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Abbreviations and Acronyms

Adherence —is the ability to comply with medication prescribaad dispensed.

ART adherence is the ability to comply with ART medication pret=d and
dispensed in the clinic for 95% of time or more.

Assessmenis the process of verifying and documenting how ART medications

dispensed from the clinic or the previous visit &veonsumed.
Healthcare providers are people who offer services to sick peopleheath facility.

Prophylaxis is the treatment which is given to patients in ordeptevent disease

from occurrence or reoccurrence.

Linkage to care refers to the period starting with HIV diagnosisdaending with

initial enrolment in HIV care and treatment.

Adherence to treatmentrefers to the ability of the patient to develop dollow a
plan of behavioral and attitudinal change thamadtiely serves to empower him/her to

improve health and self manage a given illness.

Personal operation definition. Adherence is the ability to comply with ART

medication prescribed and dispensed in the clo®0 % of time.
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Abstracts

Background information

Today, HIV infection is a serious public healtlolplem. However the advent of highly active
antiretroviral treatment (HAART) has dramaticalipproved the prognosis for HIV-positive
patients, substantially reducing the rate of disgasgression and death; but HAART Adherence
is found to be critically important for the succe$éshe therapy. The objective of this study is to
assess ART adherence among PLHA attending ARTcchhiZewditu Memorial Hospital in
Addis Ababa, Ethiopia and the study method thatsed is institutional cross-sectional study
will be conducted with both quantitative & qualitet methods on PLWA at Zewditu Memorial
Hospital with the major findings:

The mean age of the respondents was 41.70 years(the age category of 40 — 49 years). The
ages of the majority (about two-third, 63.0%) of fpatients in the study were found to be in the
age brackets of 40 - 49 years (thirty-three pejcantl 30 -39 years (only thirty percent). The
patients who are living with HIV/AIDS and engage ARV treatment have already become
aware of the benefits of taking ART, such as AID# be delayed (83.0%), they get cured
(91.0%), get sick (93.0%) and live longer life th@thers (92.0%). Therefore, the majority of the
respondents in the study experience the multi-dsosal benefits of the ART. It is suggested
that this study should be replicated in the futwith certain changes. In subsequent studies of
this nature, a larger sample should be used thabre representative so that the results can be
more generalizable to the larger population ofvidlials on antiretroviral treatment. Larger cell

sizes are also recommended to explore criticalrbpigcal variables.



CHAPTER ONE
INTRODUCTION

1.1 Background of the Problem
The emergency of the HIV epidemic is one of thggbst public health challenges of the
world has ever seen in recent history, or in tieskathree decades HIV has spread rapidly and
affected all sectors of society. Young people addlt, men, woman, and the rich and the
poor, sub-Saharan Africa is at the epicenter ofdpiglemic and continues to carry the full
brunt of its health and socio economic impact. &ifa is among the countries most affected
by HIV epidemic within estimated adult prevalendel®%, it has a large number of people
living with HIV (Approximately 800,000 and aboutrtillion AIDS orphans. Despite these
mounting the global response has been a reasomdpe and optimism in fighting the
epidemic application of effective efforts. (FMOH)().After claiming millions of lives and
orphaning millions of children in the world, HIV $idbecome a manageable chronic disease
that can be treated but not yet cured, by antwvetatbdrugs (MOH, 2006).

Since the discovery of the first ART drugs were maaf these, the introduction of HAART
(which means Highly Active Anti Retroviral Therapig) considered by many, as one of the
wonders of modern medicine. The availability of HRA as a FDC adds to this medical
accomplishment by decreasing the pill burden faiepgs and hence contributing to improved
drug adherence. Regarding ART service scale upgtheernment of Ethiopia took the
initiative of providing fee based single anti-retral (ARV) drugs in 2003 and free ARV
drugs in 2005. As the result of this imitative #héras been a dramatic increase in number of
patients enrolled into HIV care and treated for HA% of October 10, 2007 FHPCO's report,
109,552 patients have ever been started on (ARfretnbviral therapy) and 82,248 patients
are currently taking ART. The existing HARRT withet use of single drugs has the
disadvantage of high pill burden, difficult scheglubotential poor adherence, difficult supply
management, and possible association Since pabtamRT are likely to take quite a number
of pills per day in addition to high pill burden ynaontribute to poor adherence. However
adhering to treatments crucial, as partial or grrdbses or will lead to resistance to the



medication and ultimately failure. The simpler theatment the, more chance that the patient
will continue to take their medicines. This is theason why we need FDC (fixed dose
combination) .Recently as an existing of the gornent’'s commitment to make HARRT more
simplified affordable and accessible to the majyoat Ethiopians living with the virus it is
expanding its initiatives to introduce ARV Fixed $2o(FMOH,2007).

1.2 Statement of the Problem
Assessing the adherence of people receiving ARVery essential aspect to understand
whether the service is going towards the intendedlsy and objectives. Therefore,
understanding the degree of adherence and itebamiould support the Government, people
receiving ART and others to design feasible intetio& methods to enhance adherence.
The benefits of ART are only a tenable when adlesréo precise dosing schedule is practiced
and other treatment requirements are closely fathwSince ART is at its early stage in
Ethiopia, there are no adequate researches don@Adberence. The Adherence people
receiving ART In my work experience, | realized someople are not taking their ART
medication properly due to various reasons (FMOBDE). It is based on this View point that
| decided to do my dissertation on this issue.
This study also intended to answer the followirggsech questions:

* What is the current status of ART adherence amdrdgAPattending ART clinic at

Zewditu memorial hospital?

* What are the factors contributing to ART adherence?

* What are the major reasons for missing ARV druged@s

* What looks like patient relationship with the hbatare providers?

* What is the contribution of a conducive health csystem and clinical setting for

ART adherence?

1.3 Significance of the Study

Ethiopia has been engaged in the scale up of AREszes to its people since 2005. despite
challenges like poor health infrastructure laclktafte of the ART diagnostic tools, and shortage
of health care providers, ART scale up has recotdedyreatest achievement in the number to
people reached and facilities providing the ARTvesr had increased from 3 to 838 and people
started on HIV treatment increased from 24,00079, B30 from 2006 to 2012 (FMOH, 2007).
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Even though the number of PLHIVs who have evertelaART has reached 379, 190, not
more than 249,000 are still in treatment. This shivat only 70% of those who are starting the
treatment were retained in the program. The ptapoof the clients who retained to care at
different sites varies between70-80. Hence, imlggrwith the scaling up of the ART service,
the government of Ethiopia with its partner orgation has been work to mitigate the
challenges of, retention in care and adherence R3.ATherefore having adherence and
retention frame work with very well defined stratsyand workable interventions to be used as
to be at each level of the health care system rg imaportant to address adherence and
retention gaps. (FMOH2007).In the presence of AiRiproving quality of life related to health
in PLHA is an urgent priority in order to activaghpatients adherence to ARV combination is
therapy is a crucial components of successful freat outcome. The rationale for selecting
this problem area was due to the facts that ideatibn of determinants factors for ARV
therapy adherence amongst patients receiving ARYealth facilities is so significant to
prevent resistance which could occur due to nore@aite and to improve quality of life of
HIV/AIDS patients (FMOH,2007).

1.4 Objectives of the Study

1.4.1 General Objective
* To assess ART adherence among PLHA attending ARilc cit Zewditu Memorial
Hospital in Addis Ababa, Ethiopia.

1.4.2 Specific Objectives
» To assess the current adherence status of PLHAR® At the Clinic of Zewditu

Memorial Hospital;
» To identify factors contributing to ART adherence;
» To examine reasons for missing ARV drug doses;

» To examine the patients’ relationships with theltheare providers at the Clinic;

and



* To identify the contributions of health care systend clinical setting for
ART adherence.

1.5 Definition of Key Terms

Adherence —is the ability to comply with medication prescribaald dispensed.

ART adherence is the ability to comply with ART medication preed and

dispensed in the clinic for 95% of time or more.

Assessments the process of verifying and documenting hoe ART medications

dispensed from the clinic or the previous visit &eonsumed.
Healthcare providers are people who offer services to sick peopleheath facility.

Prophylaxis is the treatment which is given to patients in ordeprevent disease from

occurrence or reoccurrence.

Linkage to carerefers to the period starting with HIV diagnosmlanding with initial

enrolment in HIV care and treatment.

Adherence to treatmentrefers to the ability of the patient to developl &ollow a plan
of behavioral and attitudinal change that ultimatekrves to empower him/her to

improve health and self manage a given illness.

Personal operation definition. Adherence is the ability to comply with ART

medication prescribed and dispensed in the clom®0 % of time.
1.6 Limitations of the Study

The first limitation was that the sample was dredrfcollected) only from one

hospital that may not meet representative of Ethiofhospitals ART service

provision.

This research was conducted only in one hospitedulse of shortage of money
and other related resources. Future studies caalldohducted at large scale in
other hospitals of Ethiopian ART units to fill tgep.



1.7 Organization of the Thesis

The organizations of this study are divided intaptlers. This study has organized with
five chapters and a number of subtitles within ecltépter, Chapter one of the studies is
Title as Introduction with subtitles Background tife study, Definition of terms,

Limitation of the study and organization of thedstu

The Second Chapter of this study is Literature B@viUnder this part of the study there
are many subdivisions like Introduction, history ART adherence to HIV, Factors
facilitating ART adherence, Factors hindering ARdherence, strategies and priority

preventions.

Research Design and Methodology was organized windgter three of the study.
The Descriptions of the study area, study Desldniverse of the study,(Population
Source),Inclusion and Exclusion Criteria, Sample3ind Methods, Data collection Tools

and Procedures and Data Analysis.

The interpretation and discussion part of this wtwds placed under chapter four of the
study with Different Socio demographic and Econormi@racteristics of respondents,

Factors influencing ART Adherence among ARV users.

Chapter Five is just about Conclusion and Recomuagom of the Study. The materials
which were reviewed in the due process of condgctihis study are presented
immediately after this chapter under the Title Refees. A number of annexes are part of

this study.



CHAPTER TWO
LITERATURE REVIEW

2.1 Introduction

This chapter presents review of related literatocated elsewhere in the world. It thus
focuses on major issues which have direct connextwwith the ART adherence, factors
affecting such an adherence, reasons for missisgsdand so on.

2.2 History of ART Adherence to HIV

Despite the critical need for strong adherencelw trkatment, research indicates that many
patients have difficulty in realizing this goal. #@eal studies conducted in North America
and Africa has reported the only 55% of North Aroan patients demonstrated high level of
ART adherence. The percentage of adherence focaAfratients was found to be about 77%
which could be attributed to the fact that Afrigaatients have been on treatment for shorter
periods of time. The proportion of adherent pasecbuld decline over time as patients
initiating therapy encounters the challenges ofrt@@ning long term adherence. The picture
for children was not so optimistic. These same ystigported that only 55% to 60% of
African children were adherent to ART. But 95 patcadherence on ART Drug is expected

from children to get the maximum benefit of ART.

Retention in care is also a crucial issue for Hi&tment program in sub-Saharan Africa is
about 60% indicating that many patients are bewsg &nd a lot of time and money is being
wasted. Retaining HIV infected patients have thiepital to help contain health care cost by
improving HIV specific health outcomes and reducemergency department visit and
hospitalizations. In addition, retention providé® topportunity to implement health care
intervention and to prompt health behavior chanuyg tmay decrease transmission and
improve public health by reducing the populatiomdan of HIV. Overall as evidenced by
the above national and international resourcesigdieg strategies to attain long-term
adherence among HIV infected patients and retaitiegn in medical care at regularly
intervals has been shown to be linked to positealth outcomes. As a result it is a major

priority for both program mangers and providers aadlic health organizations to work



towards a unified approach standardize nationaé@tite strategy.(Eric, et al., year, 2003
pp. 81-90).

2.3 Factors Facilitating ART Adherence

Regarding clients’ knowledge, understanding, bediedl perception about ART, they must
understand their treatment regimen and the possitke effects of the ART drugs, Taking
medications in the correct amount, at the correce tand in the way they are prescribed,
Knowing about interactions between ARVs and otkipes$ of medication which can change
the way ARVs work in the body, Eating and drinkitinge right things with your pills, as
prescribed by the clinical team and about Avoidingafe sex (FMOH, 2009)

The client has to believe and perceive as ART wairkproves and prolongs life if it is
taken properly. It decreases the viral load anddteases the immunity of the patient and
thereby it improves the quality of life. It helgset patient to live a healthy and longer life.
(FMOH, Adherence supports Guideline, 2009)

In Ethiopia, cultural and religious beliefs inflemnadherence to care and medication very
significantly. Fasting and traditional healers dmve a significant effect upon adherence.
But adherence is very crucial to get maximum bénaffiARV drugs, i.e.it stops viral
replication and it increase body resistance ancebheit improves the quality of life of the
patient. (FMOH, 2009).

