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ABSTRACT: 
 

In Ethiopia, Antiretroviral Therapy is given free of charge. Lifelong adherence to ART is 

crucial to upgrade the patients’ health condition and to safeguard the growth of mutated 

strains of the human immunity deficiency viruses that are ART resistant. A person with 

ART resistant strains of HIV can spread these to other people, who need more expensive 

ART with more serious side effects. The purpose of the study is to improve the level of 

adherence to different ART protocols in three public hospitals of Addis Ababa.The  study 

population is people living with HIV/AIDS who are 18 years and above, and were enrolled 

in ART treatment from outpatient health clinics at three selected in Addis Ababa, public 

hospitals. The study began with an explanatory qualitative phase utilizing three focus 

group discussions and 44 in-depth interviews with people living with HIV (PLHIV), peer 

educators, health care providers, family social supporters and policy makers. The 

Qualitative data were analyzed using the ATLAS-the 8 software. Among 385 HIV+ 

patients, a cross-sectional quantitative research was carried out. Data were collected 

through a structured questionnaire on a randomly selected sample of the study 

population. Quantitative data were analyzed using SPSS 22 version. Both qualitative and 

quantitative data were collected from January to May 2019.Adherence to ART in this 

finding using the modified Adult AIDS Clinical Trials Group instrument was 86.9%. The 

qualitative finding also included variables for the conceptual framework and instrument 

development on-adherence has been substantially associated with depression, alcohol 



use, and forgetfulness to take medicine, being busy, faith, stigma and discrimination, 

side effects of medication and low quality of information from health care professionals . 

In order to increase the degree of adherence to ART, strategies were developed on the 

basis of the findings. Effective implementation of the proposed strategies depends on the 

help of the Ministry of Health and Regional Health Bureau in terms of funding and the 

willingness of health care providers to adhere to the proposed measures. Intervention 

research is required to assess the efficacy of strategies proposed. 
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CHAPTER 1 

ORIENTATION TO THE STUDY 

1.1. INTRODUCTION 
 

This study explores the determinants of adherence in Public Hospitals in Addis Ababa, 

Ethiopia, with protocols linked to ART. This chapter offers the background of the research. 

This chapter also provides the statement of the problem, the aim of the study, the 

objectives and the research questions .This chapter provides the theoretical model and 

definitions of key terms, and provides a brief summary of the various chapters of this 

study. 

 
1.2. BACKGROUND OF THE STUDY 

 
1.2.1. A Global Overview of HIV and HIV-related diseases 

 
Scientists identified the first case of human immune deficiency virus (HIV) in 1981. 

Approximately four in five HIV positive patients throughout the globe recognized their HIV 

status in 2018, nearly two-thirds of all HIV- positive patients in 2018 took lifesaving 

antiretroviral treatment, and more than half had suppressed viral loads (UIAIDS 

2019:6).The transmission of HIV from one person to another therefore takes place in 

circumstances where the virus is able to enter the bloodstream. Such circumstances 

involve sexual contact and the sharing of   infected   blood needles among drug users. 

It‘s not transmitted by kissing or through the air (are influenza viruses). HIV-associated 

neurological syndromes cause significant morbidity and mortality globally and may be 

because of primary HIV infection, secondary to opportunistic infection or immune 

reconstitution, or associated with antiretroviral treatment (AIDS 2019:163-164). Since 

2003, the annual number of people dying from AIDS related causes has declined by 43%, 

with 1.1 million AIDS-related deaths reported in 2015 (WHO 2017:2) This decline is 

largely the result of expanded access to ART and an evolution towards treating people 

earlier in the course of HIV infection; however, the decline in AIDS-related deaths appears 
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to have plateau during the past three years (WHO 2017:3) 

 

The HIV has infected people of all ages, genders, race and socio economic status, leading 

to poor health, poverty and death across the world (Gesesew, Ward, Hajito, Feyissa, 

Mohammadi & Mwanri 2017:2).Globally, ART has been recommended for all HIV patients 

regardless of CD4 count, WHO staging and clinical condition. The focus of 

patient management has moved from detecting and controlling early ARV related- toxicity 

to monitoring and treatment strategies (Ejigu ,Desalegn ,Mulatu & Mosisa 2020:98).The 

World Health Organization (WHO) and United Nations HIV/AIDS(UNAIDS) provide 

support to accelerate and scale-up HIV treatment in many countries. Achieving WHO 

2020 treatment goals, and to end the Acquired Immunodeficiency Syndrome (AIDS) 

epidemic as a public health threat by the year 2030, will largely depend on the success 

of health life styles, effective HIV treatment program and other intervention strategies 

(Fonsah, Njamnshi, Kouanfack, Qiu, Tagnyn, Nchindap, Kenmogne, Mbanya, Heaton & 

Kanmogne 2017:2). 

 
Worldwide, the number of deaths from AIDS-related illnesses (like cancer, cardiovascular 

disease, sepsis, pneumocyst is Pneumonia and stroke etc.). The number of people living 

with HIV(PLHIV) has reduced from the climax of 1.7 million in 2004 to 770,000 in 2018.On 

the other hand, the mortality related to AIDS has reduced by 33%or 135 000 per 

year(UAIDS 2019:24). According to research conducted on the global HIV in 2015, the 

number of PLHIV on ART reached 17 million people ,increasing by nearly  one-third from 

the last year (Thakur , Boubourb, Saylor, Dasd ,Beardene & Birbeck 2019:163). 

 
In Sub-Saharan Africa (SSA), the globe’s mainly affected region, the number of people 

who are receiving treatment has more than doubled in the last 5 years (Thakur et al 

2019:163). Despite a considerable scale- up of systematic HIV/AIDS interventions during 

the Millennium Development Goal(MDG) period, the HIV/AIDS remains high in Ethiopia 

(Deribew, Biadgilign, Deribe, Dejene, Tessema, Melaku, Lakew, Amare, Bekele, Abera, 

Dessalegn, Kumsa, Assefa, Glenn, Frank, Carter, Misganaw & Wang 2019:860). 

According to the UNAIDS Global Report (2017), the number of new HIV infections in 

Ethiopia was greater in 2016 than in 2010. The reason for the reemergence of HIV/AIDS 
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in Ethiopia could be because of low coverage of high impact intervention. For instance, 

59% treatment of High Active Antiretroviral Treatment (HAART) in Ethiopia is below the 

regional level coverage, and only 67% of Ethiopians are aware of their HIV status 

(Deribew et al 2019:860). Based on the 2014 estimate, the number of PLHIV was 769,600 

out of this figure 15,700 new HIV infections and 35,600 AIDS deaths every year (Molla, 

Gelagay, Mekonnen &Teshome 2018:2). 

 

In Ethiopia according to the study conducted by (Endalamaw, Mekonnen, Geremew, 

Yehualashet, Tesera, & Habtewold 2020:1) describe the number of PLHIV in 2018 has 

reduced to 690,000. In the towns and cities of Ethiopia , the yearly occurrence of HIV 

among adults aged 15-64 years is 0.06 percent , equivalent to roughly 7,000 new HIV 

cases per year among adults ages 15-64 years living in urban Ethiopia ( EPHIA 2018:2). 

 
1.2.3. Antiretroviral treatment: 

 
Global ARV drug(Zidovudine) started in 1987 for the management of HIV care (Chauhan, 

Lakshmi, Sagar, Sharma, Arora & Kumar 2019:1).The advent of Anti-Retroviral Therapy 

(ART) has been a vital landmark in the history of HIV, the progress of the disease and the 

step - by - step development of HIV infection into a chronic nonfatal disease .Highly active 

antiretroviral therapy (HAART) has drastically enhanced the management of HIV from 

high death rate to persistent and medically controlled illness ,which is a drastic shift in the 

regulation of HIV/AIDS. Nevertheless, drug resistance and side effects are a major issue 

in these advances (Bokore, Korme & Bayisa 2018:2). The primary aim of ART is to 

accomplish and maintain full viral suppression (Babo, Alemie & Fentaye 2017:2). Global 

treatment using ART reached 46 percent in 2015, with a significant rise (from 24 percent 

in 2010 to 54 percent) in many affected countries, for instance Eastern and Southern 

Africa (Babo et al 2017:2). Effective anti-retroviral treatment protocols require levels of 

80-95% adherence. 

 
Drug toxicities concerns and the scope of the situation HAART regimens continue to be 

a big issue though ARTs were of great benefit to the health of HIV/AIDS patients. 

Suboptimal therapy, discontinuation, and lack of care can be caused by drug toxicities 

and adherence issues (Bokore et al 2018:2). Nevertheless, in SSA countries 
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approximately 25% of PLHIV on treatment have sub optimal adherence levels (McCoy, 

Fahey, Rao, Kapologwe, Njau & Arredondo 2017:2). However, Botswana and Rwanda 

have reached 80% universal access and care, while countries such as Senegal, Zambia, 

Ethiopia and Namibia are transitioning to 50-80% coverage. Nevertheless, maintaining 

adherence to ART levels requires exact and persistent monitoring; uninterrupted supplies 

and access to ART facilities. These remain some of the major challenges of resources 

for poor countries, including Ethiopia (Reda & Biadgilign 2012:1). A free ART examination 

took place with financial support gained from the Global Fund, The World Bank and United 

States President's Emergency Plan for AIDS Relief (Arcelor 2006:7). In Ethiopia, ART 

was first ready for access to anyone who could buy it in 2003. The supply of free ART in 

Ethiopia started in 2005and patients on ART were 439,301 in 2013 ( Megerso, Garoma, 

Eticha, Workineh, Daba, Tarekegn & Habtamu 2016:84). Supply of ART in Ethiopia is 

stronger compared to initial care. 

 
Resource limited countries were initially unable to pay for ART for their populations, and 

the life expectancy of HIV- positive individuals continued to be low. Even though attempts 

have been made to make it more rationally priced within low and middle-income 

countries( Berhanemeskel, Beedemariam & Fenta 2016:2).The number of health 

institutes which offer ART service is rising in trying to develop and decentralize ART 

services in Ethiopia ,and the number of patients using ART services is increasing( 

Mulissa, Jerene & Lindtjørn 2010:1). 

 
EPHIA2014:4). With the great number of patients on ART at the health centers, the matter 

of adherence is significant both to control the disease and for effective utilization of the 

resources being employed for AIDS treatment (Dessie, Wagnew, Mulugeta, Amare, Jara, 

Leshargie, Negesse, Rayasam & Burrowes 2019:2). 

 
         1.3. STATEMENT OF THE RESEARCH PROBLEM 
 

Patient adherence can be affected by various variables .The adherence of People living 

with HIV on antiretroviral therapy in Ethiopia is also influenced by multiple factors which 

include resources, cultural beliefs and practices, access to health facilities, stigmatization 

and support systems. ART was introduced in Ethiopia in 2003, and in 2005 the Ethiopian 
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Government launched free access in different health sectors to improve quality of life of 

PLHIV (FMOHE 2007:1). This resulted in the number of patients receiving ART to 

increase. For Art treatment to be effective, an adherence rate of 95% is necessary. 

Reaching this rate is challenging and the factors and their interaction impacting on the 

adherence rate not fully understood. Non-adherence to the proposed antiretroviral 

regimen is considered to be one of the main challenges to the  response  of a person to 

treatment and to the spread of resistant virus within the community (Kidanemariam & 

Gebrehiwot 2015:51). A large proportion of HIV infected patients in Ethiopia does not 

achieve the optimal adherence. According to a study conducted by Kidanemariam et al 

(2015:51), the key reason for non-adherence to ART is patient –related factors, treatment 

-related factors and health facilities –related factors. 

 
Suboptimal adherence to ART is a common phenomenon in SSA Countries and almost 

all these countries find it difficult to meet the WHO recommended 95% adherence rate. 

HIV and AIDS in Ethiopia continue to be one of the greatest public health obstacles. In 

Ethiopia an estimated 793,700 of the population are infected with HIV (Gebrezghaber, 

Kebede, Kindie, Tetemke,Abay & Gelaw 2017:1). In Ethiopia, the HIV prevalence is 

typically heterogeneous in terms of sex, geographic areas and population groups. Along 

with women and men together, HIV occurrence is seven times higher in urban areas than 

in rural areas (2.9 percent versus 0.4 percent).The occurrence of HIV among women in 

towns and cities is 3.6% compared with 0.6% among women in the rural areas (FHAPCO 

2018:3). In Ethiopia, an adherence rate of 83% was reported in two hospitals of Oromia 

Regional State , 88.3% in Yirgalem Hospital and 81.2 percent in three hospitals in Addis 

Ababa which is below the target of 95% (Negesa ,Demeke & Mekonnin 2017:2). 

 
In Ethiopia, the HIV outbreak is getting worse in urban areas. According to Adal (2019:1), 

the urban HIV occurrence of 2.9% is seven times greater than the occurrence in rural 

setting 0.4%. The Demography Health Survey 2016 data indicates an increased HIV 

occurrence rate in large towns including Addis Ababa and Gambella (Adal et al 2019:1). 

In Addis Ababa, the adult HIV - prevalence is approximately four times bigger as 

compared to the country-level average in the whole country, and may be related to labor 

migration and large scale construction projects (Mekuria, Prins, Spriranges, Yalew & 
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Nieuwkerk 2015:934). 

 

In May 2018, 79 percent of PLHIV knew their status in Ethiopia; 71 percent of eligible 

PLHIV were on ART and 87 percent of those ARTs were viral suppression. Nevertheless, 

viral load service coverage is 51 percent (FHAPCO 2018:7). In 2017, the number of HIV 

infections among adult Ethiopians was estimated at 722248 increasing by 3748 infections 

from 2016.The highest estimated HIV prevalence among adults in 2017 was 5 percent in 

Addis Ababa and Gambella 4 percent (Kibret , Ferede, Leshargie, Wagnew, Ketema & 

Alebel 2019:1). The reality is that the two regions (Gambella and Addis Ababa) have 

continued for a long time with a heavy load of HIV cases. The Gambella area is known 

for its lower exposure of male circumcision, which is one of the risk factors for HIV 

infection; this is because of its distinctive features. Addis Ababa’s high burden is 

connected with the tendency in distribution that the HIV epidemic in Ethiopia is mainly 

related with areas of urban concentration (Kibret et al 2019:2). 

 
A research carried out on unsuccessful management of HIV/AIDS and related factors in 

Addis Ababa indicated that there is weak monitoring of the quality of interventions, 

insufficient connection of HIV positive patients, and loss of follow up, financial scarcity, 

inadequate manpower, and the gaps in the use of program data of HIV/AIDS treatment 

(Endalamaw et al 2020:1) . Literature on HIV condition in Addis Ababa showed that there 

is great prevalence of HIV in Addis Ababa motivated to examine the magnitude of HIV 

occurrence, why and who are infected, the access to and use of services and resources, 

and the gap and challenges to tackle the problem of HIV (Adal et al 2019:1). 

 
Attainment of best possible medication adherence, management of antiretroviral drug- 

associated toxicities and patient retention are becoming the biggest obstacles in the 

management of HIV/AIDS in Ethiopia. Research has evaluated adherence to ART and its 

related factors/variables among the national HIV-positive patients. Nevertheless, this 

research reported varied adherence rate and determinants. Results from varied research 

differ depending on how adherence was calculated, the characteristics of the samples, 

and the remaining variables examined. In Ethiopia, many studies have also been 

conducted concerning ART adherence executions which are put in place regarding ART 
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adherence, and these seem to be declining ( Belayihun& Negus2015:1-3).The level of 

adherence to ART among PLHIV and determinant factors has not been well studied in 

public hospitals of Addis Ababa. Therefore, this study intended to determine the adherence 

level and its associated factors among adult PLHIV and those attending their clinical care 

in public hospitals of Addis Ababa. 

  
1.4. RESEARCH PURPOSE 

 
The purpose of this study is to determine the relationship between different treatment 

protocols and adherence levels of HIV positive patients; and to develop strategies to 

improve adherence levels in public hospitals of Addis Ababa. 

 
 1.4.1. Research objectives 

 
Research objectives describe what the principal investigator anticipates to attain. The 

research objectives for this study focused on two phases: 

       PHASE ONE: 
 

Step1:  Determine the adherence rate of various ART protocols in public 
hospitals in Addis Ababa 

Step2: Assess the adherence rate of the patients taking part in the study 

Step3:  Explore determinants within the Ethiopian context that may influence 
the adherence rate of patients in public hospitals in Addis Ababa. 

                  PHASE TWO: 

• Develop strategies to improve adherence rate to antiretroviral treatment 
in the public sector in Ethiopia 

 
1.4.2. Research questions 

 
The research questions derived from statement of the problem articulated from topic and 

theory. A good research depends on a good research questions (Polit& Beck 2013:57). 
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In this case the investigator attempted to create research questions based on evidence, 

theoretical, clinical and methodological issues. 

 
• What is the adherence rate for the different protocols of antiretroviral 

treatment in Ethiopia? 

• What is the adherence rate of patients on ART protocols? 

• What are the determinants that can influence adherence to various ART 
protocols in the public health sector in Ethiopia? 

• What strategies can be implemented to improve the adherence rate for the 
various ART protocols? 

  
1.5. SIGNIFICANCE OF THE STUDY 

 
Knowledge and understanding of the factors that determine the variation in adherence 

rates for the different treatment protocols of HIV and Aids will contribute towards the more 

effective and efficient use of ART in Ethiopia. The study will provide the necessary 

information to stakeholders including ART providers, policymakers, Addis Ababa Health 

Bureau (AAHB) and public hospitals of Addis Ababa to optimize ART treatment protocols. 

The study will benefit policy makers within the Ministry of Health in Ethiopia. 

 
1.6. DEFINITIONS OF TERMS 

 
In this study, a number of terms are used to identify the different characteristics related 

to the study participants, setting or methods. The following are some of the key terms 

used in the study. 

 
1.6.1. Adherence 

 
Adherence is defined as taking medication or treatment exactly as instructed by health 

care provider (AIDS info 2018:4). 
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1.6.2. AIDS 
 

According to Hubel (2017:80), AIDS refer to the global abbreviation for Acquired Immune 

Deficiency Syndrome which is a disease where there is severe loss of the body’s cellular 

immunity or immunity system damage, which greatly lowers the resistance to infection 

and malignancy. 

 
1.6.3. AIDS-related diseases 

 
This term is defined as a life threatening disease that occurs in HIV positive people .Or 

the development of co morbidity diseases like solid tumor, autoimmune disease, chronic 

kidney disease and diabetic mellitus (Lee, Tseng, Lin, Chen,Tsai ,Wang ,Lu &Tsai  2018:2). 

 
1.6.4. Antiretroviral Therapy: 

 
For this study, antiretroviral therapy refers to the use of a combination of three or more 

Anti retroviral viral drugs for treating HIV infection. The drug contains three ARV drugs 

from at least two different HIV drug classes (AIDS info 2018:10).The treatment  regimens 

of ART involves lifelong treatment. 

 
          1.6.5. ARV (Antiretroviral) 

 
ARV in this study refers to the medicines used to treat HIV (WHO 2015:7). 

 

 1.6.6. CD4+ Count: 
 

This is defined as the clinical threshold for initiating ART, which has been shifted to<350 

cells/mm3 from the former standard, <200 cells/mm3(Konings, Ambaw ,Dilley, Gichangi, 

Arega & Crandall 2012:659). 

 
 1.6.7. Highly Active Anti Retroviral Therapy 

 
This term refers to the golden standard in the management of HIV/AIDS and all persons 

who are eligible to ART or a treatment regimen typically comprised of a combination of 

three or more ART or HAART. This be may called a combination of antiretroviral therapy 
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cART(AIDS info 2018:10). 

  
         1.6.8. HIV-Positive (Sero Positive): 
 

This indicates the levels of antibodies in a person infected with HIV (UNAIDS 

2015:25). 

 
         1.6.9. Nucleoside Reverse Transcriptase Inhibitor (NRTI) 
 

This refers to the blocking reverse transcriptase and reverses transcription and 

prevents HIV from replicating (AIDSinfo2018:122) 

  
 1.6.10. People Living With HIV 

 
These are people affected or infected by HIV and encompasses family members and 

dependents who may involved in care giving (UNAIDS 2015:10). 

 
 1.6.11. Suboptimal Adherence 

 
Suboptimal adherence is when the adherence rate to ART treatment is less that 95% 

(Martelli , Antonucci, Mukurasi ,Zepherine &No¨stlinger 2019:3). 

 
           1.6.12. Stigma: 

 
Stigma is defined as a negative attribute that causes a perceived or real devaluation and 

marginalization of a person, affected or infected with HIV(Abera ,Fenti,Tesfaye& Balcha 

2015:3). 

 
          1.6.13. Treatment Failure 

  
Treatment failure is defined as progression of disease after initiation of ART, or when 

the anti-HIV medications can't control the infection (Haile,Tekele, Gashaw,Demelash & 

Nigatu 2016:2). 
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  1.6.14 Optimal Adherence 
 

Optimal adherence is when the adherence rate exceeds 95% to maximize the benefit of 

ART (Afe, Motunrayo & Ogungbade2018:3). 

 
1.7. THE THEORETICAL FOUNDATION OF THE STUDY 

 
This study was guided by the use of health services by Anderson Behavioral Model 

(ABM). The Anderson’s (1968 and 1995) model of health service use was primarily 

employed in the 1960s (Hirshfield, Dowing, Harvath, Swartz &Chiasson 2018:789; 

Jahangir, Irazola & Rubinstein 2012:1). The model was initially designed to explain the use 

of health services and had emphasis on the family level. Later it was adapted to predict 

the usage of wellbeing services at personal level. The ABM is imoprtant  to identify  factors  

potentially  facilitate or impede  minimum  numbers of  ART services .The model groups  

predicts  that  a series  of factors  predisposing ,enabling  and need factors  infulence the 

utilization of ART servieces.Other models  could not show this factors. 

 
The ABM elements (i.e predisposing factors , enabling factors and need factors ) have 

been utilized to direct the examination of predictors related with different health results, 

for instance HIV medication use among PLHIV(Andersen ,Bozzette, Shapiro, StClair, 

Morton,CrystalGoldman,Wenger,Gifford,Leibowitz,Asch,Berry,Nakazono,Heslin&Cunnin 

gham 2000:394).This model helps to investigate the correlation between predisposing 

factors, enabling factors and need factors in the use of health care (Li, Nong, Wei, Feng 

& Luo 2016:2; Kim & Lee 2016:19-20). The Anderson framework has the capability to 

reinforce intervention formulation that would develop adherence (Holtzma, Brady &Yehia 

2016:1).The researchers used the recently updated ABM factors influencing the care of 

ART among HIV positive patients have been identified by researchers. The framework 

was critical in examining the factors affecting PLHIV’s adherence to ART with focus on 

the major predisposition such as, friends & social support. This model identifies variables 

of service for patients and socioeconomic factors that contribute directly and indirectly to 

sub optimal adherence to ART .This structure forms the basis for the variables used in 

the study, as it illustrates the factors that influence ART. The implementation of the 

framework in this study and the model emphasizes the literature dealing with the effects 
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of ART summarized in the Figures 1.1. 

 
1.7.1. Predisposing Factors 

 
Predisposing factors are characterized as those variables that occur prior to illness, and 

influence the attitudes of a person towards the use of health care. These consist of 

demographics (age, gender), social actors (education, occupation and ethnicity), and 

wellbeing beliefs of patients (attitudes, values, and information about and in relation to 

the health care system). 

 
1.7.2. Enabling Factors 

 
These relate to resources which encourage or hinder the employment of health care, and 

consist of personal causes (income and health insurance), community causes (social 

support) and a daily basis of treatment, journey, degree and quality of social relationships, 

available health workers and services, and waiting time. 

