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ABSTRACT

In the timeline features, some of the most impdrteEvelopments in the history of HIV/AIDS in
Africa can be considered. These events are dividedfive categories as follows: spread of
HIV/ AIDS, science and prevention, treatment, glodetion, and national event. The human
immune-deficiency virus (HIV) has created an enarmahallenge worldwide. Although
HIV/AIDS is a global epidemic, some countries arerenafflicted than others, Sub-Saharan
Africa being the hardest hit.

The human immune-deficiency virus (HIV) is a vithait destroys parts of the body’s immune
system. HIV is the cause of AIDS. HIV-positimeeans the person has been tested and the test
result shows that the HIV virus is present in hes/lbody. Acquired Immune Deficiency

Syndrome (AIDS) is a group of diseases caused by HI

The study was aims at assessing and evaluating [&h&lospital’s interventions for providing

care and support to People living with HIV/AIDS ngicross-sectional data (beginning from
2007 to 2012) in Horo Guduru District of Wollegar#oin North-western Ethiopia. The data
were collected from 60 respondents using semidstred questioner. It was analyzed using

SPSS version 20 and from the data frequency, pexgerand cross tabulation was computed.

The result of the study indicated that a total @fréspondents were interviewed for the study.
Majority 38(63.3%) of the respondents were femald the rests were male. The educational
background of the respondents were 9(15.0%) #iter 9(15.0%) able to read and write,
7(11.7%) 1-4, 10(16.7%) 5-8, 9(15.0%) grade 9-18,P0) grade 11-12, 7(11.7%) certificate
holder and the rests 4(6.7%) were more than diploohder

Even if the hospital have some constraints in glog HIV/AIDS care and support, High
number of the respondents were very satisfied lBr @l ART services at the Hospital while
small number neither satisfied nor unsatisfied eespely. Hence Majority the respondents rate
or evaluate the ART services as very good, amoisglh were male 32 were female. Similarly,
11(18.3%) rates the ART services as good and 1(1r&@8s as neither good nor bad.



CHAPTER ONE
INTRODUCTION

In the timeline features, some of the most impdrteEvelopments in the history of HIV/AIDS in
Africa can be considered. These events are dividedfive categories as follows: spread of
HIV/ AIDS, science and prevention, treatment, glodetion, and national event. The human
immune-deficiency virus (HIV) has created an enarmahallenge worldwide. Although
HIV/AIDS is a global epidemic, some countries arerenafflicted than others, Sub-Saharan
Africa being the hardest hit.

The human immune-deficiency virus (HIV) is a vithait destroys parts of the body’s immune
system. HIV is the cause of AIDS. HIV-positimeeans the person has been tested and the test
result shows that the HIV virus is present in hes/bbody. Acquired Immune Deficiency

Syndrome (AIDS) is a group of diseases caused by HI

There is also multi-faceted perceived impact of AINDS on different aspects of society. Since
recognition of the syndrome, HIV has infected andtdbuted to the death of million people.
More of these people, including people living wihiV/AIDS (PLHA) are in Sub-Saharan
Africa, where AIDS is the leading cause of deatlfed countries in this Region such as South
African and East African countries are cases imfpdn these countries, HIV/AIDS has already
reached an epidemic or pandemic status based odatiaeon rate of adult HIV prevalence,
reduced life expectancy, changes in populatiorcgira and ever-worsening poverty conditions,
and aggravating socio-economic and gender inewslitleteriorating state of food insecurity,
frustrated development efforts, increase in thelmemof orphans and vulnerable children, severe
social stigma and discrimination, but to mentiomeoof the complex and adverse effects. On
top of this, HIV/AIDS increases significantly thenaunt of time off work and school due to
illness, care of the sick and burial attendance.

The impacts of the epidemic have not been limieddusing illness and deaths to infected
individual, and strains on the health sector. Thesequences are also strongly felt by affected
households, communities, educational establishmemanufacturing and service giving

industries, and national economics as a whole (UN&I 2008).



In response, concerned states, organizations awfésgionals, including the Government of
Ethiopia have come up with three major responskes& are biomedical, social and structural
responses. The structural response consists of sapport and treatment services, including
ART. Thus, antiretroviral therapy (ART) has becoameintegral part of the continuum of HIV

care.

People living with HIV/AIDS (PLHA) is a general terfor all people infected with HIV,
whether or not they are showing any symptoms @fdindn. The needs of people and households
infected and affected by HIV/AIDS (e.g. PLHA, orphand vulnerable children and their
families) are comprehensive and need to be addtessa package either at health institutions or
through community supported home-based care satviteese services should be provided in a
continuum and directed at strengthening the reseclients in different contexts. People living
with HIV/AIDS, particularly need comprehensive casepport and treatment services such as
Antiretroviral drugs (ARVS). These are treatmentst aim to slow, or stop the virus multiplying,

or increasing in the body — Antiretroviral Therg\RT).

At the United Nations General Assembly Special ®assn HIV/AIDS, held in June 2001, the
global community cited ART as a key component ééafve HIV/AIDS programmes. In their
Declaration of Commitment, heads of state from &80ntries affirmed that “prevention, care,
support and treatment for those infected and aftedty HIV/AIDS are mutually reinforcing
elements of an effective response and must berattt)in a comprehensive approach to combat

the epidemic.”

While the moral imperative to provide the best gusstreatment for people with AIDS-related
disease is widely recognized, national governmantsdonors have been reluctant to enter into
this endeavour. They cite numerous concerns, rgriigimm the cost of ARVs to the capacity of
health care delivery systems in the developing dvad the ability of patients to adhere to
lifelong treatment regimens. However, the costrdfratroviral drugs continues to decrease and
ARVs are now available through private channelslmost all countries in the world. Drug
manufacturers lower the prices of antiretroviralgd for resource-poor countries (Sharma,
2003). WHO similarly launches the “3 by 5” initie#i to widen access to AIDS treatment in

developing countries (Kapp, 2003). On the contrdrg, above-mentioned concerns remain and
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both ministries of health and the international @lonommunities need guidance on how to

develop and implement appropriate and effective/HIMS treatment programmes.

A successful treatment programme is the resulthef $ynergy among a large number of
components. In an ideal situation, appropriate singh few or no side effects are accessible
and affordable to those who need them. Those whkd tfee drugs seek and adhere to treatment
freely and without fear of stigmatization or disemation, and health care workers monitor
treatment and adapt regimens to suit individualeps&. Even though impressive progress has
been made in many of these areas of HIV/AIDS cargport and treatment, numerous

challenges and questions remain.

1.1 Need for Study

Components related to comprehensive care includldcal management and direct physical
care to PLHA and his/her family; education (for lttleavorkers, family, neighbours, volunteers,
etc.); involvement of the PLHA; counselling (socigpiritual and emotional support); Voluntary
HIV Counselling and Testing (VCT) and follow-up; eapiate resources (medicines, medical
supplies, linen, food, clothing, shelter, and mgnegdvocacy and legal aid; prevention
strategies; care for the caregivers; protection arfdction control; strategies to promote

acceptance of PLHA, and to reduce stigma and isal@ institutions and communities.

