employee 46.6% or in private sector
43.6% and 71.4% were working as a daily wager (27). The study at Tigray, North Ethiopia
(November, 2011 to July, 2012) shows that being government employed were 3.5,

unemployed 2.7 times more likely to be depressed than self-employed respectively (34).

2.2.2. Psychosocial factor

The study which was conducted at Debre Markos Town Northwest Ethiopia shows that living

alone were 2.5 times more likely to be depressed than living with family (7).

The studies which were conduct at Alert hospital Addis Ababa (May, 2015), at Debrebirhan
Referral Hospital, North Showa Ethiopia (April to May, 2013) and at Zewditu Memorial
Hospital, AA, Ethiopia (August 1 to September 1 2013) shows that internalized stigma had
3.6 times, 3.6 times and 2 times more likely to be depressed as compared to patients who had
not internalized stigma respectively (8, 23, 24). Another studies at Debre Markos town
Northwest Ethiopia, Harar town, Eastern Ethiopia (March 1st to March 31 2013) and Metu
Karli Hospital, South West, Ethiopia(May 2012) shows that that internalized stigma had 3.4
times, 2.7 times and 5.5 times more likely to be depressed as compared to patients who did

not internalized stigma respectively (7, 25, 26).

The studies at Alert hospital Addis Ababa, Ethiopia (May, 2015) and Guru Teg Bahadur
Hospital in Delhi, India (2014), shows that having low social support were 2 times more
likely to be depressed as compared to high social support and high prevalence of depression
was seen in patients having low social support (100%) compared to those patients having a
high social support respectively (8, 27). The studies at Debre Markos Town Northwest
Ethiopia and Metu Karli Hospital, South West, Ethiopia(May 2012) shows that having low
social support were 10 times and 2 times more likely to be depressed as compared to high

social support (7, 26).
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Institutional based cross sectional study which was conducted at Debre Markos Town
Northwest Ethiopia and Guru Teg Bahadur Hospital in Delhi, India (2014) shows that losing
job due to HIV had 2.7 times more likely to be depressed than not losing job and depression
was highest in those lost their jobs due to HIV than not losing job respectively (7, 27).

2.2.3. HIV/AIDS related factor

Studies at Southwest Regional Hospitals of Cameroon (16 October 2014 to 12 January 2015)
shows that the prevalence of depression in PLWHA with CD4 count <200 cells/ul was higher
than PLWHA with a CD4 count >200 cells/pl (52.2% vs. 24.9% (15). Other study at Metu
Karli Hospital South West, Ethiopia (May 2012) shows that having CD4 count <250 cell/ul
had 2 times more likely to be depressed than CD4 count >250 cell/ul (26).

The study at Guru Teg Bahadur Hospital in Delhi, India (2014) shows that depression rate
was highest in Stage 11l than the preceding HIV stages (27). Other study at Alert hospital
Addis Ababa, Ethiopia (May, 2015) and Debrebirhan referral Hospital, North Showa Ethiopia
(April to May, 2013) shows that having HIV stage 111 2.8 times and 2.3 times more likely to
be depressed than HIV stage | respectively(8, 23).

Study at Guru Teg Bahadur Hospital in Delhi, India (2014) indicates that the prevalence of
depression decreases with duration of treatment with HHART (27). The study at Southwest
Regional Hospitals of Cameroon (16 October 2014 to 12 January 2015) shows that there was
no association between duration of treatment with HHART and depression (15).

The studies at Kingston, Jamaica (2010) and Southwest Regional Hospitals of Cameroon (16
October 2014 to 12 January 2015) shows that there were no association between HAART

regimen and depression (10, 15).
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2.3. Conceptual Framework
This conceptual frame work is developed by reviewing different literatures. It includes the
dependent variable which is depression and the independent variables those includes the
socio-demographic variables, psychosocial variables and HIV/AIDS related variables. Those

independent variables were associated for the presence of depression in different studies.

Demographic Factors Psychosocial Factors
v Age v" Living condition

v’ Sex Depression v Internalized stigma

v Marital status v Social support

v" Education level v Lost jobs

v Monthly income

v Occupation

HIV Related Factors
v' CD4 count

v' HIV/AIDS stages

v Drug regimen

v Duration of HAART

v" HAART interruption

Figure 1:Conceptual frame work for factors associated with depression among HIV/ AIDS
patients attending ART clinic at Gurage zone selected government Hospitals, southwest,
SNNPR, Ethiopia, 2018 developed through reviewing different literatures (7, 23-26)
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2.4. Justification

There is a stong relationship between the co-existence of depression and HIV/AIDS. The
presence of one is favorable for the existence of other. Currently in Ethiopia even though a lot
of changes and modifications have been done to address the impact of HIV/AIDS, the impact
of depression among PLWHA did not receive adequate attention. In Ethiopia there are some
studies regarding to this topic but the problem is still exist so it needs further studies and
investigations. In addition to this in Ethiopia there was no any special consideration service
for HIV/AIDS patients regarding the psychiatric service. However there was evidence that
indicates mental wellbeing is an important factor in the management of HIV/AIDS specially
related to the treatment effectviness and healthy life style modifications. Specifically there
was no any published study about the prevalence of depression and associated factors among
PLWHA in SNNPR as well in Gurage Zone. Therefore, this study addressed this gap by
assessing the prevalence and associated factors of depression among PLWHA in the selected

Hospiatals of Gurage zone.
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3. OBJECTIVES OF THE STUDY

3.1. General objective of the study

To assess the prevalence and associated factors of depression among HIV/ AIDS patients
attending ART clinics at Gurage zone selected government Hospitals, southwest, SNNPR,
Ethiopia, 2018