 
1.7.3. The Need Factors 

 
Need factors reveal the situation of the person who has access to health care facilities. 

These consist of perceived need (perceptions of disease) and measured need 

(perception of disease), and the health situation of the sick person (Kim et al 2016:19- 

20). Need factors, on the other hand, are the most immediate cause of the use of health 

services, from a functional and health concern that produces the need for health care 

services. This is given further explanation in Figure 1.1 below. 
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Figure 1.1 Application of Anderson‘s conceptual model in intervention strategies adopted from 
(Holtzman et al 2016:16)and (ANDERSON et al  2000 :395). 
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Develop an 

Instrument 

1.8. RESEARCH METHODOLOGY 
 

The study uses Sequential exploratory design. This means qualitative and quantitative 

research methods follow each other sequentially. In this study qualitative data will be 

collected and analyzed followed by the collection and analysis of the quantitative data 

(Doyle, Brady & Byrne,2016:7)(See Figure 1.2).Qualitative methods were used in the first 

phase of this study in order to solicit views from participants related to ART adherence, 

and to provide insight into how people living with HIV and AIDS in three public hospitals 

of Addis Ababa experience, apply and act on the various treatment protocols. This HBM 

used to direct the collection of data for this study. Understanding modality factors such as 

predisposing factors, enabling factors and need factors that affect adherence to ART is 

important because it allows healthcare providers to assist patients to improve their 

adherence and contribute to strategies that will optimize the effectiveness and efficiency 

of treatment protocols. 

 
In the second phase quantitative approach was followed to obtain data on specific factors 

influencing adherence by patients. The qualitative phase of the study had a role in 

supplementing the quantitative phase. The outcomes from both approaches were utilized 

guide to develop the strategies of ART adherence level and an indication for intervention 

to improve decision for policy makers. 
 

 

 

 

 

 

 

 

Figure 3.2 Exploratory sequential mixed method designs 
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The aim of the exploratory sequential mixed- methods analysis is to qualitatively explore 

mixed - methods skills in order to use the knowledge to build an instrument for assessing 

the effectiveness of the mixed- method (Halcomb & Hickman 2015:7). Define mixed 

methods approach clearly without mixing it with issues of analysis. Stage one data were 

gathered by in-depth interviews and focus group interviews employing purposive built 

sampling from ART patients, health care professionals, policy makers and patient 

family/social supporters which enabled the researcher to define the determinant factors 

of adherence to ART as shown in Table 1.1. It also helped to revise the research 

instruments. Phase two tested the model with a view to quantitatively analyzing the 

relationships between dependents variables and independents variables. The research 

was performed at public hospitals in Addis Ababa, Ethiopia. Detailed study population, 

sample size determination and procedures, data collection process, data analysis and 

ethical consideration applied for this study will be discussed in Chapter 3. 

 
Table 1.1: Research objectives for phases 1 & 2. 

 
 

Exploratory Sequential Research Methods Phases outcome(Phase two) 
Qualitative Phase One Quantitative Phase Develop the strategy 

guidelines to improve 

adherence to ART based on 

the findings of phase 1 . 

 

Explore the determinants that 

can influence adherence 

various ART protocols in public 

Hospitals of Addis Ababa. 

Assess the adherence rate for 

the different for the difference 

protocols of antiviral treatment in 

Ethiopia. 

 
1.9. SCOPE OF THE STUDY 

 
The scope of the current study will be to assess the level of adherence in different HIV 

treatment protocols to determine factors that are contributing to poor adherence in public 

health facilities in Ethiopia for the purpose of improving adherence levels. This is an aim 

scope refers to what the study covers. The study covered the demographic information, 

clinical information, medication side effects, patients-health care provider’s relationship, 

perceived stigma, and disclosure issues. The study was done in 3 public hospitals of 

Addis Ababa. Participants of the sample who have met the inclusion criteria have enrolled 

in this research. The inclusion criteria are patients 18 years of age and older and 
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patients on ART for at least 6 months and above. On the other hand, patients under 18 

years of age with HIV/AIDS and patients under 6 months on HAART were regarded as 

exclusion criteria .The number of ART users was limited and thus a more representative 

population sampling was not realistic. 

 
1.10. STRUCTURE OF THE THESIS 

 
The thesis comprised of 7 chapters. 

 
Chapter1: Provides the overview to the research and includes the background, research 

problem, purpose and structure of the research. 

 
Chapter 2: Review relevant literature to determine the international and national trends 

with regard to the status of HIV and Aids, treatment protocols, adherence and the 

predisposing, enabling and need factors that may contribute towards adherence rates 

 
Chapter3: In chapter 3 the researcher discusses methodology of the study, covering 

research design, approaches used, population and sampling procedures will report on 

the application of research method in the study. It will include the measures applied to 

ensure validity of data collection, integrity of data management and maintaining ethical 

principles. 

 
Chapter4: In chapter 4 the findings of the qualitative phase of the research will be 

presented. The main objective of the qualitative phase was to obtain a deep 

understanding of ART adherence from the point of view of PLHIV, their family members 

, their peers, health care providers and to recognize the important factors involved in this 

research. 

 
Chapter 5: In chapter 5 the findings of the quantitative phase will be presented and 

integrated with the findings of the quantitative phase to interpret and make meaning of 

the data 
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Chapter 6: Provides an outline of the strategy development based on the research 

findings and recommendations to apply the strategies in the Ethiopian context. 

 
Chapter 7: In chapter 7 conclusive arguments will be presented and the strengths and 

limitations of the research pointed out. Opportunities for further research will be 

suggested. 

 
1.11. SUMMARY OF THE CHAPTER STUDY 

 
In this chapter, the study was given details information. The chapter included with the 

back ground of the study ,research problem, purpose of the study ,significance of the 

study ,definition of the key terms ,research design and methods, scope of the study and 

structure of thesis .The related literature review of the study will be discussed  in the next 

chapter. 

 
. 
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CHAPTER 2 

LITERATURE REVIEW 

2.1. INTRODUCTION 
 

The literature review involved critical analysis of published body of knowledge from 

researchers in the field. A broad range of literature sources was reviewed, including: 

research articles, journals, monographs, internet, and books on the topic. According to 

Xiao and Watson (2019:93), literature review is supposed to be logical, reliable and 

replicable. Many researchers explained that literature review is a vital element of the basic 

body of academic work for it is fundamentally related to other parts of the topic (Leite, 

Padilha & Cecatti 2019:1).A literature review can offer a concise assessment and 

scholastic debate of facts in a particular area. 

 
A literature review can largely be described as more or less a planned way of gathering 

and synthesizing earlier research on the topic under investigation(Snyder 2019:333). 

Johnson and Christensen (2016:214) argued that a literature review must begin as a 

complete review of the accessible information on the research topic, problem or 

opportunity of interest. 

 
The literature search for this study was through electronically journals like: Lancet, BMC, 

Pub Med, Google Scholar, and other health related journals, electronic books and printed 

books. The following were used as indices for the search: key words : Antiretroviral 

Therapy, People Living with HIV, Adherence,  HIV/AIDS,  names of authors, phrases from 

the topic and full title of the research. Finally, the literature review covered national and 

international resources. 
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2.2. THE STATUS OF HIV AND AIDS INCLUDING MORTALITY AND 
MORBIDITY RATE 

 
2.2.1. International 

 
AIDS is an exceptional in human history in its fast spread and the degree and depth  of 

its effects, and later it became a worldwide pandemic (Yassin & Gebretekle 2017:2). 

Because the first AIDS cause was detected in 1981 .The world has fought back to cope 

with the extraordinary dimensions of this chronic disease (Asemahagn, Aragaw, Agumas, 

Molla, Mulugeta, Mekonnin & Degu 2018:105). The HIV is spread through bodily fluid such 

as semen, blood, the milk of mothers who breast feed and who have already HIV. The 

progressive stage of HIV disease is AIDS (Koyra 2018:115). 

 
The spread at which HIV/AIDS spreads from person to person happens in conditions such 

as unprotect sexual intercourse and sharing of needles contaminated with contaminated 

blood among drug addicts (Mumtaz, Awad, Feizzadeh, Weiss & Abu- Raddad2018:2-4). 

It is not transmitted by means of kissing or through the (air as are influenza viruses). 

Occurrence of Tuberculosis (TB), low education position, poor disclosure practices and 

many sexual mates were the chief causes for HIV infection (Asemahagn et al 2018:105). 

 
The annually number of literature reviews of deaths from AIDS-related disease amongst 

PLHIV (all ages) in the world has fallen from a peak of 1.7 million [1.3 million–2.4 million] 

in 2004 to 770,000 [570 000–1,100,000] in 2018 (UNAIDS 2019:6).The global decline in 

deaths has mostly been pushed down by progress in Eastern and Southern Africa, which 

is home to 54% of the international PLHIV. AIDS-related death in the Africa went down 

by 44% from 2010 to 2018 (UNAIDS 2019:6). 

 
Internationally, a big decrease in AIDS -related deaths contrasted to new HIV infections 

has seen the total number of PLHIV increase progressively recently. In recent years, 

growing coverage of ART in the world has decreased the death rate among PLHIV, while 

attempts to avert HIV infections have been comparatively not that much successful. 
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Consequently, the broad diversity of PLHIV worldwide continues to increase gradually 

(UNAIDS 2018:12). 

 
In 2016, top world chief approved the United Nations Political Declaration on HIV and 

AIDS on the Fast-Track to Accelerate the Fight against HIV and to End the AIDS Epidemic 

by using 2030. The 2017 AIDS data approved that outside of SSA, key populations and 

their sexual friends reported for 80% of new HIV infection in 2015 (UNAIDS 2017:9). For 

the first time ART was introduced in 1996.ART has led to the doable reduction of about 

80% of death, the range of cases of AIDS and the incidence of chance infections. 

 
On the other hand ART revolutionized PLHIV by dramatically decreasing their mortality 

and morbidity, enhanced quality of life (Costa, Torres ,Coelho& Luz 2018:1). Moreover, 

an unexpected study confirmed that the physiologic advantages of ART adherence 

consist of suppression of Viral Load (VL) and prevention of vertical HIV transmission. The 

treatment of HIV in resource - poor situations was once begun out exclusively lately. This 

leads to incomplete data. As a consequence, the present treatment procedures and 

possible solutions are also formulated from the developed world (Jerene, Naess & 

Lindtjorn 2006:1-2). 

 
The commencement of ART to SSA was one of the burning issues a couple of years ago. 

Concerning adherence and subsequent development of drug resistance, logistic 

provision, human ability and poor infrastructure are the major problems. Ethiopia is one 

of the highly affected countries by the HIV pandemic (Edris, Belachew, Teshager, Shafi, 

Mara & Yaekob 2018:86). The HIV/AIDS epidemic has a negative effect on economical, 

social and political growth (Edris et al 2018:86). 

 
The 90-90-90 ambitious therapy objective to aid stop the AIDS epidemic proposed by 

employing UNAIDS indicated that the HIV therapy attainable target: with the help of the 

2020, 90% all PLHIV will be aware of their HIV status, by 2020, 90% people diagnosed 

with HIV infection will have access to ART and by the year 2020, 90% of all people 

receiving ART will have viral suppression (UNAIDS 2014:1; Iacob & Jugulete 2017:2). 



21 
 

East and Southern Africa have attained a 42% decrease in AIDS-related mortality in 2010, 

with ART treatment increasing from 23% in 2010 to 60% in 2016. West and Central Africa 

have attained a 21% decrease in AIDS mortality since 2000, with ART treatment growing 

from 13% in 2010 to 35% in 2016, but no country has attained ART coverage greater than 

75%. Progress against the 90-90-90 targets also varied between the two sub-regions. 

Generally, countries are quickly changing their HIV polices adopted the WHO “treat all” 

possible solutions, so that people begin ART immediately after their HIV- positive status 

is confirmed, regardless of Cluster of Differenciation4 (CD4) cell count (WHO 2016:9). 

 

 

Figure 4.1 90-90-90 An Ambitious Treatment Target to help end the AIDS Epidemic (UNAIDS 
2014:1) 

 
To maximize viral suppression, most ART regimens require more than 80 percent - 90 

percent adherence. The main goal of the treatment approach has significant clinical 

results and can virtually eliminate HIV transmission. In the world, the most heavily affected 

by HIV/AIDS— areas are Eastern and Southern Africa According to UNAIDS statistics 

that 65% of PLHIV are on ART (Dessie et al 2019:2) . 

 
In Africa especially, however, SSA nations have approximately one-fourth(25%) of P LHIV 

on treatment having sub- optimal adherence and overall,only29% of PLHIV are virally 

suppressed(McCoy et al 2017:2).One of the studies conducted in Ethiopia and SSA 

estimate that PLHIV may wait over a month to begin ART, once eligibility is known. The 
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major justification for such delays are complicated and consist of a combination of 

structural, social, and psychological client factors as well as poor health-care 

infrastructure in some settings (Urdiales, Johnson, Smith, Nachega & Wilson 2019:7). 

 
The occurrence of HIV/AIDS in Ethiopia has many causes. Of these, low first–rate of 
health care and inadequate treatment of high effect interventions are the feasible 

predication. For example, 59% treatment of HAART in Ethiopia is under the regional 

average and only 67% of Ethiopian were aware of their HIV status that has become an 

obstacle for the country to achieve the 90-90-90 world pursuits (Girum, Wasie and Worku 

2018:2). 

 
The un equivalent worldwide reaction to the HIV/AIDS pandemic of the 1990s offered 

millions of PLHIV provision to life-saving ART (Dessie et al 2019:2). Globally, the 

incidence of HIV decreased from 0.40 per 1000 uninfected population in 2005 to 0.26 per 

1000 uninfected population in 2016 (WHO 2018:5). 

 
After the beginning of global strategy plan, significant improvement has been made in 

2017, three- quarters of PLHIV globally were aware of their HIV status, and 79% of those 

who knew their HIV status had exposure to ART. Moreover, 81% of individuals who had 

access to ART had suppressed VL (Assefa, Gilks, Dean, Tekleb, Lera, Balcha, Getaneh, 

Damme & Hill 2019:57-58). This contributed to a global decrease of 37% in HIV-

associated mortality and an international decrease of 18% in new HIV infections between 

2010 and 2017 (Assefa et al 2019:58). Greater than 35 million people have already 

passed away from AIDS-related diseases, and HIV/AIDS is the third major pandemic next 

to the 14th century Black Death and the 1918 influenza pandemic (Granich, Gupta & 

Williams 2018:1). HIV continues to spread, with approximately 37 million people living 

with HIV globally (Granich et al 2018:1). 

 
The strategy to fight the HIV/AIDS outbreak has three fast-track goals to be met by 2020: 

minimize new HIV infections and HIV-related deaths to less than 500, 000worldwide and 

eradicate HIV-related stigma and discrimination (Assefa et al 2019:57). The last part of 

the HIV/AIDS epidemic has got significant aid at the 
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International and country levels, although it is supposed to be an ambitious objective 

(Assefa et al 2019:58). 

 
 2.2.2. In developing Resource Poor Countries. 

 
HIV disease is a chief public health matter internationally particularly in SSA countries 

(Legesse & Reta, 2019:300; Yihun, Kibret & Leshargie 2019:1). Currently, SSA has about 

36.7 million PLHIV, making it the greatest affected in the globe (Gebrezgiabher, Abraha, 

Hailu, Siyum, Mebrahtu, Gidey, Abay , Hintsa & Angesom 2019:1). According to estimates 

from UNAIDS in 2018, about 220,000 PLHIV and AIDS in the Middle East and North Africa 

(MENA) have been infected with HIV , 35 percent of them are children and about 18,000 

are new HIV infections (Hamarsheh 2020:18). A research carried out to assess the 

HIV/AIDS tendency over the last 26 years and forecasting results of the 90–90-90 in 

Ethiopia indicated that SSA contributed 76% of the total HIV-infected population , 76% of 

the whole new HIV infections, and 75% of the overall HIV/AIDS mortality in 2015 (Girum 

et al 2018:2). 

 
World-wide decreases in AIDS-related deaths have generally been  brought by means of 

development in SSA, particularly in eastern and southern Africa, which account for 53% 

of the globe’s PLHIV (UNAIDS 2018:5). AIDS-related death declined by means of 42% 

from 2010 to 2017 in eastern and southern Africa, showing the fast speed of improvement 

in the region (UNAIDS 2018:5). While the load of HIV keeps on varying significantly 

across countries, SSA continues to be the most affected with about 1 in every 25 adults 

(4.4 percent ) living with HIV (Molla et al 2018). AIDS-related death in eastern and 

Southern Africa declined by 44 percent from 2010 to 2018, and yearly new HIV illnesses 

reduced by 28% at some point in the same period (UNAIDS 2019:6-7). 

 
 2.2.3. In Ethiopia 

 
The HIV epidemic is a continuing threat to the lives of the many productive age groups in 

Ethiopia (Legesse et al 2019:300). HIV prevalence in Ethiopia is 1.5%, but this figure 

reflects an oversized number of people:793,700 PLHIV (Negessie, Jara, Taddele & 

Burrowes 2019:2; Nigatu, Dinegde & Sendo 2019:185).HIV prevalence is higher among 



24 
 

Ethiopian women. In 2017, 62 percent of the approximate PLHIV (613,000) in Ethiopia 

were females. 

 
HIV prevalence among urban women in Ethiopia is also much higher (3.6 percent) than 

among rural women (0.6 percent), and is three times higher among teenage girls and 

young women ( 15-24 years of age ) than boys in the same age (female 0.3 percent 

female and 0.1 percent male)(Report & Declaration 2019:14).In Ethiopia, evidence has 

shown that HIV infection is growing from time to time for many  reasons, primarily  due to 

poor country attention to HIV, negligence and individual levels of HIV (Asemahagn et al 

2018:105). 

 
Based on HIV/AIDS figures and predictions for 2011- 2016, there was 1.1(male: 0.7, 

female 1.4) HIV prevalence; 671, 941 (256, 319 male, 415 622 female) HIV positive; 14, 

405 (5 995 males, 8410 females) new infections; 24,813 (10657 males & 14156 females) 

annual HIV deaths and 485, 025 ART requires in 2016 (Asemahagn et al 2018:105). 
Despite a significant increase in systematic HIV/AIDS interventions during the MDG 

period, the burden of HIV/AIDS remains high in Ethiopia. 

 
The recurrence of HIV/AIDS in Ethiopia may be because of the poor treatment 

interventions. For instance, 59% HAART treatment in Ethiopia is below the regional 

average, and only 67% of Ethiopians are aware of their HIV status (Deribew et al 

2019:860). 

 
State-level tendency in the yearly number of new HIV infections and the appearance 

concentration among all ages have became different. The occurrence rate of 2.39/1000 

population in Gambela Region, 1.5/1000 population in Addis Ababa city administration 

and 1.36/1000 population in Hareri region are greater than the country-level appearance 

(Girum et al 2018:4). Correspondingly, the occurrence of HIV in Addis Ababa (4.8%), 

Gambela (4.5%), Harari (3%) and Dire Dawa (2.8%) are by far greater than the nationwide 

incidence and the universal decrease off factor for generalized epidemic declaration 

(Girum et al 2018:4). 

 
The reason why HIV is usually higher in these areas is because they are the major cities, 
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and carry out trade with migrants from diverse parts of the country. Some of the people 

are migrant workers and have become seriously exposed to HIV. Moreover, the case of 

Gambela was once defined with lesser male circumcision rate in the region. 
 

 
Figure 2.2 HIV Prevalence among all age groups for national and regional value of Ethiopia, 1990- 

2016. 

 
   2.3. WHO STAGE AND CD4 

 
The 2013 WHO strengthened ARV guidelines put as possible solutions motivating ART 

for all adults with HIV and a CD4 count at or below 500 cells/mm3, in spite of WHO clinical 

step, offering priority to those with complicated or advanced HIV disease (WHO clinical 

stages 3 or 4) or a CD4 cell count at or below 350 cells/mm3 (WHO 2015:25).In 2015 the 

WHO suggested ART initiation for all PLHIV, in spite of WHO clinical phase and at any 

CD4cell count (Ford, Vitoria &Doherty 2018:1; Feleke, Geda, Roba & Weldegebreal 

2020:1). 

 

According to Ying, Granich, Gupta and William (2016:1026), stated that CD4 counts have a 

significant effect in guessing the risk of death, and deciding prophylaxis against some 

opportunistic infections for instance cryptococcal meningitis not on time in HIV infection. 

A research carried out on HIV therapy in Glasgow, Great Britain indicated that CD4 count 
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between 200 and 350 cells/lL; those with complicated disease had a primary CD4 count 

<200 cells/lL or clinical AIDS in spite of CD4 count (Glasgow 2018:38) . 

 
An observational researches in eight countries in Africa found that people who are not 

infected with HIV were found to be as high 1150 cells/µL in Uganda and as low as 700 

cells/µL in Botswana. Factors influencing CD4 count may be environmental factors ,age, 

time of the day , body mass index (BMI)and sex (Ying et al2016:1025). 

 

Awoke, Worku, Kebede, Kasim,  Birlie ,  Braekers, Zuma and Shkedy(2016:2), clarify that 

the achievement of ART has been assessed by clinical observations, CD4 cell counts and 

determination of plasma VL. Meanwhile, HIV unsuccessful treatment is evaluated by three 

ways: (1) clinical –when new or recurrent WHO stages IV condition, (2) virological 

-when plasma VL greater 1000 copies /ml in duplicates after six months on ART and( 3) 

immunological when consistent CD4 level under 100 or 50% fall from on treatment peak 

value (Awoke et al 2016:3). About the relationship between CD4cell count and VL, it is 

debated that long term viral reserve has an important effect in making confident the revival 

of CD4 cell count to levels that decrease the option of opportunistic infections (OIs) and 

increase life expectancy (Shoko &Chikobvu 2019:1-2). 

 
2.4. ART CURRENT REGIMENS IN ETHIOPIA 

 
Lacking ART, the majority persons infected with HIV will finally develop progressive 

immunodeficiency recognized by CD4T1 lymphocyte (CD4) cell depletion and resulting 

into AIDS- defining sickness and premature mortality (Vijayan , Karthigeyan, Tripathi & 

Hanna 2017:1-2). Currently, 25 molecules are accepted by the US Food and Drug 

Administration (FDA) for treatment of HIV infection. HIV drugs consists of six classes: 

nucleoside reverse transcriptase inhibitors(NRTI), non nucleoside reverse transcriptase 

inhibitors (NNRTI), protease inhibitors (PIs), integrase strand transfer inhibitors 

(INSTI),fusion inhibitors, and chemokine receptors (CCR5) antagonists(FMOHE 

2018:32). NtRTIs tablets perform at the same stage of the viral life cycle as do NRTIs; 

however, they have an improved resistance profile. NNRTIs tablets also obstruct the HIV 
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reverse transcriptase enzyme; nevertheless, they have a dissimilar mechanism of action 

than NRTIs and NtRTIs. PIs medicines obstruct the enzyme protease and prevent the 

congregation and discharge of HIV particles from infected cells (Ministry 2016:11). 

 

NRTIs class of drugs include Tenofovir Disoproxyl Fumerate (TDF), Tenofovirf 

Alefenamide Fumerate (TAF), Zidovudine (ZDV), Lamivudine (3TC), Didanosine (ddI), 

Stavudine (d4T), Abacavir (ABC), Zalcitabine (ddC) and Emtricitabine (FTC)(FMOHE 

2018:33-34). NNRTIS medications are Nevirapine (NVP), Efavirenz (EFV), Etravirine 

(ETV) and Delavirdine (DLV). PIS class of drugs includes Lopinavir (LPV), Ritonavir 

(RTV) and Atazanavir (ATV). Integrase strand transfer inhibitors (INSTIs): These 

medications avoid the newly synthesized viral DNA from incorporating into the host cell 

DNA. This class consists of the following medicines: raltegravir (RAL), Elvitagravir ( EVG) 

and dolutegravir (DTG). 