Although many countries will not have adequate weses to address all these components, each
country can be working toward comprehensive caherd are also sites in the continuum of
care. These sites are home care, community amitttsbspital care. Home care is care given to
sick people in their homes. This might include pgeagaring for themselves, or care given by
family, friends, neighbours, health and social Eerwvorkers and others. Such care can be
physical, psychosocial, spiritual and palliativean@nunity care is care given by people within
the community. This care might be given by nursesiwives, trained volunteers, community
health or TB workers, traditional healers, non-gaweental organizations (NGOs), local leaders,
teachers, youth groups, lay or religious leadersh¢alth centre care is given to sick people in a

community health centre by nurses, midwives, collorse social workers, traditional healers,



volunteers and other staff. District hospital c&egiven to sick people by doctors, nurses,

counsellors, social workers, education serviced,legal aid.

There are further basic principles in a continuumcare (e.g. listen to the person with
HIV/AIDS and his/her family, and enable them torpfar the future. Steps in linking services
across the continuum include: assess the leveltgmel of need;developing strong referral
systems; staff and training; wider involvement; @ing counselling, not just before and after
HIV testing; care at home; care costs; and programmonitoring.

Providing antiretroviral therapy (ART) as a compoinef comprehensive HIV/AIDS care is
rapidly becoming a reality in some countries anldasoming a distinct possibility in many other
developing countries. However, many questions altie&itmost effective, equitable, and cost
effective remain. Above all, the question abouthaéd implementation of such programs has
not yet addressed. Therefore, it becomes importanstudy what the people living with

HIV/AIDS (PLHAS) are benefiting from district hogpl care and support services.

1.2 Statement of the Problem
The human immuno-deficiency virus (HIV) has cread@denormous challenge worldwide. The

multi-faceted aspects of HIV/AIDS-related impachtioue to be manifested in every country
and region of the world, creating major barrierpteventing the further spread of the infection,
alleviating its impact and providing appropeiacare, support and treatment (UNAIDS,
2005, pp. 1-44). It is therefore necessary taeskiHIV-related impact at individual level to

achieve public health goals and overcome the palmdem

Responses to multi-faceted impact of HIV and AID&h ¢ be placed along a continuum of
prevention, care and treatment and the negatieetsfiof stigma and discrimination can be
seen on each of these aspects of the respeétighly Active Antiretroviral Therapy
(HAART) was the breakthrough in the industrializedrld, leading to the reduction of mortality
and the improvement of quality of life of PLHA. Thuantiretroviral therapy (ART) has become

an integral part of the continuum of HIV care.



Since recognition of the pandemic, HIV has infeatkxbe to one million people due to acquired
immune-deficiency syndrome (AIDS) in Ethiopia. Abod,216,908 people living with
HIV/AIDS (PLHAS) are currently residing the countand 580,910 of them are getting ARV
drugs at different ART sites, where AIDS is onetloé leading causes of mortality. Thus,
Ethiopia is among the countries most heavily aéddby the HIV epidemic. Since then, more
than 750, 000 PLHA have been in need of antiretabvreatment since 1998, and of this
population, about 2% can afford to pay for ARVs dudlthcare services, and a total of 18,073
people from all walks of life died of AIDS (MoH, 2@).

In response to those multi-dimensional problem& @overnment of Ethiopia has taken
measures to reduce the risk of transmission of HiM to mitigate the impact of the HIV
epidemic on society at different levels. SeveraligeEs are in place to support the
implementation and scaling up of the national respo including the National HIV/AIDS
Policy, the National Strategic Framework on thevEngion and Control of HIV/AIDS, and the
Supply and Use of Anti-Retroviral Drugs Policy. Bds on these policies and the
recommendations of the United Nations General Abberpecial Session on HIV/AIDS
(UNGASS), The Government of Ethiopia launched iRTAinitiative in 2003. The country is

now preparing to rapidly scale up its ART Programme

In Ethiopia, The National ART Programme is basedsoch guiding principles as: ART, which
is comprehensive services; the chronic care modebeapplied to deliver ART; treatment and
clinical procedures will conform with the Natiom&RV Treatment Guidelines, which are based
on international standards and best practicestagraa/olvement of PLHA will be encouraged;
equitable universal access will be strongly promipteational prevention strategies will be
emphasized; the National ART Programme will streagtthe national health care system;
efforts will be made to ensure sustainability; onhe National ART Implementation Guideline
will be followed; public-private partnership willebencouraged and promoted; and national and
international networking will be valued and suppdr{MoH, 2005, p.2).

Thus ART, which is comprehensive services, is aegial part of the HIV continuum of care.

The goal of the National ART Programme has beenldmented as a safe, effective and



equitable programme as part of an HIV continuuncafe. The efficient provisions of ART
services to the needy PLHA in Ethiopia has beemiezhrout by different organizations,
professionals and committees at different levelshsas national, regional, district, facility as
well as community levels. The ART Programme Manag@nand Coordination are in effect at

all organizational levels and integrated into tkestng health care systems in the country.

At district level, the district health desk (DHD) ihe major government organization which is
coordinating the ART Programme at that level. ThellD assists in implementing the
Programme by linking facilities, kebeles, and tbenmunity. The ART services are also being
provided to the needy at facility level. The faads’ primary role is to provide ART services,
including referring PLHA to local community suppagtoups. They are supported by the
Hospital and Health Centre HIV/AIDS Committee perform the tasks such as to develop an
ART work plan, to prepare site for accreditatiosswre that access to ART is in line with
national guidelines, to institute weekly meetingsreview ART clinical monitoring data, to act
without delay on emergent corrective measuresjbong Monitoring and Evaluation (M & E) to
regional ART task force via appropriate channel,agsure integration of ART with other
services, to assure logistics system, to coordinapacity building, and to assure that all staff
participate in ART (MoH, 2005).

At the facility level (e.g. hospitals), it has arpary role to provide ART services, including

referring PLHA to local community support groupshey are also charged with patient care
monitoring, and data collection, analysis, actimmg reporting to the District Health Department
(DHD) or Regional Health Bureau (RHB). They aremued by the Hospital and Health Centre
HIV/AIDS Committee to perform the tasks. These uigd: facility director; physicians; nurses;

pharmacist/ pharmacy technician/ druggist; laboyatechnicians; counsellors; matron; and
PLHA. Most importantly, all health personnel shobkltrained in ART provisions.

These personnel have the following responsibititieslevelop an ART work plan; prepare site
for accreditation; assure that access to ART isnm with national guidelines; institute weekly
meetings; review ART clinical monitoring data; aetthout delay on emergent corrective

measures; submit M&E to regional ART task force ajgoropriate channel; assure integration of



ART with other services; assure logistics systeaardinate capacity building; and assure that

all staff participate in ART.

In this context, ART services are provided to theHR clients by Health Centre HIV/AIDS
Committee members that are composed of physicieakf officers; nurses; laboratory
technicians; pharmacy technicians/druggist; colmiseland PLHA. The Committee members
are strictly required to establish referral systenand from the community; to serve as an entry
point for ART care and to provide referral to thespital; to provide technical support to sub
cities and Kebeles; to assist in establishing hramunity care monitoring system; to assist in
analyzing and reporting community care data; anassume hospitals’ responsibilities in areas,
where hospitals do not exist. MoH (2005, p. 8)edtat

A successful implementation of ART Programme btealels requires appropriate and
standardized structures, processes, measuremadtsnenitoring. This entails: strictly
following national ART policies, guidelines and fwools, using clinical tools and
monitoring, establishing minimum requirements feacility accreditation, enforcing
standard operating procedures, standardizing tr@irgurricula and materials, and

developing and applying standardized health managemformation system.