The involvement of client in decision making prageslient readiness and commitment is
found to be very important for ART adherence.. AR\Adrugs are taken throughout one’s
life involvement of the patient in decision makipgpcess is very crucial, So that the patient
has to be involved in the decision making procest lee has to agree to take the drug and
adhere after he understands (knows) the benefitmlohg ARV drugs and benefits of
adherence to HAART and he has to know as the drtaeken lifelong (FMOH, 2009)
Adherence counseling and preparedness must préé€te¢herapy. ART should be delayed
until adherence issues have been addressed. Rattesly involved in his/her own care and
become ready if the patient clearly understan&d/ATherapy is, possible side effects,
limitations, adherence schedule and wants treatrdentonstrates, readiness, Treatment
partner/family/social support available, Psychoabdiarriers to adherence have been
addressed, No psychiatric illness or substanceeathat would impact adherence and no

recent non-adherence to care or medication. Aftermkng all these things a client decision
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and commitment to take the Right drug at the Righé and dose throughout his life is very

important for successful treatment outcome.(FMOHhé&rence supports Guideline, 2009).

2.4 Trustful Relationship between Health Care Prowmers and Clients

Health care providers have to build a good workalgance and a trustful relationship
between them and their patients to get optimal emifoe and treatment outcome. A
therapeutic alliance between the provider and #teept can promote optimal adherence to
both HIV care and ARV regimens. Adherence can hgaved (FMOH, 2009).

Moreover, the available social and family suppadilftates the adherence. Having treatment
supporter, Ability to make taking pills as partroutine, Effective use of reminders brings
about positive results, Ability to disclose HIV &ts to family and friends and providers’

knowledge and communication skills (FMOH, 2009).

2.5 Factors Hindering ART Adherence

The principal factors associated with raaliherence to care treatment appear to be patients
related, including, Substance and alcohol abusegefing or difficulty understanding
treatment instructions, Life adjustment difficutiesuch family responsibility and
transportation difficulties, Fear of disclosure family members resulting lack of family
support .lack of treatment compliance due to camrtriliness ,Patient uncertainty about the
long term effects treatments, Long waiting periat$ilV clinic and pharmacy, Lack of food,
particularly for new initiating patients, and fezfrstigma and discriminations. Others factors
that contribute to non-adherence are inconveniesing frequency, dietary restrictions and
pill burden, difficult patient burden, heath can@wder relationships, inconvenient service
provision in the health care system (FMOH, 2009).

2.5.1 Advices and counseling services given by hibgbrofessionals.

The health care providers of the ART clinic at déw Memorial Hospital prepare clients to
'start’ adhering to ART; they have provided cliewith a large amount of information on
Basic Facts on HIV and AIDS, HIV Counseling andfireg Comprehensive HIV Care and
Treatment and Adherence. In order to address theecos of client by providing

information and counseling on HIV treatment by esving some of the following issues:



Review the information on the treatment prescrifidtheir client. The ART clinic staffs
should encourage the client to repeat back to tiveroh pills they will take and when they
should be taken. Remind the client that ART isfasaving drug and that his / her life
depends on taking them every day at the right tiReemind that if a drug has to be taken 2
times per day, there should be a 12 hour intergddi&en the 2 doses. If you forget, take the
dose within 4 hours. After that, wait until the hewse and no double dose (FMOH, 2009).

2.5.2 Professional consultation to PLHA
The ART clinic healthcare providers give professiononsultation to their patients to
develop good adherence by giving firsthand badmrimation about the treatment, as the
treatment has to be taken lifelong and by helpimgirt patients to understand their
treatment regimen and be helped to overcome arnllengas to taking ARVs as they are
meant to be taken. By giving an advice to develafinership between the person taking
ARVs, family and friends of PLHA and the medicalsem supporting that person,
including Adherence supporters, and by telling adications has to be taken in the
correct amount, at the correct time and in the tix@y are prescribed, by helping to know
about interactions between ARVs and other typesexdication which can change the way
ARVs work in the body, eating and drinking the tighings with your pills, as prescribed
by the clinical team and to avoid unsafe sex\ery important to get the expected
maximum treatment outcome (FMOH, 2009).
2.5.3 ART Clinic of Zewditu Memorial Hospital strength and constraints.
The ART program Zewditu Memorial Hospital wasrd in July 2003. The hospital has
been providing ART service to all patients comingni all regions between 2003-2004.
The free ART program started in March 2005. Thaltoumber of patients ever received
ART at ART clinic are 11, 214. Out of these, 10,22flts and 892 pediatrics. Number of
persons currently receiving ART are 6465. Among#&051 were adults and 414 were
pediatric

2.6 Strengths of the ART Clinic
The treatment of HIV/AIDS clients with respect, amith complete consideration for
human rights, ethics, privacy and confidentialitygformed consent, autonomy, and
dignity. This means that they are practicing thues and principles of social work in

their daily routine activities. That is increasitige effectiveness of services through



education of, and consultation with, professiondltin the system. Through training and
consultation the staffs always tries to improve deality of service, their knowledge and
skills. Because of this the ART clinic has a wedlined and experienced staffs. Beside to
this The ART clinic is now used as a research amdihg center, because it is considered
as a model center. Moreover this it is the firstTARInic in Ethiopia, ART service
provision was started in 2001.Increasing awarenéfiseir clients through group and peer
education. Health education is given two timesdasr for all clients at the waiting area by
health care providers and case managers (Adheseipporters).

In addition, there is the practice of peer educaamong children’s to learn from each
other and share their experiences. The staffseoART clinic gives a standard counseling
service on ART adherence and HIV counseling antintgedy realizing the goal of
counseling in the context of HIV care and treatmsntot to solve every problem but to
strengthen and improve the client’s coping skitisotigh: Helping patients cope with the
emotions and challenges they face when diagnostd W and thereafter. Preparation
and support for patients who want to begin or aking ART may motivate them to be
adherent thereby helping patients to avoid paseimgor getting re-infected with HIV.
Helping patients make choices and decisions thiatowalong their life and improve their
quality of life.

Referral as a comprehensive care and support, Bgerson or organization can provide a
client and his/her family with all the HIV care asdpport services they need. That is why
it's important to have a strong referral systemplace. The staffs of the ART clinic
formally send a person and/or family members talaroplace in the hospital or another
organization for services the person in order tbhg#istic care and services. Referrals
between health facilities and community organizati@re also important. AS need to
know what resources exist in the community and camity organizations need to know
what services are offered at the health facility.

Monitoring and Evaluation, the ART clinic staffseacollecting and monitoring data to
ensure that services provided are consistent with dare plan. M&E also includes

monitoring and evaluation of a client’'s adhererceréatment and care.
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2.7 Constraints of the ART Clinic
The first constraint on the part of the Clinic igh work overload (burden). The total
number of people who came to ART Clinic is 11, 204t of these, 10,322 were adults and
892 pediatrics. Number of persons currently reogivART are 6,465 among these
6,051adults and 414 are pediatrics.

Besides, there is shortage of drugs like INH andrioaoxazole. The ART clinic meets
frequent shortage of these drugs in different tin®affs have communicated with both
governmental and non-governmental organizatiorsolee the shortage but the problem is

not yet solved.

Shortage of rooms is the third major constrairthie Clinic. At the time of my visit to the
Art clinic of Zewditu Memorial Hospital has shortagf rooms to run different activities in
different rooms by ensuring confidentiality andvagy. But they have a plan to change the
ART clinic when the construction of the new builgliis completed.

2.8 Strategies and Priority Interventions
The Strategies to improve adherence and retenfigrateents, and follow medication and
care for chronic disease look HIV focus on thedaihg major areas that need intervention
to address the barriers related to the client,S3bevice provider, the heath system and
related environment. Under each strategy, therenapr institutions which have been
implemented and achieved good result in resoungiéeld environment, like Ethiopia.
. Client empowerment means empowering patients with the necessary letugel and
skills and providing support that make them adherte following a medications schedule
with agreed recommendations from a health providére following are workable
interventions that can bring about empowermentatiepts.
. Education and counseling serviceare among the most effective behavioral interossti
targeting ART adherence and retention in care.
. Client specific adherence related toolsincluding remainder devices. Calendars, pill
boxes, pill organizers, dose planners and remiatse#m devices may be giving to patient
taking ART to support their adherence.
. Psychosocial and economic empowermenefer to psychological support includes

spiritual advice, mental health, psychological sdredhnd nutrition support.
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CHAPTER THREE

STUDY DESIGN AND METHODS
3.1. Description of the Study Area
This study will be conducted from November 201December 2013 at ART clinic of Zewditu
Memorial specialized hospitals in Addis Ababa, Bpha.

3.2. Study Designs

An institutional cross-sectional study will be coted with both quantitative & qualitative
methods on PLWA at Zewditu Memorial Hospital.

3.3. Universe of the study (Population source).

All people living with HIV/AIDS who are eligibledr HAART and being treated with ART at
Zewditu Memorial Hospital ART clinic.

Inclusion criteria

All the study population males and female who fil#id the below criteria:-

Taking the fixed dose multiple combined ART to aghé drug.

>18 years of age

Give verbal informal consent voluntarily.

Admitted to the study hospital for ART and of tadke drug as outpatient.

Unable to give consent voluntarily.

Exclusion criteria.

All contacted ART clients who are unable to fultle ART inclusion criteria.

Sample size and Methods.

To determine the sample size for the ceesgional survey design, it was assumed that the
Precision to an acceptable approximation of theufadn was taken to be 95% (CI of 95%),
Taking a difference of no more than 5% from thesakfigures in the source population. Since
Our current adherence rate or proportions of atated concepts on adherence to HAART rate
50-75 percent is of 50% was preferred to obtaifdhgest possible sample size using the single
Population formula. To compute for non-response, rid% of the total sample size [N = 384]
Was added and then the total sample size was fioulpel 461. The sample size was

Calculated using the following formulae: -

12



N=2Z(+%)? P (1-P), N = 384

D2

Where, N = sample size, Z (+%2) = 1.96, which isupper percentile of the standard normal
Distribution, P= HAART adherence rate, which wasussed to be 50% and D= difference from

The actual figures of source population, which Wwéltaken to be 5%.

3.4 Sampling Methods
With regards to sampling techniques, a total d PFAWA sampling unit who are on HAART and
follow up at ART unit of Zewditu Memorial Hospitalill be selected for the study purpose at a time of
proposal writing/planning, all other to be enrolléging eligible for ART till the study period
(November-December2013) will be registered andumhetl in the sampling frame. Finally, using the
systematic random sampling system of those conanfpflow up of ART every 4thART clients will be
involved in the study.
3.5 Data Collection: Tools and Procedures
Every patient who comes for ART service duringdhagéa collection time will be interviewed by
trained enumerators. At the same time there clime@ords will be looked for further and detail
information. Data collection will be done from (Nawmber-December, 2013) will be registered.
Patients will be interviewed for the following vables: Socio-demography, health and illness,
knowledge, attitude to the Regimen, relation widalth care professionals, HIV/AIDS related
disease occurrence while taking ART and opiniothefhealth delivery system.
Some other methods are here mentionbdlow:

A) Key informants Interviews: Interviews will be carded with the officials (2 ART Physicians)
and 2 ART Nurses) from ZMH ART clinic who will bengrovision of ART Service during the
time of Data collection.

B) Observation: Professional ART Nurses will be obsdrfor the ART Service delivery for the
quality of service during pre and on initiationART counseling service.

C) Exit Interviews: All clients attending ART Servie¢ ZMH during the Data collection period will
be interviewed at exit points after they have dot ART Services. At the same time there
clinical record was looked for. Data collation wide done from November-December, 2013.
Patients were interviewed for the following varedl Socio- demography, health, illness,

knowledge and attitude to the regimen, relationhwitealth care provides professionals,
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HIV/AIDS related disease while taking ART and opimidelivery system. Record review also
carried out, and CD4 count, lymphocyte, adverseti@ato ARV and the duration of ART was

recorded from the client chart.
D) Data collection and Quality Management.

E) Items concerning information on the questionnawél be completed by
interviewer and will be related to the respondesmtiswer. The questionnaire will be
translated to Amharic Language then back to Endiislensure the consistency of the
guestionarie.The questionnaire will be Pre-Testedacsample population of 10 clients
using a treatment of HAART at Zewditu Memorial Hitapin order to make all the data
collectors understand each question in a similar arad collect the intended information
plus to finish out questionnaire needs to be am@ivd registered Nurses who are
working at ART unit will be trained for one day be# they engage to any activities. The
interview will be conducted in a place where theiniewee feels free and alone with the
respondants.The resonant right not to participatihé study will be respected for those
who are found to refuse. In the same manner onergigpr will be selected (ART
Clinician) and give a highlight/train about the dgtuto ensure the completeness and
quality of information during data collection. Tkewill be a spot checking of the data
collectors to give timely correction at mark. Thiketl questionnaire will be reviewed by
the supervisor and the principal investigator ailydaase after through checkups to

manage problem encountered.