 

Entry inhibitors: This class comprises CCR5 co-receptor antagonist which averts the virus 

from joining to the host cell CD4 co-receptor CCR5. This class contains Maraviroc (MVR) 

and Cenicriviroc (CVR). Fusion inhibitors: These drugs obstruct the virus from being able 

to fuse with the host cell (i.e. CD4 cell) after binding. The only existing fusion inhibitor at 

present is Enfuvirtide (ENF) belongs to Fusion inhibitors (FMOHE 2018:32) 

 

The WHO model inventory of necessary drugs show that three classes of ARVs for 

treatment and prevention of HIV are: NRTI, NNRTI and PIs. WHO offered a possible 

solution that the basic ART must be with one of the three regimens: two NRTIs plus EFV, 

two NRTIS plus NVP, or two NRTIs Plus ABC ( Sisay, Edessa & Ayele 2019:2). In 

Ethiopia, course of action for initial ART have increasingly changed from the initial 

threshold of less than 200CD4 cells/mm3 in 2005 to a suggestion of less than 350 

CD4cells/mm3 in 2008. At present, grown-ups with WHO clinical stage III&IV irrespective 

of CD4 cell count or CD4 cell count less than 500cell/mm3 or all TB/HIV co-infected and 

expectant and lactating women irrespective of CD4 cell counts are appropriate for ART 

(Babo et al 2017:2-3). 
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The efficacy of ART has been evaluated by clinical observation, CD4cell counts and 

decision of plasma viral weight. NNRTIs are medicines choice for basic ART for HIV 

illness. In the countrywide treatment instruction of Ethiopia 2010, the first ART includes 

four NRTIs backbone d4t, ZDV, ABC and TDF plus 3TC and two NNRTI drugs EFV or 

NVP (Awoke et al, 2016:2). The first ART regimen gives excellent chance for successful 

virological suppression and immune recovery. First-line directed to longer life expectancy 

(28.8 years) and lower life time costs ($41,350/person, from lower second-line costs) 

(Mulisa, Tesfa, Kassa & Tolossa 2019:2). 

 

The choice of regimens for ART should be informed by potency ,safety ,convince of 

dosing and interaction with other medication .Fixed dose combinations (FDCs) and once 

daily regimens are generally preferred because of simplicity of administration, 

prescription practice and procurement. In addition, FDCs promote adherence to ART and 

help limit the incidence of drug resistance. 

 

The mixtures of regimens which have been employed usually in Ethiopia are d4t-3TC- 

EFV, d4t-3TC-NVP, AZT-3TC-EFV, AZT-3TC-NVP, or TDF-3TC-NVP (Awoke etal 

2016:2). A onetime every day fixed dose combination of TDF+3TC+EFV is suggested as 

first line ART in Adults and adolescents (Feleke et al 2020:1-2). For expectant, breast- 

feeding mothers and adult women, the preferred first line regimen is TDF+3TC+EFV as 

one time everyday dose (FMOHE 2018:25). Adult patients with long-standing diabetes, 

unrestrained hypertension and renal failures, choose suitable drug from the alternative 

regimen. 

 

Patients affected by depression with suicidal intention and past history of acute psychosis, 

utilize alternative regimen and stay away from EFV (FMOHE 2017:50). The recognition 

and administration of first-line ART failure is a major challenge for HIV programs in 

resource-limited setting in Ethiopia. Staying on a failing first-line therapy is associated 

with lessened risk of mortality. The major indicators for failures of first line ARVs are sex 

of patients, confections with TB, WHO clinical stages and CD4counts.The patients who 

have failed first-line drug therapy are 46% more probably to fail second-line 
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drug therapy and have bigger probability of facing drug resistance (Feleke et al 2020:2). 

The second line treatment regimen will still include of two NRTIs; however, with the 

addition of PIs (Ministry 2016:20). 

 

According to the guidelines, regular ART regimens in Ethiopia, the second line ART 

includes: 1.ZDV ±3TC + LPV/r or ATV/r 2. ZDV + ABC + LPV/r or ATV/r 3.TDF/3TC ± 

ZDV + LPV/r or ATV/r, ABC/ddI/LPV/r or ATV/r, EFV o NVP / LPV/r or ATV/r(Bokore et al 

2018:2). DTG is commonly safer and more successful than PI–based second-line 

regimens. DTG has less potential for drug–drug relations, lower pill load and accessibility 

in once-daily FDCs. DTG also is given as the favorite ARV medicine for second-line ART 

among adults, adolescents and children for whom a non-DTG-based first-line regimen 

has unsuccessful (WHO 2019:8). 

 
In SSA, approximately 2 out of 100 HIV patients changed to second-line ART annually. 

Sick persons on second-line healing reported for 1.5% of all sick persons on ART in 

Ethiopia. Earlier studies indicated that drug toxicity, TB and pregnancy were among the 

major rationales of ART regimen variety (i.e changed treatment regimens from First – Line 

to second- Line ART) (Alene, Awoke, Yenit, Tsegaye, Yismwaw &Yeshambel 2019:2). 

 

The selection of second line regimen depends on the ARVs employed for first line, and 

that maintains activity against the virus. Generally, one or more drugs from a new class, 

regularly (PIs), is included. In Ethiopia, according to Federal Ministry of Health in January 

2013, nearly 1.5% patients presently on ART are getting second line treatment. The rate 

of change to second line regimen stayed low and relevant to the development of the ART 

program. A research carried out at Debremarkos Hospital, North West part of Ethiopia, 

showed a 21% of immunological failure and with more than half of the immunological 

going on in the first 12 months of ART initiation (Babo et al 2017:3). 

 

People starting medication and care givers should be aware that the first ART regimens 

give the best opportunity for effective virological suppression and immune recovery, and 
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Do viral load tests 

Viral load >1000c/ml 

thus effective ART needs them to take the treatment as instructed to them (FMOHE 

2014:38) as shown in (Figure 2.3). 

 
 
 
 
 
 

 

 

 
 
 
 

Figure 2.3 Algorithm for Diagnosis and management of a) clinical and immunologic b) virogic in 
Ethiopia, 2017. 

 
HIV positive sick persons using ART should comprehend that ARV drugs decrease the 

risk of HIV spread and they cannot depend on them to prevent other people from getting 

infected. They are supposed to be offered advice on safer sex (including condom use) 

and averting other risk associated behavior , for example sharing injecting equipment with 

other persons, to avoid the spread of HIV (FMOHE 2014:38). 

 
 

Switch to 2nd line 
regimen 

 
 

Continue 1stline regime 

Viral load <1000 copies/ml 

Routine Virologic 
monitoring 

Viral Load >1000 
copies/ml 

Routine Clinical and Viral Load Monitoring 

Signs of clinical/Immunologic treatment failure 

Viral load >1000c/ml 

Intensive adherence support 

Repeat viral load testing after 3 month 

Viral load >1000 copies /ml 
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2.5. LEVEL OF ART ADHERENCE IN ETHIOPIA 
 

Adherence is taking the correct amount of medicine, on schedule, and following nutritional 

directives. It is not the same as other chronic disease situations; very high levels of 

adherence (> 95%) are needed for ART to be successful for long term and to avoid the 

occurrence of resistant viral strains. Poor adherence is related to the growth of drug 

resistance, higher death rates, lesser rates of raise in CD4 cell count, lesser rates of 

undetectable viral weight, lower therapeutic achievement and increased the number of 

hospital days (Koyra et al 2018:115). Health workers should also pay special attention on 

adherence counseling for this specific group of patients. Attempts to encourage 

adherence should start prior to commencement of ART and should offer basic information 

on HIV, potential adverse outcomes, the anti retro viral (ARV) medicines and preparations 

for long -term ART. 

 
Several studies indicated that the adherence level of ART differs in various countries. The 

majority of the research works in high income countries indicated that the level of 

adherence<75 % (with the range of 20-100%), while, in low income countries report 

began that the level of adherence was better than 75 % (with the range of (45-100%) 

(Reda et al 2012:2). 

 
Among Sub Saharan countries ARV drug consumers, the existing level of adherence is 

around 77% with the range of 68% up to 85%. For a country such as Ethiopia, the intensity 

of adherence to ART has been found to be 90% in Dessie, 82.7%; 

Gondar,77.9%;Nekemt,72.4%; Jimma, and 62% in Mekele (Azmach 2017:20). All of the 

steps of Adherence to ART showed that below 95% (in the vary of 62-90%); hence, PLHIV 

need long term medication with adherence to medicine for the completion of the therapy 

(Azmach et al 2017:20). 

 
A research carried out amid patients infected with HIV, and being on ART in Nekemte 

Specialized Hospital, Ethiopia indicates that the intensity of adherence to ART is 
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81% (Ejigu et al 2020:97). Moreover, a research conducted by (Letta, Demissie, Oljira & 

Dessie 2015:1) about PLHIV and getting their clinical treatment in Eastern Ethiopia 

indicated that the level of adherence is 85%, which is lower than the optimal levelof95 
%. The adherence level differs in accordance with the different population. 

 
 

2.6. FACTORS THAT INFLUENCE ADHERENCE TO ANTIRETROVIRAL 
THERAPY 

 
Causes affecting the development of adherence can be divided into four groups. Firstly, 

patient related causes that consist of demographic characteristics, age, and culture and 

socio- economic factors. The second group relates to environmental and social causes 

for example supervision of treatment, social support and the prevalence of HIV-related 

diseases. The third category is associated with treatment factors, for instance pill count, 

lifelong dedication to treatment, side effects and provider-related factors as well as 

patient-provider contacts. The last category consists of psychological factors for example 

personal skills and knowledge (Hansana, Sanchaisuriya, Durham, Sychareun, 

Chaleunvong, Boonyaleepun & Schelp 2013:2) . 

 
                     2.6.1. Patient factors 

 
The majority often well-known factors related to sufferers linked to non-adherence are 

behavioral factors associated with the ART for instance self-efficacy to adherence to ART, 

and ,result concerning ART, substance abuse and mental health disorders and 

homelessness, regarded as a structural barrier (Livingston , Milne, Fang & Amare 

2012:39-40). Unemployment, migration, cultural and religious belief, intimate partner 

violence, influence of traditional doctors is the most common reasons for poor adherence 

to ART by sick persons (Kheswa 2017:2). 

 
A patient’s knowledge of his medicine regimen and a patient’s comprehension of the 

association between non-adherence and build-up of resistance to medicine, also predicts 

better adherence. A patient’s faith and confidence in therapy and their self-efficacy also 

affects adherence to ARVs medication. The patients’ psychological vulnerabilities such 

as being depressed or being incapable of resisting worrying life conditions as a result of 
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the wavering social environment, were attributed to irregular clinic attendance 

(Abdulrahman,Ganasegeran,Rampal & Martins 2019:34). Furthermore, forgetfulness, 

dedication to one’s job or other duties, the self-rated insight of poor health, desperation, 

lack of symptoms and harshness of the sickness and religious beliefs were found as 

probable obstacles for missed clinic appointments. In addition, well being desperation, 

lack of aid from a friend or relative and negative attitude towards ART tablets leads to 

poor adherence to ART (Abdulrahman et al 2019:34; Chirambo, Valeta, Kamanga & 

Mipando 2019:1). Alcohol consumption is another reliable predicator of HIV treatment 

non-adherence. Alcohol consumption can damage memory, disrupt management skills, 

disturb sleep patterns, and it interferes with organizing treatment. 
 

2.6.2. Socio demographic factors 
 

The cost of treatment was a major obstacle to ART. Even when the drugs are given for 

free, more general financial constraints may force people to sell their drugs. A Patient 

who is more knowledgeable about HIV, and the importance of maintaining the 

recommended adherence levels, would tend to follow all the instructions regarding 

medication intake as compared to the client with no such information .Medication-related 

costs are one of the main barriers to ART adherence  (Bortich 2016:13).A research carried 

out among HIV positive people in South West Nigeria in 2018 indicated that religion, marital 

status and gender do not have any major influence on adherence level among the 

participants. Meanwhile, eleven methodical studies established improved adherence to 

ART for women unlike men, but six studies found the opposite result (Heestermans, 

Browne, Aitken, Vervoort & Grobush 2016:4). Other research has, however, reported a 

mixed result in the association between adherence and socio demographic 

characteristics. Urban patients were more possible to be adherent to the prearranged 

medication as compared to rural patients. This would probably be the cause that patients 

in urban and peri-urban areas had better comprehension on the utilization of and 

adherence to HAART for longevity as compared to those patients living in rural areas.  
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The obstacles in the countryside, specifically for HIV patients have shortage of balanced 

diet, long distance from health centers to have diagnosis on time at early time, and offer 

less attention for their health (Tegegne, Ndlovu & Zewotir 2018:8). 

 
Various researches showed that socio demographic characteristics have direct and 

indirect relationships with adherence to ART. For example, age was found with 20 articles 

designate determinants for adherence, with enhanced adherence observed in older 

patients (>35years) contrasted with young patients (Heestermans et al 2016:4). Religion 

was found to have both a positive and negative association with adherence to ART 

(Heestermans et al 2016:4). Belief and faith that God offers the knowledge to make ART 

act was seen to raise the ART utilization, while research works reporting faith in religious 

heal for HIV over usual health approaches observed non-adherence. 

 
Financial problems together with transportation, and medical expenses are connected 

with non-adherence (Heestermans et al 2016:4). Its tresses socio-demographic factors, 

specifically education achievement, as having some indirect result on health behavior. 

Low education and lower income are each separately connected with lower adherence to 

ART. A low income would mean inability to afford food, thus resulting in complexity to 

take medication on an empty stomach. 

 
                            2.6.3. Health workers related factors 

 
The unfriendly attitude of health workers was one of the causal variables to the non- 

adherence to ART (Maano & Elina 2017:31).The negative attitudes of recognized as 

having an effect on the adherence of patients to ART. The way patients were handled the 

last time they used health care could affect their desire to go back to the same location 

for service. If health care personnel have inadequate time to evaluate patient 

requirements or issues, this could impact ART negatively. 

 
Some doctors may also keep away from talking about adherence to ART with their 

patients because they may not be sure how to talk about adherence to ART with their 

patients. Inadequate therapy for patients as per their health status, long waiting 

times,negotiated privacy because of insufficient consultation rooms , intermittent 
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provision and lack of antiretroviral and reagents lead to non-adherence to ART (Kheswa 

et al 2017:6; Chirambo et al 2019:2). 

 
                          2.6.4. Depression 

 
In HIV/AIDS therapy, depression has also been indicated resulting in more social 

segregation, lesser antiretroviral treatment adherence, and quicker development to a 

number of factors were related with patient-reported diagnoses of depression and/or 

anxiety (Ngum, Fon, Ngu,Verla &Luma 2017:104;Slaven &Cameron 2017:22). 

Depression is second next to substance abuse as the majority common psychiatric 

disorder among patients infected with HIV (Kibret & Salilih 2015:714). Depression is fairly 

common among PLHIV, and people infected with HIV and People who injected drugs 

(PWID) may be specifically susceptible to depression (Levintow, Pence, Ha, Minh, 

Sripaipan, Latkin, Vu,Quan, Frangakis & Go 2018:2). The physical and psychological 

effects of living with both HIV and drug addiction can result in depressive symptoms. 

Depression, in turn has a negative result on HIV clinical outcomes (Levintow et al 2018:2) 

. 

A research in South Africa offered the occurrence of depression in HIV patients as 42.4%. 

Likewise, a systematic review and meta-analysis studied in 2014 from research of low-, 

middle and high-income countries on 42,366 HIV patients indicated occurrence of 

depression ranging from 12.8% to 78% (there was no significant difference in the rate of 

depressive symptoms in HIV patients across low-, middle and high-income countries) and 

found that the probability of attaining good adherence was 42% lower in patient with 

depressive symptoms contrasted to those who were not (Ngum et al 2017:104). A review 

of 111 researches including 42,366 HIV/AIDS participants from first-world countries and 

countries with shortage of resource indicated that the higher occurrence of depression 

symptoms was related with minor probability of adherence to ART (Uthman, Magidson, 

Safren & Nachega 2017:2). 

 
Depressive symptoms have been indicated to disturb adherence to ART, which adds to 

the probability of ART treatment collapse, expansion of ART resistance, and 

sustainedHIV spread. Moreover, depression is also linked with fast HIV disease 

expansion and death among PLHIV (Uthman et al 2017:2). Depression obstructs 
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successful health care treatment adherence. Negative thoughts, desperation, and 

frustration may be restraints to effectively follow treatment plan. Moreover, depression 

usually means that the person has less social interaction, followed by less emotional and 

realistic support in comprehending and adherence to health care instructions. 

 
                       2.6.5. Family and social support 

 
Social support is generally defined as the perception or experience that one is loved and 

cared for by others, estimated and valued ,and part of social network of mutual assistance 

and obligation(Khamarko & Myers 2013:2-3) . Support from one’s family members has 

also been recognized as a source of assistance in good adherence to ART (Khamarko 

etal2013:12). Conceptualizations of social assistance have also stressed on the 

foundation of support, which can differ from family spouse, friend, coworkers, doctor, and 

community ties/affiliations. The result that PLHIV who are more susceptible to stigma also 

have less exposure to social resources has thoughtful public health results due to social 

support has been related with influential health benefits for PLHIV. These comprise of 

less depression, and positive health characteristics for example, adherence to 

medication, better dealing with and quality of life, and slower development of disease to 

AIDS (Amiya ,Poudel, Tandukar ,Pandey & Jimba 2014:2). 

 
Social support is attributed to various functional elements, which comprise informational, 

emotional (e.g., caring, empathy), and instrumental aid (e.g., financial assistance or help 

with tasks) (Xiao, Li , Qiao& Zhou 2016:2). 

 
Patients on ART are exposed for forgetting but when they are aided by their families or 

friends they have been controlled with the treatment protocol and this may result in exact 

adherence level to their ART medication (Negesa et al 2017:4). Stigma and discrimination 

by friends and family members were strongly related with non-adherence to ART 

(Kamaingi & Meng'ianyi 2019:66-67). HIV infected and greatly stigmatized patients are 

three fold more probably to poor adherence to ART regimen than those without stigma 

(Kamaingi et al 2019:66-67). 

 
Stigmatization and discrimination may prevent people from trying or participating in 
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education, defensive measure and treatment services, thus making them exposed to 

HIV/AIDS infection. Possibly, friendly aid involvement programs which are culturally 

suitable ought to be developed to resist the stigmatization and discriminations towards, 

PLHIV in order to support adherence to medication both at the health institutions and at 

the community (Adino 2016:39) 

 
Clinical and experiential results recommend that the family can be an important basis for 

de-stressing for PLHI, second only to that of the disease itself. Nevertheless, tough help 

and small stress from family could raise the quality of life of PLHIV. They can also notify 

the design of family-focused HIV-related intervention by rising the involvement rate and 

stage of adherence to ART and by dropping the rate of loss to follow -up rate (Xu, Ming, 

Zhang, Wang, Jing & Cheng 2017:2) . 

 
Patients living with their partners had improved HAART adherence as contrasted with 

patient living without partners. The cause for this might be that partners encourage 

patients to take pills on time, and support them. Likewise, sick persons who revealed the 

illness to families, while living together, had improved HAART adherence. If families 

understand the disease, they can remind a sick person to take tablets on time; they may 

offer a balanced diet so that the sick persons can have improved resistance to the 

disease, and build up more interest to be adherent to HAART (Tegegne et al  2018:9). 

 
Social connectedness or its opposite (i.e. isolation) has commonly been discussed in 

studies regarding adolescents, schoolchildren and adults; however, there are few studies 

looking at social connectedness concerning HIV /AIDS patients. Hence, as well as 

analyzing the relationship between other aspects of social support and ART adherence 

among PLHIV i.e. disclosure of HIV support, types of support, and satisfaction level with 

social support. 

                       2.6.6. Treatment related issues 
 

Research has shown that adherence to ART is a key factor that determines 

virological/immunological results among patients infected with HIV. Unluckily, patients are 

exposed to have a lower adherence level when they take tablets over a long period, with 

long-term adherence rates reported to be as low as 50% to 75%. 
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Amid patients infected with HIV, ordinary reasons for poor adherence may consist of 

health beliefs, side effects, heavy tablets burden ,busy timetable, lifestyle concerns, other 

co-morbid situations, drug abuse, and fear of revealing HIV-positive status to others 

(Sheppard, Weber, Casaletto, Avci & Wood2017:3-4;Legesse & Reta 2019:300). Patients 

infected with HIV on HAART are habitually suggested to monitor immunologically, 

clinically and virologically on usual way to attain good adherence, to identify adherence 

problem and determine whether HAART regimens should be shifted or not. 

Contrasted with medical or immunological controlling, virological monitoring offers timely 

and more precise sign of medication failure and the need to change from first line to 

second line drugs, decrease the accumulation of medication resistance and improve 

clinical results (Hailu, Hagos, Kahsay,Wasihun & Dejene 2018:2). 

 
Regimen exhaustions also have been recognized as obstacles to adherence in adults. 

Clinical factors for example inopportune dosage frequency, complicated regimens, 

complexity taking tablets, nutritional limitations, and the lack of belief in the efficiency of 

medicine affect adherence (Naomi,Peter, Mbuthia, Joshua &Ndwiga 2018:25). 

 
A low tablet burden was related with better adherence while both physical and 

psychological modification related associated adverse effects were linked with poor 

adherence. Meanwhile, the longer the period of taking ART, the inferior the adherence 

because of tablet exhaustion particularly in primarily infected adults who may have 

medication early on in life (Naomi et al 2018:25). 

 
2.6.7. Side effects of antiretroviral therapy 

 

Side effects have been found that the utilization of all ART drugs, with a latest research 

in three African countries findings that 88% of participants expressed at least one side 

effect all through the previous four weeks (Renju , Moshabela, McLean, Ddaaki, Skovdal, 

Odongo, Bukenya, Wamoyi, Bonnington,Seeley, Zaba& Wringe 2017:1). Exhaustion, lack 

of energy, headaches and depression were the major and usually cited side effects of 

ARDs (Renju et al 2017:1). Unfavorable drug reactions (ADRs) are the solitary most 

regular cause for poor adherence to medication. Studies indicated that up to 25% of sick 
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persons stop their primary HAART regimen due to toxic effects. High regularity of regimen 

discontinuation and change has been observed in sick persons who experienced anemia, 

itchiness, hepatotoxicity, and peripheral neuropathy (Kindie, Anteneh & Worku 2017:2). 

 
Efavirenz (EFV) including ART regimens is presently suggested by WHO as first line 

treatment. These drugs are extensively utilized in resource restricted settings and are 

normally taken to be improved and more tolerated than NNRTI regimens. Nevertheless, 

particular side effects (SE) related with EFV are renowned, specifically neuropsychiatric, 

dizziness and vivid dreams (Phillips, Cois, Remien, Mellins, McIntyre, Petro, Abrams & 

Myer 2016:2). 