3.2. Specific objectives of the study

To determine the prevalence of depression among HIV/ AIDS patients attending ART clinic

at Gurage zone selected government Hospitals, southwest, SNNPR, Ethiopia, 2018

To identify factors associated to depression among HIV/ AIDS patients attending ART clinic
at Gurage zone selected government Hospitals, southwest, SNNPR, Ethiopia, 2018
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4. METHODS AND MATERIALS

4.1. Study area and period

This study was conducted in selected government hospitals of Gurage Zone, SNNPR from
March 1-30, 2018. Gurage Zone is one of the Zones found in SNNPR with the capital city of
Wolkite. It is located 153 Km South west of Addis Ababa, the capital city of Ethiopia and 178
Km North West Hawssa, the capital city of SNNPR region. Gurage Zone is bordered on the
Southeast Hadiya and Yem special woreda, on the West, North and East Oromia Region and

on the Southeast Silt'e Zone. It is situated between 1910m and 1935m above sea level (36).

Based on the Gurage Zone Health Office 2017 Report, this Zone had a total population of
1,648,695. Gurage Zone had 4 governmental Hospitals with one General and 3 primary
hospitals. There were 3432 HIV/AIDS patients who were attending ART clinics in the zone
and among those 1639 PLWHA were attending in the governmental hospitals(6).

4.2. Study design

Institutional based cross-sectional study design was used.

4.3. Populations
4.3.1. Source population

All adult HIV/AIDS patients who were attending ART clinics at Gurage zone governmental

Hospitals during the study period

4.3.2. Study population

All adult HIV/AIDS patients who were attending ART clinics at Butajira General Hospital
and Gunchire primary Hospital, Gurage zone, SNNPR, Ethiopia, 2018 during the study period

4.3.3. Study subject

All randomly selected adult HIV/AIDS patients who were attending ART clinics at Butajira
General Hospital and Gunchire primary Hospital, Gurage zone, SNNPR, Ethiopia, 2018
during the study period.
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4.4. Eligibility criteria

4.4.1. Inclusion criteria

All adult HIV/AIDS patients who were attending ART clinics at Butajira General Hospital
and Gunchire primary Hospital, Gurage zone, SNNPR, Ethiopia, 2018 during the study period
and who had at least one previous visit at ART clinics.

4.4.2. Exclusion criteria

All HIV/AIDS Patients who were seriously ill for interview

4.5. Variables
45.1. Dependent variable

Depression

4.5.2. Independent variables

Age Internalized stigma
Sex Living condition
Ethnicity Social support
Religion CD4 count
Marital status HIV/AIDS stages
Education level Drug regimen
Monthly income Duration of HAART
Occupation HAART interruption

Lost jobs
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4.6. Operational definition
Not depressed -Based on the Patient Health Questionnaire- 9 score who scored was < 4.
Depressed - Based on the Patient Health Questionnaire- 9 score who scored was> 5 (15,21, 23-25).
Internally stigmatized-Based on 10 items internallized stigma scale that scored higher than the mean
Not Internally stigmatized-Based on 10 items internallized stigma scale that scored lower than the
mean (26).
High social support- Based on the SSQ-6 who scored higher than the mean.
Low social support- Based on the SSQ-6 who scored lower than the mean (26).

4.7. Sample size determination and sampling procedure
4.7.1. Sample size determination

The sample size was determined by using a single population proportion formula considering the
following assumptions: standard normal distribution with confidence interval (ClI) of 95% (Z,,=1.96),
absolute precision or tolerable margin of error (d=0.05), and the prevalence of depression at Harar
Town, Eastern Ethiopia, 2013 was 45.8%(25).

N= (Zyo)’X P (1-P)
d2

_ (1.96)% 0.458(1-0.458)

0.05)2 =381

Since the number of source population (N) is <10,000, so using the correction formula

Cy
ﬂf — 1_|_?'EE'J.." -

&

nfz —9L =309

1+381/1639

By considering 10% for non-responses then the final sample size was 340.
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4.7.2. Sampling procedure

Gurage Zone had four governmental Hospitals with one General and three primary hospitals. By lottery

method the 2 hospitals Butajira General and Gunchire primary Hospitals were selected among 4

governmental Hospitals. The study participants were selected from those two Hospitals by

proportionally allocating then by simple random sampling from the appointment log of March (fig.2).

-

\_

. )
Gurage Zone Governmental Hospitals
(4 hospitals =Butajira, Gunchire, Bue and Kuante)
,
:IILotterv : Butaiira Gunchire
3 ')
No of PLWHA who attend at No of PLWHA who attend at

Butajira n=834

\ 4

No of PLWHA who attend at Butajira
b/n March1-30/2010 E.C, n;=542

Proportional allocated

hospitals

Gunchire N =240

\ 4

No of PLWHA who attend at Gunchire
b/n March1-30/2010 E.C, N,=137

L

N’=69

/

By simple random using computer generating
340 individuals was selected from the two

Figure 2: schematic presentation of sampling procedures for the study conducted among HIV/ AIDS

patients attending at Gurage zone selected government Hospitals, southwest, SNNPR, Ethiopia, 2018
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4.8. Data collection instrument

A structured Patients Health Questionnaires- 9 was used to measure the depression status among
HIV/AIDS patients which was adapted from similar studies. It has 9 items and for every item there is a
value from 0 to 3 (not at all = 0; several days = 1; more than half of the days = 2; nearly every day = 3)
and by adding the value; the depressed status was determined as depressed or not.The PHQ-9 has
acceptable reliability, validity and a sensitivity of 88% and a specificity of 88% for depression

diagnosis (23).