People living with HIV/AIDS in Horo Guduru Districof Wollega Zone in North-western

Ethiopia have been suffering from HIV/AIDS-relatpdoblems. Thus, this research tries to
contextualize care and support which have beenigedvto the PLHA, to navigate the deep
waters and challenges posed in the context of HIVBA related multi-dimensional issues in

order to evaluate these services and to identifgn®tu Hospital's efforts, strengths and
constraints in providing the strictly required cared support services for PLHA who have been
its clients beginning from 2007 to 2012. Thus, ti@search intends to look into how they have

been intervening to mitigate the multi-faceted ictpat the problems.



1.3 Objective of the Study

This study aims at assessing and evaluating Shadobpital’s interventions for providing care

and support to People living with HIV/AIDS usingoss-sectional data (beginning from 2007 to

2012) in Horo Guduru District of Wollega Zone in fiewestern Ethiopia. It specifically

intends to:

assess care and support services for people lwitigHIV/AIDS in Shambu Hospital in
Horo Guduru District;

evaluate care and support services in the Shambpitdg and

Identify the Hospital's efforts, strengths and deosigsts in providing care and support

services for PLHA who have been clients of the Shamospital since 2007.

1.4 Operational Definition of Concepts

Care: - the services rendered by members of the hguatifessions for the benefit of
HIV/AIDS patient. (Source: Guidelinedsederal HIV/AIDS Prevention and Control
Office, March 2008)

llliterate : Having little or no formal education.
(Sourcenttp://mwww.thefreedictionary.comilliterate)

Opportunistic infection: An infection by a micro-organism that normally doet cause
disease but becomes pathogenic when the body'snmsystem is impaired and unable
to fight off infection. (Source: httpuivw.thefreedictionary.com)

Palliative care is an approach that improves the quality of bfepatients and their
families facing the problem associated with lifeetitening illness, through the
prevention and relief of suffering by means of yadentification and impeccable
assessment and treatment of pain and other proplpmssical, psychosocial and
spiritual. (Sourcéttp: //www.who.int/cancer/palliative/definition/en/)




1.5 Limitations of the Study

The results explored from study may not represémérohospitals because the constraints and
strengths that this Hospital has may not existtireohospitals. Besides, the sample size for this
study was not calculated statistically and then regiresentative of the target population.
Therefore, the results of this study could not ukmdthe purpose of generalization for other
hospitals in the zone or region. In addition, gtisdy was not designed to deeply investigate the

Hospital.

1.6 Organization of the Thesis

The MSW Dissertation has six chapters. Chapter i@neduces to the need for study, statement
of the problem, objectives of the study, operatiai@dinitions of concepts, and limitations of the
study. The Second Chapter presents review of rceldierature, and discusses about
conceptual/theoretical framework of the study, ichh care service, psychological support,
socio-economic support, involvement of PLHAs aneirtfiamilies and respect for human right
and legal needs. Chapter Three is on study designnegethods. Specifically, it describes the
study area, study design and methods, universenefstudy, sampling method, tools and
procedures of data collection, data processing amalysis, and ethical issues. The Fourth
Chapter dwells on data analysis and interpretat@@mapter Five presents discussion which
highlights those major findings in the light of tihesults of those previous relevant studies
conducted elsewhere in the world. Finally, the ithgsuts together those interpreted and
discussed findings in order to draw conclusions tmdecommend suggestions for action or

practice.



CHAPTER TWO
LITERATURE REVIEW

2.1 Conceptual/Theoretical Framework

Care and support model incorporates intervention$tHAs. Care and support for PLWHA is
also to enable them live a positive or meaningfal [These arg@ractical (in cash and/or kind),
physical, emotional and spiritual of the patiertfseir care givers and families (including
treatment of opportunistic infections). Medicalatmment and nutritional support are equally
important. Of all these, spiritual care tends tiphmeost as it enables them enjoy relative peace of
mind while drawing closer to God Almighty (WHO, 200

Providing care to people living with HIV/AIDS and their families requires a broad range of
services that include not only clinical care foogsion diagnosis and treatment but also
supportive and complementary services to ensuteatitiequate nutrition, psychological, social
and daily living sup-port are available. Efforts poevent HIV transmission also need to be

strengthened whenever opportunities arise, acoptdithe same document.

In order to provide caring service for PLHAS, itimperative to treat and to support them.
Regarding adequate treatment service, there shded anti-retroviral therapy (ART),

opportunistic infections, food (dietary intake), usog facilities, clothing materials, soap,
toothpaste, etc. treatments. The treatment aldodes pocket money and diagnostic testing.
There have to be adequate support services, syafyabological, guidance, counselling, rights
and legal, spiritual, income generating activitieesmmunity, and social inclusion. Therefore,
both adequate care and support services contribwiestainability of healthy living people for a

sustainable healthy life (see Figure 1).
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Comprehensive HIV/AIDS care and support servicesstiminclude inter-related treatment
services. These are clinical care for everyonechspgical support, socioeconomic support,
involvement of people living with HIV/AIDS and theflamilies and respect for human rights and
legal needs.

2.2 Clinical Care for Everyone

Everyone should receive clinical care regardlesgeoider and age. Services include counselling
and testing for diagnostic purposes (including daigid programs of voluntary counselling and
testing); prophylaxis of opportunistic infectionstanagement of HIV/AIDS-related illnesses;
control of tuberculosis and management of sexuediysmitted infections; management of HIV
disease with antiretroviral combination therapy]lipéve care; access to drugs related to
HIV/AIDS, including drugs for opportunistic infeoms, cancer related to HIV/AIDS and
antiretroviral drugs; interventions to reduce thetimer-to-child transmission of HIV; support
systems such as functioning laboratories and dragagement systems; nutritional support;
health education measures; adequate universalyti@as: in clinical settings; and post exposure

prophylaxis.

Caring for PLHA via
Provision of Treatment
and Support Services

-

Adequate Support

A te Treat t .
dequate Treatmen 1) Psychosocial

1. Antiretroviral therapy 2) Guidance

2. Opportunistic infections 3) Counselling

3. FOOd/.dletarY.lr.]take 4) Rights and legal
4. Housing facilities 5)  Spiritual

5. Clothing materials 6) Income generating
6. Soap, toothpaste etc 7) Community

;' Pocket money 8) Social inclusion

Diaanostic Testin

N

Sustainability of healthy living
People for a sustainable healthy
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Figure 1. Conceptual Scheme for Sustainability in W//AIDS Care and Support for the
PLWHA

Source: Guidelines Federal HIV/AIDS Prevention and Control Office, March 2008)

2.3 Psychological Support

Psychological support includes initial and follow-counselling services to meet the emotional
and spiritual needs of people living with HIV/AID®d their families and to assist in disclosure,
including psychosocial support through support geo{post-test clubs) and other peer, volunteer
or outreach approaches within communities.

2.4 Socioeconomic Support

Material and social support is needed within comitiesh to ensure that nutritional and daily
living needs are met. Various options include micredit schemes; housing; food support;
helping hands in the household; health insurantemes that include HIV/AIDS care and
treatment; and planning and support for orphans\anderable children in households and
communities (WHO, 2004).