 
The unfavorable effects of HAART are a serious issue as it could harmfully affect the 

confidence in medication resulting in decreased treatment adherence. The protected and 

successful management of HIV infection also needs comprehending the unpleasant 

medicine reactions ADRs associated with HAART (Kumar ,Prasad ,Parthasarathi & 

Krishna 2018:79). Zidovudine (ZDV), is grouped under first line ARV tablets for 

management of patients infected with HIV in low income countries, is recognized as the 

major reason of medicine related with anemia (Gebremedhin & Haye 2019:1). A study 

carried out in the United States of America (USA) to contrast the incidence of sick persons 

who deal with ZDV comprising and non- ZDV ART showed that sick persons who started 

with ZDV consisting ART have most probability of developing anemia. Countries similar 

to Ethiopia employ ZDV-based regimens as optional medication and the magnitude and 

Characteristics of ZDV related with anemia among patients living with HIV in Ethiopia has 

not been well recognized (Tamir, Alemu & Tsegaye 2018:74). 

 
ADRs happen with all ARV drugs for changing or stopping therapy in addition for 

treatment of non- adherence (Ataro, Motbaynor, Weldegebreal, Sisay, Tesfa, Mitiku, 

Marami, Teklemariam & Shewamene 2019:2). ADRs have thus become one of the most 

significant restrictive factors to the effective treatment of HIV. The magnitude of the 

problem varies considerably among low income and high income countries for different 

reasons. Toxicities associated with ART in low income countries, in SSA specifically, are 

more widespread because the regimens include older and more toxic agents like 

Stavudin(d4t), Zidovudine (ZDV) and Nevirapin (NVP)(Gudina,Teklu, Berhan, 
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Gebreegziabhier, Seyoum, Nega, Medhin, Kebede &Assefa 2017:41). 

 
A research carried out between among PLHIV in Dire Dawa, Eastern part of Ethiopia, 

indicated that majority of the research participants 133(42%) experienced one or more 

side effects of ARV drugs (Negesa et al 2017:3). The main side effects were: nausea 

86(63%), headache 72(54%), vomiting 66(49%), gastro intestinal intolerance 25(19%), 

anemia 32(24%), depression  29 (22%) and rash19 (14%) (Negesa et al 2017:3). 

 
 

2.7. CHALLENGES OF ANTI RETRO VIRAL THERAPY 
 

Avoiding HIV drug resistance is a serious consideration for the success of any HIV 

medication program and is attained by increasing ART services and reducing 

programmatic spaces together with the cascade cascading of HIV medication (WHO 

2012:13). These gaps are recognized by regularly supervising program quality pointers 

that are linked with the emergency of avoidable resistance: retention on medication, 

adherence to HIV treatment, viral weight testing, viral load suppression, timely switch to 

second line ART and ARV stock-out ( Günthard, Calvez ,Paredes, Pillay ,Shafer , 

Wensing , Jacobsen& Richman 2019:182). Medication defaulting is one of the largest 

problem in the treatment of HIV/AIDS. Poor adherence leads to cross resistance to other 

ARV drugs (Mehari, Kiros, Yemane, Asghedom, and Debesay& Tekeste 2017:151). 
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2.8. STRATEGIES FOR IMPROVING ADHERENCE 
 

Among the strategies set out to fight the HIV epidemic, the preliminary one of mixture of 

antiretroviral therapy (ART) is one of the important interventions that altered the scene of 

HIV-related morbidity and death (Abah, Ncube, Bradley, Agabaji & Kanki 2019:436). One 

of the objectives for the UNAIDS international goal for 2020 phrased the 90–90–90 target 

is to attain and maintain viral suppression in 90% of individuals on ART (Abah et al 

2019:436). 

 
To improve their capacity for endurance, HIV positive patients should begin medication 

early, before the virus has damaged their resistance (Millions 2016:33). The basic 

methods to get better adherence to ART are that patients should not pay for necessary 

care, and should not be asked to pay a second time for commodities and services that 

have already been subsidized. Particular interest wishes to go to guaranteeing right to 

use free-of-charge to drugs for Ols ,CD4 counts, fundamental laboratory testing, guidance 

and medical expenses, offering all safe victims with ARV fills again inside the community, 

and at less transmitted intervals, to counter pointless medical visits caused by health 

worker’s economic interests (Millions 2016:33). 

 
PLHIV face many challenges to remaining in care and keeping up a smothered viral. 

Tending to these challenges through more seriously care techniques such as case 

administration(e.g., planning transportation ,going to restorative arrangement ,etc.) has 

been prioritized on a national scale (Henny, Wilkes, McDonald, Denson & Neumann 

2018:2). 

 
To support PLHIV and their associates obtain maximal benefits from the avoidance 

strategy, it will be very important to provide care by their care-takers, individual infected 

with HIV+, and their sexual friends unambiguous data on benefits and the challenges with 

achieving and continuing viral suppression (Evidence 2018:3). 



42 
 

The number variety of human beings just initiating ART goes on to outpace the large 

number of persons starting HIV medication (UNAIDS 2016:28). Progress is narrowing in 

various places, while unused contaminations are getting higher in some regions. 

knowledgeable and rights–based expectancy systems, for example mixture avoidance 

(i.e a fundamental mixture of behavioral, biomedical and essential methods that includes 

the run of vital averting strategies focused on individuals who are not infected with HIV 

and positive welfare, nobility and expectation wait inadequately actualized and 

infrequently brought to scale) (UNAIDS 2016:28). 

 
Technology usage among individuals infected with HIV has been taken as a tool for 

medication adherence to ART (Hollowaya, Tana, Dunlapa, Palmerb, Beoughera & 

Cederbaum 2017:1153). Many studies have shown that text message using mobile 

phones, online social organizing locales, and chat rooms as a means of adherence aid to 

take their medication. A regard as incorporating HIV infected individuals found 76% used 

online social organizing and members who had a flexible mobile phone were situated to 

file way enhanced adherence to ART (Holloway et al 2017:1154). A research carried out 

among pregnant women living with HIV in Kenya indicated that short messaging services 

can make the most of the stage of adherence to ART (Ronen, Unger, Drake, Perrier, 

Akinyi, Osborn, Matemo, O’Malley, and Kinuthia &John-Stewart 2018:500). Meanwhile, 

some researches indicated that messages referencing treatment but not HIV (Ronen et 

al 2018:501). 

 
Society–based psychosocial lower back pain could also be an aspect of concern, and 

back administration for people infected with HIV in low and middle- income states 

(Pokhrel, Sharma, Pokhrel, Neupane, Mlunde, Poudel &Jimba 2018:2).Medical strategies 

suggest that individuals living with HIV, should ensure that their families, and their 

caregivers obtain psychosocial support at the family and community stage. This kind of 

psycho-social back could supply to improvements within the safety and medication results 

of individuals living with HIV (Pokhrel et al 2018:2).Having good adherence to ART 

benefits of family and social relationship for health and mental health of PLHIV. Nutrition 

evaluation, concern, and aid are essential elements of HIV care. HIV package have to 

make certain that obtainable country broad policies on nutritional guides are seen when 
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it is essential and practicable to make the most of adherence to ART and get health effects 

in food-insecure settings (FMOHE 2017:154). Patient schooling and counseling are 

necessary each when ART is began and for the period of course of treatment. Updating 

and motivating people obtaining ART and their households and friends are imperative 

features of constant HIV care substance use and mind health interventions. Researches 

indicate that strengthening welfare via take care of depression and supervising drug use 

issues advances HIV medication results (FMOHE 2017:154). 

 
VL is supposed to be controlled regularly at 6 months, at 12 months, and then every 12 

months after that if the affected person is steady on ART to distinguish medication failure 

earlier and more correctly (WHO2016:130).The WHO ( 2016:131), showed that where 

viral weight control is not accessible, clinical monitoring and CD4 controlling are 

suggested. 

 
Adherence promoting-interventions are accessible in many countries, including Ethiopia. 

By putting into effect interventions assessment, home-based HAART, social aid, 

educational^^, every day seen medication, and community-centered HAART program are 

viewing about the significant methods to strengthen decisive adherence to ART 

(Endalamaw, Tezera, Eshetie, Ambachew & Habtewold 2018:2514). Different treatments 

to foresee HIV acquisitions are available; in any case, these have not been performed 

and used in relation to the size of HIV load. Wide-ranging and successful public health 

techniques consist of behavior change, condom utilization, HIV testing and data of HIV 

status, harm decrease endeavors for injection, drug utilization, male circumcision and 

post exposure prophylaxis (Kharsany& Karim 2016:38).Another approach to upgrade the 

adherence level of ART is appointment spacing model .In this model, firm sick persons 

will have appointment each six months for clinical call and treatment refill. This model also 

utilized for patients who have obtained ART for at least one year, have no history of ADRs, 

have good comprehension of enduring adherence, patients who are on first line ART 

regimens but not second and third -line medication regimens and proof of treatment 

achievement (i.e consecutiveVL measurements below 1000 copies/ml)(FMOHE 2018:8). 
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CONCLUSION 

 
 

This chapter reviewed literature, and presented the epidemiology of HIV/AIDS with the 

main focus Ethiopia. This chapter also discussed the different components of Anderson 

Behavioral Model (factors that influence Adherence to ART i.e treatment related, patients 

related factors and health facilities related). ART current regimens and level of adherence 

to ART in Ethiopia were discussed in detail. Strategies to improve adherence to ART was 

also discussed in this section. Adherence has appeared in the wide literature review as a 

critical factor in the upgrading of HIV/AIDS care. The literature review also confirmed that 

it is essential for researchers to study more about why and to what extent personal and 

contextual factors to ART affect ART. The next section focuses on the Research 

Methodology of the current study. 
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CHAPTER 3 
 

RESEARCH DESIGN AND METHODS 
 

3.1. INTRODUCTION 
 

The aim of this section is to give an inclusive explanation of the methodology, which 

includes the research design used. This chapter focuses the research methodology, 

which includes the research design used.. This is followed by, the research process, the 

study setting, the target population, sample size determination and data collection 

methods. Second, the reliability of the tool used in this study is discussed. Finally, this 

section presents the process of data management, validity, data analysis and ethical 

considerations for the research. 

 
 

3.2. RESEARCH DESIGN 
 

The research design is a plan, structure and strategy of study to answer a research 

question. It is also called a blue print or in general detailed plan for how a research result 

is to be completed (Akhtar 2016:68). Or research design is emphasized with transforming 

research questions into a framework of strategies and methods that will enable the 

investigator to systematically answer questions (Oshagbemi 2017:68). Furthermore, 

research designs can be classified as quantitative, qualitative or mixed method. By 

making appropriate employment of the research design, the investigator is able to 

maintain a tighter management of the different essentials of the research in order to 

address the questions for the research project. In this study, the investigator employed 

exploratory sequential mixed method design. This means qualitative data collection and 

analysis are done first then quantitative data collection and analysis follow. 

 
Phase 1: Qualitative Approach 
The researcher followed qualitative approach to explore different aspects of the study 

(Individual, clinical and family related to ART). Participants in the research were explicitly 
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chosen to ensure success of the research study. A variety of qualitative data collection 

methods were employed: unstructured and semi-structured interview techniques. This 

method used two data collection techniques IDIs and FGDs with different groups such as 

PLHIV, supporter and health care provider. In this research, forty-four IDIs and three 

FGDs were performed .Seven to eight participants were involved in each FGDs. Each 

interview took place in the places that were most convenient for respondents such as 

separate free office and hospital gardens. The interview took up to an hour to conduct. 

The researcher began every interview by welcoming the interviewee and thanking part of 

the in the report. The participants were not under physical danger. There were no direct 

benefits for the participants, only that they added to the body of information about 

adherence to ART. As far as threats and secrecy were concerned, there was no 

significant risk as the name was used. This finding of qualitative study reflected varied 

points of view of respondents which allow the research to recognize anticipated factors. 

 
Phase 2: Quantitative Approach.  

 
3.3. RESEARCH METHODOLOGY 

 
Research methods include instruments used for data collection, e.g. the questionnaire, 

oral interview, focus group, etc. Research methods involve the form of data gathering, 

analysis, and interpretation that the investigator proposed for his results finding. Also it is 

helpful to regard the complete sort of alternatives of data collection and arrange these 

methods (Igwenagu 2016:8).The study setting ,sample size determination and sample 

techniques , the process of data gathering and methods of data analysis that were 

employed in this findings are explained in the following paragraphs. 

 
3.3.1. Study setting 

 
The study was done in Addis Ababa City, the capital of Ethiopia. In the late 19th century, 

Emperior Menelik II and his wife Empress Taitu established the City of Addis Ababa 

(Addis Ababa means 'New Flower' in English)(UN-Habitat 2017:7). Addis Ababa has a 
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Projected 3.238 million people, which is a 17% portion of Ethiopia's sum metropolitan 

population. Currently, Addis Ababa has an annual population increase of 3.8% and is 

estimated to get to 4.7 million residents by 2030 (UN-Habitat 2017:11). 

 
Addis Ababa is not only the capital city of Ethiopia; but also a place for many international 

and regional organizations. It is not only diplomatic center, but also the economic and 

political hub of Ethiopia. According to the Bureau of Finance and Economic Development 

(BOFED) in 2013, Addis Ababa lays 9°1′48″N latitude and 38°44′24″E longitude. Addis 

Ababa is positioned at the center of the country, at an altitude ranging from 2,100 meters 

at Akaki in the South to 3,000(9,800ft) meters at Entoto Hill in the North. This puts Addis 

Ababa the third highest city in the world, after La Paz and Quito in Latin America. Its time 

zone is grouped in East Africa Time (UTC+3). 

 
The Addis Ababa City Administration Charter, Proclamation 361/2003, structured the city 

into 10 sub-cities and 114 woredas (districts). To select the study setting purposive 

Sampling (PS) was used. 

 
There are 13 government hospitals in Addis Ababa which is distributed in 10 sub cities(5 

federal,6 under Addis Ababa City Administration Health Bureau,1 owned by police force 

and 1 armed force hospital)and among these this research was done in three public 

hospitals; Tikur Anbessa Specialized Hospital( TASH) which under federal, Tor Hailoch 

Hospital(THH) and Zewditu Memorial Hospital(ZMH) which is under AAHB. Much number 

of patients flow and cases are the main reasons the researcher selected these study 

areas. This study was carried out from January to May 2019. 

 
                         3.3.1.1. Tukur Anbesa Specialized Hospital (TASH) 
 

The Black Lion Hospital (Tikur Anbessa in Amharic language) is Ethiopia’s biggest 

specialized public Hospital, founded in 1973. The Memorial of Prince Mekonnen. TASH 

is located in Lideta Sub City. TASH is used as training center for undergraduate and post 
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graduate medical students, dentists, medical laboratory technologists, midwives, 

pharmacists, nurses and radiology technologists. 

 
TASH is the biggest specialized referral hospital in Ethiopia and when combined with 

Addis Ababa University’s School of Medicines .TASH has 800 beds and gives diagnosis 

and treatment for nearly 400 000 in-patients and out-patients (OPD) a year. The TASH 

has two hundred doctors, three hundred seventy nine nurses; and one hundred fifteen 

other health professionals committed to providing health care services. This hospital 

deals also with palliative care, HIV counseling and testing, and post-exposure prophylaxis 

(PEP) service. According to December 2019 data, the number of patients on ART was 

3000. All patients on ART received free treatment which is supported by Global Fund for 

AIDS. 

 
           3.3.1. 2. Zewditu Memorial Hospital (ZMH) 

 

Zewditu Memorial Hospital (ZMH) was constituted in 1925. The hospital was given name 

by Emperor Zewditu, the cousin and forerunner on the throne of Emperor Haile Silassie. 

ZMH is one of the hospitals with improved ART services under the Addis Ababa Health 

Bureau(AAHB) and the primary hospital which begun ART services in Ethiopia in 2003 

(Asemahagn et al 2018:106). 

 
ZMH has over 120 beds. It has four major departments (internal medicine, obstetrics 

/gynecology and pediatrics (Gebresellassie & Tamerat 2019:1).The hospital also deals 

with palliative care, HIV counseling and testing, and post-exposure prophylaxis (PEP) 

service. The number of patients on ART was 7629 in December 2019. All patients are 

received free ART supported by Global Fund for AIDS. 

 
3.3.1.3 Armed Force General Teaching Hospital or Tore Hailoch Hospital (THH) 

 

Formerly, recognized as prince Tsehai Memorial Hospital, the Armed Force General 

Teaching Hospital (AFGTH) was renamed after the 1974 revolution. Emperor Haile 

Selassie I founded the Hospital in memory of his daughter, Prince Tsehai Haile Selassie. 
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AFGTH is located in Addis Ababa, Lideta Sub City, near the historical airport known as 

‘’Tor Hayloch” renamed in 1974 revolution after the fall of Empire Haile Selassie. 

 
AFGTH services as the training health institution for Defense University Health Science 

College in different fields of specialization for example Medical Doctors (MD) and Master 

Level in surgery. The hospital has 552 beds and well structured human resources, tools 

and infrastructure (Kitaw 2019:22).This hospital offers medical, surgical, mental health, 

pediatric, HIV/AIDS care, Obstetrics’& gynecology services to military staff and their 

families, and civilian government workers. 

 
The ART clinic has its own separate facilities such as pharmacy, department of 

dermatology, ART laboratory, etc. It gives adherence and testing, counseling, and 

provides ART to HIV patients as well as delivering screening, follow up and referral 

services for TB patients. The number of patients on ART was 3200 in December 2019. 

All patients are offered free ART supported by Global Fund for AIDS. Below is the map of 

the study sites, public hospitals are located in Addis Ababa, Ethiopia. 

 
3.3.2. Population of the study 

 
Population refers to all people, things and cases observation units that are of interest to 

the study (LoBiondo-Wood & Haber 2014:232; Grove, Burns & Gray 2013:44). The target 

population is defined as the population of interest from which the investigator would 

summarize the results of their study and from which the study sample is drawn. Target 

population is the whole set of study participants or elements fulfilled the sampling 

requirement criteria. In this finding the researcher needs to evaluate whether it is potential 

to study all the study participants. Most of the time the whole cannot be included, so a 

study population is a sampled one. 

 
Patients at 3 OPD ART clinics were qualified to take part in this research if they were 

above 18 years old or more, and had obtained ART for at least six months when 

approached by researcher, and were proficient of offering educated consent. The 

research population is the subset of the population comprised of the sample and the 

authentic groups in which the research is carried out (Babbie 2016:193).The study 
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population consisted of HIV+ patients who had received ART from public hospitals in 

2019. 

 
Figure 3.1 Map of study setting of Hospital ART clinics (Source: CSA 2007) 

 
 

   Sampling procedures                                   

  3.3.3. Sampling for Qualitative data 

In a qualitative study, there are many sampling techniques that we can use when 

recruiting study participants, namely, purposive and convenience sampling..In this study 

the researcher used purposeful sampling. For the qualitative phase, purposive sampling 

was carried out from health care providers, patients on ART and policy makers, volunteers 

and social supporters. The sampling was determined by the involvement of nurses, 

counselors, physicians, health officers, medical laboratory, pharmacist and policy 

makers/managers and peer educators/volunteers. Selection was based on 

representation of the various sections involved in policy making, including pharmacy, 
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chief nurse and hospital medical director. The interviews generated on relevant   

information on   challenging facing on PLWHIV on ART, social support , religion  

,HIV/AIDS stigmatization, clinical care ,health facilities setting ,drug refilling , 

laboratory services and clinical appointment. The selection of qualitative sample matrix 

as shown in table 3.1 below 

 
Table 3.1: Matrix for sampling in qualitative research for In –depth interview and Focus Group 

Discussions. 

Qualitative 
technique 

 
Subjects 

Zewiditu 
 
Hospital 

Black Lion- 
hospital 

Defence- 
hospital 

 
Total 

 
 
 
 
 
 
 
 
 
 
In-depth 

Interview 

 
 
 
 
 
Art Patients 

(Male/Female; 

adherence/not) 

2-men are adherent 2-men are 

adherent 

2-men are 

adherent 

 
 
 
 
 
 
24 

2- men non adherent 2- men non 

adherent 

2- men non 

adherent 

2 women are adherent 2 women are 

adherent 

2- women are 

adherent 

2 women – non- 
 
adherent 

2 women – none 

adherent 

2 women – none 

adherent 

Health provider 

/managers 

physicians, 

nurses, 

counselors and 

pharmacist 

1 Manager 1 Manager 1 Manager  
 
 
 
15 

1 Physician 1 Physician 1 Physician 

1 Nurse 1 Nurse 1 Nurse 

1 Counselor 1 Counselor 1 Counselor 

1 Pharmacist 1 Pharmacist 1 Pharmacist 

FGDs ARV users 
 
makers/social 

supporters 

1 FGD (7- person) 1 FGD (8- 

person) 

1 FGD (7- 

person) 

(7- 

person) 
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Sampling for Quantitative data 
 

Sampling is the process of selecting a proportion of the whole population to represent the 

entire population (Lobiondo & Judith 2018:227; Polit& Beck 2013:59). Sampling is meant 

to increase a research’s efficiency (LoBiondo-Wood & Haber 2014:234). When the 

sampling is done properly, the researcher can draw inferences and make overview about 

population. Also the researcher tries to guarantee the sample is representative of the 

target population strengthens the confirmation generated by the sample composition. 

 
Simple Random Sampling (SRS) is the crucial appearance of random sampling; as well 

as, it is the base sampling theory(Johnson & Christensen 2016:553). The researcher uses 

the SRS because it is simple and lacks bias. The SRS also important for the researcher 

to acquire response from adequate numbers of respondents, which may be not possible 

to time or resource constraints. The investigator used a SRS method to select the total 

number of patients that were recruited for this research .In this research from the total 

thirteen public hospitals in ten sub cities, TASH ,ZMH and THH were selected . The 

sample was distributed among the three hospitals based on the proportion of the average 

number of patients per month for each hospital. The total number of patients on ART in 

the year 2018 in TASH, ZMH and THH was 3000, 7629 and 3200 respectively. According 

to proportional allocation, the number of PLHIV was selected for sampling in respect each 

hospital. 

 
Each respondent was thus randomly selected, and was informed by ART clinic's service 

providers about the nature, scope and the aim of the study. This was communicated 

during their routine attendance at the clinic before they were invited to give their informed 

consent for involvement in the research. According to Vanderstoep and Johnston 

(2009:26), sample frame refers to the eligible members of the population. 

 
Each member had equal probability of being selected to be part of the sample. In order 

to attain this, a sample frame that comprised the inclusive list of the whole target 

population is needed (LoBiondo-Wood & Haber 2014:240).The sample frame for the 

random sampling process was obtained from the data bases of each hospitals that 
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registered all the patients who are on ART in the hospital. A computer program was then 

used to randomly generate the sample that was required for the study from those who 

were currently on ART, and who had taken the prescribed medications for at least six 

months prior to the commencement of the study. Systematic random sampling methods 

were used for the clients in each hospital. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 3.2 Schematic representation of sampling procedure in Addis Ababa public hospitals, 2019 
 

A solitary proportional formula was used to decide the number of participants who were 

incorporated in the quantitative stage of the research with the hypothesis 95% confidence 

interval (CI), marginal error (d) of 0.05, and adherence level of (p) of 0.65 which was 

gathered from the earlier research in Dire Dawa, Eastern part of Ethiopia (Negesa et al 

2017:1).Then adding non-response rate 10%. The actual sample size for this study was 

determined by using the formula of single population proportion. 

n=385 

n ZMH=212 n THH=89 n TASH=84 

Zewditu Hospital 

N=7629 
hospital 

N=3200 

TASH 

N=3000 

Addis Ababa 12 Governmental Hospitals g i v i n g  Routine ART Service 
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(Z α / 2)2 p q 
n = d2 

 
Where n = Sample size, Zα ⁄2= Z value corresponding to a 95% level of significance = 1.96 

 
p = expected proportion of optimal adherence to ART among adults living with HIV 

positive = 65% =0.65 

 
q = (1 - p) = (1-0.65) = 0.35, d = absolute precision (5%), none response rate =10% 

 
From the above assumptions and calculations, the final representative sample size was: 

385. The study participants from each selected hospitals were calculated based on the 

proportional allocation formula. Systematically, sample interval was that every 5th unit 

was taken until the required sample size for study participants was reached and 

interviewed. 