A questionnaire format with socio demographic characteristics (age, sex, ethnicity, religion,
educational level, occupation, marital status, monthly income and occupation), psychosocial factors
(internalized stigmatized, social support, living condition and lost jobs) and HIV/AIDS related factors
(CD4 count, WHO HIV/AIDS stages, ART interruption and drug regimen) was used to measure the

association with depression among HIV/AIDS patients.

The internalized stigma scale and social support questionnaire was adapted from similar studies. The
internalized stigma scale consisted of 10 items rated on a 5-point response format ranging from
“strongly disagree” (1) to “strongly agree” (5) based on the extent to which a respondent felt about
him/herself since being diagnosed with HIV. A total score (possible range = 10-50) will be obtained by
summing responses to all items. From the mean the higher scores indicating internally stigmatized and

lower scores indicating not internally stigmatized. The cronbach alpha of these items was 0.92 (26).

Social support- assessed by (SSQ-6) it included 6- items scale that assessed the number of available
social support. The number of persons available to provide the type of support described in each item
was coded as either “no one” (0) or “one or more” (1). The total score is obtained by summing all 6
items with a possible range of 0 to 6. From the mean the higher scores indicates higher levels of
available social support where as below the mean indicates lower level of available social support. The

reliability coefficient for these items was 0.86 (26).

4.9. Data collection procedures
The data was collected by using interviewer administered questionnaires. Three BSc nurses to collect
the data and two supervisors who were controlled and managed the data collection procedures were
recruited. They were oriented on how to fill the questionnaire, about the ethical principles,
confidentiality and data management prior to their involvement for data collection.
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4.10. Data quality control

Translation of instrument was made from English language to local language Guragegna and Amharic
language and back to English language by different experts who were familiar on the field of area in
order to ensure its consistency. To check the methods and materials the questionnaires were pre-tested
before the actual data collection period in 5% of the participants at Bue primary hospitals at Gurage
Zone, SNNPR, Ethiopia and modifications were taken.Three data collectors and two supervisors who
can speak both Amharic and Guragegna languages were recruited. The supervisors checked the
completeness, accuracy, and consistency of the collected data in the whole period of data collection.
Two days training was given for data collectors by Amharic language on how to ask and fill the
questions, and how to approach the respondents. On each data collection days the collected data were
reviewed by supervisors and principal investigator, and any problems that faced in the time of data

collection were discussed and immediate solution were given.

4.11. Data processing and analysis

Data was checked for completeness and cleaned before it was entered to a computer. Then it was coded
and entered into EpiData version 4.2.0.0 and importing to SPSS version 25 software packages for data
analysis. The outcome variable was re-coded to dichotomous outcomes: either the respondents are
depressed or not. Based on PHQ-9, depressed or respondents who had scored >5 were coded as 1’ and
those respondents who had scored <4 were coded ’0’. The independent variables were coded based on
previous related studies and distribution of responses in the data. Frequencies and proportions were

used to describe the study participants. The data is presented by using tables and graphs.

Bivariate analysis and crude odds ratio with 95% confidence interval (Cl) was used to see the
association between independent variable and the outcome variable by using binary logistic regression.
Independent variables with p-value of <0.25 were included in the multivariate analysis to control
confounding factors. Hosmer-Lemeshow’s test was found to be insignificant (p-value = 0.99) and
Omnibus tests was significant (P-value = 0.00) which indicate the model was fitted. Adjusted odds ratio
along with 95% CI was estimated to identify the factor associated with depression among PLWHA
using multivariable logistic regression analysis. Level of statistical significance was declared at P-value
<0.05.
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4.12. Ethical consideration

The study was reviewed and approved by Addis Ababa University College of Health science,
department of nursing and midwifery. The ethical clearance was obtained from Addis Ababa University
Institution Research Board. Letter was submitted to Gurage zone health office, Butajira general
Hospital and Gunchire primary Hospital and then permission was obtained from those bodies. Prior to
interview; all participants recruited to the study were receive written informed consent about the study.
The participants did not gain any incentives and direct benefit, yet the result can be used as a baseline
for further studies that can be done in the study area and identified problems associated to depression
among HIV/AIDS in those hospitals as well as in our country. The result will be disseminated to
different bodies. The study has no any risk for the participants and interview were private to make safe
participants from any fear. Respondents were insured about the confidentiality of information obtained

and the respondents did not ask to tell their names.
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5. RESULT

5.1. Socio-demographic characteristics of study participants
In this study, the data were collected from 328 respondents through face-to-face interviews
with the response rate of 96.5%. Among those 177(54%) were female. 143(43.6) were in the age group
of 30-39 and the mean age of the participants’ was 37.6 years with range from 18 to 68. From the study
participants 257(78.4%) were Gurage in ethnicity, 140(42.7) were Muslim in religion, 205(62.5%)
were married, 119(36.3%) were llliterate and 98(29.9 %) were farmer. Monthly income of respondents
involved in the study was less than or equal to 500 birr for 88(26.8%) clients and more than 2000 birr

for 76 (23.2%) clients (Table 1).
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Table 1:Socio- demographic characteristics of study participants at Gurage zone selected government

Hospitals, southwest, SNNPR, Ethiopia, 2018 (n=328).