At the heart of social aspects of HIV/AIDS, PLWHAMJe various needs that, if gotten could
make them feel relatively comfortable with theimddions. Diam and Angono (2001) argued
that the basic needs of PLWHA in Senegal and arabhedvorld are provision of support and
aids to them. This requires receiving, interviewihgtening attentively to and visiting them at
homes and hospitals, giving them medical care, cisibe by treating their opportunistic
infections and supplying them with food materi&dsher assistance for empowering PLWHA is
to expose them to income-generating activitieg dgricultural production (Okoruwa, Onwurah,
& Saka, 2008). At the level of Nigeria’s Nationaé#lth Service and Community Act of 1990,
governmental legislation has outlined areas of eorein care management under community
health. This policy initiative include: servicesathflexibly and sensitively respond to the needs
of individual and career, unfold a multitude of iops to consumers, intervene in fostering
independence and centre on those with great needs.
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2.5 Involvement of People Living with HIV/AIDS and their Families

People need to be involved in the planning andvdeti of comprehensive care to ensure that
HIV/AIDS care, treatment and support program inezhébr them address their needs, reinforce
adherence, prevention and care, promote healthrgeb&haviour and respect their human rights
(WHO, 2004).

2.6 Respects for Human Rights and Legal Needs

Services are needed that address stigma and disatiom in health facilities, in communities
and in the workplace and promote equal accessrm ddis should also include succession
planning and protection of property. All strategians of national AIDS program should reflect
this comprehensive approach to HIV/AIDS care, whsatiould be promoted by public and
nongovernmental health program and institutionsictiEservice in this comprehensive approach
reinforces and is linked to other services in atioomnim of care that begins when a person learns
of his or her HIV status and is offered for the ation of the illness comprehensive care and
support that also addresses the holistic needeaple living with HIV/AIDS and their family
members (WHO).

Lichtenstein (2003, 2008) argues that fear of stigdiscrimination and risk to contract STIs,
like HIV/AIDS have limited the interests of manyspecially older African American women in
participating in care and support activities fotigats in some areas located in the Southern part
of America. Maman and others (2009) added thatmstignd discrimination are influenced by
people’s fear of transmission, their perceived @asgf and suffering from HIV/AIDS and
vulnerability to death, including burden associatetth provision of care services to PLHA, but
these are likely to be lessen by the amount ofsscte treatment, care and support that each

positive person has and the socioeconomic poweact PLHA.
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CHAPTER THREE
STUDY DESIGN AND METHODS

3.1 Description of the Study

Horro Guduru Wollega Zone is located in Oromiyaioagin Western Ethiopia about 315km
from Addis Ababa. The total populations of the zaves 676450 among these 338876 were
male and 337574 were females. The capital townoakzs Shambu town and also there are

other administrative towns in the zone.

The climate of the areas has three zones: ‘déngh (and zone, 2400m above sea level), with
annual mean temperatures ranging from 10 t&,18¢eynadega’ a middle zone, 1500-2400m,
with annual mean temperatures from 16°28md ‘kola’ or hot low lands, below 1500m , with

temperature 23-38cMajority of the population live in rural areasibsisting mainly on small

scale agricultural production mainly Teff, Maizeh®@at, Beryl and oil seeds.

The populations of the zone also mainly dependarmamal production like Cows, Sheep, Goats,

Horse, Mule and hen in addition to agriculturaldrotion.

In this zone there are two dams for hydroelectogvgr supply namely Fincha and Amarti-
Nashe. The power they generate is more than 180 MMb Fincha Sugar factory which
produces Sugar and ethanol from its Molasses isdfan the zone. This factory uses the excess
water from hydroelectric power for irrigation of gar plantation. The dams also serve for Fish’s

production.

The most dominant ethnic groups were Oromo follolwgdmhara. The major religious groups

are Christian (orthodox and protestant) and Muslim.

Administratively, the zone is divided into nine @stricts and one administrative town. In the
zone there is 1 District hospital, 45 health cexjteend 175 health posts serving the catchments
populations of the zones. Shambu Hospital is the ospital found in zone. It is supported by
Governments, International non-Governmental Orgdiin and local non-Governmental
Organization s. Also the services provided for PLAHvere supported by four non-

Governmental Organizations.
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3.2 Study Design and Methods

This study used non-experimental study design. Bpihntitative and qualitative research
approaches were also used in this study. In gadingt research approach, descriptive sample
survey was used through the use of interview sdeediinder qualitative research approach, the
researcher employed semi-structured interviews wkidly informants, individual in-depth
interviews with two PLHAs from both sexes, obseiwas of the Hospital’s relevant settings and
documentary analyses of pertinent documents irerdifit resource centres. By so doing, the
researcher also identified relevant categoriehefes and contents, quoting and paraphrasing

pieces of information drawn through extensive amdrisive literature reviews.

3.3 Universe of the Study
The study included all people living with HIV/AID®$ Horo Guduru District of Wollega

Administration Zone, North-western Ethiopia. Howeveéhe sample population or target
population was composed of all people living withV/FAIDS who had been provided with ART
at the Shambu Hospital since 2007. There are a&&@ipeople living with HIV/ADS who are
clients of the ART Programme of the Shambu Hospéking antiretroviral drugs since then.
Therefore, it was appropriate to conduct study diTAservices which had been provided to

these clients at the Hospital.

3.4 Sampling Method

In the study, the researcher proposed to take aleasize of 60 people that were selected and
drawn among a total of 800 people living with HNDXS. Sampling method proposed were non-
probability sampling, specifically purposive sampgli The researcher selected this sampling
method due to proximity of the health institutiomdacost effectiveness. Generally, as much as
possible, the researcher collected data from e@iffecategories of the clients who had been

residing in all kebeles of the town in Horo Gudirstrict.
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3.5 Data Collection: Tools and Procedures
The main tools of data collection in the study wengerview schedule or structured

guestionnaire for descriptive sample survey studyrder to collect data from the sample of
people living with HIV/AIDS. The interview schedulshall mostly contain closed-ended
guestions though some open-ended and mixed quesivene also included. The interview
schedules were prepared by English language andrfeslated to local language which is Afan
Oromo. In qualitative research methods, the rebearased interview guide for conducting
semi-structured interviews with key informants anetlepth interviews. The questions in the
interview guide were formulated by keeping in mih@ objectives of the study. In order to
conduct direct observations or non-participant oleens, the researcher employed observation
schedule to generate qualitative data on thoseegssthich may be difficult to be collected
reliably by way of interviews. In addition, thesearcher also conducted documentary analyses
using documentary analysis checklist.

3.6 Data Processing and Analysis
The completed interview schedules or structurediiju@naires were scrutinized, verified, edited

and arranged serially. The quantitative data ctdtbcould be processed and analyzed manually
and on the computer by using SPSS software in diegenerate outputs in the form of
frequency distribution tables, charts, bi-chartsapys, measures of central tendency, and
measures of dispersion statistical techniques énlight of the objectives of the study and the
nature of variables in the study. In what followsth quantitative data and qualitative data were
used in their appropriate parts while writing up thesis.