Inclusion and exclusion Criteria 

Inclusion Criteria 

 
• HIV patients who were older than 18 years 

• Study participants who knew their HIV status 

• Willingness to volunteer to participate 

• Patients getting HAART regimen for, at least, six months at the starting of 
study period 

Exclusive Criteria 

• Patients with less than six months on HAART regimen 

• Under 18 years old HIV/AIDS patients 

• Patients who were too ill to participate 
VARIABLES 

Independent Variables 

Independent variable is defined as a variable that is presumed to have an effect on 

another variable (dependent variable) or the independent variable is also presumed to 

have a cause -effect relationship(Polit & Beck2013:51). The independent variable to this 
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research comprised socio-demographic characteristic of the PLHIV such as sex, age 

education level, occupation, depression level and support strategies, duration of ART, 

knowledge about the drug regimen and patient - related factors substance abuse. 

 
Dependent Variable 

A variable is a property or characteristic of things and people that vary in quantity and 

quality. In this case the dependent variable means a variable that is dependent on an 

independent variables .Dependent variable said to be the presumed effect of the 

independent variable (Johnson & Christensen2016:1315; Flannelly& Jankowski 

2014:162).The dependent variable in this study was the level of adherence to ART which 

was measured and compared to the WHO standard of 95% adherence level required for 

the best outcome of the treatment. 

 
3.4. DATA COLLECTION 

 
3.4.1. Qualitative data collection techniques/procedures 

 
Data gathering of the exploratory qualitative research was done between January to 

February 2019. In this study two qualitative research methods were applied. 

 
3.4.1. 1 In-depth interviews 

 

In-depth interviewing is one of the qualitative research methods that includes conducting 

intensive individual interviews with a small number of study participants to explore their 

viewpoints on a particular idea, program, or situation(Boyce & Neale 2006:3). IDIs used 

as method of information gathering since it gives research with in depth, point and 

viewpoint on a certain research question, and at a certain moment in time(Brounéus 

2011:131). IDIs are helpful when the researcher needs detailed information about a 

person’s thoughts and behaviors, or wants to search new issues in some depth. In this 

study, IDIs were conducted with twenty four ART patients in the three sampled 

government hospitals of Addis Ababa. Both men and women were selected on the basis 

of the inclusion criteria and subjective assessment of patients with optimal adherence 

being defined as > 95% adherence with the 4-day AACG and sub- optimal adherence). 
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Purposively sampling selected because of it targets the information of the study 

respondents who were drawn from  a population of information rich, who are believed  to 

know more at the subjects of non- adherence to ART. Their assessment might depend 

on observation of the patients’ adherence to medical appointments visits and level of 

proper medicine taking reported during their ART treatment history. The interviews took 

place in locations that were most convenient to the respondents such as clinics, their 

houses and coffee shops. Each interview took about half an hour to one hour. IDIs were 

also conducted with ART patient supporters, such as their family and peers from HIV 

supporters groups, who looked after them at their residential places or in the community. 

IDIs were conducted with three ART clinics (Tikur Anbesa Specialized Hospital, Zewditu 

Memorial Hospital and Tor Hayloch Hospital) to solicit their points of views on the quality 

of health professionals, and ART program operation in every clinic. One case manager, 

one physician, one counselor, one pharmacist and one nurse were interviewed at each 

clinic sites (See Annexure K&L). 

 
3.4.1.2. Focus group discussions (FGDs). 

 

A FGD is an interview with from four to ten study participants, conducted for the aim of 

explaining participants’ views on a given topic (Chen 2014:3). In this finding FGDs with 

ART patients were done in 3 ART clinics of Addis Ababa. Seven up to eight respondents 

participated in each group (See Annexure J&K). 

 
3.4.2. Quantitative data collection procedures 

 
Data gathering methods have to be objective and systematic (LoBiondo-Wood & Haber 

2014:274). Being objective can be explained in the sense that the data gathered are free 

from researcher’ bias, values and attitudes. Systematic means the data are collected in a 

similar way, steady and standard technique from every research participants (LoBiondo- 

Wood & Haber 2014:273). 
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The investigator gave training to supervisors and data collectors for two days. The fifteen 

data collectors were twelve nurses, who hold BSc degree, and three supervisors who 

have research experience at master’s level in Public Health. The training emphasized the 

objectives of the study, methods and process of data gathering. Respondents were 

requested to complete questionnaires which covered socio-demographic factors, 

adherence to ART, general health conditions and nature of social support. Each 

completed questionnaire was checked by the supervisor for completeness while the 

overall data collection process was overseen and managed by the researcher. The data 

collectors also signed a privacy pledge form(See Annexure G) .Information on the 

consent (Annexure H) was read out to study respondents and verbal consent was secured 

from study respondents. In this study quantitative data were collected from HIV positive 

patients by using a structured self-administered questionnaire. The purpose of the 

structured interviews was to establish the respondents’ ART adherence and how patient 

related-factors influenced adherence to ART. On the basis of Anderson’s Behavioral 

Model, questionnaires were developed for various factors that affect adherence to ART 

in the light of predisposing factors, enabling factors and need factors. The questionnaire 

categories were divided into two sections. Both part I and Part II consisted of section A 

up to section F. The two parts were as follows: 

 
Part I: Section A: General and demographic questions, including back ground information 

of the respondents. 

Part I section B: Questions about alcohol consumption. 

Part I section C: Questions about abuse drug /substance use. 

Part I Section D: Questions about feeling, and belief perception of patients in the last. 

Part I Section E: Questions about health symptoms patients feel in the last month Part 

I Section F: Questions about belief about health status of patients. 

Part II Section A: Questions about ART treatment during the last four days. 

Part II Section B: Questions about reasons for missing the dose. 

Part II Section C: Questions about appointment keeping to take ARVDs in the last three 

month. 
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Part II Section D: Questions about treatment in relation to health care providers. 

Part II Section E: Questions about social and family support. 

Part II Section F: Questions about clinical profiles of patients. 
 
 

The questionnaire was developed on the basis of literature findings, and covered potential 

factors that influence adherence and heath service utilization (See Annexure I). The 

questionnaire was prepared in the English language and translated into Amharic, the 

official language of Ethiopia. To enhance reliability, the translated questionnaire was 

translated back to English language by a different translator to check for consistency 

between the two versions. 

 
 3.4.2.1. Pre-testing of the data collection tool 

 

According to Grove, Burns and Gray (2013:46), define a pretest/pilot study is a smaller 

version of a proposed study that is performed to process the methodology. An investigator 

trying to learn about the research topic has to develop an instrument to study it, and the 

instrument might be an important contribution to knowledge in its own right. Occasionally 

a good instrument has made a more durable input to study than the answers of the study 

project on which it was first utilized (Vogt, Gardner,Vogt & Haeffele 2015:33). It is 

significant to quantify the suitability and quality of research instruments. A Pretest can help 

to distinguishing error in cross cultural language importance and word ambiguity. Pretest 

can indicate advance warning about how and why study projects may fail regarding where 

study protocols are not followed or may not be feasible. 

 

Pre-testing or pilot test would ensure stability and soundness of the data gathering tool. 

Preceding data gathering, every data gatherer was trained to collect data for pretesting 

aim (Polit&Beck 2013:195). The information gathered from pretesting was not included in 

the data for the main study. Minor modifications, like changing words with more 

understandable ones, were made for the final tool. Simultaneously, respondents, who 

participated in pretesting, were not involved in the main study. Items that were ambiguous 

were modified, and questionnaires were developed for the last time. Twenty respondents 

were involved in the pretest at randomly selected hospital facilities. 
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Prior to data collection, the investigator visited the clinics to explain the purpose of the 

study and method of data collection to the medical directors of hospitals /managers of 

hospitals, to ART clinics nurses and pharmacists. Data collection was done in separate 

room in three out-patient ART clinics. Every effort was made to make sure the participants 

felt easy and were not interfered by data collectors. The data gathering using the interview 

schedule, closely followed study protocols including brief sessions to obtain consent, and 

inform about the right to non- participation. Data collection was done in all 3 ART clinics 

between March 2019 to  May 2019. 

 
 3.4.2.2. Reliability of data collection instrument for quantitative research 

 

“Reliability refers to the capacity of an instrument to assess the attributes of a concept or 

construct consistently” (Lobiondo & Judith 2018:292). “When replication, consistence, 

and audit capacity of the results of an inquiry exist over time, it is called reliability” 

(Hayashi, Abib & Hoppen 2019:99).The commonest measures for reliability are: test 

retested, parallel-form, split-half method and Cronbach's alpha. Adamson and Prion 

(2013:179), state Cronbach’s (α) is a statistical test commonly used to assess internal 

consistence. In this study, the investigator used the Cronbach's alpha to assess the 

reliability of the data. Reliability of the data collection tool was also enhanced by the result 

obtained from supervisor and ethical committee. 

 
3.5. DATA MANAGEMENT FOR QUALITATIVE AND 

QUANTITATIVE RESEARCH 
 

Qualitative Research Data Management 
The researcher conducted face-to-face interviews with the study participants. The 

interviews were also taped and transcribed verbatim. The researcher transcribed the data 

from audiotapes. The management of data was done using ATLAS TI 8. After the 

transcription, each interview was sent back to the study participants to confirm what they 

said during the interview is what was indeed recorded. The process was meant to ensure 

the conformability and credibility of the findings. 
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Quantitative Research 
CGIAR (2017:14) stated that data administration is not just the responsibility of researcher 

who has gathered the data. In this sense many participants play a role in gathering data, 

safeguard the data and its sharing. Research instruments were pretested to maximize the 

soundness and consistency of the responses. The research assistants involved in this 

research were well trained before participating in the study.  Data collectors and the 

investigator had full right of access to the data. When the data collection period ended, 

both the researcher and supervisor had full access to collected and stored data. 

Supervision was performed on daily basis to check completeness by researcher to keep 

the quality of data. 

 
Data was pre-processed and cleaned, and this involved accuracy. Data were checked for 

accuracy, and missing values were recognized and rechecked for value correction based 

on the questionnaires which respondents had completed. Thereafter, the investigator 

would keep the data for a minimum five years with full protection. 

 
3.5.1. Internal Validity 

 
Internal validity refers to how well a researcher’s survey design is testing the true 

relationship between the independent/input variable and the dependent variable (Ruel, 

Wagner & Gillespie 2016:187).It makes an inference that the independent variable is 

influencing the dependent variable and that the relationship between the two is not due 

to the spurious extraneous variable. In this study the dependent variable is adherence to 

ART and the independent variables are sex, age, educational status, marriage, income, 

duration of ART and ARV regimen. 

 
3.5.2. External Validity: 

 
In this research, external validity refers to the representativeness, or generalizability of 

research findings (Ruel, Wagner& Gillespie 2016:179). 
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3.5.3. Content Validity 
 

Content validity defined as the degree to which the tool fully assesses or measures the 

construct of concern refers to the comprehensiveness, importance, and 

representativeness of the measurement (Vogt, Gardner,Vogt &Haeffele 

2015:22;Ruel,Wagner & Gillespie 2016:182). In this study, validity of content was 

accomplished in two ways. A systematic literature review search was performed to ensure 

that the data collection instrument had all the questions needed to answer ART related 

issues. The second approach was to consult with professionals employed as ART 

trainers; HIV/AIDS program administrators and experienced statisticians.  A total of four 

healthcare experts and one statistics expert consulted for this reason. Their suggestions 

ensured that all the main elements were covered. 

 
3.5.4. Face Validity 

 
Face validity indicates when the professional looking at the items in the questionnaire and 

arguing that the test is a valid measure of the concept which is being measured just on 

the face of it. This indicates that they are measuring whether each of the events items 

matches any provided conceptual domain of the idea (Ruel, Wagner&Gillespie 2016:181). 

Or face validity is a sub types of content validity, which is confirms the study measures 

(LoBiondo-Wood & Haber 2014:293). 

 
In this research, the investigator sought to assess whether the contents of the methods 

sufficiently discussed the research subject in order to ensure the validity of the 

standardized questions .These questionnaire focus on adherence to ART and factors that 

affect it PLHIV. It was also recognized by consulting medical colleagues and researcher. 

All of the colloquies gave the opinion that the overall study was applicable and proper 

responsibility, and the data gathering tool also can successfully complete the duty for 

which it is designed. 
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3.5.5. Construct Validity 
 

Construct Validity refers to the view that what a construct stands for depends on the 

assumption the construct is worth exploring (Ruel, Wagner & Gillespie 2016:184; 

LoBiondo-Wood & Haber 2014:294). Or construct validity means the prototype of 

correlations with other variables unspecified to be indicators of or hypothetically 

associated to the construct of concern (Vanderstoep &Johnston 2009:303). In this study, 

the researcher developed the instrument primarily based on the objectives and the 

purpose of the study. In this research, the dependent variable (output) and explanatory 

variables had been written in the instrument so that the questions have been genuinely 

understood by data collectors and the study participant .In addition, the data collectors 

have been adequately trained to collect all the information needed.Relationship between 

patient -related factors and adherence to ART, in agreement with other studies. This has 

shown that the construct validity of the instrument has been achieved. 

 
Ethical clearance process 
To protected ethical approval, the researcher followed the following procedure. There was 

preparation of the research proposal and its approval by Health Studies Higher committee 

of the College of Human Sciences at the University of South Africa (UNISA) (Annexure 

A). This was followed by presentation for a letter prepared by the researcher along with 

an ethical certificate(Ref: HSHDC/ 873/ 2018 )from UNISA, Health Studies Higher 

Committee to Addis Ababa City of Administration of Health Bureau (AAHB)to ask 

institutional consent(Annexure B). Institutional Consent received from AAHB was granted 

to each hospital study sites(Annexure C)and also letter written from UNISA regional office 

in Addis Ababa communicated Torhiloch Hospital, Zewditu Memorial Hospital & Black 

Lion Specialized Hospital( See Annexure D, E& F). 

 
During the interview, the researcher assured every patient of privacy and non-disclosure 

of the details of the patient to some third party. This was accomplished by using a suitable 

place for each interview. Another way to protect the privacy of the respondents was that 

when the study report was written, the researcher did not identify respondents by their 
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names, telephone number and place of residence. Through this, the respondents’ privacy 

was respected. All concerned bodies were informed about the right to request and access 

the final report of this study. Each step of this study was agreed to maintain its ethical 

procedures. 

 
3.6. DATA ANALYSIS 

 
3.6. 1. Qualitative data analysis 

 
Kawulich (2004:104) says that “qualitative research data analysis includes reading and 

re-reading transcripts looking for similarities and difference that enable the investigator 

to formulate themes and sub –themes”. The qualitative data analysis was carried out with 

the view of gaining knowledge of the factors that determine adherence to the treatment. 

All IDIs and FGDs were tape -recorded and transcribed in Amahric and arranged with 

written notes taken during discussions. The information was then translated into English. 

Thematic or content analysis was employed in sequence to explain the exploratory idea 

obtained from FGDs. 

 
The transcriptions were interpreted thoroughly to gain depth of understanding of the 

situation of each interview. FGDS were then analyzed using qualitative analysis software 

package. A structure of analysis of each transcript was done with the opening techniques 

to examine and subthemes in to text. Analysis was based on quotes from verbatim 

transcripts, which were hinted by keywords and then classified into specific themes. Free 

nodes were accustomed to confine the concepts and ideas mentioned by respondents. 

Themes and subthemes were identified depended on the concepts and idea mentioned 

by respondents. 

 
A general thematic analysis was then done utilizing matrix queries, with emphasis on the 

similarities and differences between different groups of participants. Information was 

analyzed to establish the different perspectives of the different actors (i.e ARV user, health 

professionals, family members, social supporters and among policy makers).Identification 

number and indexing numbers were proportionate to each unit, which showed the 

fragment's precise location in the transcript. 
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The results of exploratory qualitative analysis were used not only to answer research 

questions, but also to choose importance independent variables and revised research 

hypothesis. The results and findings will be explained in detail in Chapter Four. 

 
3.6.2. Quantitative data entry and analysis 

 

Quantitative investigators analyze their data through using statistics, which comprise 

simple techniques, for example, calculating the mean. Fakir (2016:1), describes 

“quantitative research data analysis as a systematic approach of investigation during 

collecting, measuring and counting attributes (i.e. quantities) of numerical data”. 

Conversely the role of quantitative data analysis is to identify the statistical relationship 

between dependent and explanatory variables (Apuke 2017:43).In this study, data 

consistency and completeness were checked during the data collection, data entry, and 

analysis. A code was given for each questionnaire using an identifier for each questioner 

and was entered into the computer using Epi. Data version 3.1. 

 
Missing values and outliers confirmed by running frequencies and cross tabulation data. 

The entered data cleaned by anomalies prior for data analysis purpose. Erroneous data 

were cross checked with the hard copies of completed questionnaires. The number of 

omitted values for each important variable was checked and managed. The data after 

being ready for analysis were exported and analyzed using SPSS version 22 statistical 

software. Frequencies, proportion, mean, standard deviation, were calculated and used 

to describe the study. Data was presented by tables, figures and graph. 

 
 

In order to assess the relationship of independent variables with ART adherence, bivariate 

and data analysis were conducted using chi square tests and univariate logistic 

regression for categorical independent variables, while t-tests were used for continuous 
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In dependent variables. Additional assumption examination that was performed before the 

multivariate logistic regression analysis, test for linearity of trends with dependent 

variables and multi collinearly among independent variables was included. Logistic 

regression models were employed to set up predictors of adherence and to guess the 

independent and multiple effect of selected factors or adherence. 

 
3.7. TRUSTWORTHINESS 

 
The majority of qualitative researchers debate that some qualitative research findings are 

more superior than others, and they employ the word ‘validity’ or ‘trustworthiness’ to refer 

to this difference in quality (Johnson & Christensen 2016:645). 

 
3.7.1. Credibility 

 
“Credibility is defined as the degree to which the study shows the real meanings of the 

study respondents, or the fact value” (Gwebu-Storer2016:58). The researcher's 

experience as health professional assisted in conceptualizing this study. Again, the 

researcher used individual interview to probe, checking for understanding and 

summarizing throughout the interviews study participants. 

 
3.7.2. Dependability 

 
Dependability refers to “the consistency of the study results and the scale to which 

research procedure are documented” (Ntshaka 2012:59). To promote dependability, the 

researcher explained clearly the research plan in Chapter 2; the research procedure in 

Chapter 3 and the analysis of datain Chapter 4. The voice recorder was employed to 

gather data at the same time as the researcher took notes during interview. The data was 

transcribed and interpreted and field notes were typed. The findings were sent to an 

independent coder for analysis. The researcher, supervisor and independent coder sat 

dawn to compare then coding performed by the researcher and the independent coder. 
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3.7.3. Conformability 
 

According to Elo, Kääriäinen, Kanste, Pölkki, Utriainen & Kyngäs (2014:6), 

“Conformability refers to objectivity and indicates that the data precisely represent the 

information that study participants provided”. 

The investigator kept the interview transcripts following interviews with the research 

participants. The researcher used relevant literature review in order to ensure that the 

reader can conceptualize the researcher's background for take up. Conformability was 

dealt with an autonomous assessor of the audiotapes and taping of themes by a qualified 

and autonomous qualitative intellectuals such as supervisor (Gwebu-Storer 2016:59). The 

focus of the member checking helped the researcher to discover omissions of comments 

and to verify placements of phrases into categories. 

 
 3.7.4. Transferability 

 
“Transferability is defined as the degree to which the findings of a particular inquiry may 

have applicability in the context of another” (Elo et al 2014:6).It is established by providing 

readers with the investigator stud’s finding could appropriate to other context. In this 

research, the researcher seized suitable action to upgrade transferability by doing a 

detailed job of describing the research context and the assumptions. 

 

3.8. ETHICAL CONSIDERATIONS 
 

Ethics are the principles and guidelines that help us uphold the things we value (Johnson 

& Christensen, 2016:285). According to Kabir (2016:520), research ethics are a set of 

values. Research that is conducted with human participants requires a careful 

consideration of ethical issues that may happen during the study. The researcher ensured 

privacy and secrecy using participants’ identification number instead of their actual names, 

and kept data from disclosure to unauthorized persons. Respondents were assured of 

privacy thought their participation. Steps taken to have legal access to study participants 

are elaborated as follows: 
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3.8.1. Voluntary participation 

 
Marshall, Adebamowo, Adeyemo, Ogundiran,Vekich, Strenski, Zhou, Prewitt, Cooperand 

Rotimi (2006:1989), describe voluntary informed consent is generally established as 

requirement for scientific study concerning on human beings. Before any interview or 

answering the questionnaires, the participants received information in the local language 

(Amharic) regarding the aim of the research, notably their right to decide freely whether 

to participate, to refuse to respond to any questions they did not wish to, and not 

participated from the interview at any time. Furthermore, participants were reassured that 

they could pull out of the study at any point. This was meant to ensure voluntary 

involvement based on the decision of the participants. 

 
3.8.2. Informed consent 

 

Informed consent usually contains a brief outline of the general aim of the study without 

providing information about the investigator specific hypotheses (Johnson & Christensen 

2016:300). According to (Fouka & Mantzorou 2011:4) describe "informed consent means 

that a person knowledgeably, willingly and intelligently, and in a clear and manifest way, 

gives his consent". After provision of adequate and relevant information about the study 

as described above, written consent was obtained from each respondent prior to 

collecting the data. Those who volunteered to participate signed on the consent form. 

Participants who refused to make signature the consent form did not involve in this 

research. The right of those participants, for not participate, was appreciated. 

 
3.8.3. Beneficence 

 
Beneficence is described as acting for the advantage of others or as “the requirement that 

actions within evidence generating activities promote the well-being of individuals, 

communities or the public as a whole” (Johnson & Christensen, 2016:1308-9; Dr Thorley 

& Groves 2019:6). Between-subjects one of the most essential ethical principles in 

research is that of beneficence which encompasses a duty on the investigator to take 

advantage and minimize risk. This principle covers several dimensions such as autonomy 
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from harm or discomfort. Study participants can be harmed in many ways, including harm 

that is psychological (e.g., stress and fear), Physical (e.g. injury), economical (e.g. loss of 

wages) and social (e.g. loss friends).The principle of beneficence therefore demands that 

the investigator maximizes any possible settlement of the research and reduces any harm 

(Greaney, Sheehy, Heffernan, Murphy, Mhaolrúnaigh, Heffernan& Brown2012:40). 

Before the study participants were interviewed, the researcher clearly explained to them 

about the purpose of the study, confidentiality of the information and the right of each 

participant to join or withdraw from the study at any interview/data collection sessions. By 

this technique investigator and research assistants try to minimize all types of harm and 

distress and to get a possible balance between the possible benefits and threat being 

participate. Participants were told their contribution in this research might not give those 

direct benefits or incentives but potential PLHIV if intervention suggested were 

implemented to support the level of adherence to ART. 

3.8.4. Non Malfeasance 
 

“Non malfeasance is defined as the avoidance of unnecessary harm whenever possible” 

(Dr Thorley et al 2019:8). In this case the investigator has an obligation not to inflict harm 

on their study participants. A Study should ensure that the real benefits to be derived by 

the study respondents or community clearly outweigh possible risks and the study 

respondents are subjected to only those chances that are clearly necessary for the 

conduct of the research. 