F) With regard to in-depth interview Ten study sulgeeith homogenous background will
be considered and the study subject will be limdadng data analysis process by checking for
redundant information and saturation of ideas pcedurom the interviews. At the time of data
processing data will be entered to the computerl@ngercent of the data entered will be cross

checked for consistency.
G) The quality of data will be assured by:

H) Using standard ARTA Ver. 0001, Version 20/01/2011.
1) Translating the English questionnaire into Amhdhien back to Engilish.Some

discrepancies will be corrected before data cabect
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J) Measurement/Tools.
K) 3.4. Questionnaire Design.

L) The questionnaire format was taken from toeyswas done at Addis Ababa
university School of public health and some add#ioquestions will be added from other
studies and other sources downloaded from inteffle¢. purpose of making this is to use
standard questionnaire to ensure validity of tiielyst Some of the questionnaires and checklists
were adapted from the ART Adherence Version 000drsién 20/01/2011(ARTA Ver. 0001,
Version 20/01/2011) for evaluating ART adherence.

M) 3.5. Data Collectors.

3.6 Data Analysis

The information collected from the respondents wasged, coded and entered in datasheet
created in Statistical Package for Social Sciel&®@SS) version 20. Double data entry system
was used to minimize errors in data entry. Diffeembetween adherence and non-adherence
subjects were tested usitgstudent test and Chi-Square test for continuous @ategorical
explanatory variables, respectively. The strendtlassociation between explanatory variables
and adherence was measured using logistic regreasib was reported as odds ratio (O
95% confidence interval.

First the association was measured for each explgneariable in univariate model. Then each
univariate model was adjusted for age and sexhénsecond step, multivariate analysis was
conducted including all the variables in one motiethe last step, only variables with statistical
or borderline significant association in the mudtiate model(including all variable)were
included in the final modeThe criterion for statistical significance was p.85.

Variables of the study.

-Measured to conduct the study.

Independent variables.

Demographic characteristics.

Age, sex, religion, Marital Status, Monthly income.

Health service, to social care, and support.
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Active substance use of drugs, chat and Alcohol.
Drug side effect, feeling of depression and CD4ntou
Benefits and importance of Adherence.

Factors related to belief in efficacy of medication
Severity of non Adherence.

Satisfaction on HAART and services.

Dependent Variable.

ART adherence among PLHA.

3.7 Ethical Considerations

The proposal will be evaluated by IGNOU Researepdtment for the Topic and Methodology

relevance. Ethical clearance will be obtained fi@NOU and Addis Ababa Regional Health

Bureau. Information will be gathered on informednsent/voluntary bases after obtaining

permission from each respondent and the respondeautonomous to answer the entire
question, to jump or interrupt in the middle and tight not to answer is also respected. The
name of the respondent will not be recorded; thikected data will not be used for other

information and purpose of the study will be expéal, confidentiality requiring their personal

feeling will be kept. The findings of the study Mk disseminated to the relevant body.
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CHAPTER FOUR

FINDINGS, INTERPRETATION AND DISCUSSION

4.1. Introduction

This chapter presents the results of assessmaiyt stuthe adherence of the people living with
HIV/AIDS to ART at Zewditu Memorial Hospital in Adsl Ababa. Based on this, the chapter is
organized into five sections. The first section sprgs socio-demographic and economic
characteristics of the study participants. The sextion is on those factors contributing to ART
adherence. The third section describes the cukBt adherence status of people living with
HIV/AIDS. Section four dwells on descriptions oktpatients’ relationships with the health care
providers. Finally, it tries to highlight and deer reasons for not taking the pills on time or
missing doses which may contribute to their beififT/Aon-adherence on the part of PLHA who
have been clients at Zewditu Memorial Hospital oid/s Ababa, Ethiopia.

4.2 Socio-demographic and Economic Characteristiad the Respondents

Table 4.1: Sex of the Respondents

Sex F %

Male 46 46.0

Female 54 54.0
Total 100 100.0

Table 4.1 presents the profile of the respondeatsgorized by gender. More
than half, 54(54.0%) of the respondents in the ystuetre females, while
46(46.0%) of them were males. Thus, this studyolsecent with the findings of
studies conducted at different levels in Ethiopiamales are generally found to

be more vulnerable than males in the country apemgiere in the world.
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Gender

m Male

B Female

Figure 4.1 Pie Chart showing the Gender Compositionf the Respondents

The study subjects are mostly adults in their répctive and more or less sexually active age

categories. The mean age of the respondents w&8 yédars (i.e. in the age category of 40 — 49

years). The ages of the majority (about two-th@8L0%) of the patients in the study were found

to be in the age brackets of 40 - 49 years (tlirtge percent) and 30 -39 years (only thirty

percent). Therefore, as shown in the table, moo#t amen than their counter-parts are on anti-

retroviral therapy at Zewditu Memorial Hospital.

Table 4.2: Sex of the Respling Patients by Age

Male Female Total
Age category |F % f % F %
20-29 2 2.0 9 9.0 11 11.0
30-39 10 10.0 20 20.0 30 30.0
40 - 49 22 22.0 11 11.0 33 33.0
50 -59 10 10.0 13.0 23.0 23 23.0
60 — 69 2 2.0 1 1.0 3 3.0
Total 46 46.0 54 54.0 100 100.0

As depicted in Table 4.3, a little bit less thaiff b&the respondents in this empirical study were

patients from Amhara ethnic group, followed by abaone-fourth (23.0%) of Oromos. However,
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these findings in the study show that only patidrae four ethnic groups in the country were
found to be the clients on ART at the Hospital haligh HIV/AIDS never discriminates people
by their ethnic groups, this study comes up wititegdifferent from the reality on the ground.
This may be due to people’s differential in thesahth seeking behaviour and some other related,
but multi-dimensional issues. Anyways, this findimgy have to do with the researcher’s ethnic
background, mother tongue, approach, proximity,pgents’ willing to participate in the study
and their daily routines of social life.

If the mean age of the sampled 100 patients waadfdo be 41.7 years and the standard
deviation was 9.6 standard units of variabilitynfrahe centre of the normal distribution, then
(assuming this normal distribution of the empirioakervations) 68% 9about two-thirds) of the
ages of the PLHA on ART would be expected to falbetween 32.1 years and 51.3 years.

Table 4.3: Ethnicity of the Respondents

Ethnic group f %
Amhara 45 45.0
Oromo 23 23.0
Tigrie 17 17.0
Gurage 11 11.0
Other(s) 4 4.0
Total 100 100.0

Those people living with HIV/AIDS who participatéd the study are mostly leading their life
in a wedlock setting. As the empirical observatiomscated, a total of 53(fifty-three percent) of
the subjects from both sexes in the study wereddarbe in wedlock, but a little bit more than
one-quarter (twenty-six percent) of them were &gl Approximately, one-fifth of them
reported that they had previously been married beeame widowed/widower and/or separated,
as well as divorced at the time of interviews. N#waess, this seems to be a surprising evidence

because those people who have been living withereidiock or have got married after getting
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HIV-infected are still on ART at the Hospital. Théore, these patients are living HIV
positively and in marriage setting which is verypiontant for all those endeavours at preventing
and control of the pandemic at different levelghia capital city of Ethiopia.

Table 4.4:Marital Status of the Respondent/Patient

Marital Status f %
Unmarried/Single 26 26.0
Married 53 53.0
Separated 9 9.0
Widowed/Widower 12 12.0
Total 100 100.0

Table 4.5 illustrates that three-fourth of the @atts on anti-retroviral therapy were affiliatedtwit
Orthodox Christianity. In addition, 13.0% and 11.@¥them were Protestants and Muslims,
respectively. These results are concurrent withettmpirical findings of the Ethiopian Central
Statistical Authority. Thus, this is one of the engal justifications for the fact that HIV/AIDS
never and ever discriminates due to their religaffiiations.

Table 4.5: Religious Affiliation of theRespondent

Religion f %
Orthodox Christian 75 75.0
Protestant 13 13.0
Muslim 11 11.0
Other(s) 1 1.0
Total 100 100.0

Those patients who are on ART at Zewditu Hospitallserate in the sense that the significant

majority of them have already achieved an educattatus of high school education and above.
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Seventy-two percent of the responding patients farmed to achieve educational status of either
high school education or above high school educatguch certificate, diploma, advanced

diploma or first degree in one of the fields ofdiés in the science. Therefore, their education
status may contribute to effective follow-up andhtiouous adherence of those patients to
antiretroviral therapy at the Hospital. One can utedthat those patients who have higher
educational status are more likely to adhere to Alfiih the others.

A total of 72 (seventy-two percent) of the partanps in the study reported their occupational
status as employed ones in different settings.estending order, 25.0%, 15.0%, and 11.0% of
the respondents were government employees, emplayedifferent income generating

endeavours, and daily labourers.

Table 4.6: Educational Status of the Respondent/Pant

Education status f %
Read and Write 9 9.0
Elementary School Education 19 19.0
High School Education 41 41.0
Above High School Education 31 31.0
Total 100 100.0

However, only one of them was found to be a studdr pursued his/her lessons in the current
Ethiopian Education System. Thus, it is at leasidgfor these patients as they have had means
of income in a certain fashion. They could use s@am®unt of their income for purchasing
balanced diet and develop positive attitude to exlteeART.
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Table 4.7:Occupational Status of the Respondent/Rant

Occupation f %
Government Employee 25 25.0
House Wife 5 5.0

Farmer 2 2.0
Unemployed 13 13.0
Daily Labourer 11 11.0
Student 1 1.0
Others 15 15.0
Total 72 72.0

As shown in Table 4.8, on average, the patient&\Rm at Zewditu Hospital earned an amount of
money which ranged from ETB 2001 to ETB 3000 montut, only twentyene percent of th
responding patients’ monthly incomes were fountdon that range. Therefore, more than half of the
respondents either earned less than ETB 2000 ondvattomes on monthly basis.

Table 4.8: Monthly Income in ETB of the RespondenPatient

Monthly income f %

No Income 13 13.0
ETB 200 — 250 3 3.0

ETB 251 - 500 12 12.0
ETB 501 — 999 16 16.0
ETB 1000 — 2000 14 14.0
ETB 2001 — 3000 21 21.0
> ETB 3000 21 21.0
Total 100 100.0
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The potential associate and correlate variablestudy were chosen based on empirical findings
of previous studies elsewhere in the world. In faddi to the variables on the socio-
demographics and those of treatment-related vasabkere used in the study, like HIV-infected
patients’ commitment to start ART and length/dunatiof stay on the therapy which were
measured with respective single question askinghvener not they were committed to start the
therapy and that of the length/duration of staynglor starting ART.

Based on the summarized outputs of the univariatebévariate statistical analysis techniques
using the latest version of the SPSS software ciostemographics of the patients associated
and/or correlated with their commitment to stag thRT and duration of stay on the therapy,
there was some associations and/or correlatiotiseademographic factors (such as sex, religion
and marital status) with the HIV-infected patientemmitment to start the ART but their age,

ethnicity, educational status and monthly incomeewtund not to be associated and/or
correlated with their commitment to ART. In contrasnly the age and monthly income of the

patients were statistically correlated with theiration of stay on the therapy. Nevertheless,
other socio-demographics were found to be uncdee@lo the duration of ART. Generally, there

were no most important socio-demographic factoeg thiere found to be consistently both

associated and correlated with both adherence &Rl duration of stay on the therapy in this
study.

4.3 Social Supports for ARV Users

Social connectedness is an important element infing adherence, acting either through
reinforcement, reassurance or encouragement owutigring the effects of variables that may

interfere with the adherence. As family members ietatives provide supports to HIV patients

and social supports are a key issues in achievatgpibrates of adherence, family members,
relatives, friends, peers and health care providamild be involved in helping the PLHA to

strongly adhere to their medications.

Social supports which may emanate from severalcesuare believed to help the patients for
being ART adherence, including wedlock-partnerddoén, parents, peers, self-help groups, but
just to mention a few. In this connection, abaub-third (66.0%) of the patients in the study

were found to live with their respective family,tlihe remaining proportion of them lived alone.
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In contrast, about three-quarter (72.0%) of thpaadents expressed that they had emotional or
practical supports either they were found to livéamily context or loneliness. Moreover, about
one-third of the patients on ART in the study reépdrthat they had no such types of supports.
Thus, the patients mostly get various types of suggdrom those people in their social networks

in daily routines of life in different contexts.