Variable Frequency Percent (%)
Age 18-29 59 18.0
30-39 143 43.6
40-49 82 25.0
> 50 44 13.4
Sex Female 177 54.0
Male 151 46.0
Ethnicity Gurage 257 78.4
Silte 34 10.4
Ambhara 22 6.7
Oromo 5 1.5
Others 10 3.0
Religion Muslim 42.7 42.7
Orthodox 40.9 40.9
Protestant 15.2 15.2
Catholic 1.2 1.2
Marital status Single 49 14.9
Married 205 62.5
Widowed 55 16.8
Divorced 19 5.8
Educational status Iliterate 119 36.3
1-4 79 24.1
5-8 58 17.7
9-12 50 15.2
College or university 22 6.7
Occupation Daily labor 53 16.2
Government employee 48 14.6
Farmer 98 29.9
Merchant 48 14.6
Student 13 4.0
unemployed 39 11.9
others 29 8.8
Income <500 88 26.8
501-1000 75 22.9
1001-1500 39 11.9
1501-2000 50 15.2
>2000 76 23.2
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5.2. Psychosocial factors of depression

Among the study participants 26(81.4%) were living with their family, 222(67.7%) were internally

stigmatized, 257(78.4%) had high social support from their families or other supportive bodies and the
majority 304 (92.7%) did not lose their jobs due to HIVV/AIDS related illness (Table 2).

Table 2:Psychosocial factors of study participants at Gurage zone selected government Hospitals,

southwest, SNNPR, Ethiopia, 2018 (n=328).

Variable Frequency Present
Living condition Alone 58 17.7
With family 270 82.3
Internalized stigma Yes 106 32.3
NO 222 67.7
Social support low social support 71 21.6
High social support 257 78.4
Lost jobs due to illness  Yes 24 7.3
No 304 92.7
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5.3.  HIV/AIDS related factors of depression
Among the study participants 238(72.6%) of the respondents were WHO HIV/AIDS clinical stage |,
272(82.9%) had CD4 counts greater than 250, the most of the respondents 320(97.6%) have taking first
line ART and 295(89.9%) had taking their HIVV/AIDS medication properly without interruption (Table

3).

Table 3: HIV/AIDS related factors of study participants at Gurage zone selected government Hospitals,

southwest, SNNPR, Ethiopia, 2018.

Variable Frequency Present
Stage stage | 238 72.6
stage Il 52 15.9
stage Il 17 5.2
stage IV 21 6.4
Recent CD4 count (cell/ul) <250 56 17.1
>250 272 82.9
Duration of HHART(in month) <6 62 18.9
>6 266 81.1
HHART interruption Yes 33 10.1
No 295 89.9
Drug Regimen 1st line 320 97.6
2nd line 8 2.4
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5.4. The Prevalence and level of depression
The prevalence of depression among PLWHA at Gurage zone selected government Hospitals,

southwest, SNNPR, Ethiopia, 2018 was 37.5%

Prevalence of depression

B Depressed

@ Not depressed

Figure 3:prevalence of depression among PLWHA attending ART clinic at Gurage zone selected
government Hospitals, southwest, SNNPR, Ethiopia, 2018 (n=328).
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5.5. Factor associated with Depression among HIV/ AIDS patients

Those variables with a P-value of < 0.25 in the Binary logistic analysis was entered to multivariable
logistic analysis using enter method to identify the independent factors associated with depression
among HIV/ AIDS patients. In bivariate analysis the covariates: age, sex, marital status, monthly
income, lost jobs, internalized stigma, living condition, social support, CD4 count, WHO HIV/AIDS
stages, drug regimen, duration of HAART and HAART interruption were associated with depression
among HIV/ AIDS patients. In multiple logistic regression analysis, the covariates: sex, monthly
income, internalized stigma, social support, duration of HAART and HAART interruption were
statistically significant at 5% level of significant and were found to be the associated factors of
depression among HIV/ AIDS patients.

Females were 2 times more likely to develop depression than males [AOR=2.43; 95%CI (1.27-
4.64)].Those with income less than 500 birr were 4 times, income between 501-1000 birr were 3.6
times, income between 1001-1500 birr were 3.2 times and income between 1501-2000 birr were 3
times more likely to suffer from depression than those with income >2000 birr [AOR=4.07;95%CI
(1.65-10.04 )], [AOR= 3.62; 95%CI (1.44-9.09 )], [AOR= 3.25; 95%CI (1.11-9.51)] and [AOR=2.90;
95%CI (1.02-8.27)] respectively. Those patients who had duration of ART <6 months were 3 times
more likely to develop depression than patients who had duration of ART >6 months [AOR=2.95;
95%CI (1.42-6.04)] and patients who had not taken their ART properly were 3.4 times more likely to
develop depression than patients who have not taken their ART properly [AOR= 3.43; 95%CI (1.17-
10.04)].

Regarding to internalized stigma, patients who were internally stigmatized were 4 times more likely to
develop depression than patients who were not internally stigmatized [AOR=4.16; 95%CI (2.21-
7.84)].Those patients who had low social support were 4 times more likely to develop depression than
patients who had high social support [AOR= 4.00; 95%CI (1.72-9.27)].
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Table 4: Binary and multivariable Logistic regression analysis of factors associated with depression
among PLWHA at Gurage zone selected government Hospitals, southwest, SNNPR, Ethiopia, 2018

Variable Depression COR (95%CiI) AOR (95%Cl)
Yes No

Sex

Female 80(45.2%) 97(54.8%) 2.07(1.306-3.285) 2.43(1.27-4.64)*

Male 43(28.5%)  108(71.5%)  1.00 1.00

Average monthly Income

<500 44(50%) 44(50%) 5.33(2.53-11.23) 4.07(1.65-10.04)
501-1000 31(41.3%) 44 (58.7%)  3.76(1.74-8.11) 3.62(1.44-9.09)*
1001-1500  17(43.6%) 22 (56.4%)  4.12(1.70-9.97) 3.25(1.11-9.51)*
1501-2000  19(38.0%) 31(62.0%) 3.27(1.41-7.58) 2.90(1.02-8.27)*
>2000 12(15.8%) 64(84.2%) 1.00 1.00