 
This section of the study clearly described the steps undertaken to avoid the possible SEs 

with respect to psychological, physical and social which could be mentioned by 

respondents in the study. At the initial step, the data gathers communicated with each 

study respondents before the actual data gathering process took place about no 

discomfort could be posed due being involved in the study. At the second step, each study 

respondent was informed that no psychological problem can be manifested to them on 

rational of the study participants. At the third step, each study respondents was informed 

about ethicality of the research. Likewise, the respondents were also clearly informed 

about secrecy and privacy of all responses completed by them. 

 
 3.8.5. Confidentiality, Privacy and Anonymity 



69 
 

 
According to Fouka et al (2011:6), “the issue of confidentiality and anonymity is intimately 

linked with the rights of beneficence, respect for the dignity and constancy study, and of 

the mechanism for registering complaints regarding the research”. The necessity to 

defend participants’ solitude is also an essential element of respect for individuals in the 

ethics application process (Greaney et al 2012:40). The interviews were conducted in 

private rooms or isolated areas of participants' preference, ensuring privacy. 

 
The information from participants was kept private, and publication of the results was 

made without relating the research findings to the individual respondents. Information was 

treated as private and made available only to the researcher who will be accountable for 

the secure keeping. Privacy is the liberty a participant has to decide the time, extent, and 

general situations under which confidential information is shared with or withheld from 

others (Fouka et al 2011:6). In this research, the investigator informed the study 

respondents that they had the right to expect that their views would-be kept in strictest 

confidence. Privacy and anonymity were assured by using codes but not formulated 

name, address and personal phone number of respondents in the questionnaires. 

Contact detail number of the researchers and supervisor was also given to each study 

participants. 

 
CONCLUSION 

 
 

This chapter reported on the sequential use of two approaches, namely, qualitative and 

quantitative, which together constitute mixed methods approach. The chapter focused 

mainly on methodology and its constitutive elements of the research design, methods 

used to collect data, the population and sampling procedures used, data analysis, and 

ethical considerations. The next chapter would present research results and discussion 

for the study. 
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CHAPTER 4 
 

QUALITATIVE FINDINGS AND DISCUSSIONS 
 

4.1. INTRODUCTION 
 

This chapter presents the results from the exploratory qualitative design, which describes 

HIV/AIDS patients’ adherence to their regimens, and the barriers of their adherence 

behaviors. The study emphasizes factors influencing adherence to ART that were 

experienced by participants, treatment related factors, patients' factors and service 

delivery related factors. The ABM which is composed of the enabling factors, predisposing 

factors and need factors affecting adherence to ART was explained by using themes and 

sub themes arising from the investigation. The IDIs and FGDs questions are developed 

from the conceptual framework of ABM and the reviewed literature focuses on the 

determinant factors affecting adherence to ART. The data analysis process and the 

interpretation of the research findings have already been explained, and qualitative data 

were collected by employing IDIs and FGDs .The results are presented with texts and 

tables. 

 
The purpose of this qualitative component was to gain deeper understanding of the ART 

adherence from the point of view PLHIV, their family members, and their supporters, 

HCPs and recognize important factors that should be included in this finding. This chapter 

consists of 4 sections. The first section describes the socio-economic characteristics of 

participants, the second section shows how PLHIVs understand and adherence to their 

ARV regimens .The third section is the strategies that they applied to adherence to their 

regimens. The factors that influence ART adherence positively or negatively i. e 

determinants and facilitators affecting the ART adherence among PLHIVs are presented 

in the last section. 
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4.2. QUALITATIVE DATA MANAGEMENT AND ANALYSIS 
 

According to Edmonds and Kennedy (2016:321), qualitative data analysis includes 

production of data, utilization of memo, and codes emphasis on presenting data. 

Furthermore, Gray, Grove and Sutherland (2013:512) argue that qualitative interpretation 

of data from an interview might result in the researcher asking further questions in 

successive interviews to confirm or disconfirm the meaning of any primary data. 

 
The researcher transcribed the audio files, re-read the expanded field notes and 

transcripts of every interview and FGD to remain focused on the knowledge and context 

of the study. This helped the researcher to revise and refine the subsequent IDIs and 

FGD sessions. The qualitative data generated and analyzed were expanded field notes, 

audio recorded files and their transcripts. 
. 

The audio recordings of the semi-structured IDIs and FGDs were transcribed verbatim. 

The research assistants read the interviews and FGDs’ transcripts for analysis. Hence, 

the interview transcripts were generated from both the transcription of the audio 

recordings and expanded field notes. The researcher translated the Amharic transcripts 

into English language. The research assistant who was expert in both English and 

Amharic checked the consistency between the Amharic transcripts and its English 

version. This activity has helped the investigator to have in -depth insight concerning the 

data on adherence to ART. 

 
The data were interpreted across the participants and common ideas were grouped into 

categories so that the concepts and linkages were explored and constructed. The 

analysis followed thematic analysis approach in which main themes and categories were 

identified and analyzed using the Atlas Ti version 8 qualitative data analysis software. 

 
Initial analysis of the interviews began during the fieldwork using field notes report by 

the researcher. Coding was conducted through reading and re-reading the compiled 

transcripts using Atlas Ti 8 software. Before the actual coding started, the transcripts 
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were independently read by the researcher and research assistants. Transcript coding 

was carried out by two members of the research teams to enhance inter-coder 

reliability and establish verified code structure. Each coder independently applied the 

code to a selected and rich transcript and reviewed any differences in their coding, which 

were discussed and resolved. 

 
Besides, throughout the analysis process, memos were written to show reflectivity of the 

participants. Moreover, the network view of the Atlas ti also showed how the networks of 

concepts responded to the original study questions and indicates how thematic areas 

related to each other. Finally, main themes and sub-themes were extracted from the data 

and presented by narratives created from direct quotes. 

 
4.3. DEMOGRAPHIC CHARACTERISTICS OF IN-DEPTH INTERVIEW 

AND FOCUS GROUP DISCUSSIONS. 
 

4.3.1.Socio-demographic characteristics of participants 
 

Table4.1 presents demographic and background data for the sixty-six participants who 

attended the FGDs and IDIs. The age range of participants who attended the FGDs or 

who were interviewed was from 19 to 69 years. Above half of patients (54.1%) who 

participated in the IDIs were female. One –third (33.3%) of the patients had completed 

secondary school. 

 
About 8.3% of HIV/AIDS pts who were involved in interview had no jobs. Only (37.5%) 

had worked in private office before. More than one- third of ARV users were married. 
Above   40% reported they had previously been married but were divorced, separated 

/widowed. More than half (54.1%) reported living with their children,(20.9%) patients 

reported having children but not living with them and ( 25.0%)the rest had no children. 

More than ninety nine percent had been on ART for >3 years. 

 
Three FGDs were conducted with twenty two patient experts from selected public hospital 

(8pts) expert from ZMH,7 expert pts from TASH and 7expert pts form THH) . Their age 
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was between 19 to 51 years at the time of interview. Above half of them had attended 

secondary school. Nearly 50%of the respondents had another job besides working as 

volunteers in the HIV/AIDS groups. Fifty percent of the people in this group had been 

married, but (22.7%) were no longer with their partners because either they were widowed 

or separated .Nearly two-third of FGDs among patients on ART were living with their 

children. 

 
Three HIV/AIDS caregivers (social supporters), two policymakers, two people were 

HIV/AIDS patients family (son and daughter of HIV patients) and fifteen HCP in 3 hospitals 

were also invited to participate in IDIs. The HCPs involved in this study were one doctor, 

five nurses, two health officers, four pharmacists and three medical laboratory 

technologists. 



74 
 

Table 4.1: Socio-Demographic Characteristics of respondents (In-depth interview and Focus 
Group Discussions) 

Characteristics (N=66) HIV/AIDS pts 
Or ARV users 
n=24(36.4%) 

FGDs of ARV 
users 
n=22(33.3%) 

Care givers 
n=3(4.6%) 

Health care 
providers 
n=15(22.7%) 

Police 
makers 
n=2(3.0%) 

Gender 
Male 
Female 

 
11 
13 

 
7 
15 

 
1 
2 

 
6 
9 

 
1 
1 

Age(yrs)      
19-28 4 2 3 1 0 
29-38 5 10 0 9 1 
39-48 6 8 0 3 1 
49-58 5 2 0 2 0 
>58 4 0 0 0 0 
Education      
Uneducated 2 2 0 0 0 
Elementary 5 4 0 0 0 
High School 8 13 2 0 0 
College Diploma 3 3 1 2 0 
University Degree 6 0 0 11 2 
Master Degree 0 0 0 2 0 
Occupation      
No work 2 0 0 N/A N/A 
House Wife 2 0 0   
Guard/daily workers 3 4 0   
Voluntary 1 11 1   
Pension 2 0 0   
Private 9 6 1   
Government 3 1 1   
Student 2 0 0   
Marital Status   N/A N/A N/A 
Single 5 6    
Married 9 11    
Separated 4 2    
Widowed 6 3    
Children   N/A N/A N/A 
Living With 13 14    
Don’t have 6 7    
Not living with 5 1    
Time since on Set of ART   N/A N/A N/A 
<3 years 2 1    
>=3 years 22 21    
Relation with HIV/AIDS  N/A N/A N/A N/A 
Pts 1     
Voluntary 2     
Family Members      

Note: N/A: Note Applicable 



75 
 

 
 

Table 4.2: Themes and subthemes emerged after data analysis 
 
 

THEMES SUBTHEMES 
Theme1:Experience of Treatment of ART 
. 

1.1 Knowledge, Attitude and perception 
of HIV/AIDS 
1.2.Experienc of lived with HIV 
1.1. Negative feeling 
1.4Postive feeling 
1.5Benfit of ART 

Theme 2.Personal factors for adherence to ART 2.1 Gender 
2.2 Religion 
2.3.Simply forgetting and being busy 
2.4 Depression 
2.5 Illicit drug use 
2.6 Alcohol use 

Theme3.Treatment factors related to adherence to ART 3.1 Pills burden 
3.2.Side effect 
3.3 Transportation to clinic 
3.4 Clinical cost 
3.5.no income 

Theme 4. Health Service Facility for quality of health care 
predictors 

4.1 Attitude of Health care 
providers(Privacy, listen and respect ) 
4.2 Environment of health institutions 

4.3 Long wait time (medical card room) 
4.4Shortage of man power 
4.5 Lack of training 
4.6 Loss of documentation(patient 
medical card) 
4.7 Supply (medications and reagents) 

Theme 5.Disclosure and Stigmatization 5.1Infulence of ART adherence 
Theme 6.Family and Social Support/Social awareness 6.1 Children 

6.2 partner 
6.3Peer educators 

 

Theme 7.Strategies ARV user applied to help theme 
adhering to their ART 

7.1 Adherence aid 

Theme8. Activities for adherence improvement (forward) 8.1 recommendation 
 

4.4. PRESENTATION AND DISCUSSION OF RESULTS 
 

The following subsections provide the detailed presentation and discussion of results. 

The analysis showed those forty-four IDIs and three FGDs. By examining the codes and 

identifying similarities and relevance of the codes by reduction, finally a total of twenty 

nine subthemes and eight main themes were developed as shown in (Table 4.2). The 

themes and sub themes were presented based on factors that affecting adherence to 

ART ( i.e treatment related factors, physicians patients related factors, environment 
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related and health facilities related factors). The presentation of the results was supported 

by themes of the objectives of the study and literature in the discussion section. 

 
4.5. HOW DO YOU HIV/AIDS PATIENTS ADHERENCE TO 

TREATMENT REGIMEN. 

 
Theme1: Experience of Treatment of ART. 

 
The respondent explained various ways of adherence to the treatment regimens. These 

are related 5 subthemes, namely, perception of patients of HIV/AIDS, experience of living 

with HIV, negative feeling, positive feeling and benefit of ART 

 
Subthemes 1.1 Knowledge, Attitude and perception of HIV/AIDS 
Many participants initially believe that they would die from HIV. Some participants felt that 

HIV is incurable, they would die from it. Most participants thought about dying or 

attempted suicide after finding out their serostatus. Some patients accepted the truth 

through time. 

One male ARV user said: 
 
 

"I have been waiting since I knew my result. I was taking medicine. 

In our family, we are 5 in numbers. Only I am the only person from 

my family who didn't know how this result comes. My family knows 

my HIV status but my family did not tell me. My family also take 

ART. I have heard many things for the first time. I was attempting 

to kill myself by feeling why they didn't tell me. I was thinking to kill 

myself in a car accident.''(IDI, ZMH). 
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Another female ARV user said: 
"When I was told that I have been infected with HIV, I felt as if I would 

die the next day. At that time, I didn't have a good understanding. 

What forced me to begin the medication wasn’t my reason, but for 

the sake of my child for she was a small child. I believed that I 

should start taking the treatment so that I could take care of my child 

for some time. However, I didn't have the faith that I could live longer 

until this time.''(IDI, ZMH). 

 
There is opposing idea between HCPs and patients' perceptions of HIV/AIDS. There is a 

way in which HCPs wrongly change the perception of patients. 

A female expert patient said: 
 
 

"I checked my status in 1996 because my husband died and I heard 

that the neighbors know about my husband's result. I went to the 

hospital for the diagnosis. The doctor who tested me told me that I 

would live only for two years. He was around 42 yrs. My children 

were kids at that time. The one was 3 days long age, the second was 

one year and nine months old. When I asked what I could do for my 

children, the doctor said to me, you must give your kids to a certain 

organization. I told him ok, but I am still alive…..'' (FGD, ZMH) 

 
Most of the patients were aware that HIV has caused the virus and it can lead to 

weakened immunity status, which is AIDS. Other vital elements of patients' understanding 

have been their understanding of the most common routes of HIV transmission. 
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A male ARV user explained: 
"Usually the virus is transmitted through sexual intercourse, with 

needles and sharp materials which have been unsafely used by 

HIV+ individuals."(IDI, ZMH). 

 
Another male on ART reflected: 

"The cause of the death of my parents is HIV/AIDS. My father had 

died in 2008 while my mom had died in 2004. I caught HIV/AIDS 

from my parents.''(IDI, TASH). 

 
Some patients on ART who were involved during this study reflected a lack of HIV 

awareness as being the most contributing factor to the increasing HIV epidemic. They 

were also of the view that they could have prevented themselves from contracting HIV, if 

they had received the right information at the right time. Patients also viewed a lack of 

education and information from family and partner directly linked to an increase in the 

chance of getting HIV. 

A female on ART explained about lack of information and transmission of HIV: 
 

 

“I don't have any idea about the disease. I don't have any education 

about the means of transmissions of the disease. Since we married 

in the Orthodox Church ceremony that is anthrax" Qurban meaning 

in Amharic spiritual marriage in Orthodox church" or mass). I don't 

have any information. My responsibility was only to care for my two 

children. If I had enough information about the disease why I did get 

infected? Crying ….”(IDI, ZMH). 

 
 

On the other hand, most of HCPs tried to change the wrong perception of their patients. 

Most of the patients accepted the counseling given by their HCPs, but some of them did 

not accept medical advice provided by their health care providers. 
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As female professional nurse reflected as: 
 
 

"The event I encountered on my duty is there is a lady, 38 years old, 

came to my office to have VCT. Firstly, I counseled her about the 

results and she accepted to have VCT. When I informed her result 

(HIV+) and I said to her to continue ART medication, she completely 

denied /refused the treatment. She said to me “No, I do not want to 

take ARV drugs rather I want to go spiritual place to get holy water 

(in Amharic language' Tsebel')”. She cried and I tried to reassure her 

taking much time. [What I feel is------] she has not come to the ART 

clinic still now. This showed that many of our patients refused the 

treatment after they knew their HIV results''. (IDI, TAH). 

 
Some patients showed a positive attitude towards HIV screening. They agreed that HIV 

screening helps people acknowledge and understand their status, which will also increase 

awareness among people with high-risk behaviors. However, most of the patients do not 

accept this idea because of the impact it may have on their on their social life. 

Female expert patient reflected as: 
 

"In my view, I will not see HIV disease, exceptionally with the other 

diseases. My intention before was not good, however, I have good 

outlooks on it. Now I know that I can live with the virus, so I don't 

have any opposite idea of the disease.''(FGD, ZMH). 

 
Another male expert patient said: 

"From the time I knew my status forward, I become so serious for my 

children. I don't want to victimize them. In my everyday activities, I 

don't want my children to contact materials what I have used as a 

personal. Still, now I and my children are fine. My children are free 

from HIV.”(FGD, TASH) 
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Another study conducted in France showed that ARV users suggest that the HCPs attend, 

notably, to the patients attitude for the duration of the session; that means of given      to      

ART;      their life priorities       and       circumstances;       and non   public skills to 

manipulate ART (Toupin Engler, Lessard, Wong, Lenart, Raffi, Spire & Lebouche 2018: 

209). 

This study finding is supported by (Gassama & Kao 2018:7), ART adherence studies 

where they found a significant association between HIV/ ART related with knowledge and 

good perception of ART and adherence. According to research conducted in Jimma 

University Teaching Hospital, South West Ethiopia amongst ARV users indicated that 

96.9% patients strongly agreed that the use of ART is a fundamental in their life (Abera et 

al 2015:2). 

 
In contrast ,there was no association found between adherence and understanding about 

ART or  know-how of ART( Gassama et al 2018:7).Another research done  in SSA 

reported that having know-how ,awareness ,and intellectual wellbeing among PLHIV can 

make them stay completely happy, healthy, and productive lives(Mugo2016:2). Ajong, 

Njotang, Nghoniji, Essi, Yakuma, Agbor and Kenfack(2018:5), argued that HCPs can 

minimize HIV related by means of adoption mind-set void of judgment ,preserving, 

respecting , and universal well known precaution for all patients regardless of their HIV 

status. 

 
Many personal attributes such as commitment, positive self –esteem and motivation have 

been considered among majority of respondents in this finding .This study finding is 

supported with the aid of ART adherence found a significant association between HIV 

/ART related to perception and knowledge of adherence to ART (Gassama et al 2018:7). 
 
 
Sub themes1.2.Experience of PLHIV on ART 
Study respondents indicated that before knowing their HIV positive status, they were 

suffering from many diseases. Many respondents came to know their status 

unintentionally. The different ways HIV positive patients came to know their results were 

when they were sick, when one of their families died, when they underwent medical 



81 
 

examination for a visa to travel, during pregnancy, or when they tested before getting 

married. 

A male on ART shared his experience as: 
 
 

"As I didn't check myself at that time, I expect that it is "Yeakaki 

Wonz" (in the Amharic language I used unclean river of Akakai which 

is found in Addis Ababa or river herpes). Since I was normal when 

I wash my body in the home, I perceived that the herpes is because 

of the river water. I was feeling sick and I didn’t see anything new. 

Then, one of my friends told me to check myself in the clinic. Later I 

went to the clinic and heard my result. I was HIV positive. I was 

nervous at that time and I decided to live or to die. For that time I 

was feeling panic. I was feeling that I would immediately die and I 

didn't expect I can live until this time. I have been taking ARVDSs 

since 2006.Sometimes I miss to take my medication because of the 

drugs are taking daily throughout life.’’(IDI, ZMH). 

 
Another male on ART said: 

"When I started taking the medicine, I was sick. I was a military. I 

was sick for a long time and my sister came to the Oromia region 

and started to treat me. I did not know what my illness was. I checked 

myself and told me I have the virus in my blood. I did not know when 

I was caught by the disease; even my wife also did not know how 

we caught. We have one child. He is free from the virus. We 

checked him three up to four times, he is free. My wife also takes 

ART. At that time my abdomen was swollen and my family decided 

to go to the birthplace Sendafa (Sendafa is 38 km away from Addis 

Ababa) and to die there. I have relatives here in Addis Ababa 
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and made me go to the advanced hospital and found the virus in my 

blood. At that time I had decided to die if I had this disease. Even if 

I miss my drug sometimes due to daily taken, I am still alive.'' (FGD, 

TAH). 

A female ARV user said: 
"Before I was married, I had been trying to go to Arab emirates. At 

the time of my stay in an Arab country, I was examined and was 

told I have the virus. After that, I returned to my country. I wanted to 

go again to Bahrain and they told me you have the disease and 

returned me. I started sex when I was on the process of moving to 

Arab. I went to Awassa with my boyfriend and had sex there; that 

was the time I was caught by the virus. I have been taking this 

medication since 2008. Medication taken daily is not an easy task 

for me.''(IDI, ZMH). 

 
The patients stated that they became nervous, were afraid, and worried about death. 

Feleke et al (2020:4), showed that sick persons who had been on drugs for a long period 

of time were liable to non- adherence. In this study the shortest duration that patients 

living with HIV on ART were two years and the longest was14 years. This shows that 

patient who was interviewed had extended experience with ART and their obligation to a 

life time medication was not impressive. 

 
Bukenya, Mayanja, Nakamananya, Muhumuza and Seeley (2019:2), stated that 

consistent post ART initation health training was given to PLHIV at every ART refile 

scheduled time to encourage adherence to ART. A study done by Loggerenberg, Gray, 

Gengiah, Kunene, Gengiah, Naidoo and Grant(2015:303), indicated that the human 

being’s capability to administer their illness, physical alteration from ‘sick ‘ to ‘well’(or from 

‘death’ to ‘life) and establishing social aid are taken as higher levels of medication 

accomplishment for PLHIV. 
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Sub themes1.3.Negative feeling 
PLHIV interviewed or who participated in FGD in this research reported that they 

experienced many difficulties in their lives, such as worsening health conditions, reduction 

of income, or having no job. They also had no one to share their problems with, more 

especially when they heard the unexpected positive results for the first time. These 

problems caused either acute or chronic stress in their lives. Loss of a family member 

from HIV was some kind of acute stress, or caused negative feelings. Similarly, living with 

HIV all by oneself was also ongoing stress that was term, and persistent over a long 

period. 

 
A women ARV user who was expressing her stress as: 

 

 
"In the beginning, it was my husband who insisted me. I came here 

and when I was tested, my result became HIV+ but my husband's 

result was HIV-. At that time, I was shocked and felt sad. I wanted, 

figuratively speaking, if the earth swallowed me. I felt frustrated; my 

family doesn't know about my illness until this time. However, my 

husband encouraged me to start taking the medication immediately 

and the doctors offered me good advice. When I went home, I was 

questioning why I was living on earth. Because my family members 

do not have a good attitude, I was afraid of eating with them. 

However, my husband encouraged me with non-verbal 

communication. The other thing is that they are extravagant; he 

helps all his family members. (Crying)…. Nevertheless, my husband 

told me that I would live for longer. That time, I tried many times to 

spoil my life; I even attempted to kill myself by taking the anti-weed 

drug. Moreover, I used to drink a lot but now I have started 

analyzing things. "(IDI, ZMH). 
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A female patient expert added her feeling: 
 
 

"Last time I am not in a good mood. I feel sad when I don't have any 

cents in my hand. As you know, when you don't have money in your 

hands you feel sad because without money you could not do any 

things at all. I have no good relationships with people when I don't 

have enough money in my hand. I believe that I have a good 

relationship with the person when I work properly and have enough 

money in my hand.''(FGD, TASH) 

 
Taking ARV for lifelong brings patients negative feeling in their life. A female ARV user 

who was participated during interview said: 

 
“Sometimes I feel tired of the medication when I realize that I'm going 

to take it for the rest of my life, but there is no uncomfortable feeling 

so for except being exhausted. ’’(IDI, ZMH). 