The researcher further considered the types ofakacipport the respondents had got from
different sources of support. The respondents lienieed types and scope of social support in
their respective social settings. Forty perceneirex material and financial supports, while
thirty percent of them got supports in terms dfi@itpieces of information or advice which might
help them to become ART adherence. Therefore, mag conclude that these material,
financial, information and advice supports for thegtients contribute to their efforts at living
positively in the given society and preventingwasl as controlling HIV/AIDS in Addis Ababa,
Ethiopia

4.4 Factors Influencing ART Adherence among ARV Uss

Adherence to ART is considered as a dynamic phenoméhat may change over time. It may
also depend on the moods of ARV users and faatditsencing their moods and wellbeing. Use
of illicit drugs, for instance, may not make themMe eligible for receiving ARVs. Besides,

consumption of alcoholics is another reason forespatients not to adhere to ARV medications
in that the alcoholic drinks can reduce the eftestess of the medicine. As to whether or not
the responding patients abused any type(s) of anbst the findings of the study documented
that almost all (96.0%) of them confirmed theindiy conditions away from the abuse of such
substances. Even though their proportion was fotmdoe meager, four percent of the

respondents expressed that they used or abusedwdiiah accounted for 3.0%) and cigarette
(1.0%).

In the same framework, a total of 50(fifty percer@$pondents shared their experience of not

currently using or abusing any types of drug. Hesveonly six percent of them expressed that

they were found to be users or abusers of drugésjicularly chat. Therefore, the responding
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patients in this study are against using or abudings which may facilitate their adherence to
anti-retroviral therapy.

Table 4.9: When did you hear about ARV?

Heard about ARV f %
Before My lliness 41 41.0
After My lliness 59 59.0
Total 100 100.0

Sensitization and awareness of the patient resposidire summarized in Table 4.9. The
researcher posed a question about when they hbard ARVs. About three-fifth (fifty-nine
percent) of the respondents informed that they ggmsitized and became aware of the
medications after they had become sick, while fortg percent of them were aware of the
ARVs before they became sick. Generally, all of pagents who participated in the study were
got sensitize and became aware of the presenc&®UEAn different settings in the city. Thus,
one can deduce that these patients may quicklytréssuch medications at a venue which
appears to be user-friendly elsewhere in Addis Abab

More than two-third (69.0%) of the respondents reggbthat they got pieces of information on
ARVs from different health professionals, but 088.0% of them got such an information from
the Mass Media (that is, TV, radio set and newspafSee Table 4.10). Thus, the patients in
this study were

Table 4.10: From where did the Respondents hear abbARV?

About ARV f %
From Health Professionals 69 69.0
From Mass Media 29 29.0
Others 2 2.0
Total 100 100.0
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Table 4.11: After you had started ART, what types bbenefit you got?

Type of benefit f %
Improved quality of life 85 85.0
Weight gain 11 11.0
Reduced fever 4 4.0
Total 100 100.0

Found to have pieces of information about ARVS aeldted issues at their disposal. This
capacity of obtaining and accessing informationABtVs are very important to the patients in
order them to become ART adherence thereby pratgriieir life expectancy

The respondents also confirmed that they thouglutalthe benefits of ART. Ninety-four
(94.0%) of them argued that they benefited froniretnoviral therapy. Therefore, these patients
committed to start the appropriate treatment oricaidns. As indicated in Table 4.11, more
than four-fifth (83.0%) of the respondents werenidio be committed to start antiretroviral
therapy. Such a commitment to start the therapy faeaditate their HIV positively living and
partly contribute to the comprehensive HIV/AIDS yeation and control endevaours of the City
Government Administration of Addis Ababa, Ethiopia.

Table 4.12: Whether or not the Respondents committeto start ART

Committed to ART f %

Yes 83 83.0
No 17 17.0
Total 100 100.0
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As shown in Table 4.12, the affirmative approactl pasitive deviance to be committed to start
antiretroviral therapy on the part of the patiemtsthis study came about different types of
benefit from

the treatment. Disaggregated by types, improveditguaf life (85.0%), and weight gain
(11.0%) and reduced being febrile (4.0%). Thus, slgmificant majority of the respondents
benefited from ART in terms of improving quality ebcial life in various contexts. One can
conclude that ARV medications and related issuesbatieved to be promoters and facilitators

fro positively living and improving the social lifef the patients in Addis Ababa.

In the study, the researcher furthermore wantekhtav whether or not the patient respondents
knew the importance of adherence to ART before stayted the therapy. The results of the
study confirmed that ninety-five percent of thendteready known the importance of ART
adherence before they started receiving the medinsatTherefore, such knowledge about the
importance of ART adherence may encourage there tmmmitted to long time consuming and

consistent scheduling medications on the part@ptitients on ART.

Some other question considered in the study wastahoation or length of stay of the patients
on antiretroviral therapy. As the observations wérand to be normally distributed, the
researcher used the mean and the standard devéstitme preferred summary and descriptive
statistics. The patients stayed on the therapw fduration which ranged from 14 to 136 months.
The patients, on average, stayed on ART for 87.8Bths (more than seven years) and the
standard deviation was calculated to be 33.12 nsonthus, about two-thirds (68%) of the
patients are expected to stay on ART between 5mdfths and 120.67 months. One may
deduce that there is 33.12 standard units of vifitiaim their length of stay on ART.

On the other hand, the mean and the standard @rmean (SEM) can sometimes refer to the
sample and at times to a study population. Howdhermean duration of stay on the therapy in
the sample of the patient respondents (87.55 mpntas also the best estimate of the mean stay
on ART of all patients in the population from whitiose samples were drawn. Based on SEM
which was 3.31, if similar (random) samples wegestedly drawn from the same population of

those patients on ART,; about 68% of those samplasdvbe expected to have mean values
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Table 4.13: Disclosure Status of ARV Treatment

Family and Relatives | F % Mean SD
Family and Relatives 90 90.0 1.04 315
Wife 26 26.0 1.68 530
Friends 21 21.0 1.73 510

between 84.2 months and 90.8 months (i.e. the rahgelues between 1 SEM above and below
the estimated mean).

As a number of books on medical issues arguedpriferred expression for an estimate and its
precision is the mean and the 95% confidence iatg¢@1) (which is the range of 6.62 mean or 2
SEM). Therefore, the mean value was 87.6 month&(€9=80.9 months to 94.2 months)
meaning that if randomly selected samples wereategly drawn from the same population of
the patients about 95% of these samples wouldypected to have mean values between 80.9
months and 94.2 months. One can then concludetiibeg is high degree of variability in the
length of stay on ART on the part of those patiemider investigation in Addis Ababa.

The outputs of the statistical data analysis indiddhat a significant majority of the respondents
disclosed their HIV- positive status and ARV treatrnstatus to anyone in their social networks.
Ninety-five percent of them expressed that thegldged those statuses to family and relatives
(90.0%), wives (26.0%) and their friends (21.0%$%laswn in Table 4.13.

The descriptive statistics for the scales relatedlisclosure status of ARV treatment of the
sampled respondents are also presented in thetahieelLooking at each item of this scale, the

mean of their

Disclosure level to their friends was highest (Mehi73, SD=.510) and that of the family and
relatives was lowest (Mean=1.04, SD=.315). Theldstce of one’s ARV treatment status may
serve as social support for the patients whichuin, facilitates to their ART adherence in the
city.

The patients who are living with HIV/AIDS and engag ARV treatment have already become
aware of the benefits of taking ART, such as AID# he delayed (83.0%), they get cured
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(91.0%), get sick (93.0%) and live longer life th@thers (92.0%). Therefore, the majority of the
respondents in the study experience the multi-deosal benefits of the ART. One may deduce
that the recognition of those benefits of the resit can bring them along their right track to be

within the framework of ART adherence.

When the patients who are on ART are taking the ARWere are some specific requirements
and regulations. When they were taking the ARTy thelieved that the medications had to be
taken at specific time (96.0%), the pills for thestrof the patients’ life in order to delay AIDS
(96.0%), the daily dose should be respected (89.8#@) the patients took fixed combined single
drugs (89.0%). Thus, the respondents are well-avedréhose requirements and medical

regulations so that they can stay adherence oretairiral treatment.

Table 4.14 shows those suggestions about fixed dosengle drugs in the process of ART.
Thus, One more question related to ART adherendehwhight help the researcher to further
assess it among PLHA is on suggestions about thgsdMore than two-thirds (67.0%) of the
respondents stated that such suggestions wereripegs¢o reduce pill burden and 17.0% of
them expressed the suggestions in terms of thetribation to easiness to remember and/or to
take the drug(s). Although the proportion of thep@ndents was meager (16.0%), there were

some patients in the study who did not have ang afethose suggestions.

Table 4.14: Suggestions about Fixed Dose or Sinddeugs

Type of suggestion F %
Reduce pill burden 67 67.0
Easy to remember 8 8.0
Easy to take 9 9.0
Do not know 16 16.0
Total 100 100.0
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Another related questions on aspects of ART adleererclude whether or not the respondents
were comfortable when taking ARV in front of othetlse treatment schedule fitted to their
daily routines of social life, they were satisfiith the clinical services, the patients had open
communications with health care providers, theyamt®d education or lessons when needed,
knew the presence of adherence supporters, gotuategounselling from the adherence
supporters, they were satisfied by the improventieey already obtained from the treatment,
and satisfied by the confidentiality of the treattenit. The majority of the respondents show
positive attitude towards those indicators forlftating adherence to ART. In that given order,
89.0%, 95.0%, 96.0%, 98.0%, 84.0% (every three h&)n¥3.0%, 97.0%, 97.0%, and 99.0% of
those respondents in the study were found to repent responses in affirmative manner. Thus,

they are at excellent conditions so that they cHreee to ART.

Regarding the residence location of those patientART, there is significant variability in the
distribution of such observations. As depictedhrs tsection of the thesis, the distance of the
residence of those patients on ART from the sergiesery Health Unit ranged from 2.00 km
to 273 km. The respondents, on average, travebeBblkm away from their respective home in
order to get the ART Unit. In addition, the degoéeariability of the empirical observations was
found to be 34.20 standard units from the centreéhef distribution. Therefore, if one drew
similar (random) 100 samples of patients on ARThfrine study population, then the expected
mean of about sixty-eight percent of the samplesglavbe between 17.34 km to 51.06 km. Thus,
there is a heterogeneous distribution in the locabf the patients’ residencBom their

respective ART Unit where they were clients tocheical services.
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Figure 4.2: Histogram showing the Distance of the &ients’ Residence on

ART from the Unit
Recognizing and considering the location of thegpés’ residence from the ART Unit and the
different means of transportation being used bynthe visit the respective Unit seem worth
important because their association with non-adiger¢o the therapy. Table 4.15 illustrates that
forty-five percent of the clients in the study udedi, twenty-eight percent were found to be
bipedal who walked on their feet, nineteen percérthem used public transport and only eight
percent of them used their own vehicles. Therefeegenty-two percent of them used different
means of transport while they were visiting the ARt in Addis Ababa. The significant
majority of them in the therapy do not have problenaccessing the Unit, but what matter is
they may run in short of hand as their monthly mes range from ETB 2000 to ETB 3000. IN

addition, there is a soaring up of living expenisabe capital city of Ethiopia.

A sense of satisfaction on the part of those pttien antiretroviral therapy may influence their
adherence to the treatment. It was pleasing martyAPthat participated in the quantitative

study seemed to be satisfied with their schedupgiatments of the treatment Unit at Zewditu
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Memorial Hospital. AlImost all of the patients on AR97.0%) reported that they were satisfied
with their schedule appointments. Thus, this satigbn in one way or another has to do with
whether or not the patients have missed dose(sheofprescribed pills. Hence, the majority
(87.0%) of the patients on the therapy did not rARS drugs in the last month(s).

The HIV/AIDS patients on ARVs use different stragsgto help them to adhere to their
medications, such as adherent aids, selecting @roaate schedule for taking ARVs and some
inappropriate behaviours) because they had been areative in devising different coping

mechanisms for their adherence to the medicatiodgferent conditions.

Table 4.15: Means of Transport used by the Patiésnon ART for visiting the Unit

Type of transport f %
On foot 28 28.0
Public transport 19 19.0
Own vehicle 8 8.0
Taxi 45 45.0
Total 100 100.0
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As Table 4.16 presented, alarm remindershéeitwatch bell or cell phone remind
were mostly used by ARV users to remind them te tdle pills on timely and regul
basis among those clients at the Memorial Hospitahddis Ababa. Seventgever
percent (i.e. 74.0% used watch bell and 13.0% eyeglaell phone reminder) to adht

to their respective ART regimes at Zewditu MemoHakpital.