Duration of ART(in months)
< 6 months 35(56.5%) 27(43.5%) 2.62(1.49-4.61) 2.95(1.42-6.04)*
>6 months 88(33.1%) 178(66.9%) 1.00 1.00
HHART interruption
Yes 22 (66.7%) 11 (33.3%) 3.84 (1.79-8.24) 3.43(1.17-10.04)*
No 101(34.2%) 194 (65.8%)  1.00 1.00
Internally stigmatized
Yes 66(62.3%)  40(37.7%) 4.78(2.91-7.84) 4.16(2.21-7.84)***
NO 57(25.7%) 165(74.3%) 1.00 1.00
social support
Low social support  44(62.0%) 27(38.0%) 3.67(2.12-6.35) 4.00(1.72-9.27)**
High social support  79(30.7%)  178(69.3%) 1.00 1.00

*p-value<0.05, **p-value<0.001 and ***p-value<0.000
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6. DISCUSSION

6.1. Prevalence of Depression

The prevalence of depression in this study was 37.5%. This finding was relatively comparable with
study reported from Alert hospital AA, Ethiopia and Debrebirhan Referral Hospital, North Showa
Ethiopia in which prevalence of depression among PLWHA were 41.2% and 38.94% respectively ( 24,
23). This result was also comparable with study done at Teaching Hospital in Imo State, South East
Nigeria and that shows the prevalence of depression among PLWHA were 39.1% (21).

This prevalence was lower than the studies conducted at Zewditu Memorial Hospital, AA, Ethiopia,
Tigray, North Ethiopia, Harar Town, Eastern Ethiopia and Metu Karli Hospital, South West, Ethiopia
that shows the prevalence of depression were 44%, 43.9% 45.8% and 48% respectively (24, 25,26 34).
This result was also lower than findings reported from studies done at Guru Teg Bahadur Hospital in
Delhi India, Khartoum Hospital, Sudan and Yaoundé, Cameroon shows that the prevalence of
depression were 58.75%, 63.1 % and 63% respectively (27, 29, 33). The variation might be due to the
change and modification of management protocol. Currently there is a great modification and changes
have been done regarding to HIV/AIDS screening, diagnosis and management protocol. In addition to
this currently better attention has been given for PLWHA patients regarding to covering the range of
services needed, covering the populations in need of services and covering the costs of services and
accessibility of the infrastructures which leads to decrement of the prevalence of depression among
PLWHA.

But this prevalence was higher than the study conducted at Debre Markos Town North West Ethiopia
that shows the prevalence of depression were 11.7% (7). The variation might be occured due to the
study conducted at Debre Markos Town North West Ethiopia was community based but this study was
institutional based so even if the population were the same the study settings were differs. This result
was also higher than findings reported from studies done at Yangon region, Myanmar Southwest Regional
Hospitals of Cameroon, at Korean university hospitals, Entebbe district, Uganda at Olabisi Onabanjo
University Teaching Hospital, Sagamu, Nigeria and University of Nigeria Teaching Hospital, ltuku-
Ozalla, Enugu, Southeast Nigeria shows that the prevalence of depression were 30.12%, 26.7%, 21%,
8.1% and 23.1% respectively ( 14, 15, 21, 30, 31). This variation might be occurred due to differ in
tools, sampling technique, sample size and socioeconomic characteristics. The studies which were

conducted at Korean university hospitals and at University of Nigeria Teaching Hospital, Ituku-Ozalla,
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Enugu, Southeast Nigeria used the difference tools that wre the Beck Depression Inventory (BDI) with
a 21-item tool with scores of >21 and Hospital Anxiety and Depression Scale (HADS) with a 7-item
tool with scores of >11 indicating depression and used small sample size only 82 and 122 HIV-infected
patients respectively with convenient (non-probability sampling techniques). But this study had 340

study participants and it used PHQ-9 items tool with score of >5 indicating depression.

6.2. Factors associated with depression among HIV/AIDS Patients

In this study gender was one of the important significant factors for depressions among PLWHA i.e.
females were ststically significance with depression. Females were 2 times more likely to develop
depression than males This was similar with studies conducted at Debrebirhan Referral Hospital,
Ethiopia, Entebbe district, Uganda and Olabisi Onabanjo University Teaching Hospital, Sagamu,
Nigeria (23, 30, 31). The reason why females were more depressed than males might be due to
biological (females have strong genetic predisposition and more subjected to fluctuating hormone),
psychological (more ruminative and more invested in relationship) and sociocultural (more stressful)
variation. But this result was contradicted with other study which was conducted at Harar Town,

Eastern Ethiopia (25). This difference might be occurred due to sociocultural difference.

Those with income less than 500 birr were 4 times, income between 501-1000 birr were 3.61 times,
income between 1001-1500 birr were 3.25 and income between 1501-2000 birr were 2.90 times more
likely to suffer from depression than those with income>2000 birr. This finding was consistent with
studies conducted at Debrebirhan Referral Hospital, North Showa Ethiopia, Harar Town, Eastern
Ethiopia, Guru Teg Bahadur Hospital in Delhi, India and Tigray, North Ethiopia (23, 25, 27, 34). The
possible explanation for this might be PLWHA who have low income cannot easily fulfill their needs,
have difficult to get balanced diet and to cover health expense. In addition to their disease status,
financial hardship leading to psychological distress and frustration, so they might easily develop
depression.