3.7 Ethical Issues
Ethical issues were considered at all stages af claltection. Firstly, a formal letter was written

to Shambu Hospital by School of Graduate StudiesSof Mary’s University College in
collaboration with IGNOU and then the written pession was taken to the Hospital. Verbal
consents were obtained from each respondent aydwbiee informed as the information they
provided were not exposed to others — remain cenfidl. The researcher also avoided of biases
in all process of accomplishment of the researamach as possible.
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CHAPTER FOUR
DATA ANALYSIS AND INTERPRETATION

This chapter is dedicated to the presentation ef rdsults from the research. It has been
categorized into four main parts. The first parldevith a distribution of respondents according
to certain selected background variables throughgtiestionnaire survey. The main background
variables are care and support services. Theydectex, age, marital status, educational status,
religious affiliation, disability status, causesdi$ability, residence types, time of knowing one’s
HIV status, mechanisms of knowing one’s HIV stattegctions after knowing one’s HIV-
positive, ways of getting convinced to live posliy, current occupational status, and monthly
income. The second part looks at available caresapgort services at Shambu Hospital. The
next part presents and discusses about human cesodihe last part is devoted to the effects,
strengths and constraints in effectively provide@mprehensive care and support for PLHA
clients in Horo Guduru District.

4.1 Background Characteristics of Respondents
A total of 60 respondents participated in the studlg shown in Table 1, about two-third

38(63.3%) of the respondents were females andetg36.7%) were males. Those people living
with HIV/AIDS who have been ART clients at Shambasidital are mostly females. Regarding

their educational status, the findings of the stuatjicate a mixed picture. The educational

background of the respondents were relatively gotentrated at primary second cycle (grades
5 to 8) in which this educational level accountedf6.7%.

The dominant religion of the study subjects werth@iox Christianity, 33(55.0%), followed by
Protestant Christianity which accounted for 18(%6).0 Muslims 7(11.7%) and Catholic
Christianity, 2(3.3%) in that given order. Similgrwwhen one sees the marital status of them,
more than half (55.0%) of them were found to bglsitmever married, but those were found to
be married accounted for 30.0%. More than one-qu#26.7%) of the respondents’ ages were
found to be between 30 and 34 years. The mearofatee respondents’ ages was also 36.9
years with standard deviation of 12.3 years. Tleegfthe clients of the Hospital are mostly
female older adults. In addition, there is varidpiln the age distribution of the respondents
which, in turn, results in heterogeneous subjects.
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The PLHA clients of the Shambu Hospital mostly desin conventional type of houses. As to
the house type of the study participants, abouB%300) were found to be conventional type,

while the rests were conventional attached housipg which accounted for 10.0%.

Table 4. 1 Distribution of Respondents by Sex, Ag&Jarital Status, Religion, Educational

Status, and House/Residence Type in Shambu Hospital013

Sex Male 22  36.7
Female 38 63.3
Total 60 100.0
Educational llliterate 9 150
background Able to read and write 15.0
1-4 7 11.7
5-8 10 16.7
9-10 9 150
11-12 5 8.3
Certificate holder 7 117
Others 4 6.7
Total 60 100.0
Religion Orthodox 33 55.0
Protestant 18 30.0
Muslim 7 117
Catholic 2 3.3
Total 60 100.0
Marital status Single 33 55.0
Married 18 30.0
Divorced 7 117
Separated 2 3.3
Total 60 100.0
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Age category <15 2 3.3
15-19 3 5.0
20-24 2 3.3
25-29 7 11.7
30-34 16 26.7
35-39 9 15.0
40-44 6 10.0
45-49 S 8.3
>=50 10 16.7
Total 60 100.0
House type Conventional 50 833
Conventional attached 6 10.0
Hotel 1 1.7
Others 3 5.0
Total 60 100.0

SOURCE: Own field survey, 2013

4.2 Care and Support Services
Although all of the respondents had known the jpracdtf ART services at the Hospital, only

about fifty-two percent of the respondents thoutjat all people living with HIV had been in
need anti-retroviral therapy (ART) at the Instituéhile 13.3% thought that because they had
not been in need of the ART. Surprisingly, a tatbl21(35.0%) of them were found to be
without any idea on the treatment.

As far as access to IEC materials on HIV-positivenjy and ART were concerned, more than
half (55.0%) of them responded that they had hagsscto IEC materials. However, 23(38.3%)
had not had access to those materials and 4(6. %) faund to be without any awareness of the

availability of IEC materials (Figure 1).
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Fig.2. Showing percentage of respondents accesdE®
material Horo Guduru Wollega

zone, Shambu, March, 2013

6.7%,,

myes
38.3% ®no

55.0% | do not know

SOURCE: Results of own study, 2013

Thirty- nine (65.0%) of respondents thought thatr¢hhad been essential drugs available in the
Hospital for ART services and 21(35%) were found todbe aware of whether drugs had been
available or not. In order to effectively provideetrequired care and support services for PLHAs
at the Hospital, the majority 43(71.7%) of the @sgents were found to be aware of laboratory
tests had been available in the Hospital. ThuspBlaHospital has already made avail essential
drugs for ART services to be provided to the PLHi&rds since 2007.

The majority 58(96.7%) of study subjects answelleat tas viral load counts had not been
available at the health facility which, in turnfeafted to qualify the PLHAs for ART. Similarly,
fifty-five percent of them argued that because tlsample had not been sent to nearby health
facility. Moreover, 27(45.0%) of the subjects ir tstudy said that blood had not been sent to the
nearby facility for viral load counts. Therefotée viral load counts are being performed at
Shambu Hospital.

A significant majority, 55(93.2%) of the respondemtere found to be in the opinion of CD4
counts as they had been done at the Hospital ancegt of them responded that the counts had
not been not done at the health facility. In adaditi 16(26.7%), 10(16.7%% and 34(56.7%)
thought that syringes and needles had been re-bseldnot been re-used, and had not been
aware of the practice respectively (Table 2).
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Table 4.2 Respondents Opinion about availability ofacilities with Tests and Services for
delivering ARVs, Opportunistic Infections, Care and Support Services at the
Hospital Level, March 2013

Items Yes [n No [n 1 do not knew]
[n(%)] [n(%)] [n(%)]

Viral load counts due at the facility 2(3.3%) 58(96.7%) 0(0.0%)
Blood sent away to nearby facility 27(45.09393(55.0%) 0(0.0%)
CD4 counts done at the facility 55(93.2%) 4(6.8%) 0(0.0%)
Blood sent away to a nearby for CD4 8(13.3%) 6(10.0%) 0(0.0%)
counts

Re-use of syringes and needles 16(26.7%) 10(16.7%) 34(56.7%)

SOURCE: Own survey results, 2013

Concerning the uses of records by the facility ngens at the Hospital were concerned, the
majority 46(76.7%), 48(80.0%), 49(81.7%) and 46[#d%) of the sample clients expressed that
the medical records had been sending reportswoltp up of the clients who did not return to

the Institute, had been keeping client’s medicatdny to use for monitoring and evaluation of

the care and support services respectively (Figure

The study revealed that the dominant Sex categpART care and support services according
to the respondent’s belief were female 51(85.0%inil&ly, the dominant 51(85.0%) age
category that, the care and support providers’ iagéound dominantly were 30-34 years
followed by age 35-39 which were 5(8.3%). Also tast age categories 20-24 were 2(3.3%) and
25-29 age were 2(3.3%).
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Fig 3. Showingresponder answerer about the use of records the facility
managers at the  hospital (n=60) Horo  Gudurt Wollega
zone, Shambuylarch 2013.