However, thirteen percent of the patients on ARMWenfound to miss their dai
dose(s) in the last month(s). With this regard ve@ercent of them missed 2 -doses
per month, but only one percent of the patientsseussix or more doses per mor
When one shortened the duration of missed ART diitiggas found out that 11.0%
the patients missed only one dose in the last sdagn, whereas only 28 of them
were found to miss three or more doses in thewask. Therefore, almost all of thc
patients on ART do not miss their prescribed ddepilts. But even those who h
missed their ARV doses were not taking only oneedeither in the last month or last
seven days. Generally, the patients on ARVs at Zewdemorial mostly do not mis
their scheduled does of the ART drugs. In other éases, on the contrary, the Al
adherence aids do not work properly as there ane isistances of drug holiga on the
part of PLHA who are clients of the ART Unit at thkemorial Hospital.
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4.5 Reasons for Missing ART Doses

In order to further assess and identify issuestaeldo adherence to ART, the researc
focused on reasons for not taking the medicegtion the scheduled time or missing doses
shown in Table 4.17, limited number and types atoms were cited by the respondents, :
as simply forgot as one of the most commonly redsodo which accounted for only eic

percent of the responses.

Table 4.16: Reasons for not taking Doses on Time Missing Doses

Type of reason f %
Simply forgot 8 8.0
Were too busy 2 2.0
Being away from home 1 1.0
Too many pills to take 1 1.0
Problems in taking the pills em 1 10
stomached/without meals '
Total 13 13.0
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Table 4.17: What Types of Schedule Use as Reminder?

Type of schedule f %
Pill Box 8 8.0
Written Reminders 4 4.0
Watch Bell 74 74.0
Cell phone Reminder 13 13.0
Don't Have 1 1.0
Total 100 100.0

Nevertheless, the least commonly expressed redsommissing doses of ARVs which were

reported by the respondents found to be the ppsumi of too many pills to take, being away

from home and problems of taking the pills emgtnsached or without having meals — each
accounted for only one percent of the grounds raeatl by them. Thus, those patients on ART
usually miss the prescribed does of pills simplytib@ ground of being forgetfulness on their
part.

In summary, most of the clients of the ART UnitZgwditu Memorial Hospital were adult
women who were found to be married, Orthodox Ciamnst Amharas, reached at high school or
above in their educational status, engaged in eunitypes of occupation and then earned a
reasonable amount of monthly salary, who found dedves in limited types , as well as scope
of social supporters (such as family and relativesluding wives) providing supports in terms

of materials and financial resources.

The study findings further underscored such factofisencing ART adherence among ARV
users as not using or abusing any types of drududing hard drugs, being aware of ARV
treatment both before and after being ill or sgbt pieces of information on the treatment from

the health professionals and the Mass Media, aeyl dlready got convinced themselves about
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the multi-faceted benefits of ART, especially innte of improving one’s quality of life before
they started receiving the medications. Thus, cgrage, the clients stayed on ART for more

than seven years.

In addition, the patients mostly disclosed theatist to their family and relatives as they were
aware of the benefits of getting involved in AR¥dtment because it delayed the onset of full-
blown AIDS, being cured and even they believed timty could live longer than others.
Similarly, the patients knew the facts that theedoshould be taken at specific time, due respect
to be given to daily doses and they took fixed cowth single drugs. There were some
suggestions regarding fixed dose or single druggssXample, in terms of reducing pill burden.

The majority of the patients on ARVs in the studywed positive attitude towards those
facilitating indictors for being adherence to ARHowever, these patients, on average, had to
travel by taxi and/or public transport for 16.86 kmorder to visit the ART Unit at the Hospital
in Addis Ababa. Within this framework, they werdisfed with their scheduled appointments to
visit the Unit. The patients further used alarmsvatch bell and cell phone reminder not to miss
their daily prescribed doses of ARV.

Nevertheless, against those integrated efforts @stmof the patients on ART at Zewditu
Memorial Hospital, a few of them regrettably missta@ doses due to their simply being
forgetfulness. On the whole, the findings of thisdy argued that the people living with
HIV/AIDS and attending the therapy in the Unit la¢ tHospital were adherence to ART.
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CHAPTER FIVE

CONCLUSION AND RECOMMENDATION
5.1 Conclusion
Adherence to antiretroviral treatment (ART) is e for clinical success among people living
with HIV/AIDS (or HIV-infected people). The objeu of this study was to assess ART
adherence among people living with HIV/AIDS (PLH®&ho were attending ART Clinic at
Zewditu Memorial Hospital. Specifically, it aimed tassess the current adherence status of
PLHA to ART at the Clinic of the Hospital in Add&baba, to identify factors contributing to
ART adherence; to investigate reasons for the mpistimissed ARV drug doses, to examine the
patients’ relationships with the health care prevéd at the Clinic, and to identify the

contribution of the health care system and thaadirsetting for ART adherence at the Unit.

Based on those threads of argument which have thsenssed throughout the thesis and those
major findings well-supported by the empirical eende generated, it can be argued that ART
adherence is based on inter-related and multi-dstoeal socio-demographic characteristics of
the patients and other contributory, as well adifating factors in the local setting of the ART

Clinic at the Hospital.

The study identified high levels of ART adherencdhis sample. The high adherence may be
partly explained by characteristics of the clinicdrvices. All patients in the study were
receiving ART and related laboratory and treatnsa&rivices at no cost, removing a financial
barrier that has been observed as an adherenderbiarrother settings. This study clearly
therefore shows that adherence to ART is commomagrtias sample of HIV/AIDS patients at

Zewditu Memorial Hospital in Addis Ababa.

The socio-demographics are not contributory factorsimproving adherence of the PLHA.
There is also no significant difference among tfapprtions of the two gendered groups — males
and females. Thus, there is no statistical evidémdieating an association between the patients’

involvement in ART to be adherence to the treatnaenttheir demographics.
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While adherence is very high in this setting, ndt patients manage to adhere to their
medications. Three factors emerge that differesdiathose who have achieved adequate
adherence from those who do not achieve adequbtFextte. Moreover, the evidence generated
highlights the importance of social support in ligaiing good adherence. Patients talk about
three forms of support they have received from famiembers: reminders to make medication,
emotional support that helped to ‘normalize’ HIVWdamaterial supports in the form of food and
money. Reminders that patients have got from etbentribute to their adherence skill set and
directly help them to remember to take their methcs on time. Emotional support increases
patients’ motivation to adhere by providing an etpgon that they could achieve good health
and by placing greater value on good health. Maltstipports have further assisted the patients
to overcome direct barriers of lack of food andh$ortation fees, which may have otherwise
hindered adherence. In this way, the empirical datggests that social support influences
adherence by increasing patients’ skills and mtitma to adhere and also by directly impacting

their self-efficacy to adhere, despite potentiatiees.

The study furthermore argues that there are fadtdluencing ART adherence among ARV
users, such as the patients do not use or abusgypey of drug, including hard drugs, being
aware of ARV treatment both before and after bdirag sick, have got pieces of information on
the treatment from the health professionals andMiass Media and they have already got
convinced themselves about the multi-faceted benefiART, especially in terms of improving
one’s quality of life before they started receivithg medications. Thus, on average, the clients
have stayed on ART for more than seven years. ditiad, the disclosure of ART status to their
family and relatives contributes to ART adherenidee patients further use alarms of watch bell

and cell phone reminder not to miss their dailyspribed doses of ARV.

As there are instances of missing a dose in thomaqus months, the empirical observations

also indicate the moderate prevalence of missiaglthse during the weekend because of being
forgetful. In addition, the prevalence of missirdhaduled appointments of the treatment Clinic

is generally at its low level.

The patients are satisfied with their scheduledbapments to visit the Unit. The relationships

between the patients and the health care provaterdriendly and harmonious to facilitate the
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ART adherence at the Clinic. Consequently, theirfigsl of the study indicate the contribution of
the existing health care system and clinical sgtbithe Clinic for the treatment adherence.

The results of this study have thrown a light ie #hadow and then highlighted areas where
interventions may be useful to improve adherendd®HIV-infected patients at the ART Clinic
in Addis Ababa. Although the results cannot be gaimed, there are valuable contributions that
have been made by this study. While an importanbtrtmution has been made to
adherence/compliance research in general, thiy $tasl also paved the way for research aimed

at improving adherence to antiretroviral treatnresearch in Addis Ababa context.

This study contributes to the international literat on adherence to ART and the field of
HIV/AIDS treatment and care in the capital city several ways. The identification of ART
adherence levels and factors influencing adheramnceng PLHA in the city allows the early
recognition of groups with special characteristizat should be carefully supported along the
treatment pathway to increase its effectiveness.

In addition to global strategies, different setdasfjeted interventions may be needed for special
groups of the patients due to the wide spectrufacibrs that may influence adherence to ART.
Based on the results of this study and the existo@nl situations, socio-culturally and
economically relevant strategies, therefore, seerbet necessary to improve ART adherence
among PLHA at the Clinic of Zewditu Memorial Hosgiin Addis Ababa.

5.2 Recommendation
Possible and plausible suggestions could be fomeatd improve the quality and uptake of the
ART services based on the findings of the studythadtonclusions drawn from them.

» |t is suggested that this study should be replecatethe future with certain changes. In
subsequent studies of this nature, a larger sampteild be used that is more
representative so that the results can be morergaable to the larger population of
individuals on antiretroviral treatment. Larger Icsizes are also recommended to

explore critical biographical variables. Much otthesearch cited in this study comes
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from international sources. This indicates a ne®dEthiopian research in this area in
light of the ARV roll-out program me.

The development of social work theories contexyugdlevant to Addis Ababa audience
in order to guide further research might assiduither research to enhance adherence
to ART. Theory development will benefit from a mudisciplinary effort of social
workers, sociologists, medical providers, psychisitsgand others.

Interventions by medical practitioners, social gen\providers, health care providers and
policy makers can effectively enhance the likelithad adequate adherence. This is an
area of research that should be explored furtht#rarfuture.

It is also recommended that further replication tbfs study include qualitative
information into the data collection as this wilrge to confirm and enrich quantitative
data. As qualitative research focuses on speatintext settings of interactions it could
be valuable in the replication of this study in arsfanding the factors that impact on
optimal adherence to antiretroviral treatment m ¢ty context.

As demonstrated by the research findings, a paiedherence to ART is influenced by
a wide variety of factors related to patients’ éiliand behaviour, the health system,
and social and cultural issues. The researcherm@eamds that further research should
be conducted using mixed research methods, indugerticipant observations and
capturing the actual interactions between patiantstheir health care providers. These
findings can inform the design of behavioral reskdocused on psychosocial, social,
and cultural factors that affect adherence andriute to a deeper understanding of

ways in which to overcome these potential barte’ART adherence.
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Appendices

Appendix A: Structured Interview Schedule

Interview Sdiade ID. NO. --------m-m=m-mmmm-
Indira Gandhi National Open University, Social Wa@y&partment

This Questionnaire is prepared to ask patientslledrdo ART care on ART
adherence at Zewditu Memorial Hospital.

My Name is working data collector for

Ato Melaku Kebede for the purpose of partial fuifient of master degree in
social work. He is conducting a study on ART adheeeat Zewditu Memorial
hospital. The information you give will contribute measures that are taken on
ART adherence. If you agree to be involved in #tisdy, | would like to ask
some questions and this will take about 30-45 neiswuithe information you give

will be kept confidential. If there is any problgmu can stop at any time.

Do you agree to participate in this study?

1.Yes (Continue to ask the question) 2. No. ($vopsk the questions)
Interviewer Name: Supervisor am@l
Signature Signature

Date Date
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SECTION 1.SOCIO DMOGRAPHIC CHARCTERSTIC

No. | Question Coding categorie Code
101 | Se» 1- Male
2- Female
10z | Age
102 | Ethnic group 1- Ambhara - Oromo -Tigraie
4, Garage 5. otheg
specify
104 | Marital statu 1- Unmarrie
2- Married
3- Divorced
4- Separated
5- Widowed
10t | Religion 1- orthodox - catholic
3-protestant 4- Muslim
5-other --------m-mommmmeeeee-
10€ | Educational stat 1- llliterate Z- read and writ
3-Elementary 4-High School
5- Above high School
107 | Occupational stat 1- Government employ:
2- Housewife
3- Farmer
4- Unemployed
5- Daily labor
6- Student
7- Other specify -----------=--=----1
10€ | Monthly income(In Birr | 1- No incom
2- 200-250
3- 251-500
4- 501-999

5- 1000-2000
6- 2001-3000
7- >3000
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Section 2. Social assessment

No | Questions Coding Categories Code

201.| With whom do youl 1. Live alone
live? 2. My family

3. My relatives
4. Unstable
5. Otherspecify

202 | Do you have anyl.yes 2.No
emotio
nal and
practica
I
support
?

203. | If yes to question 202.1. Marital and finance
What | 2. Information/advice
support| 3. Other specify
you
have?

204.| Have you ever abugel.yes 2.No
substan
ce?