 
A research carried out at one of university referral hospitals in Ethiopia showed that there 

are various things that negatively affect adherence to ART in low income and high income 

countries. Those are; fear of revelation, lack of comprehension of ART advantages, 

budget difficulty, depression and nervousness (Surur,Teni,Wale, Ayalew&Tesfaye 

2017:2). 

 
Research conducted by Asemahagn et al (2018:109), reported that sick person 

discomfort feeling is connected to poor counseling and follow up by HCPS, a smaller 

amount optimism to future and no self-assurance on option of having child not infected 

with HIV. This is a crucial issue that needs special consideration by prescribers, 

psychotherapists and concerned bodies. A further literature review found that HIV 

sickness and depression in Republic of South Africa indicated symptoms of depression, 

for example, low enthusiasm, poor attention, sleep disorder and a feeling of insignificance 
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serving as indicators of suboptimal adherence to ART (Slaven et al 2017:31).Our findings 

are consistent with a research done by (Surur et al 2017:2). 

 
Sub themes1.4.Positive feeling 

 
 

Most of ARV users do not have an optimistic mood when they start their treatment. Some 

ARV users accept the treatment gradually. Some of them feel better when they do have 

a spiritual connection and supported by their families. Having their property, improving 

their health condition and physical exercise are also some of the contributors to being 

happy with their normal life. What makes ARV users have a positive feeling on a normal 

day? 

 
A female patient expert said: 

 

 
''I am feeling happy this month because this is the time my two 

children will graduate. My child graduated and I felt happy because 

I was not expecting my life will continue up to this. Furthermore, this 

is a new year some people wish to arrive this, but couldn't and I 

could which makes me feel happy.''(FGD, TAH) 

 
Another Male ARV user explained: 

 
 

''Currently, when I have a viral load check, the virus isn't visible 

because I'm on good health status. However, the doctors have told 

me that not to stop taking the drug prescribed for me because you 

may get infected sometime in the future. This makes me happier in 

my daily life.''(IDI, ZMH) 

 
The beginning of ART looks to have taken back hope to some doctors. Some of the 

research participants had very positive feelings concerning the use of ART. This finding 
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is supported by a research carried out in Zewditu Memorial Hospital, Ethiopia among 

PLHIV( Asemahagn 2018:109). 

 
A research by Surur et al (2017:2) revealed that small stage of psychological suffering, 

great level of satisfaction, and greater self-efficacy for adopting treatment conformity 

behaviors were linked with good adherence to ART. Sick persons’ beliefs in the treatment 

capability to advance quality of life, durability of PLHIV as result of HAART have been 

related with good adherence to ART. 

 
Sub themes 1.5 Benefit of ART 

 
 

Most of the participants also noted that the frequency of AIDS-related illness was less 

with ARV medication. As female ARV user said: 
 

"ARV drugs have a lot of benefits to my health. Previously, I didn't 

walk properly, felt sweet, and didn't eat enough food. However, 

after I started taking the medication, all these things have been 

improved.''(IDI, ZMH). 

 
Another male expert patient added: 
 

"When I checked first my CD4 was 500. When I started the 

medicine my CD4 was 280. After I started the ART with a month, I 

was feeling panicky, I was restless; I woke up from my sleep. 

However, when I have become accustomed to the ART and I have 

taken the medicine properly, my weight has increased and my 

body has become normal. Thanks to God!'' ( FGD, TAH). 

 
Some ART users were very optimistic about ART benefits, good understanding, and fear 

of the negative consequence of non-adherence. ARV users and health care providers 
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who participated in IDI reported ART to increase CD4 improved quality of life, bearing  of 

HIV free child with the help of advanced treatment. 

As female ARV user explained: 
 

"It has a multi-benefit. We are alive because of ART. Had there not 

been the ART, there would have not been a hope of living. Also, 

the pills are provided by the government for free. My reason for 

being alive is the tablet. Initially, when I began taking the ART, my 

CD4 was gone but these days, it is more than 600. '' (IDI, ZMH). 

 
Another male ARV user said in IDI: 

 
 

"Now I have forgotten everything and I see the medicine like that 

of food.''(TASH). 

 
As a female nurse health professional reflected on the benefit of taking ART: 

 
"They do have a good understanding and they are treated regularly. 

Sometimes, they even come to take their medicine 5 days before 

their appointment date.''(IDI, TAH). 

 
Another female nurse explained the benefit HIV patients on ART: 
 

“ART has miracle changes for those who are taking their 

medications properly. At this time there is a chance in which 

husband and wife who are on ART bear HIV negative child. This is 

also a great outcome. Previously this chance was very rare. Many 

children come to this world with HIV positive because the treatment 

of HIV hasn’t been given good attention.’’.(IDI, ZMH) 



88 
 

The results in this research indicate that supply of ART to PLHIV and necessitating 

medication in Ethiopia has brought hope to people who wouldn’t have continued to live 

.ART has decreased morbidity, death and tablets resistance, developed a better quality 

of life and prolonged one’s life span (Gesesewet al 2017:2; Endalamaw et al 2020:1). 

Furthermore, (Adal et al 2019:9) and Asemahagn et al (2018:110) say that mixture ART 

attains continuous HIV viral inhibition, decreases HIV spread to uninfected persons, and 

lessens the frequency of hospitalization. 

 
According to the UNAIDS (2019:6), there is remarkable decline in the number of AIDS 

related mortality by 33% since 2010 and getting the 2020 milestone of fewer than 500,000 

mortality rates will need additional rejects of about 135,000 per year. Mukumbang, Orth 

and Wyk (2019:2) postulate that ART benefit of adherence thus, take part in a crucial role 

in attaining 90-90-90 campaign to finish the AIDS epidemic. A study by( Mekonnen, 

Abdulkadir, Shumetie, Baraki &Yenit 2019:1) showed that ART supplied to a 32% and 

16% universal reject in AIDS-related deaths and new HIV infections correspondingly 

between 2010 and 2016. Starting ART earlier, supplies maximal and sturdy VL 

repressions, bring back and protect resistant function, get better quality of life, and avoid 

transmission. 

 
4.6. FACTORS INFLUENCING ART ADHERENCE AMONG PEOPLE 

LIVING WITH HIV. 
 

Theme 2.Personal factors for adherence to ART 
 
 

This theme is related to personal factors of adherence to ART. In this there are six sub 

themes, namely, gender, religion, forgetting medication and being busy, depression, illicit 

drug and alcohol use. 
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Sub themes 2.1: Gender 

Many health care providers from the three hospitals thought that women were more likely 

to follow their treatment regimens than males because they generally paid more attention 

to their health. 

A female nurse health professional shared her experience: 
 

“In my view, females are more adherent because females can easily 

understand what they are told but not males. Most of the males 

prefer to drink alcohol but they don't give attention as such towards 

the medicine properly. Females are easily changed if you give them 

counsel.”(IDI, TASH). 

 
A methodical review prepared in SSA among HIV positive patients found that eighteen 

studies reported gender effect on ART. Eleven reported improved adherence to ART for 

women but six found the opposite (Heestermans et al 2016:4). Another research carried 

out in south east Nigeria among patients on ART indicated that gender has not been 

reported to be a reliable predictor of adherence to ART (Uzochukwu, Onwujekwe, Onoka, 

Okoli, Uguru & Chukwuogo 2009:191), the impact of gender on adherence to ART 

remains uncertain. 

 
Furthermore, a study conducted in Tanzania also confirmed that gender has been stated 

causal ton on –adherence; however, without investigating how this happen (Kahamba, 

Massawe, Nombo &Jeckoniah 2017:11). According to Tegegne et al (2018:8), female 

patients have a more enhanced adherence than male patients. The reason for this might 

be females’ practice in utilizing pills for family planning or birth control. And also mainly 

females are obtainable around their home and their prearranged treatment honestly by 

their HCPs. There is relationship among male patients who have shortage without pills 

causal for them non adherence. 
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Sub themes 2.2: Religion 
Health care providers perceived religion to be negatively impacting on patients’ 

adherence to ART. The majority of Healthcare providers revealed that patients were 

advised to stop taking ART after joining some religion because the pastor claimed they 

would pray for patients to cure the disease. Some patients were given the wrong 

information from their religious groups. 

As female policymaker health professional shared her experience with regards to religion: 
 “The  main  point  is  we  have  seen  as  the  government  or 

policymakers there are many HIV positive patients who saidthey 

are completely cured after they get holy water(‘Tsebale’ in the 

Amharic language) and preachers pray for us. And some of them 

even stopped taking ARV medications. There was a lady who was 

30 yrs old and worked in a private company and had good 

adherence to ART. She automatically stopped when the pastor 

preaching in the church prayed for her. When her family was asked 

they said the pastor said to her she had to stop her medication 

because Jesus cured her. From that time forward she hasn’t come 

to her previous health status and now she is on second- line ART 

treatment regimens.’’(IDI, FMOH). 

 
Another female health officer reflected towards religion: 

 
 

“There was also one in history that I will never forget in my life. He 

was a young boy. He could be around 30 years old. When he sat 

waiting for the ART, he was told by someone why he was waiting 

there; they would pray for you and you would be cured soon. I went 

there, and the prayer called my name- he told me. Then he 

discontinued taking the tablets for 2 or 3 months. He developed TB 

in addition to HIV and came to us. When I asked him why he missed 

his ART he told me it was 
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prayed for me and I am cured. There are a lot of patients who told 

us they are cured. Whatever it is, when the ART is discontinued 

there are things that will come. When the result of this guy was 

checked it was the same. (IDI, ZMH). 

 
The following quote from nurse health care provider explains the impact of spiritual 

healers in the community on adherence: 

 
“I think that spirit is the main root cause for patients too poor 

adherence. For instance, many patients stopped their medications 

when they started the holy water (‘Tsebel’ in Amharic). As the best 

example, there is a lady 33yrs old who developed OIs and after 

many challenges, we tried to recover her health status. What she 

did was she automatically stopped her ART medications and went 

to a witch doctor (in Amharic language ‘Tenquay’ )known in Addis 

Ababa, Gurara (Gurara is one of the places found in Addis Ababa 

City). She heard about the famous ''witch doctor''. During she 

stayed in the ''witch doctor'' house, the ‘Tenquay’ insisted her to 

service him. Also, he said to her he had the power to cure her and 

now she was already cured of HIV disease. She believed him for a 

time, but this was a pretext idea. Then after her health condition 

from time to time became worsen. Before she stopped her 

medication, she had been one of the best exemplar people, for 

better adherence to ART in our hospital. In the end, even if we tried 

to care for her we were unable to save her life. This event always 

makes me [sad]… because she had the chance to live.’’(IDI, ZMH). 
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There was a traditional health service in the form of prayers holy water. Some PLHIV 

were using these services with varying beliefs and trust. The influence of this on HIV 

treatment and care varied. Some PLHIV uses traditional healing concurrently with ART. 

Others used traditional healing inconsistently with ART. 

 
The respondents interviewed in this study reported that going to church to be baptized 

with holy water was found to be the most important reason for patients losing their 

treatment follow up. According to a study conducted by Bezabhe, Chalmers, Berezniki, 

Peterson, Bimirew and Kassie (2014:8), in Ethiopia, looking for spiritual treatment and/or 

holy water (‘Tsebel’ in Amharic language) is a significant reason for patients to be non- 

adherent to ART. On the other hand, a research carried out in SSA indicated that religion 

was found as both an obstacle to adherence and did not also advocate of adherence. 

Belief and faith that God offered the knowledge to create ARVD acts was viewed to 

endorse adherence, whereas researches reporting belief in religion heals for HIV over 

conservative methods seen raise non –adherence to ART (Heestermans et al  2016:4). 

 
According to research carried out in Britain, Black African and Caribbean among patients 

living with HIV on ART showed that lower presence in mind among black African PLHIV 

who supposed that only God can heal HIV. However, spirituality (e.g. attendance at 

religious services and having religious beliefs) was not connected with establishing of 

ART or succeeding changes in viral load(Glendinning , Spiers, Smith, Anderson, 

Campbell, Cooper & Horne 2019:2515). A study done by Yakob and Ncama (2016:12), 

found that people had been healed of HIV after holding prayers and having holy water, 

were related to ART stoppage or non-adherence, and this is in agreement with research 

results. 

 
Sub themes 2.3: Simply forgetting and being busy 

 
 

Patients sometimes forget their medication due to being busy, being away from home, 

or attending social functions like funeral ceremonies. 
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A male ARV user in Zewditu Memorial Hospital said: 
 

“I take the medicine once a day and also the bacterium. It may 

challenge me taking the medicine when I have the burden of work. 

My work is guarding; it is not comfortable to take at that time. There 

is an attempt of forgetting medicine. Before, I was taking the 

medicine in the morning and at night. One day I took the medicine 

twice at night perceiving I hadn’t taken it. This happened to me 

because of the side effect of the medicine.”(IDI, ZMH). 

 
Another male ARV user explained reason not to take his medication properly:  
 “When I was in a hurry in the morning there were times that I could 

not take in the morning. Besides, if I was in the funeral ceremony or 

if there were meetings and sometimes because of work, I was not 

taking the medicine.”(IDI, TASH). 
 

 
Another male ARV user shared his experience: 

“Sometimes, I was missing the medicine because of anger. I missed 

for 6 months. Then after viral load CD4 was decreased. Because of 

the worker's advice, I started taking it.”(IDI, ZMH). 

 
Some patients also missed their medications to take on time when they are busy and 

the side effects of the medications. 

A female ARV user nurse during an interview shared her experience:  

 
“I didn't quit taking the pills but sometimes I postponed the time 

when I was busy at my workplace. I experienced this when I worked 

in a rotation at the hospital and when I felt sick.’’(IDI, ZMH). 
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This finding was supported by a study conducted in Hawassa town, Southern Ethiopia 

among ARV users it was indicated that forgetting and being busy were the barriers of 

Adherence (Wondiye, Fentahun, Limaye, Kote & Girma 2016:74) .Furthermore, this was 

also supported by study on structural barrier and severe adherence to ART in USA that 

showed forgetting and being too busy doing other things as reason for ART non- 

adherence (Kalichman, Kalichman & Cherry 2017:420). 

 
Sub themes 2.4: Depression 

 
 

ART adherence was considered a dynamic phenomenon that it may change over time. It 

may depend on the mood of ARV users and factors influencing their mood and well being. 

For example, a social woman supporter described how bad mood interferes with patient 

medication in taking: 
"I remember that one of our patients, who was aged 45. Most of the 

time he did not take his ARV drugs properly. He started to take his 

medication for one week and then he stopped to take. Sometimes 

he completely stopped to take his medication for continuous two 

months. He had no intention to stop his medications all in all. I asked 

him “why don’t you take your medication properly?’’. He said I had 

a wife; unfortunately she passed away. Then after he tried to get 

married to another lady and he explained his status and she is also 

HIV positive. At firstly she said to him okay. After one or two months 

she changed her idea and she does not have a marriage with him. 

So his reason is to forget tension as well as the death of his wife, he 

uses the substance, drinking alcohol. Most of the time, he wished if 

he had a friend to share his problem and idea He also asked himself 

“why I am living?”. He felt sad and lonely because he had no person 

he could share his   feeling and his problem.  This made him more 

depressed and lived alone. Even his treatment was shifted from 

first-line ART to second-line ART.''(IDI,ZMH) 
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A male ARV user participated in an in-depth interview reflected his feeling: 
 

"Previously, since I took too much drug and went to spiritual 

institutions, I didn't feel bad. But, after I quit taking the abusive drugs, 

I've started worrying about my life. I think about the case that I'll not 

have children. I'll also worry about my financial status since I lost 

my father. I've stopped many relationships. In any way, it is difficult 

to live with an HIV- wife while I'm HIV+. When I stop a romantic 

relationship, I feel bad for a week and overall this event makes me 

not taking my medication properly.'' (ZMH). 

 
Treatment regimens shifting, patients’ clinical result changing i.e decreasing CD4 

and elevation of VL when informed by their HCPs also causes depression of the 

patient. 

 
A male pharmacist reflected: 

 
“Sometimes patients come to depression when their treatment is 

shifted from 1st line to second-line ART. Not only has this case 

made them depressed. When their CD4 level reduced and VL also 

increased their treatment regimens due to change as they become 

depressed because previously they took their medications per day 

once or twice but when treatment is changed there is a problem of 

pills burden. Sometimes the treatment changes bring ADR. This 

also one of the problems that create depression among 

PLHIV.”(IDI, TASH) 
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Poor social aid, perceived social stigma, side effects and opportunistic infection were 

some of the indicators for depression. Research carried out among PLHIV at Gimbi 

General Hospital, west Ethiopia indicated that depression among PLHIV affect not only 

health status of PLHIV but also has a negative influence of ART (Abadiga2019:1). 

Furthermore, according to Federal Ministry of Health Ethiopia (2018), depression in HIV 

is a main supplier to the morbidity of HIV itself. It may decrease quality of life for such 

patients, fall adherence with ARVDs. 

 
The study by Abadiga et al (2019:1), showed that issues like joblessness, medicine side 

effects, deprived family /social help, stigma, OIs, phase of HIV and CD4 count led 

HIV/AIDS patients to depression. The study findings are consistent with a study done in 

Addis Ababa (Abebe, Shumet, Nassir, Agidew & Abebaw 2019:4), Aksum (Gebrezgiab 

her et al 2019:6), Kenya (Gaitho, Kumar, Wamalwa, Wambua & Nduati 2018:2) and China 

(Xiao et al 2016:1). 

 
Sub Themes 2.5: Substance abuse 

 
Both health care providers and patient sex pert explain why some patients were not 

adhering to their ARV medication; especially due to illicit drugs use.HIV patients who 

use illicit drugs typically achieve a lower level of Adherence to ART or treatment shifting. 

 
A male ARV user said: 

“I smoke ‘Ganja’ in Amharic (in English it means abuse drug), 

cigarette, and Hashish; due to these habits I quit taking the pills for 

a year. At the present time, I am not in good health condition as you 

can see me. I am on the second line ART now.” (IDI, TASH). 

A male nurse explained his experience as: 
 

“The thing that I observe is that when many of the patients are 

treated at the beginning, they show good health change, but after 

some time their illness will get back to the previous bad situation. 
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The reason is that they again practice the bad habits that they 

stopped previously: chewing khat , illicit drugs use, and other bad 

habits. And they quit taking their medicine. As it is obvious, quitting 

taking medicine is related to drug resistance; the drug doesn't work 

properly and it will make the patients get into the second-line 

treatment.”(IDI, ZMH). 

 
A few health professionals mentioned the role of life style-related factors in the interruption 

of treatment. Some patients tried to abuse drugs in order to free themselves from their 

stress and stigmatization. 

A female nurse argued that: 
“There was a 45-year-old man (ART user) whom we follow his case 

has been addicted to drugs like chewing chat. He has a daughter. 

He quit his medication because of addition so we contacted his 

brother. But his brother couldn't help him as the patient was hiding 

from being seen. I pity that patients who became drug-addicted, 

HIV, and ART users.”(IDI, TAH). 

 
Substance abuse /khat chewing and smoking were critical risky behaviors among a few 

study participants in this study. According to Asemahagn et al (2018:109), substance 

abuse can have some impact such as a direct effect on human health and indirect effect 

on the economy, social, forgetting ART drugs and poor adherence to ART, increase 

hopelessness and decrease work performance. 

 
According to a study conducted in Northern Ethiopia among PLHIV by Gebrezgabheret 

al( 2017:5), drug use among sick persons throughout ART treatment was also found to 

be a determining factor of non-adherence, a result that is in agreement with one 

conducted in Southern Ethiopia( Azmach et al 2017:24) and Nepal (Wasti ,Simkhada, 

Randall, Freeman & Teijlingen 2012:416). 
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Sub themes 2.6: Alcohol use 
 
 

Below are views from a few patients, the majority who had participated in IDIs and FGDs 

and had also drunk alcohol. Alcohol use was indicated as one of the reasons patients 

were not adhering to their ARV medication. 

 
A male ARV user shared his experience as: 

“There isn't any alcohol type that I haven't taken. I've taken almost 

all types of alcohol: Areke (local beverage of Ethiopian which 

contains high alcohol in it), wine, beer, whiskey…An addicted 

person doesn't face a shortage of money. One of the addicted 

persons may have lots of money from his family and the other may 

have from his relatives. Even when sometimes we don't have 

money, we drink for free since we are loyal customers and we bring 

many new customers to the bars. Due to this case, my treatment 

was changed from first-line ART to Second-line ART.’’(IDI, ZMH). 

 
The use of alcohol by PLHIV is related to a worse prognosis, which increased morbidity 

and mortality. 

A male nurse explained the effect of alcohol consumption on adherence to ART: 
 “There is a male person who is 40 yrs old. He started to take a    

heavy alcoholic drink and started to live on the street. We tried to 

counsel him how he could minimize alcohol to drink, but he did not 

stop drinking alcohol. He becomes poor and difficult to take his 

medication. Finally, he passed away. This is also one of the events 

I recall in my mind and sometimes I hate my life because he had 

the chance to live.”(IDI, TASH). 

 
The qualitative finding of this result showed that alcohol was a major barrier to 

adherence to ART among a few ARV users .A study done among PLHIV in Southern 
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Ethiopia by Koyra et al (2018:120), confirmed that alcohol consumption has significantly 

been associated with poor adherence. Similarly, alcohol consumption is associated with 

poor adherence in Brazil, Santos, Galvao, Cunha, Lima and Giret ( 2017:95), in Zimbabe, 

Sithole, Mbizvo, Chonzi, Mungati, Juru, Gombe & Tshimanga (2018:7) and in Ethiopia, 

Koyra et al (2018:120)also confirm the negative effect of alcohol consumption on 

adherence. 

 
The finding that alcohol misuse led to non-adherence to ART especially among men was 

consistent with studies from Uganda, Zambia and Democratic Republic of Congo 

(Bukenya et al 2019:6). Findings for the present study were confirmed by the study of 

(Kumsa& Tucho 2019:5), which indicated that the majority of the ART attendants 

witnessed that they stopped drinking alcohol after starting ART. 

 
Theme 3.Treatment related factors to adherence to ART. 

The finding indicated that the study participants described issues of treatment related to 

adherence to ART. This theme included pills burden, side effects, transportation to clinic, 

clinical cost and having no income or being unemployed. 

 
Sub themes 3.1 Pills burden 
The health care providers and patients who participated in an in-depth interview and 

Focus Group Discussions reported that there is no as such pills burden nowadays as 

compared to the previous treatment because of treatment regimens formulated as fixed 

combination therapy. Nowadays, there is a problem of pills burden for a patient taking 

anti TB medications and AVDs at the same time. For those patients taking both 

medications at the same time there is a problem of poor adherence. 

 
A female nurse explained as follows: 

“There is a direct relationship between TB and HIV in terms of 

medication adherence. Most of the time patients on both medications 

have poor adherence because of pills burden.”(IDI, TAH). 
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There are various medication issues which have been raised in literature review, which 

affect adherence including pills burden, size, taste, and the challenges of taking pills 

across different social setting. Endalamaw et al (2018:3), showed that patients high 

number of pills, high frequency of dose and longer time on ART were predicators of non- 

adherence behavior. 

 
Furthermore, problem associated with HIV-related pills burden in this study is consistent 

with finding from other studies SSA (MacCarthy, Saya, Samba, Birungi, Okoboi & 

Linnemayr 2018:7). A little tablet load resulted in better adherence, and there was better 

adherence in solitary tablet utilization contrasted to the same regimen more than one time 

per day (Carvalho, Barroso, Coelho & Penaforte 2017:2548). 

 
Sub themes 3.2: Side Effect 
Most patients did not complain about the complexity of the ARV regimens. The majority 

of them received first-line ART consisting of one dose per day and one pill per dose as 

FCTs. However, it was still hard for a few patients who take additional medication. 