Duration of ART was highly significant with depression. Those patients who had duration of ART <6
months were 3 times more likely to develop depression than patients who had duration of ART >6
months This finding is similar with studies conducted at Guru Teg Bahadur Hospital in Delhi, India
(27). The reason might be PLWHA who started ART might be worry to adapt ART and face different
adverse effects with in the first 6 months and this might be leads to depression.
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ART interruption was highly significant with depression. Patients who had not taken their ART
properly were 3 times more likely to develop depression than patients who interrupt their ART. The
possible explanation might be as PLWHA interrupt the ART, there might be increment of diseases
progression, probability of occurrence of opportunistic infections and burden.

Internalized stigma was highly and positively significant with depression. patients who were internally
stigmatized were 4 times more likely to develop depression than patients who were not internally
stigmatized.This finding was consistent with studies done at Debre Markos Town Northwest Ethiopia,
Alert hospital Addis Ababa, at Debrebirhan Referral Hospital, North Showa Ethiopia, Zewditu
Memorial Hospital, AA, Ethiopia, Harar Town, Eastern Ethiopia and Metu Karli Hospital, South West,
Ethiopia (7, 8, 23-26).This might be occurred as PLWHA were internally stigmatized, they fear and
frustrate about gossip from others and decrease their social network.

Social support was highly significant with depression. Those patients who had low social support were
4 times more likely to develop depression than patients who had high social support. This was similar
with studies conducted at Debre Markos Town Northwest Ethiopia, Alert hospital Addis Ababa,
Ethiopia, Metu Karli Hospital, South West, Ethiopia and Guru Teg Bahadur Hospital in Delhi, India (7,
8, 26, 27). This might be occurred due to social support were significantly influenced the mental health
status of the respondents. When PLWHA got high social support, the probability of developing
depression was less likely because they might be more confidential, free from psychosocial distress,
resulting in a better quality of life.

Generally, the study assessed the prevalence of depression among PLWHA and identified its associated
factors and it can be an input for health institutions to give an integrated HIV/AIDS treatment with
depression management for PLWHA. In the future the researcher should conduct a prospective study in

which depressed patients are followed up to determine whether they are subsequently depressed or not.
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7.3. Strengths and Limitations

Strengths;

v" Many different variables were assessed to identify factors associated to depression among
PLWHA and new varibables were assessed.

v’ Standard and valid questionnaires used in other studies was adopted and adapted for the study.
Limitations;

v The study did not include PLWHA who were attending at health centers and private health
institutions and who did not visit any health institutions.

v’ The study was cross-sectional, it did not show the real cause-effect relationship
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8. CONCLUSION AND RECOMMENDATION

8.1. Conclusion

The prevalence of depression among PLWHA who were attending at Gurage zone selected government
Hospitals, southwest, SNNPR, Ethiopia, 2018 were 37.5%. Sex, monthly income, internalized stigma,
social support, duration of HAART and HAART interruption were significantly associated with

depression among HIV/ AIDS patients.

8.2. Recommendation

Based on this finding the following recommendations were forwarded;

To Gurage Zone health beaureau:

The Zone health beaureau should link those PLWHA with different governmental, NGO or any other
supportive groups to get economical support, social support, training related to stigmatization and for
other care

To Gurage zone government Hospitals:

Those health care provider should give special consideration for PLWHA; who are females, have low
monthly income, are internally stigmatized, have lower social support, with in the first 6 month of ART
duration and who did not taken their ART properly. There should be proper routine psychiatric
screening.

To Gurage Zone administration:

The administration of Gurage zone should support PLWHA especially who are females, have low
monthly income and have lower social.

To Ministry of Health:

MOH should support PLWHA by supporting economically and by giving training regarding to
stigmatization and ART addherance.

Nursing practice:

Nurses should connect PLWHA with different Governmental and non Non-governmental organizations
to get economical and social support.

Nurses should also give training and health education for PLWHA and their family, particularly by
giving emphasis on how to recognize depression, how to help the clients and how to report them.
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To researcher: Further research that might include private health institutions and health centers to
solve the problems of HIVV/AIDS comorbidity with depression. In addition to this prospective study
should be conducted about deprehealthssion among PLWHA.
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APPENDIXES

I. Questionnaire English version

To the data collector facilitators: Please inform the respondents about the aim of the study as

described below!

Benefit of the study: The participants will not gain any incentives and direct benefit, yet the result can
be used as a baseline for further studies that can be done in Butajira general Hospital and Gunchire
primary Hospital and identify problems associated to depression among HIV/AIDS in those hospitals as
well as in our country.

Risk of the study: The study has no any risk for the participants and interview will be private to make

safe participants from any fear.

Dear respondents:

This questionnaire is only for research purpose. | assure you that confidentiality and anonymity will be
fully maintained. To strengthen this you are not expected to write anything such as name, 1D, address...
that may lead to your identification.

Your participation is purely voluntary, and you can withdraw at any time after you get involved in the
study without compromising your right. However, | hope that you will participate in this study since
your responses are quite important. If you are willing to take part in the study, you are kindly requested

to respond to all questions honestly!

Now do you agree to participate in the study?  Yes No
Thank you very much for your co-operation!

Data collector facilitators name signature
Date month year

Supervisor name signature

Date month year
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Addis Ababa University College of health sciences, school of allied health sciences department of

Nursing and Midwifery

Questionnaire prepared to assess the Prevalence and Associated factors of depression among HIV/

AIDS patients attending ART clinic at Gurage zone selected government Hospitals, southwest,

SNNPR, Ethiopia, 2018.

Please indicate your response by circling your choice or by writing the appropriate information on the

space provided!