B Yes mNo ® Do not knew

48 49

Sending reports  Following up Keeping track of  For monitoring
clients who dic client's medical  and evaluatio
not return history

SOURCE: Compiled by the author, 20

The PLHA clients who are presently attending theTA® Shambu Hospital believe that -
HIV/AIDS Committee members and health professiorge already got trained in the Al
services. Nevertheless, the respondents confirmthey have not yet trainein the proper
provisions of ART. Regarding the respondents’ lbeldout the Hospital's HIV/AIDS
committees, 41(75.0%) of them believed that theg lb@en trained, while 5(8.3%) a
14(23.3%) believed that the committees were nateéchand had not evernown respectively.
Thus, the present HIV/AIDS Committee members wheworking in the Hospital have be
trained in ART. The findings of the study also slkedwhat 45(75.0%) respondents had thoi
health professionals got trained in ART servites,15(25.0%) of them had not known whett
the providers were trained or not. The majority7420%) respondents had ever attended in ,
training when they became providers of the ART ises; while 4(6.7%) had not attended
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even 14(23.3%) of them had not managed to remethbdraining. Generally, those committee
members who have already reached at primary educaticond cycle and secondary education
first cycle are got trained in proper provisionsAdRT.

Table 4.3 Educational Status of Respondents by Evattended ART Training, March 2013.

Ever attend ART training
Educational level Yes No Do not remember
f % f % f %
llliterate 5 11.91 |o 000 |a 28.57
Able to read and write |, 952 |2 50.00 |3 21.43
1-4 4 952 |0 [0.00 |3 21.43
58 7 16.67 [1  |25.00 |2 14.29
9-10 7 16.67 [0 [0.00 |2 14.29
1112 4 952 |1 |25.00 |0 0.00
Certificate holder 7 16.67 10 0.00 |o 0.00
Others 4 952 |o 000 lo 0.00
Total 42 |1000q4 4 |100.00] 14 | 100.00

SOURCE: Own study findings, 2013

The clients of ART are most satisfied by the seawiprovided at the health facility. High
number 44(73.3%) of the respondents were founckteeby satisfied by overall ART services at
the Hospital, while small number 15(25.0%), and 294) were satisfied and neither satisfied nor
unsatisfied in that order. Hence, about 48(80.08é) respondents rated or evaluated the ART
services as very good; among this, 16 respondeerts males, and 32 were females. Similarly,
11(18.3%) rated the ART services as good and 1(Lr@%d as neither good nor bad (table 4.).
Therefore, Shambu Hospital is providing very god@ilAservices to its PLHA clients.
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Table 4.4 Relationship between Sex of the Subjedty their Evaluation Rate ART Services,

March 2013
Evaluate or rate ART services
Very good Good Neither good nor bad Total
Sex tlw | | % f % i | %
Male 14 26.671 5 8.33 1 1.67 22 36.6
Female 32 53.33 6| 10.0d 0 0.0Q 39 63.33
Total 48 80.0¢ 11f 18.39 1 1.67 60] 100.0(

SOURCE: Own survey, 2013

Likewise, the study subjects also evaluated the AWRAvider's examination(s), diagnosis and
treatment for each of their health complaint as tnaggpropriate 52(86.7%) and appropriate
8(13.3%).When one could see this by sex categagi, mumber of both males (18) and females
(34) had evaluated ART providers as most apprtg(Egure. 3).

4.3 Hospital’s Efforts, Strengths and Constraintsn providing Care

and Support Services
Most of the respondents’ opinions on efforts of H@spital ART providers were investigated.

They are convincing the issues that they served goiberence, good counselling, and very good
support on relative diseases beyond HIV/AIDS. Reigar strengths of care and support
provisions for PLHA at the Hospital, there werevemss on drug dispensing, laboratory, ANC
follow-up, malnutrition and services on counsellangd screening service for TB treatment and

management.

The constraints on the part of the Hospital in effely providing comprehensive care and
support services were found to be scarcity of mawep in drug dispensing; and scarcity of a
few drugs (like Cotrimoxazol syrup), shortage ofrmap to support for those clients on ART for

providing food support; helping hands in the hoadeland spiritual support giver(s).
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Fig.4 Respondent Sex by Evaluation Rate of ART Care Providers, March,
2013.

40 evalu art providers
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SOURCE: Own study results, 20.
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CHAPTER FIVE
SUMMARY, CONCLUSION AND RECOMMENDATION

5.1 Summary
This study indicated that all of the respondentd keown the practice of ART services at the

Hospital. This practice was found to be similamtoat had been stated in the Guidelines. The
Guidelines indicate that those types of servicegchvinave been provided to support PLHA
clients. Everyone should receive clinical care rdlgss of gender and age. Services include
counselling and testing for diagnostic purposegloiing dedicated programs of voluntary
counselling and testing); prophylaxis of opporttinisnfections; management of HIV/AIDS-
related illnesses; control of tuberculosis and rgangent of sexually transmitted infections;
management of HIV disease with antiretroviral camation therapy; palliative care; access to
drugs related to HIV/AIDS, including drugs for oppmistic infections, cancer related to
HIV/AIDS and antiretroviral drugs; interventions teduce the mother-to-child transmission of
HIV; support systems such as functioning labora®and drug management systems; nutritional
support; health education measures; adequate salva@recautions in clinical settings; and post

exposure prophylaxis.

Even though the ART Guidelines are indicating talatclients who are living with HIV need
ART service, the findings of the study have comewiilh mixed picture on the issues under
investigation. This study revealed that only ab8L¢51.7%) respondents had thought that all
people living with HIV need anti-retroviral theragfART) at the Hospital, while 8(13.3%)
thought as they had not been in need ART and 20%3bof them were found to be without any

idea on the service.

In the same framework, the study also revealedthi®me had been constraints of basic resources
(such as money and man power) for socio-econonmpats of peoples living with HIV/AIDS.
Unlike this, at the heart of social aspects of INDS, PLHA clients have various needs that, if
they manage to secure them could make them feafively comfortable with their existing
conditions. Diam and Angono (2001) argue that th&dneeds of PLHAs in Senegal and around
the world have been provisions of supports and aasthem. This requires receiving,
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interviewing, listening attentively to and visitirigem at their respective homes and hospitals,
giving them medical care, especially by treatingittropportunistic infections and supplying
them with food materials. Other assistance for emgpmg PLHAS is to expose them to income-
generating activities, like agricultural productig@koruwa, Onwurah, & Saka, 2008). At the
level of Nigeria’s National Health Service and Coumty Act of 1990, governmental
legislation has outlined areas of concerns in caamagement under community health. This
policy initiative include services which are flekiband sensitively respond to the needs of
individual and career, unfold a multitude of opsBoto consumers, intervene in fostering
independence and centre around those with gredsnee

The study further identified the nutritional serviprovided for the clients at Shambu Hospital.
The Hospital was serving the clients that had hadnatrition (both moderate and severe
malnutrition) by providing pulpy nuts. Besides, sostholars have identified that, in providing
care to people living with HIV/AIDS and to theimfalies requires a broad range of services that
include not only clinical care focusing on diagsosind treatment but also supportive and
complementary services to ensure that adequatgiomitipsychological, social and daily living
supports are available. Generally, efforts to pnévellV transmission also need to be
strengthened whenever opportunities arise (WHO,4R0This statement concurs with the
findings of the study as the majority of key infamts, FGD participants and documentary
analyses clearly justified in the study District.