205. | If yes to question 204, 1. Chat
which | 2. Cigarette
substan| 3. Alcohol
ce do|4. lllicit drugs
you 5. Others specify
use?
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206.| Are you currently 1. Yes 2. No
use/abu
se drug
207.| If yes to question 206, 1. Chat
which )
2. Cigarette
substan
ce do|3. Alcohol
you -
4. Illicit drugs
use?
5. Others specify

Section 3: Knowledge about ART and adherence

Knowledge about ART

No Questions Coding Categories
301. When did you 1. Before my iliness
hear abou 2.  After myillness
ARV? 3. During my illness
302. From  where 1. H/care professionals
did you get the 2. Mass media
information 3. Others
about ARV? specify
303. Do you think 1. Yes 2.No
ART benefits
you?
304. Are you 1. Yes 2.No
committed
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/convinced to

305

start ART?

After you had 1. Improved

stared ART, quality of life

What benefit 2. Weight gain

did you get? 3. Reduced fever
4. Reduction  off

hospitalization
5. Reduce
frequency of diahorreg
6. No benefit at

157

all.

Knowledge about adherence

306.

Do you know the importance

adherence before yg
start ART?

o1.

u

Yes 2.No

307.

How long have you been on ART?

n m@nths)
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308. | Have you disclosed your HIV status to 1. Yes 2. No
any one?
309. | If yes to the above question, to 1. Wife
whom? 2. Family and relatives
3. Friends
4. Others specify
310. | When taking ART, AIDS will be 1. Yes 2. No
delayed?
311. | When taking ART, an HIV infected 1. Yes 2. No
person will be cured from AIDS?
312. | When taking ART, it can happen that 1. Yes 2. No
one may get sick from the Rx itself?
313. | When taking ART, Do you think the 1. Yes 2. No
person will live long?
314. | When one takes ART, it has to be 1. Yes 2.No
taken at specific time?
315. | When one takes ART the daily dose 1. Yes 2. No
should be respected not be skipped?
316. | You should take pills for the rest your 1. Yes 2. No
life to delay the development of
AIDS?
317. | Are you taking a fixed dose combined 1. Yes 2. No
or single drugs?
318. | What do you suggest about a fixed 1. Reduce pill burden
dose combined or single drugs? 2. Easy to remember
3. Easy to take
4. |do not know
319. | Do you feel comfortable when taking 1. Yes 2. No 3. Not sure
ART in front of others than before?
320. | Does the Rx schedule fit the daily 1. Yes 2. No 3. Not sure
routine than the previous?
321 | What types of schedules do you use 1. Pill box
to remember to take your 2. Written reminders
medication? 3. Watch bell
4. cellphone reminder
5. Don’t have
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Section 4. Patient/Adherence Supporter/providdatioaship

No Questions Coding categories Code
401 Are you satisfied with the clinical Service? 1. Yes 2. No
3. Not
sure
402 Do you have open communication with health Yes 2.No
care providers treating you?
403 Do you obtain education or assistance when  Every month
you need help during your visit?2. Every 2
months
3. Every 3
months
404 Do you know the Adherence Supporters? .Yes 2.No
405 Have you got adequate adherence counsgling Yes 2.No
service from adherence
supporters?
406 Are you satisfied by the improvement yadli Yes 2.No
obtain for your treatment? 3. Not
sure
407 Are you satisfied in the confidentiality of thé. Yes 2. No
treatment unit? 3. Not
sure
Section 5. Health Care system and clinical setting
No Questions Coding categories Code
501 How far is your residence from the ART unit _ (in Km)
you are attending?
502 What means of transportation do you use to 1.0n foot 2.
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visit ART Clinic

A

Public transport 3.
Own vehicle 4. Tax

5. Others specify

503

Are you satisfied in the scheduling. Yes
appointment of the treatmeng. No
unit? 3. Not Sure

Section 6: Adherence assessment

No Questions Coding categories Code
601 | Have you ever missed your ART. Yes If No leave
drugs 2. No the below Qs
| don’t know
602 | If yesto 601 How frequent? 1. 1-2 doses per month
3-5 doses per month
3. 6 or more doses per month
603 | How many doses have you missed 1n One dose only

the last 7 days 2.

Two doses only

3 or more than 3 doses

Section 7: reason for skipping the doses

No Questions Tick all possible reasons
701. | Being away from Home

702. | Were too busy

703. | Simply forget

704. | Too many pills to take

705. | Wanted to avoid side effects

706. | Did not want others to notice me taking

the medication
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707 | Had a change in daily routine

708 | Felt like the drug was harmful

709 | Feltasleep

710 | Felt sick

711 | Felt depressed over whelmed

712 | Had problem of taking meal at specified
time (meals. Empty
stomached...... )

713 | Felt good

714 | Run out of pills

715 | Taking medication reminded my HIV

716 | Confused about the dosage

717 | |thought the medication had no value

718 | People told me the medication is pot

good
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Appendix 1: PROFORMA FOR SUBMISSION OF MSW PROJECT PROPOSAL FOR
APPROVAL FROM ACADEMIC COUNSELLOR AT STUDY CENTRE

Enrolment No:ID
1051171

Date of Submission: __May
16,2014.

Name of the Study Centre: St. Mary's Universityl€ge

Name of the Guide: Ephraim Mebrate (Mr)

Title of the ProjectASSESSMENT OF ART ADEHERENCE AT ZEWDITU MEMORIAL
HOSPITAL ADISS ABABA

Signature of the Student:

Date: _ May 16,2014. Enrolment Nl 1051171
ApprovedNot Approved Name: ___Melaku
Kebede

Address: ____Addis
Ababa

Date: __ May 16,2014.
Name:_Ephraim Mebrate(Mr)

School of Graduate Studies

St. Mary’s University College
Address of the Supervisor: Addis Ababa, Ethiopia
SIgNALUNE: .ot
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CHAPTER ONE.

1. Introduction

The emergency of the HIV epidemic is oneheaf biggest public health challenges of
the world has ever seen in recent history, or m ldtest three decades HIV has spread
rapidly and affected all sectors of society. Youmspple and adult, men, woman, and the
rich and the poor, sub-Saharan Africa is at theerger of the epidemic and continues to
carry the full brunt of its health and socio ecomoimmpact. Ethiopia is among the countries
most affected by HIV epidemic within estimated aduwlevalence of 1.5%, it has a large
number of people living with HIV (Approximately 8@®0 and about 1 million AIDS
orphans. Despite these mounting the globaloresp has been a reason for hope and
optimism in fighting the epidemic application offesftive efforts. (MOH, 2004).After
claiming millions of lives and orphaning million$ children in the world, HIV has become
a manageable chronic disease that can be treatewbyet cured, by antiretroviral drugs (
MOH, 2006).

Since the discovery of the first ART drugs were maaf these, the introduction of HAART
(Means Highly Active Anti Retroviral Therapy) is msidered by many, as one of the
wonders of modern medicine. The availability of HRA as a FDC adds to this medical
accomplishment by decreasing the pill burden fotiepés and hence contributing to
improved drug adherence. Regarding ART serviceeagalthe government of Ethiopia took
the initiative of providing fee based single amdroviral (ARV) drugs in 2003 and free
ARV drugs in 2005. As the result of this imitatitteere has been a dramatic increase in
number of patients enrolled into HIV care and &dator HIV. As of October 10, 2007
FHPCO's report, 109,552 patients have ever beetedtan (ART anti-retroviral therapy)
and 82,248 patients are currently taking ART. Thistsng HARRT with the use of single
drugs has the disadvantage of high pill burdericdit schedule, potential poor adherence,
difficult supply management, and possible assamia8ince patients on ART are likely to
take quite a number of pills per day in additiorhtgh pill burden may contribute to poor
adherence. However adhering to treatments cruasgbartial or erratic doses or will lead to
resistance to the medication and ultimately failuree simpler the treatment the, more

chance that the patient will continue to take tiegdicines. This is the reason why we need



FDC (fixed dose combination) .Recently as an exgstif the government’s commitment to
make HARRT more simplified affordable and accesstblthe majority of Ethiopians living
with the virus it is expanding its initiatives tatioduce ARV Fixed Dose.(FMOH,2007).

1.2 Statement of the Problem.
Assessing the adherence of people receiving AR/Erg essential aspect to understand whether
the service is going towards the intended goals @bjdctives. Therefore, understanding the
degree of adherence and its barriers would sugperGovernment, people receiving ART and
others to design feasible intervention methodsittaace adherence.
The benefits of ART are only a tenable when adlesrén precise dosing schedule is practiced
and other treatment requirements are closely fa@thwSince ART is at its early stage in
Ethiopia, there are no adequate researches doAelerence The Adherence people receiving
ART In my work experience, | realized some people aot taking their ART medication
properly due to various reasons. (FMOH, 2006)s Ibased on this View point that | decided to

do my dissertation on this issue.

1.3 Significance of the study

Ethiopia has been engaged in the scale up of AéCEsses to its people since 2005. despite
challenges like poor health infrastructure laclstaite of the ART diagnostic tools, and shortage
of health care providers, ART scale up has recotbedyreatest achievement in the number to
people reached and facilities providing the ARTv&er had increased from 3 to 838 and people
started on HIV treatment increased from 24,0007®, B30 from 2006 to 2012.(FMOH, 2007).
Even though the number of PLHIVs who have evetelaART has reached 379, 190, not more
than 249,000 are still in treatment. This showd thdy 70% of those who are starting the
treatment were retained in the program. The ptapoof the clients who retained to care at
different sites varies between 70-80. Hence, nalpd with the scaling up of the ART service,
the government of Ethiopia with its partner orgation has been work to mitigate the
challenges of, retention in care and adherenceR®0. A herefore having adherence and retention
frame work with very well defined strategies andrkable interventions to be used as to be at
each level of the health care system is very ingpdrto address adherence and retention gaps.
(FMOH2007).In the presence of ART, improving quabf life related to health in PLHA is an

urgent priority in order to active this, patiengharence to ARV combination is therapy is a
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crucial components of successful treatment outcorhe. rationale for selecting this problem
area was due to the facts that identification aéxdweinants factors for ARV Therapy ,adherence
amongst patients receiving ARV at health facsitie so significant to prevent resistance which
could occur due to non-adherence and to improvelitquanf life of HIV/AIDS
patients.(FMOH,2007).



CHAPTER TWO.
2.1 History of ART Adherence to HIV

Literature Review

Despite the critical need for strondi@@nce to HIV treatment, research indicates that
many patients have difficulty in realizing this §jo8everal studies conducted in North America
and Africa has reported the only 55% of North Aroan patients demonstrated high level of
ART adherence. The percentage of adherence focafatients was found to be about 77%
which could be attributed to the fact that Africpatients have been on treatment for shorter
periods of time. The proportion of adherent patarduld decline over time as patients initiating
therapy encounters the challenges of maintaining kerm adherence. The picture for children
was not so optimistic. These same study reportatdahly 55% to 60% of African children were
adherent to ART. But 95 percent adherence on ARIgDs expected from children to get the
maximum benefit of ART. Retention in care is alscracial issue for HIV treatment program
in sub-Saharan Africa is about 60% indicating thany patients are being lost and a lot of time
and money is being wasted. Retaining HIV infectatigmts have the potential to help contain
health care cost by improving HIV specific healtitammes and reducing emergency department
visit and hospitalizations. In addition, retentjmmovides the opportunity to implement health care
intervention and to prompt health behavior change imay decrease transmission and improve
public health by reducing the population burdenHdY. Overall as evidenced by the above
national and international resources, designingtesgies to attain long-term adherence among
HIV infected patients and retaining them in mediale at regularly intervals has been shown to
be linked to positive health outcomes. As a reisudt a major priority for both program mangers
and providers and public health organizations takwowards a unified approach standardize
national adherence strategy.(EricS.etaL.AIDS Re{@)281-90,



2.1.1. Factors facilitating ART Adherence

Clients’ knowledge, understanding, belief and pergation about ART.

Clients must understand their treatmenimmeg and the possible side effects of the ART
drugs, Taking medications in the correct amounthatcorrect time and in the way they are
prescribed, Knowing about interactions between ARNd other types of medication which can
change the way ARVs work in the body, Eating andkiing the right things with your pills, as
prescribed by the clinical team and about Avoidinsafe sex. (FMOH, Adherence supports
Guideline, 2009.

The client has to believe and percaiseART works, improves and prolongs life if it is
taken properly. It decreases the viral load anthéteases the immunity of the patient and
thereby it improves the quality of life. It helpket patient to live a healthy and longer life.
(FMOH, Adherence supports Guideline, 2009).

In Ethiopia, cultural and religious beliefdluence adherence to care and medication very
significantly. Fasting and traditional healers ¢mve a significant effect upon adherence. But
adherence is very crucial to get maximum benefllRR¥ drugs, i.e.it stops viral replication and
it increase body resistance and thereby it impradiaesquality of life of the patient. (FMOH,

Adherence supports Guideline, 2009).