Part I. Socio-demographic characteristics

101. Age: years old
102. Sex: A. Female B. Male

A. Gurage C. Amhara
103. Ethnicity: B. Silte D. Oromo

E. Others (specify)

A. Muslim C. Protestant
104. Religion: B. Orthodox D. Catholic
E. Others (specify)
) A. Single C. Widowed
105. Marital status: i _
B. Married D. Divorced
A. llliterate B.0-4 C.5-8

Educational status (Circle only the highest

D. 9-12 E. College or

106. university graduated
grade or degree completed):
F. Others (specify)
A. Daily laborer B. Gov’t employee
108. What is/was your occupation? D. Merchant E. Student
C. Farmer F. Others(specify)
109. Average income birr/month

35| Page




Part Il. Psychosocial factors

201. | With whom you live? A. alone. B. with my family

C. Others (specify)

202. | Have you lost your job due to HIV/AIDS | A. Yes B. No

illness?

3. The following questions are related to Internalized Stigma

All of the following statements refer to the way you feel (not what you think others think about yot

since you were diagnosed with HIV infection.

How You feel about yourself: Strongly | Disagre | Neutral | Agree | Strongl
Disagree | e y
Agree

301. | You feel so ashamed about having 1 2 3 4 5
HIV/AIDS.

302. | You feel marked, labeled or different. | 1 2 3 4 5

303. | HIV infection hinders your ability to 1 2 3 4 5
interact with other people.

304. | HIV infection hinders your ability to 1 2 3 4 5
be intimate with other people.

305. | You feel that you are undesirable. 1 2 3 4 5

306. | You feel inhibited from making new 1 2 3 4 5
friends.

307. | You are deceitful when it comes to 1 2 3 4 5
telling other people that you have HIV
infection.

308. | Having HIV infection is like being 1 2 3 4 5
branded with a terrible mark of shame.

309. | You try to hide the fact that you have | 1 2 3 4 5
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HIV infection.

310. | You feel that you need to hide your 1 2 3 4 5

illness.

4: The following questions are related to availability of Social support .Those questions provide

whom you can count on for help or support. Give the person’s relationship to you.

Who helps you with each of the following? Who provides the support?

401. Who can you really count on to help you not think . No one

about your worries when you feel under stress? . Family

. Friends

. Organization

. Religious father/persons

. Unknown persons

402. Who can you really count on to help you feel more .No one

relaxed when you are under pressure or tense? . Family
. Friends

. Organization

. Unknown persons

403. Who accepts you totally, including both your worst .No one

and best points? . Family
. Friends

. Organization

. Religious father/persons

. Unknown persons

404. Who can you really count on to care about you, .No one

regardless of what is happening to you? . Family

0
1
2
3
4
5
0
1
2
3
4. Religious father/persons
5
0
1
2
3
4
5
0
1
2. Friends
3

Organization
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. Religious father/persons

. Unknown persons

405.

Who can you really count on to help you feel better

when you are feeling generally down-in- the dumps?

.Noone

. Family

. Friends

. Organization

. Religious father/persons

. Unknown persons

406.

Who can you count on to comfort you when you are

very upset?

.No one
. Family
. Friends

. Organization

A W N B Ol 1 P W N BB O] O1 >

. Religious father/persons

5. Unknown persons

Part I1l. HIV related factors (if the patients do not know their HIV/AIDS conditions refer from

card)
501. Which is your HIV/AIDS stage? A. Stage | C. Stagellll
B. Stagel ll D. Stage IV
502. How much is your recent CD4 count? cell/ul
503. How long time did take your HIV/AIDS medication? in months
504. Have you taking your HIV/AIDS medication properly A. Yes
without interruption?
B. No
505. Drug Regimen (refer from card) A. 1% line  B.2"line
C. Others (specify)
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Part IV. Questionnaire for depression screening of patient (PHQ-9)

Instructions: this interview consists of nine items. Please listen carefully what 1 am going to read each
items of statement for you, and then tell me the one number in each item that best describes the way
you have been feeling during the past two weeks.

s.n Questions Respondents possible answers
Not Several | Morethan | Nearly
atall days half the every

days day

601. | Little interest or pleasure in doing things 0 1 2 3

602. | Feeling down, depressed, or hopeless 0 1 2 3

503, Trouble falling or staying asleep, or sleeping too 0 . ) 3

much
604. | Feeling tired or having little energy 0 1 2 3
605. | Poor appetite or overeating 0 1 2 3

Feeling bad about yourself- or that you are a failure
606. _ 0 1 2 3
or have let yourself or your family down

Trouble concentrating on things, such as reading the
607. _ o 0 1 2 3
newspaper or watching Television

Moving or speaking so slowly that other people could
have noticed? Or the opposite being so fidgety or
608. PP ) J ey 0 1 2 3
restless that you have been moving around a lot

more than usual

Thoughts that you would be better off dead or of
609. _ _ 0 1 2 3
hurting yourself in some way

THANK YOU

I have finished my interview

If you have any question/suggestion regarding to the study you can contact with the owner of the stdy
by the following address

Name Haile Workye  Tell no_09-35-03-34-09

email:haileworkye21@gmail.com
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I1. Amharic version questionnaires

POt PO

ANNAN®-: A0V hHY 0T P07 PTGE: FATTIPTF ATGE TAF4LPTF hhlE
PPGE TPI°: A3 4OT hHY TS 0TI CULETYE 9°19° Al TP ®OLI° e f
PA": IC 77 2V TG NPME M-FEe- AS N 76 PONTIAN A& U-9° U144k

N TFhRN/ W0 Vaod°+E T AL CEANCT NCHT AG +HHIE Vs PF Otaopht
ATLLLT TGP A7L oot CIATDAA::