5.2 Conclusions
This thesis has been arguing that proper care @mgbost services provided to PLHA clients has

to consider the socio-demographic, sensitive issakded to getting infected with HIV and
individuals’ reactions upon getting informed théitV positivity status; available care and
support services and available number, quality prafessional composition of the service
providers at district hospital level; and concerédidbrts, as well as strengths contribute a lot. In
addition, constraints on the part of the Hospitad &s various stakeholders have already lent
their hands in influencing the ART services atltuospital.

The PLHA clients at Shambu Hospital are single/nemarried females in the age category of

30-34 years who have already attended second ofclerimary education of the current
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regime’s education system. These clients are alsiding in conventional housing units in Horo

Guduru town, North-western Ethiopia.

As all of the PLHA clients have known the practidéART services at Shambu Hospital, almost
half of them are in need of the ART and also haseess to IEC materials. In addition, the
clients are aware of the availability of essentalgs, including laboratory tests. Moreover,
services related to viral load counts are availablédhe health facility and G@ounts which are

very important to determine whether or not to priegcART to a specific client are carried out.

The managers of the health facility are sendingioa¢deports to different network partners, but
no practice of feedback from them. Consequently, Hospital’'s Officials cannot effectively

perform M & E of the care and support services.

In Shambu Hospital, the HIV/AIDS Committee memberso are providing ART care and
support services for PLHA clients have alreadytgaited in proper provisions of ART services.
The clients of the Treatment in Shambu Hospital racest satisfied by the services provided.
Therefore, the ART services which are providedhm Hospital are viewed as very good. This is
because ART providers’ medical examinations, diagos and treatments for each type of
health compliant of the PLHA client as most appiater These are cumulative and concerted
results of the Committee members and the Offiandishe Hospital's efforts and strengths in

those matters.

Against these backdrops, there are some constramtthe part of different stakeholders at
different levels in effectively providing comprelséve care and support services due to scarcity
of well-trained manpower in drug dispensing and tfafew drugs (like Cotrimoxazol syrup)
and shortage of financial resource for properlyvigimg food support, helping hands in the

housh9old chores and spiritual support provide&hambu hospital in Horo Guduru town.
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5.3 Recommendations
Based on those major findings and conclusions dréam them, the researcher forwards

suggestions for action or practice and for furtsierdy. As the study revealed, there are some

points that the Hospital should consider in therfet These are:

» Shambu Hospital and NGOs which are supporting tbepHal should consider equal
access to IEC material for all HIV/AIDS patientdahRT clients by giving due attention
to their socio-demographic and other relevant attaristics.

* The Hospital should create awareness for all petyleg with HIV/AIDS who have
been getting care and support services from thdéthhéacility about the services it
provides.

» Since there is shortage of trained manpower irhtadth facility, all concerned officials
and stakeholders at different levels should holdsotative meetings and decide to
employ and fulfill the required manpower at PhargnBepartment of the Hospital.

 The Hospital should avail and have to ensure altesgary drugs for ART (e.g.
Cotrimoxazol syrup) in its stock at any time.

» It should also consider how to create awarenesheofmaterials serving the clients, for
example about syringes.

» All concerned Officials and other stakeholders bé tHospital should keeping on
strengthening the efforts and their strengths dirgaut in place and toil against those
constraints which have been preventing them toct¥ey carry out ART care and
support services at the health facility.

* As the current study was completed using a non+@xpatal study design, cross-
sectional sample survey of the quantitative reseagproach and complemented by
some of the qualitative research methods usingakam@rk perspective, a similar study
should be planned within the same school that aseadequate, representative sample
size and a longitudinal research method to deternfinbhanges, as well as adherence to
the ART over time become perceptible among the Pldiénts of Shambu Hospital in

Horo Guduru town.
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APPENDICES
Appendix | Interview Schedule (English version)

St. Mary’s University College
School of Graduate Studies

The objective of this study was to assess and atalcare and support services for PLHA at
Shambu Hospital in Horro Guduru District North-Wast Ethiopia. So, you are kindly requested
to participate in the study which will identify litation and constraints in the hospital. Your
answer will be contributed for success of the study

I. Background Data

1. Sex of the respondent: 1. Male 2. Female

2. Age of the respondent: Years

3. Educational status of the respondent: 1. lllitetatéble to read and write 3. Primary first
cycle education (1-4) 4. Primary second cycle etioigca(5-8) 5. Secondary first cycle
education (9-10) 6. Secondary second cycle eduvptiparatory (Grade 11-12) 7.
Certificate Holder 8. BA/BSc/BEd/UB holder 9. MA/M®/ed/UM holder 10.0Other(please
specify)

4. What is your religious affiliation? 1. Orthodox @tran 2. Protestant 3. Muslim. 4. Catholic
5. Other (please specify)

5. What is your marital status?
1. Single (never married)
2. Married
3. Divorced
4. Separated
5. Widower
6. Living together as husband and spouse
6. Do you have any type of disability?
1=vyes 2=No
6.11f “yes”, please specify your physical disability

31



6.21f “yes”, What is /are the cause(s) of your disiyH

7. In which type of house are you living?
1= Conventional (house residence or separated)
2= Conventional house (attached)
3= Hotel (hostel)
4=0rphanage
5=Boarding School /University/college dormitory
6= Homeless

7= Other (please specify)

8. When did you know your HIV sero- positive status E.C?

9. How did you know your HIV sero- positive status?

10.What were your reactions when you know your HIV ospositive status?

11.How did you get convinced to live positively? -

12.What is your current occupation?

13.Your monthly income in ETB

Part Il. Care and support services

1. Do you know the practice of ART services at Shatdbapital?
1=Yes 2=No 3=I do not know
2. What was your CD4 count when you started getting ARthe hospital?

3. Which of the following types of comprehensive canel support have you been getting at the
hospital?
1=Anti-retroviral therapy (ART)
2= Voluntary HIV Counseling and Testing
3=Control and management of STIs
4= Prophylaxis for certain opportunistic infecti(ls)
5=Treatment for TB
6=Palliative care

7= other( please specify)
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. Do you think that all people living with HIV needhtaretroviral therapy(ART) at the
hospital?

1=Yes 2=No 3=I have no Idea

. In your opinion, which of the factors are takerpiaiccount to qualify HV- Positive People
for ART at the Hospital?

1= The CD4 Count

2= Viral loads

3= Evidence of HIV- related disease

4= A combination of this factors

5= others (please specify)

. Do you have access to IEC material on HIV-posilivieg, ART, etc?
1=Yes 2=No 3=1do not know
. Please indicate the types of facilities with signgosters advertising ART care and support

services.

ART services Location of sign or Poster

Inside Outside Both Facilities with sign

. Which of the following essential equipment is a&bié for providing care and support
services for PLHA?
. Do you think that essential drugs available inltbepital for ART services?

1=vyes 2=No 3=1do not know

9.1. If “yes” to Q No. 9, then please tell me #ssential drugs

10.In order to effectively provide the requiredec@nd support for PLHA at the Hospital, are
there laboratory tests? 1=Yes 2=No 3=I doknatv

10.1 Would you mind telling me about the typeshaf laboratory test available?
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11.What types of facilities with tests and services awailable for delivering ARVs and

opportunistic infections care and Support at thepital level?