Involvement of client in decision making process lient readiness and commitment.

As ARV drugs are taken throughoneé’s life involvement of the patient in decision
making process is very crucial, So that the patiergt to be involved in the decision making
process and he has to agree to take the drug &edeaafter he understands (knows) the benefits
of taking ARV drugs and benefits of adherence toARA and he has to know as the drug is
taken lifelong. (FMOH, Adherence supports Guideline

Adherence counseling and preparedness prnestede ART therapy. ART should be
delayed until adherence issues have been addrézsgeht actively involved in his/her own care
and become ready if the patient clearly undedstahRV Therapy is, possible side effects,

limitations, adherence schedule and wants treatntEmhonstrates, readiness, Treatment



partner/family/social support available, Psychosblbarriers to adherence have been addressed,
No psychiatric illness or substance abuse that dvampact adherence and no recent non-
adherence to care or medication. After knowing thkse things a client decision and
commitment to take the Right drug at the Right tiemed dose throughout his life is very

important for successful treatment outcofi®OH, Adherence supports Guideline, 2009).

Trustful Relationship between providers and clients

Health care providers have to build adyevorking alliance and a trustful relationship
between them and their patients to get optimal @fiee and treatment outconfe therapeutic
alliance between the provider and the patient campte optimal adherence to both HIV care

and ARV regimens. Adherence can be improved. (FM&dtherence supports Guideline, 2009).

Available social and family support
Having treatment supporter, Abilityrteake taking pills as part of routine, Effective use
of reminders seeing positive results, Ability teadose HIV status to family and friends and
Providers’ knowledge and communication skills.. (M, Adherence supports Guideline,
2009).

2.1.2. Factors Hindering ART adherence

The principal factors associated with aoinerence to care treatment appear to be patients
related, including, Substance and alcohol abuseyefiing or difficulty understanding treatment
instructions, Life adjustment difficulties such fdyn responsibility and transportation
difficulties, Fear of disclosure to family membeawesulting lack of family support .lack of
treatment compliance due to concurrent illnessieRatincertainty about the long term effects
treatments, Long waiting periods at HIV clinic golthrmacy, Lack of food, particularly for new
initiating patients, and fear of stigma and disenations. Others factors that contribute to non-
adherence are inconvenient dosing frequency, @ietastrictions and pill burden, difficult
patient burden, heath care provider relationshipsonvenient service provision in the health
care system.(FMOH,Adherece supporters Guidelin®R00



1.2.3 Advices and counseling services given by hisgbrofessionals.

The health care providers of the ART icliat Zewditu Memorial Hospital prepare clients
to 'start' adhering to ART; they have provided riisewith a large amount of information on
Basic Facts on HIV and AIDS, HIV Counseling and tireg Comprehensive HIV Care and
Treatment and Adherence. In order to address theetns of client by providing information
and counseling on HIV treatment by reviewing sonfethe following issues: Review the
information on the treatment prescribed for théient. The ART clinic staffs should encourage
the client to repeat back to them which pills thvelyl take and when they should be taken.
Remind the client that ART is a lifesaving drug ahdt his / her life depends on taking them
every day at the right time. Remind that if a dhag to be taken 2 times per day, there should be
a 12 hour interval between the 2 doses. If youdirtake the dose within 4 hours. After that,

wait until the next dose and no double dose.. (FM&itherence supports Guideline, 2009).

1.2.4 Professional consultation to PLHA'S.

The ART clinic healthcare providers giveofpssional consultation to their patients to
develop good adherence by giving firsthand basformation about the treatment, as the
treatment has to be taken lifelong and by helphrt patients to understand their treatment
regimen and be helped to overcome any challengésking ARVs as they are meant to be
taken. By giving an advice to develop partnersheépween the person taking ARVs, family and
friends of PLHA and the medical system supportimgttperson, including Adherence
supporters, and by telling as medications has ttaken in the correct amount, at the correct
time and in the way they are prescribed, by helpmgnow about interactions between ARVs
and other types of medication which can changewtfe ARVs work in the body, eating and
drinking the right things with your pills, as preded by the clinical team and to avoid unsafe
sex are very important to get the expected maxinm@atment outcome.(FMOH, Adherence

supports Guideline,2009).

1.2.5. ART Clinic of Zewditu Memorial Hospital strength and limitations?
The ART program Zewditu Memorial Hospitas started in July 2003. The hospital has
been providing ART service to all patients comingni all Regions between 2003-2004. The



free ART program started in March 2005. The totamnber of patients ever received ART at
ART clinic are 11, 214 out of theses 10,322 Adatsl 892 pediatrics. Number of persons
currently receiving ART are 6465 among these 606tsdnd 414 pediatrics.

1.2.6. Strength of the ART Clinic

The treatment of HIV/AIDS clients with pesct, and with complete consideration for
human rights, ethics, privacy and confidentialitformed consent, autonomy, and dignity. This
means that they are practicing the values and iptesc of social work in their daily routine
activities. Increasing the effectiveness of sewitteough education of, and consultation with,
professionals within the system. Through trainimgl @onsultation the staffs always tries to
improve the quality of service, their knowledge ahdls. Because of this the ART clinic has a
well trained and experienced staffs. Beside to Tihie ART clinic is now used as a research and
training center, because it is considered as a hoedéer. Moreover this it is the first ART clinic
in Ethiopia, ART service provision was started @02.Increasing awareness of their clients
through group and peer education. Health educadigiven two times per day for all clients at
the waiting area by health care providers and nasgagers (Adherence supporters). In addition
to this peer education is practiced among childreén’ learn from each other and share their
experiences. The staffs of the ART clinic givedandard counseling service on ART adherence
and HIV counseling and testing by realizing thelgifacounseling in the context of HIV care
and treatment is not to solve every problem busttengthen and improve the client's coping
skills through: Helping patients cope with the eimag and challenges they face when diagnosed
with HIV and thereafter. Preparing and supportiaegmts who want to begin or are taking ART
and to motivate them to be adherent. Helping ptitnavoid passing on, or getting re-infected
with HIV.Helping patients make choices and decisi¢imat will prolong their life and improve
their quality of life.
Referral as a comprehensive care and support, Bgerson or organization can provide a client
and his/her family with all the HIV care and suppeervices they need. That is why it's
important to have a strong referral system in platiee staffs of the ART clinic formally send a
person and/or family members to another place e tibspital or another organization for
services the person in order to get holistic cawe services. Referrals between health facilities

and community organizations are also important.n&8d to know what resources exist in the



community and community organizations need to kmdvat services are offered at the health

facility.

Monitoring and Evaluation, the ART clinic staffseacollecting and monitoring data to ensure
that services provided are consistent with the @da@. M&E also includes monitoring and

evaluation of a client’'s adherence to treatmentcard.

1.2.7. Limitation of the ART clinic.

High work overload (burden). The total nianbf people who came to ART clinic is 11,
214 out of theses 10,322 Adults and 892 pediathNasnber of persons currently receiving ART
are 6,465 among these 6,051adults and 414 aretpeslia
Shortage of drugs like INH and co-trimoxazole. BRT clinic meets frequent shortage of these
drugs in different times. Staffs have communicatedh both Governmental and non
Governmental organizations to solve the shortagéheuproblem is not yet solved.
Shortage of rooms: At the time of my visit to the clinic of Zewditu Memorial Hospital has
shortage of rooms to run different activities iffefient rooms by ensuring confidentiality and
privacy. But they have a plan to change the ARTiclwhen the construction of the new
building is completed.
1.2.8 Strategies and priority intervention

The Strategies to improve adherence atehtion of patients, and follow medication and

care for chronic disease look HIV focus on thedaihg major areas that need intervention to
address the barriers related to the client, theviSemrovider, the heath system and related
environment. Under each strategy there are magtitutions which have been implemented and
achieved good result in resource limited environintika Ethiopia.

1. Client empowerment: - means empowering patienth tie necessary knowledge and
skills and providing support that make them adherehe following a medications
schedule with agreed recommendations from a hqaitivider. The following are
workable interventions that can bring about empovesit of patients:

Education and counseling services: - are among rtiest effective behavioral

interventions targeting ART adherence and reteritiarare.



2. Client specific adherence related tools includimgnainder devices. Calendars, pill
boxes, pill organizers, dose planners and remialz@m devices may be giving to patient
taking ART to support their adherence.

3. Psychosocial and economic empowerment: - psychmbgiupport includes spiritual

advice, mental health, psychological shelter artdtran support.

Objective of the study.

1.3 General objective

- To assess ART adherence among PLHA attending ARjic at Zewditu Memorial
Hospital.
1.4 Specific objectives.
-To describe the current adherence status of PLAHART.
-To describe factors contributing to ART adherence.
-To describe reasons for missing ARV drug doses.
-To describe patient relationship with the healtaqaroviders.

-To describe the contribution of health care sysadaah clinical setting for ART adherence.

Research questions.
-What is the current status of ART adherence am@bgA attending ART clinic at
Zewditu memorial hospital?
-What are the factors contributing to ART adherénce
-What are the major reasons for missing ARV druged@
-What looks like patient relationship with the thatare providers?
-What is the contribution of conducive health caystem and clinical setting for ART

adherence?
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CHAPTER- THREE.
3. Research Methods, Materials and procedures

3.1. The study area.

This study will be conducted from Novemi26x13 to December 2013 at ART clinic of
Zewditu Memorial specialized hospitals in Addis AbaEthiopia.
3.2. Study Designs.

An institutional cross-sectional studylveé conducted with both quantitative & qualitative
methods on PLWA at Zewditu Memorial Hospital.
3.3. Universe of the study (Population source).

All people living with HIV/AIDS who are eligle for HAART and being treated with ART

at Zewditu Memorial Hospital ART clinic.

3.4. Study Population.
All people living with HIV/AIDS who are eligle for HAART and being treated with ART

at Zewditu Memorial Hospital ART clinic.

3.5.Inclusion criteria
All the study population males and female who fil#id the below criteria:-
6. Taking the fixed dose multiple combined ART to aghe drug.
7. >18 years of age
8. Give verbal informal consent voluntarily.
9. Admitted to the study hospital for ART and of tdke drug as outpatient.

10.Unable to give consent voluntarily.

3.11. Exclusion criteria.
All contacted ART clients who are unable to fultliie ART inclusion criteria.
Sample size and Methods.
To determine the sample size for the esesdional survey design, it was assumed that the
Precision to an acceptable approximation of theufadn was taken to be 95% (CI of 95%),

Taking a difference of no more than 5% from thesakfigures in the source population. Since
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Our current adherence rate or proportions of alatee concepts on adherence to HAART rate
50-75 percent is of 50% was preferred to obtaifdhgest possible sample size using the single
Population formulae. To compute for non-respongs 0% of the total sample size [N = 384]
Was added and then the total sample size was fioulpel 461. The sample size was

Calculated using the following formulae: -

N =Z (+%)2 P (1-P), N = 384

D2

Where, N = sample size, Z (+%2) = 1.96, which isupper percentile of the standard normal
Distribution, P= HAART adherence rate, which wasussed to be 50% and D= difference from

The actual figures of source population, which wéltaken to be 5%.

3.3. Sampling Procedures/Techniques.

With regards to sampling techniques, altofalOOPLWAsampling unit who are on
HAART and follow up at ART unit of Zewditu Memori&lospital will be selected for the study
purpose at a time of proposal writing/planning,adiier to be enrolled being eligible for ART till
the study period (November-December2013) will bgistered and included in the sampling
frame. Finally, using the systematic random sangpdipstem of those coming for follow up of
ART every 4thART clients will be involved in theusly.

Data Collection Techniques.

Every patient who comes for ART servicerimy the data collection time will be
interviewed by trained enumerators. At the same tihere clinical records will be looked for
further and detail information. Data collection Mbe done from (November-December, 2013)
will be registered. Patients will be interviewed tbe following variables: Socio-demography,
health and illness, knowledge, attitude to the Regi, relation with health care professionals,
HIV/AIDS related disease occurrence while taking TARnd opinion of the health delivery
system .More over this record review will be doyesblected registered Nurses and by me, as |
am a health care provider | can get a chance tewewmedical records.

Some other methods are here mentibrbxiv:

12



N) Key informants Interviews: Interviews will be conducted with the official@ ART
Physicians) and 2 ART Nurses) from ZMH ART clinibevwill be on provision of ART
Service during the time of Data collection.

O) Observation: Professional ART Nurses will be observed for &RT Service delivery
for the quality of service during pre and on irtiba of ART counseling service.