PTG AT LU TGS NFATLOT AL 9°39° ALTT 15T hPLCNI° i aome+:
PHAFLOT TLATC 0Hm0d o071 Ch'hGA::

@&+ 4P T

PHY aomEP FA%7 AI°CI°C NF W7 Lu9° NN-FEé amPAL POTIA AS NH7Té
Paoavl @ LA POT A NhThSN/ &0 Vood°+ETF AL CENCT ACHT AG THOTE
VB3 2T ATITS T 103 ALITTALT CI°LAID i NHY aom@P AL C7LAMT ovlF
ML PrE AS 1V oo oo-p PHm0e SPSA:AGSI® NHY oomeP AL
PACOL T T AfLavld- POLTA NI°PiaoAf RTCT7T hG ALLNP T h2I199°: NV
TG AT CUUTFAT ML PL7TrT ANF 10017 0-9° Oat CACNE T ool £97,94.
NooAn=T LH T1$9° LFANIC 77 PACNEL A6 NMI° ANdAL DALY LAtT4A NAT
T4 AGLCINT:NNY TG T AL AGvATq L PLE hP'r PI°IMBPLT7 avlB av-f Aao-h
OhdFrt Gavd-N7 W7 AIMEPP I AT

av7 TG 0T AooAFE BNTT7IN? AP hANTTIT
NMg° AGae\7507!

C1+ax4 4C71

PavlB ANAN, N9° 4071 +7 oc 9.9°
1 A0 L) L) P P &CM1 +7 oc 9.9°

TG7 Ohavdnt 1E®I° 98T TEE 0LTI° AHEL T NAL T N7LhFAD- AL -1
NGk 0ANTFaolE 29T FTAAT U

ag°: veh OCPe NAh €TC: 09-35-03-34-09

AP TT CACOLT 9°Cm 17700 @LI° NPLNM- N3 AL N aolF NoolG: JPATILG
L9407
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AEA At TTVNE-BG-chHN h@P+C WGP+

101. | AL99: g gv-}-
102. | o5 v. Ok A 7L
V. TéD h. ho¢-
103, | MehlC? 7™3&10-7 A, DAT a0, WO
w. AA (BIAT)
V. ao-\A9° A. AC-ELA0
104, | TRTIST: T C TN oo, A
w. AA (£700)
105 goNF U vU. eAN/F 0. f'l‘l/"'f‘
' ch. A0/ av, LT
PMSEET NFA OLI° PAE NF | oo 9-12 w. hhAE @L9° heLNCH
106. | o )
' Pt avld L. A(L100)
V. PP7 NeF h. M
108. A. Cav 3Nt (e ts oo, 198,
fae U w. 1oy 4. 0 (£700)
109. | noc Aomge . NC/OC
NEA UAF: POT-AAI°C AS TTUNEP VB3O
201. | h977 OC 10 P9° S L7 U. NFe7 A. hHON OC
ch. AA(BIAR)
202. | NAT ALN/AEO VaoI® N3 e U. h® A. AAPI°N-9°
Ne-V/T7 hdav AGA?
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NEA UAT A haonT Y8R4T IC THTE TLEPT
U9 PR a0 0B ITF POLMPOT haThLN. OC oo 727 hod EI°C ACH N7L0" 0T+
oAl (MAT AN ACAP 7°7 AIL7LeaN £OMTF ALLPT)

NAG-NL 77 BATIPFNT?

Ny
AANT
*39°(1)

hAANTTY
7°(2)

10N+
% @)

ANTITIN
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ANTTTIAU-
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301

HLTHAGN/ BN DANT AGL T
L2077 P 3

302

N72A% oot A2T HALTH.
fo7.3mh 0L9° 97307 aoQip°
LN DP I\

303

NATALN, Noom P12 nAnT
VHOT IC Pavi-té. Thet-D%
nLSPEIA

304

NATaLN NaooMmP TP TFhe3 L%
nAA@- VHOT IC @88t
AGSLTCT heSPEII N

305

L0 PUILA ALY 07T
LO71P J0\

306

h8.0 ALEYTTE Agvaohlt AGLT
LATIL 4\

307

P ThRI, TmE oo 1217
ALAT AooSIC N7LLANTNT 1
¢Lov U @LI° POINE
VANT7 APCNPA
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N ThLN aoome T NMI° oo TE
AS ANLTIR PURLT 9°ANT
1@~

309

A TaLN, aoomP P17 hd-1k7
Ago NP I°NLPA
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LN D I
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AFA VAT h: h®U0EE £96 TL401T IC THOIE TLEPT
AIVT? TELOT PoLLU6TT ORI LT TT W18 PTéE PLOAL:
n“Lotiet UB 32T @0-0T 110 ACHET N &4 PTLLLCINDT?
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401 ACOE BT 00T L0 0 L 0. 2779° PA9°
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3. &£C&T
4. CULTIST ANH/7000
5. Mg od OAPT
402 ACO2 NM9° w5 NTLMHNP- T 0 HS 0. 27%9° PA9
AT8.N PULECAP T HANAE LS NAa- 1. nHaN
PP TID-? 2. 1%T
3. £C&T
4. PULTIS T AT/ 700A0
5. ?Me3od OAPT
403 | NMY° Phé. TICELI9° 1 CT PPI0Y 0. “779° PAY°
ao-- Aao-f- PU0LAL 71D 1. AN
2. 1LEF
3. &£C&T
4. PULTIST AN/ 700N
5 130 (LT
404 | NACHL AL 9°79° hL'vT 1IC N4AmMC 0. “779° eA9°
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LA FANAT LT NAD- PULETET 2. ILET
Pm-? 3. &£C¥ T
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