11.1. Viral load counts due at the facility? 1=Yes 2=No

11.2. Blood sent away to nearby facility? 1=Yes Na=

11.3. CD4 counts done at the facility? 1=Yes 2=No

11.4. Blood sent away to a nearby for CD4 countses 2=No 3=l do not
know

11.5. In your opinion, are there instances indngathe re-use of syringes and needles?
1=Yes 2=No 3=I do not know
12.Which of the following care and support facilitidgsave commodity management
books/records?
Yes No

12.1Equipment

12.2Register of medicines
12.3Register of contraceptives
12.4Reusable commodities
12.50ther(s)
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13.Which of the following care and support facilitiesve client record systems?

Record systems Yes No Remark

13.1Record system in use

13.2Type of system

a. Logbook

b. Facility —retained card

c. Both client and Facility —retained cards
d. Other(s)

14. Indicate the use of records by the facility agers at the hospital.

14.1 sending reports 1=Yes =N@ 3=Do not know

14.2 Following up clients who did not return 1=Yes 2=No 3=do not know
14.3 keeping track of client’s medical history  lesy 2=No 3=Do not know
14.4 For monitoring and evaluation 1=Yes 2=N8=DO0 not know

15. Please clearly tell me about the types of aatesupport available for PLHA or at the

Hospital

I1l.Human Resources

1 .What is the dominant Sex category in ART caik support services?

1=Male 2=Female

2. In which age category, the care and supportigeos’ age is found?
1=15-19 2=20-24 3=25-29 4=30-3 5=35-39 6=40-44 7=45+
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3. At district/District level, which are the disttiHIV/AIDS committee members? (Multiple
responses is possible)

1= District health office representative

2= District Hospital office representative

3=Health center

4=PLHA

5= NGOs’ representative

6= Private health sector (representative)

4. What are the responsibilities of the distristelehealth desk office regarding ART care and
support services?(Multiple response is possible)

1= Assists in implementing the ART program by limdifacilities, kebeles and the
local community

2= Supports ART activities at the local communéyél
3= Encourages community mobilizations among NGOBQs, CSOs and FBOs
4= responds to facility needs (Shambu hospital heed
5= Reports, Monitoring and evaluation data to tmer@a region health bureau
6=Gets support from the district HIV /AIDS comméte

5. Hospital HIV/AIDS committee members include

1= Facility Director 2= Physicians 3= Nurses  Phlarmacist / Pharmacy
technician/druggist 5= Lab. Technicians 6= Galors 7= matron

6. Among the hospital HIV/AIDS committee members, aw think that all of the personnel
got trained in ART?

1=yes 2=No 3=Do not know
7. Do you think that the health professionals at ARiiviees got trained?

1=vyes 2=No 3=Do not know
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8. Have you ever attend in ART training?
1=vyes 2=No 3=Do not remember
9. Are you satisfied by over all ART services at thaesplital?

1= very satisfied 2= satisfied
3= neither satisfied nor unsatisfied 4=unsaddsfi 5=very unsatisfied

10.What is/are your experiences about and/or viewgemeral ART services?

11. About which topics did you discuss during your ratgion with the ART providers?

12.How do you evaluate or rate the ART services aHbsgpital?

1=very god 2=good
3= neither good nor bad 4 = bad 5= very bad

13.What were your health complaints during last 12 then

14.What types of illness symptoms did you experiemtegg the last 12 months?

15.How do you evaluate the ART provider's examinat®)n@iagnosis and treatment for each
of your health complaint?

1= Most appropriate 2= Appropriate
3= neither appropriate nor inappropriate
4= inappropriate 5= Most inappropriate
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16.What is/are your experiences with and views ondlsesvices provided?

IV. Efforts, strengths and constraints

1. In your opinion, what five major efforts have thedpital ART providers made to the
level of your satisfaction?

2. What are the five major strengths of care and saggpovisions for PLHA at Shambu
Hospital?

3. What are the five major constraints in effectivetpviding comprehensive care and
support for the PLHA clients?

Thank
youl!
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ANPPENDIX II: OBSERVATION CHECKLIST

Area observed

Counsellor Introduce him/herself to the Yes/No
patient, giving his/her name and position
Review information on the patient4CC Done
Registration Form, gathering additional

Not done

socio-demographic data as needed.

Assess the patientisiowledge of
HIV/AIDS .

Adequately assessed
Not adequately assessed

Not done at all

Educate on HIV and correct misconception
as needed:{Tick area covered}

sHow HIV attack our body immune
system.

Different routes of HIV transmission.
Difference b/n HIV and AIDS.

Healthy living practices (e.g., good
nutrition, exercise, rest, social suppd
positive attitude toward life).

Discuss ART.{Tick the part covered)

The goals of therapy: suppress the
virus and improve the immune
system; it is not a cure.

The importance of adherence to the
medication regimen.

General side effects of ARVs and hd
to manage them.

The reasons for combination therapy.

Difficulties or potential barriers to keeping
medical appointments, taking the medicatig
and adhering to the medications were
identified.

Identified

ns
Not identified

To overcome identified difficulties or
barriers. Discussion for possible
interventions or referrals to care and supp(
services was done

Done

yhlot done
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8 | Scheduling an appointment for the second | Done
counselling session, to include a family
member/friend to whom the patient has Not done
disclosed his/her HIV-positive status and who
will agree to attend the remaining counselling
sessions.
9 | Completing the appointment card and givingDone
to the patient.
Not done
10 | Complete the Pre-ART Counselling Form andone
file it in the patient’s medical record.
Not done
11 | Revision of the topics discussed during the Done
previous counselling session:
Not done
12 | The role of social support in ART adherenc®one
The roles of the family member/friend
were discussed. Not done
13 | Review of barriers to adherence: Do they stihdequately assessed
exist? Are there new ones? Not adequately assessed
Not done at all
14 | Defining interventions to overcome remaininone
barriers to adherence.
Not done
15 | Patient asked if s/he has any questions or | Not done
concerns
16 | Scheduled the third counselling session andDone
complete the appointment card. Not done
17 | Completing the Pre-ART Counselling Forrbone

and file it in the patient’s medical record

"Not done

40




APPENDIX 1ll: OBSERVATION CHECKLIST AFTER STARTING ART

S.N

Point to be observed/checked

Patient had checked for asige effects

using a list of possible side effects

Adequately assess
Not adequately assessed

Not done at all

Referring patient to MD/HO if the side
effect(s) is (are) not being managed at hom
and is (are) interfering with the patient’s
quality of life and medication adherence

Done

U

Not done

Review each medicationname, dose,
schedule, possible side effects and how to
manage them.

Done

Not done

Patient were asked if s/he has any questi
or concerns about the medications, how to
them or the possible side effects

)](i3:9]q1G!

ake
Not done

For the patient that has no difficulties w
medication adherence: scheduled the 1
counselling visit on the same day as
patient's next visit with the MD/HO (tw

weeks after starting ART

tBone

12%5t done

the
Not encountered
D

If the patient is having difficulties taking the
ARVs and is not adhering: discuss strategie

overcome the barriers and schedule a visit f

intensive follow-up within the next 48 hours.

Done

s to
0IFIot done

Not encountered

Completing the Pre-ART Counselling Form

and file it in the patient’s medical record.

Done

Not done
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Annex V: Thesis Proposal
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