P) Exit Interviews: All clients attending ART Service at ZMH duringet Data collection
period will be interviewed at exit points after yhkave got the ART Services. At the
same time there clinical record was looked for.eDadllation will be done from August -
September, 2013. Patients were interviewed for tbéowing variables. Socio-
demography, health, illness, knowledge and attitiodine regimen, relation with health
care provides professionals, HIV/AIDS related déseavhile taking ART and opinion
delivery system. Record review also carried ou @D4 count, lymphocyte, adverse

reaction to ARV and the duration of ART was recorffem the client chart

Variables of the study

-Measured to conduct the study.

Independent variables

Demographic characteristics.

Age, sex, religion, Marital Status, Monthly income.
Health service, to social care, and support.
Active substance use of drugs, chat and Alcohol.
Drug side effect, feeling of depression and CD4n¢ou
Benefits and importance of Adherence.

Factors related to belief in efficacy of medication
Severity of non Adherence.

Satisfaction on HAART and services.

Dependent Variable.
ART adherence among PLHA.
3.4. Data collection and Quality Management.
-ltems concerning information on the questare will be completed by interviewer and

will be related to the respondents answer. The toqpresire will be Pre-Tested on a sample
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population of 10 clients using a treatment of HAAR{TZewditu Memorial Hospital in order to
make all the data collectors understand each questia similar way and collect the intended
information plus to finish out questionnaire netwlbe amended. Two registered Nurses who are
working at ART unit will be trained for Three dapefore they engage to any activities. The
interview will be conducted in a place where theeimiewee feels free and alone with the
respondants.The resonant right not to participatée study will be respected for those who are
found to refuse. In the same manner one supervidbbe selected (ART Clinician) and give a
highlight/train about the study to ensure the catgriess and quality of information during data
collection. There will be a spot checking of theéadeollectors to give timely correction at mark.
The filled questionnaire will be reviewed by thestvisor and the principal investigator at daily
base after through checkups to manage problem atered. With regard to in-depth interview
Ten study subjects with homogenous backgroundheilconsidered and the study subject will
be limited during data analysis process by checkangedundant information and saturation of
ideas produced from the interviews. At the timedafa processing data will be entered to the
computer and 10 percent of the data entered witlrbss checked for consistency.
The quality of data will be assured by:

Using standard ARTA Ver. 0001, Version 20/01/2011.

Measurement/Tools.
3.4. Questionnaire Design.

The questionnaire format was taken from gshely was done at Addis Ababa university
School of public health and some additional questiwill be added from other studies and other
sources downloaded from internet. The purpose é&imgahis is to use standard questionnaire to
ensure validity of the study. Some of the questir@s and checklists were adapted from the
ART Adherence Version 0001, Version 20/01/2011(ARVé&r. 0001, Version 20/01/2011) for

evaluating ART adherence.
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3.5. Data Collectors.

Two Registered Nurses who are working at ART will be selected and trained for Three
days before they engage to any activity. Besidiisothey will be participated in the pre- Test
process.

3.7. Ethical consideration.

The proposal will be evaluated by IGNOUs&ach Department for the Topic and
Methodology relevance. Ethical clearance will baaoted from IGNOU and Addis Ababa
Regional Health Bureau. Information will be gatlteom informed consent/voluntary bases after
obtaining permission from each respondent and éspandent is autonomous to answer the
entire question, to jump or interrupt in the middled the right not to answer is also respected.
The name of the respondent will not be recorded;cthllected data will not be used for other
information and purpose of the study will be expéal, confidentiality requiring their personal
feeling will be kept. The findings of the study Mdke disseminated to the relevant body.
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Abbreviations and Acronyms
3.13 Adherence
The ability to comply with medication prescribedlatispensed.
ART adherence:-
The ability to comply with ART medication prescrtband dispensed in the clinic for 95% of
time or more.
Assessment
The process of verifying and documenting how theTARedications dispensed from the clinic
or the previous visit were consumed.
Healthcare providers
People who offer services to sick people in a hdaltility.
Prophylaxis
The treatment which is given to patients in orderprevent disease from occurrence or
reoccurrence.
Linkage to care - Refer to the period starting with HIV diagnosisd ending with initial
enrolment in HIV care and treatment

Adherence to treatment: -Refers to the ability of the patient to developl éollow a plan of
behavioral and attitudinal change that ultimatedgves to empower him/her to improve health

and self manage a given illness.
Personal operation definition.

The ability to comply with ART medication prescriband dispensed in the clinic for 90 % of
time or more.
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CHAPTER FOUR.
4.1. Plan of data analysis
The raw data will be scrutinized and coded and ttela analysis can be done, using statistical
methods.
The findings (results) of the study will be presehand discussed very well.
4.2 Discussions
-Based on the finding deep discussion will beneddy seeing the results from different
perspectives.

CHAPTER FIVE
5. Conclusions and Recommendations
5.1 Conclusion
- Best conclusion and summarization will be ddressed on the result of the study and
discussion points.
5.2 Recommendations
-Possible suggestion will be given just mopiove the quality and uptake of the ART

services.
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Work Plan.

S/N Research Activities. Time Required.
1. Review of Related Literature. 2 Weeks.
2. Selection of Sample 1 Week

3. Adoption of tool for data collection. 1 Week

4. Pre testing of tools for data collection. 1 Week
5. Collection of Relevant data. 3 Weeks.
6. Editing of data. 3 Weeks.
7. Arranging, classifying &organizing data. 5 Weeks
8. Processing and Statistical Analysis of data. exkE.

9. Writing the Research report. 4 Weeks.
10. Presentation of the report.(typing and binding) | 1 Week.

Total Time required.

24 Weeks (6 Months).
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Budget Plan.

for

S.no| Research Activity Description| No of | Total cost| Remarks.
pages. in
Eth.Birr.
1. Writing  &printing of data 350
gathering tools.
2. Orientation ang 15 1500 100/individual
familiarization of for data
collectors.
3. Transport cost for thel 1500
Researcher
4. Transport cost for datalb 3000 400 Birr/day for 5days.
collector
5. DSA for data collectors 15 7500 100 Birr/ day
5days.
6. Payment for data editor[2 4000 2000/person.
transcribers.
7. Typing &binding cost. 1500
Other stationary cost 1500
9. Overhead expensive 2000
10. Total cost 22,850
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Questionnaire ID NoO. -------------------

Indra Gandhi National Open University, Social Work Department

This Questionnaire is prepared to ask patientslledrdo ART care on ART adherence at

Zewditu Memorial Hospital.

My Name is working data collector for Ato Melaku

Kebede for the purpose of partial fulfilment of stex degree in social work. He is conducting a
study on ART adherence at Zewditu Memorial hospitak information you give will contribute
to measures that are taken on ART adherence. Iagoee to be involved in this study, | would
like to ask some questions and this will take al30445 minutes. The information you give will

be kept confidential. If there is any problem ya@un stop at any time.

Do you agree to participate in this study?

1.Yes (Continue to ask the question) 2. No. ($togsk the questions)
Interviewer Name: Supervison®
Signature Signature
Date
Date
SECTION 1.SOCIO DEMOGRAPHIC CHARCTERSTICS
No. | Questions Coding categories Code
101 | Sex 3-Male
4- Female
102 | Age
103 | Ethnic groups 2-Amhara 2- Oromo 3-Tigraie
5. Garage 5. other
specify
104 | Marital status 6-Unmarried
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7- Married
8- Divorced

9- Separated

10-widowed
105 | Religion 2- orthodox 2- catholic
3-protestant 4- Muslim
5-other - -
106 | Educational status Hliterate 2- read and write

3-Elementary 4-High School
5- Above high School

107 | Occupational status 8sovernment employee

9- Housewife

10-Farmer

11-Unemployed

12-Daily labor

13-Student

14-Other specify -------------=-------

108 | Monthly income(In Birr) 8-No income
9- 200-250
10-251-500
11-501-999
12-1000-2000
13-2000-3000
14->3000
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Section 2. Social assessment

No Questions Coding Categories Code
201. With whom do you live? 6Live alone
7. My family
8. My relatives
9. Unstable
10. Other
specify
202 Do you have any emotional and.yes 2.No
practical support?
203. If yes to question 202. What 4. Marital and finance
support you have? 5. Information/advice
6. Other specify
204. Have you ever abuse substance?  1.yes 2.No
205. If yes to question 204, which 6. Chat
substance do you use? 7. Cigarette
8. Alcohol
9. lllicit drugs
10. Others specify
206. Are you currently use/abuse drug Pes 2. No
207. If yes to question 206, which 6. Chat
substance do you use? _
7. Cigarette
8. Alcohol
9. lllicit drugs

10. Others specify

24




Section 3: Knowledge about ART and adherence

Knowledge about ART

No Questions Coding Categories Code
301. | When did you hear about ARV? Before my illness
5. After my illness
6. During my illness
302. From where did you get the 4. H/care professionals
information about ARV? 5. Mass media
6. Others specify
303. Do you think ART benefits you? Xes 2.No
304. Are you committed /convinced to start 2. Yes 2. No
ART?
305 After you had stared ART, What 7. Improved quality of life
benefit did you get? 8. Weight gain
9. Reduced fever

10. Reduction

11.Reduce

hospitalization

diahorrea

12.No benefit at all.

frequency

of

d

—n

Knowledge about adherence

306. Do you know the importance pof 2. Yes 2.No
adherence before you start ART?
307. How long have you been on ART? n_ (i
months)
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308. | Have you disclosed your HIV status to 1. Yes 2. No
any one?
309. | If yes to the above question, to 1. Wife
whom? 2. Family and relatives
3. Friends
4. Others specify
310. | When taking ART, AIDS will be 1. Yes 2. No
delayed?
311. | When taking ART, an HIV infected 1. Yes 2. No
person will be cured from AIDS?
312. | When taking ART, it can happen that 1. Yes 2. No
one may get sick from the Rx itself?
313. | When taking ART, Do you think the 1. Yes 2. No
person will live long?
314. | When one takes ART, it has to be 1. Yes 2. No
taken at specific time?
315. | When one takes ART the daily dose 1. Yes 2. No
should be respected not be skipped?
316. | You should take pills for the rest your 1. Yes 2.No
life to delay the development of
AIDS?
317. | Are you taking a fixed dose combined 1. Yes 2. No
or single drugs?
318. | What do you suggest about a fixed 1. Reduce pill burden
dose combined or single drugs? 2. Easytoremember
3. Easyto take
4. |do not know
319. | Do you feel comfortable when taking 1. Yes 2. No 3. Not sure
ART in front of others than before?
320. | Does the Rx schedule fit the daily 1. Yes 2. No 3. Not sure
routine than the previous?
321 | What types of schedules do you use 1. Pill box
to remember to take your 2. Written reminders
medication? 3. Watch bell
4. cellphone reminder
5. Don’t have
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Section 4. Patient/Adherence Supporter/providers dationship

No Questions Coding categories Code
401 Are you satisfied with the clinical Service? Zes 2. No 3|
Not sure
402 Do you have open communication with health Yes 2. No
care providers treating you?
403 Do you obtain education or assistance wh&n Every month
you need help during your visit? 5. Every 2 months
6. Every 3 months
404 Do you know the Adherence Supporters? Yas 2.No
405 Have you got adequate adherence counsgeling¥es 2. No
service from adherence supporters?
406 Are you satisfied by the improvement yadl Yes 2.No 3
obtain for your treatment? Not sure
407 Are you satisfied in the confidentiality of th8. Yes 2.No 3
treatment unit? Not sure
Section 5. Health Care system and clinical setting
No Questions Coding categories Code
501 How far is your residence from the ART unit __ (in Km)
you are attending?
502 What means of transportation do you use¢ 20 On foot 2.
visit ART Clinic Public  transport
3. Own vehicle
4. Taxi 5.
Others specify
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503

Are you satisfied in the

schedulingd. Yes

appointment of the treatment unit? 5. No

6. Not Sure

Section 6: Adherence assessment

No Questions Coding categories Code
601 | Have you ever missed your ART 4. Yes If No leave
drugs 5. No the below Qs
6. |don’'t know
602 | If yesto 601 How frequent? 41-2 doses per month
3-5 doses per month
6 or more doses per month
603 | How many doses have you missed in One dose only

the last 7 days

Two doses only

o o pl o o

3 or more than 3 doses
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Section 7: reason for skipping the doses

No Questions Tick all possible reasons

701. | Being away from Home

702. | Were too busy

703. | Simply forget

704. | Too many pills to take

705. | Wanted to avoid side effects

706. | Did not want others to notice me taking
the medication

707 | Had a change in daily routine

708 | Felt like the drug was harmful

709 | Feltasleep

710 | Felt sick

711 | Felt depressed over whelmed

712 | Had problem of taking meal at specified
time (meals. Empty stomached...... )

713 | Felt good

714 | Run out of pills

715 | Taking medication reminded my HIV

716 | Confused about the dosage

717 | |thought the medication had no value

718 | People told me the medication is pot

good
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