 
A female ARV user was complaining: 

“When I began taking the pills, I used to feel headache and gastric. So, 

I am taking 5 tablets including ARVDs, Vitamin, and Bacterium each 

day. I used to daydream a big pitch. But after I got counseling service 

from my doctor, I fell minor side effects.’’ (IDI, ZMH). 

 
Most of the patients faced side effects at the beginning of taking ARVs. Some of the side- 

effects included: itches, headache, nightmare, psychological disturbance, feeling sick, 

gastric pain, and nausea. In many cases, side effects appeared at the early stage of the 

treatment and then they decreased and disappeared. 
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A female expert patient who has been on ART for 9 years said: 
“There was a side effect when I was taking the first time. I was feeling 

a nightmare. I perceived when I entered the hole together with the wild 

animals. There was a swelling of part of my body above my hip. Finally, 

the ART made me be improved.’’(FGD, ZMH). 

 
Another male ARV user complained about the SE of ARVDs: 

“The pills that I used to take in the past time are equivalent to taking the 

abusive drugs because I was supposed to sleep immediately after 

taking it. Even, I felt that the pills caused brain damage. I felt a 

nightmare, psychological disturbance, abnormality. Moreover, there 

are many undesirable feelings. But now I thank God I don’t feel as 

such.”(IDI, ZMH) 

 
Medication side effects were identified as possible barriers to ART adherence. All HCPs 

interviewed stated that although patients are currently being transferred from the old 

regimen to the new ones. HCPs in Zewditu Memorial Hospital, Tor Hailoch Hospital, and 

Black Lion Specialized Hospital confirm that the side effects may influence how patients 

follow their treatment regimens. In addition to this, the side effects of ART may result in 

poor adherence and refused treatment. 

 
A male nurse professional shared his experience as: 

“There was a man older than 50 years who used to come from Bale 

Zone (430km away from Addis Ababa) which is part of the Oromia 

region, Ethiopia. We prescribed him a new medicine; nevertheless, he 

returned after 15 days. When we asked him his reason, he said that he 

saw a nightmare as if two elephants kicked him. I think it is because the 

man saw elephants found in Bale at day time. Jokingly, he asked us to 

take 'the Elephant' (referring the drug as an elephant). Then, we tried a 

lot to convince him, but he refused and disappeared from our sight. 

Since then, I haven't seen that man and I don't know his current health 

status.” (IDI, ZMH) 

 

 



102 
 

Another pharmacist added his experience: 
“The reason that makes them enter into second- line is when they do 

have poor adhered. Especially, some patients do not have the 

awareness of CNS side effects, but if the health workers are aware of 

them very well, they should start taking the tablets immediately. 

However, some of them stop taking the tablets after a week or two 

weeks. Of course, there must be a good understanding between the 

patients and the health workers about the pills that patients are taking. 

But, if the patient stops taking the tablets having his illogical reason, 

there is a problem; therefore, it will be poor adherence.’’(IDI, TASH). 

 
The qualitative study found a relationship between SEs and duration of ART adherence. 

Some PLHIV and physicians reported in IDIs that many SEs had appeared at the early 

stage of treatment, and then had decreased and disappeared. ART medication SE was 

stated by most of participants among the factors contributing to non-adherence. SEs of 

ARVs was the reason that many patients had to change their treatment regimens. 

Gebrezgiabher et al (2019:6) said that treatment SEs may disrupt the usual performance of 

adult patients living with HIV/AIDS on ART. While being interviewed, some ARV users 

reported that they had come across a difficulty of anemia because of ZDV medicine. 

These results were confirmed by the research by Gebremedhin et al (2019:6), which 

indicated that “drug ZDV resulting in anemia, granulocytopenia, malaise and fatigue” . 

 
A study conducted by Maano et al (2017:33) in Namibia indicated that treatment side 

effects for instance nausea, vomiting, skin rashes and peripheral neuropathy as obstacles 

are associated with non-adherence. According to Reda et al (2012:3), which studied that 

there were treatment-related factors causal to poor adherence to ART. 
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Treatment, size, palatability and socio-economic status have been found as obstacles of 

poor adherence to ART among adult ARV clients in Ethiopia. Moreover, the research is 

helped by research results from numerous scholars in various countries (Yassin et al 

2017; Kumar et al 2018:79). 

 
Sub themes 3.3: Transportation to clinic 
The majority of respondents reported economic worries related to their current medication 

taking. Lack of money was frequently raised as a major concern, particularly by 

unemployed patients. Some patients are unemployed and they fail to secure transport 

fare to get to the clinic .Some of the study participants who participated in IDIs and FGDs 

do not have money to buy food at home ,resulting in problem with taking ARVDs. 
 
A male ARV user said: 

 
“The distance from my residential area of the hospital is 15 Kms; I walk 

on foot for the halfway and go by bus for the other half. I use this type 

of system because there is no one who helps me. My uncle knows that 

I take the tablets; persons of my neighborhood also know about it. At 

the previous time, they used to help me to a little extent, but they don't 

help me now. For this reason, sometimes I don’t go to the hospital to 

take my ARVDs.’’(IDI, TASH). 

 
The additional ART-related costs that patient had to pay for travel were a constrain for 

many who were poor, and did not have regular income. 

 
The findings of this study are similar to the findings of a study conducted in Nekemte 

Specialized Hospital, Oromia, Ethiopia by Ejigu et al(2020:105), which revealed that 

PLHIV who weren’t able to cover the cost of transportation, were more likely to be 

unsuccessful to ART adherence than those closer to the clinic. Another research carried 

out in SSA by (Croome, Ahluwalia, Huges & Abas 2017:1000), found that although, 
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research partakers welcomed ART, they experienced that the cost of transportation and 

complexities in long term medication could bound their adherence to ART. 

 
Sub themes 3.4 Clinical cost 
Even if all patients receive ARVs free of charge, lack of finance emerged the greatest 

barrier as the majority of respondents reported to economic worries relating to the cost of 

prescription and charges for diagnoses. 

 

A female ARV user reported: 
“I didn't face a financial problem since I have a job. However, 

sometimes when I'm ordered to have a laboratory investigation 

outside this hospital, I face a financial shortage. For this reason 

there is a time in which I stopped to take my medications. Finally, I 

developed drug resistance.’’(IDI, ZMH). 

 
The obstacle to afford cost of non-ARV tablets and laboratory examination increased the 

expense. This is regarded as an obstacle to beginning of ART and continuation with the 

program (Balcha, Jeppsson & Bekele 2011:124).Those who were unemployed were not 

capable of meeting the cost of OIs .There is a high rate of unemployment in the country 

which has affected the income of PLHIV. Our results are in line with this literature support 

i.e. poor adherence to ART is associated with cost of non-ARV medicines and laboratory 

investigation. 

 
Sub themes 3.5: No income/unemployed 

 
Loss of family support for patients on ART brings about economic problems leading them 

to stop taking their medication consistently. Such problems are also the main contributing 

factors for poor adherence to ART. 

A male ARV user explained during the in-depth interview: 
“Our family members are dispersed. I don't think that my needs are 

fulfilled. My father died after he caught Diabetics and cancer. The main 

source of income for our family was my dad. He used to have a good 

income; he was a well-known grader operator and 
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we used to eat meat every day. He knows any kind of construction 

work; he used to give training to other workers regarding construction. 

He used to have also many children but all our needs were met. 

Because of losing my dad, I had a financial problem at the university. 

Once, I told my financial problem to my sister and my sister told her 

husband to fund me but he refused to help me 2000 birr per month and 

we quarreled each other. By the way, my sister's husband is a known 

richer person; he earns 500, 000ETB (ETB means Ethiopian Birr)per 

month. That time I was thinking about quitting my study. Secondly, I 

stopped to take my ARVDs instead I used to take abusive drugs. 

Finally, I withdrew from the university, feeling that I could score 'F' result 

in my education and got admitted after a year.”(IDI, ZMH). 

 
Socio-economic problem is one of the main causes for the transmission of HIV nowadays. 

A female expert patient who has supported her life as a commercial sex worker shared 

her experience: 

 
“As an example when you do have a glass of beer with people in the 

bar they considered you as HIV free people because they didn't know 

about your status. I myself sometimes support my life as commercial sex 

workers. You can imagine at that time the person drinks alcohol can't 

understand himself/herself therefore we do sex without condoms then 

the transmission of HIV is high. I may consider the payment he pays 

me. The payments my clients pay me, using a condom and without a 

condom, are not the same. Without a condom, if we do sex with my 

client the payment he will pay is high. The economy is one of the factors 

for the transmission of HIV. I do have my testimony because when I 

started ART I had no food to eat. I usually take my medication on 

an empty stomach. There is a time in which I don't get enough food and 

I simply mixed ‘injera ‘(in the Amharic language known bread of 

Ethiopia which is prepared from teff) with water to survive my life. This 

much economy can determine the life of someone and many times I 

stopped to take my medications due to economic problems ’’ 

(FGD,TAH) 
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A male physician policy maker added the consequence of an economic burden on 

patients on ART reported thus: 
“…, I remember one mother, aged 32 on ART. She had two children 

and both on ART. She was separated from her husband. She managed 

her family as a daily worker. She developed opportunity infections.… 

No one had supported her. Besides her children had developed 

opportunity infections like her. When she came to health institution, she 

had no money ….When she told me about her life history [I can’t control 

my tear] . What we were 

doing as staff was we collected money for her. … Sometimes, I hate 

my life, why I just come to this world because I only support my patients 

in my profession but I am unable to support each of them in terms of 

money. …’’ (IDI; ZMH) 
 

In the IDIs and FGDs, it was pointed out that joblessness and shortage of suitable 

accommodation was another attribute, which results in failure to comply with ART 

treatment, which is supported by a study carried out in Ethiopia by (Megerso et 

al2016:90). 

 
Theme 4. Health Service Facility for quality of health care predictors 

 
 

The above themes described health service facility for quality health care predictors. 

These further included seven sub themes such as HCPs- pts relationship, environment 

of health institution, waiting time (medical card), shortage of man power, lack of training 
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, loss of documentation and supply (drugs and reagents).Each subthemes was described 

as follows: 

 
Sub themes 4.1: Attitude of Health Care Providers (Privacy, listen and respect). 

 
 

Both patients and providers interviewed explained the importance of patients-providers 

relation-building process as a time investment involving getting to know the patient, 

building trust with patient, and understanding their problem of them. All these bring about 

the good relationship between patients and health care providers, and also has a great 

benefit for adherence to ART. 

A male ARV user said: 
“The health care providers who are working in this hospital are like 

my mom, brother, sisters or my dad. Formerly, I was in the 

pediatrics room but recently I've have been moved to the adult's 

section. Generally, health professionals have good empathy.”(IDI, 

TASH). 

 
Another female ARV user explained the respect given by her doctor as: 

“There is a lady doctor with whom I share my secret. She is 45yrs 

old and she gives me much respect. She shakes my hand standing 

from her seat. She made me take my pills strictly. I feel happier 

when I meet her as she openly asks me everything.”(IDI;  ZMH). 

 
A female physician Agreed that about the relationship between the patients and HCPS 

as : 
“The health workers must be sympathetic to the patients. The 

patients should get care from their doctor or nurse. The patients can 

come to the health center if we give care and treatment following 

the rules and principles of ethics of a health worker. We must listen 

to the patients appropriately. There could be good adherence. If 

the health worker doesn't show good treatment, the patients may 

choose to abscission the antivirus medicine rather than go to that 

unethical professional. So in order not to bring this challenge, we 

should treat the patients ethically and appropriately.”(IDI, ZMH). 
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Impoliteness of HCP 
Some patients who participated in FGDs pointed out that the HCPs in the hospital are 

impolite while providing care to HIV positive patients. The attitude of a few health care 

providers was said to be not good in terms of respecting, understanding, treating, and 

keeping privacy. 

 
A male expert patient involved in FGD stated that: 

“When I started for the first time in my treatment two doctors were 

famous in the hospital and they were considered as a model. I read 

about their personality in their office. They asked me one by one 

about my health problem. They were nice doctors but at this 

moment they are not working in this hospital. They transferred to 

another public hospital. They told me where to go and what service 

you get from this hospital. Oh My God!!! it is too difficult to explain 

the present health professionals' behaviors even if I can't 

generalize.’’(FGD; TASH). 

 
Another female exert patient said 

“I changed my treatment area from the previous one because the 

health professionals didn’t give special attention and simply they 

got in and go out approach even if I don’t generalize all health 

professionals. If I said to my doctor I felt sick on my back shoulder 

he said this is not as such a serious. There was a time I stopped to 

take my medications because they annoyed me. Being HIV positive 

patient is not a kind of sin--- .”(FGD; TAH). 

 
According to study conducted in South–west Ethiopia by Hassen and Mohammed (2018), 

good association among HCP and sick persons can help reduce resistance to adherence. 

A study carried out in Malawi by Chirambo et al (2019:9), indicated that a good relationship 

with HCPs motivates ART adherence with ARV customers. HCPs comprehension also 

produces a platform for sharing data and develops psychotherapy for the suppliers and 

sick persons. Moreover, qualitative research helped that the features of the HCP-patient 

relationship that were appreciated by PLHIV. 
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Patients stressed the significance of developing a fine relationship with doctors, with faith 

building a key attribute for the relationship (Cooper , Clatworthy, Youssef, Llewellyn, 

Miners, Lagarde, Sachikonye, Perry, Nixon, Pollard, Sabin, Foreman & Fisher 2016:3). 

Similarly, a study conducted in China by(Chen ,Shiu, Yang, Chuang, Zhang, Bao &Lu 

2018:388), supported that patients and HCPs believe that sick person’s accountability 

and independence over their own health concern  is a significant  issue  in ART 

adherence. 

 
On the contrary, according to a study conducted in Northwest Ethiopia by Bezabhe, 

Peterson, Bereznicki, Chalmers and Gee(2013:2), showed that a poor patient –HCP 

association for example solitude and lack of privacy can impede adherence with ART. 

Kamaingi et al ( 2019:74-75), indicated that ineffective time keeping, low level of 

friendliness between personnel and negative HCPs thought are the supplier factors for 

non–adherence to ART as told by ARV users. 

 
Similarly, a study by Glendinning et al (2019:2515), indicated that poor health care system 

and not having good relationship between physicians and patients can be a significant 

determinant of adherence to ART. Because of this, some patients felt that their worry 

about SE had not been considered critically.  

 
Sub themes 4.2: Environment of health institutions 
Poor ART clinic location and set up such as ART clinic service with other medical service 

such as TB screening, dermatology service and Voluntary Counseling Test (VCT) in the 

same area were reported as a barrier to Adherence. 

A female pharmacist explained as: 
“HIV patients want to get service independently area. The services 

of dermatology, TB screening , and ART clinic are found in one 

building which doesn't give comfort to the patients .Poor hospital 

setting is one of the problems of adherence to ART.”(IDI, TAH). 

 

Research done in Hosana, Town, Southern Ethiopia about user on ART indicated that 
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lack examination room counseling room are the major difficulties of health facilities 

offering services of ART (Doyore& Moges 2016:6). Furthermore, according to National 

AIDS Commission of Malawi reported that infrastructure has the possibility to develop into 

the most vital restrictive factors in the attempt of realize the 90-90-90 medication targets. 

Insufficient room for sick persons, storeroom for all the HIV materials are some of the 

main obstacles in the supply of ART medication (National AIDS Commission Malawi 

2014:58). 

 
Sub themes 4.3 Long wait time (medical card room) 

 
The majority of patients and Health care providers who participated during the interview 

reported that the services given in each hospital were good waiting times to access 

medical services. But some patients reported that still there is a long waiting time to get 

medical service. 

 
A male expert patient complained during FGDs 

“It is too difficult to describe the health facility environment condition 

of this hospital. I have used the last stage of ARV drugs in my life. I 

have arrived early in the morning at local hours at this hospital to 

get service. To your surprise, medical Clark came to this hospital 

at the local time for 3 hours. I stayed for three solid hours without 

any treatment. Whom do you ask for such kind of problem because 

they are working together? .I completed my treatment after I stayed 

solid 9 hrs I turned back to my home. At that time I decided to stop 

my medication because they annoyed me. I am just leading my life 

by doing different activities so who will give money or who will 

support me when I stay 9 hrs for medical treatment issuance in this 

hospital? The majority of the patients stop to take or miss their 

appointment for such kinds of problems.”(TASH). 

 
According to Balcha et al (2011:120), indicates in developing countries like Ethiopia longer 

waiting time in the ART clinic is an intimidating obstacle that has contributed to 

unsuccessful adherence to ART. Furthermore, a study conducted in Kenya among HIV 

positive ARV users by Kamaingi and Meng'any( 2019:74),indicated that long period of 
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waiting time in the health infrastructure leads the ARV user to develop more non- 

adherence to ART than customers who waited for a shorter time in the clinic. In the 

present study quite a number of participants defaulted on adherence due to long waiting 

time. This is also confirmed by a research conducted in Western Cape, South Africa, 

among PLHIV (DeJager, Crowley & Esterhuizen 2018:6-7) and study done in Hosana, 

Town, Southern Ethiopia (Doyore et al 2016:5). 

 
Sub themes 4.4: Shortage of man power 

 
Inadequate manpower was also identified as a constraint to effective delivery of 

ART.HCPs who participated in IDIs reported that ART clinics are inadequately staffed and 

the staff available is overworked. 

 
A female nurse during in IDI reported: 

“The number of health professionals and patients flow   is not 

proportional. Even this reduces the quality of the service 

provision.”(ZMH). 

 
As female nurse participated during in IDI said: 

“In one Out Patient Department (OPD) I see 30 up to 70 patient 

medical cards within a day. There is an independent clinic for the 

TB patients; however, when the Patients come irregularly, the 

number will increase. The patients come at 2 A.M. When you open 

the office, they enter the room following us. The flow of patients to 

the hospital and the number of health workers (professionals) are 

incomparable .Therefore, there is a burden of work in this hospital. 

This makes poor quality health care’’ (TAH). 

 
HCPs in three hospital ART clinics performed different activities in providing care and 

treatment services for HIV/AIDS patients, but did not provide much follow-up assistance 

to support adherence. There are many possible reasons for HCPS failing to perform these 

activities. First, is the heavy work load of HCPS in the OPD clinics? The three ART clinics 

didn’t have enough HCPs or counselors and the number of staff at three ART clinics was 

very limited. Counseling was mainly done by nurses. Second, there is no strategic 
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management system for addressing ART adherence. 

 
The shortage of man power, which results in a heavy workload, was noted by the 

investigator. This problem results in reduced quality and may jeopardize patient safety. 

Lack of staff is a difficulty not at the research center, but in Ethiopia as a whole and this 

is proved by a research conducted by (Endalamaw et al 2020:1; Context 2011:1), whose 

result showed that shortage of staff in Addis Ababa was an obstacle to adherence to 

HIV/AIDS medication. 

 
Staff shortage is one of the common problems experienced by most health organizations 

in developing countries. A study conducted in Uganda showed that human capital for 

health emergency in SSA is not only one of the obstacles HCPs motivation have and has 

characterized delivery for many years. This is shown by absenteeism from duty and a 

rising low morale, partly from inadequate salaries, inadequate packages and incentives 

and a deprived work environment (Zakumumpa , Taiwo, Muganzi & Ssengooba 2016:2). 

 
In this study the majority of study participants were attended to by non-physician staff 

comprising health officers, nurses and midwives. The study findings are consistent with a 

study done in Uganda by Zakumumpa et al ( 2016:8)and in Ethiopia by Yakob et al 

(2016:12-13) ,which observes that human resources for health strategies adopted HIV 

service scale up success with task sharing of clinical tasks with non-physicians. 

Furthermore, studies showed that shortage of ART providers led to client long waiting 

time and sub optimal counseling on their ARVs treatment, which results in suboptimal 

adherence to ART (Chirambo et al 2019:8). 

 
Sub themes 4.5: Lack of training 

Some health care providers explained that lack of training for duty staff also accounted 

for poor adherence to ART. A male pharmacist in the in-depth interview who was 

participated reported that: 

 

 
“The main reason I think for the cause of poor adherence is the lack 
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of training in ART for health professionals. The case of 

professionals who directly joint this section (ART pharmacy) from 

campus without getting additional training on ART. Fresh health 

workers may not talk about the details of the side-effect of the pills 

while they are counseling and dispensing ARVDs to 

patients.”(TASH). 

 
Different studies showed that HIV/AIDS relating training using theoretical and practical 

approach brought a positive change in improving knowledge, attitude and perception for 

HCPs towards the care for HIV positive patients. Such education progress the manners 

and skills by HCPs towards the PLHIV thus decreasing the extent of HIV/AIDS associated 

illness and raise the stage of adherence to ART(FMOHE 2018:106; Mukherjee, Barry, 

Weatherford, Desai & Farmer 2016:360-361; WHO2016:89). But in this study some 

health  professionals reported that there is a lack of training on ART which is resulted in 

poor adherence to ART. 

 
Sub themes 4.6: Loss of documentation (patient medical card) 
The majority of patients reported that there is a problem of medical loss in the three 

hospitals. For that reason, some of the patients did not confirm their clinical results like 

VL andCD4. In addition to this, some patients stopped their medication, and sometimes 

they didn’t go to health facilities. Poor health services among health institutions cause 

poor adherence to ART. 

 
A female ARV user who was participated in IDI reported: 

“When I was given my drug before 3 months, my card was lost and 

they asked me, to avoid accusation, to wait for 3-4 days until my 

card found. But without my fault, I suffered for 9 months to search 

for my card. Once I came from Arba Minch (more than 500km away 

from Addis Ababa) and couldn't take my drug on Monday and 

Tuesday for they didn't get my card. This is one of the things that 

annoyed me. Till this time, I haven't card; they have asked me a 

week to find it but let me take the drug. I don't know about my CD4 

and VL status because of this reason. If my file gets found, I may 

take my pills from the hospital, around my workplace.”( ZMH). 
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Another female ARV user said: 

“I'm not satisfied with the services given by this hospital. They don't 

keep our medical cards properly. They misplaced my card several 

times and appointed me several times and they made me bored. 

There was also a time that I didn't take my tablets because of this 

reason.”(IDI;  ZMH). 

 

The health professionals, as well as policymakers, argued that there is a problem of 

patients’ medical cards getting lost in health institution for various reasons, for instance, 

lack of training for card clerks, manual utilization of patients’ medical cards instead of 

using electronic systems, and not having enough room for filing documents in some 

health institutions as national level in the country. Overall, these problems are the main 

predictors of poor adherence to ART. 

A female policymaker said: 

“As national level patients, the medical card has the chance get lost 

in health facilities. This is also among great challenges for the 

country. Most of the time, the patients' medical cards are used 

manually. The problem behind is manpower who reworking in this 

section did not get training and some of them did their task through 

a traditional approach. Such kinds of problems are the main 

contributors to poor adherence to ART.’’(IDI). 

 
Most health facilities provide health care services to a large number of patients and the 

drug dispensing professionals rely on manual systems on handling drug and patient 

information .This is time consuming and sometimes ends up in serious medical error. As 

patients load at health facilities increases from time to time, searching patient medical 

card, dispensing drug, follow up patients’ status, and generating active report manual 

becomes difficult and time-consuming. 

 

 
Sub themes 4.7: Supply (medications and reagents) 
Even if the hospitals managed to maintain a supply of ARV drugs and reagents, 
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sometimes there is a shortage of reagents and second-line ART in the country. Shortage 

of supply leads to reduce the quality of health care, drug resistance, treatment regimens 

shifting and poor adherence to ART. Drug/reagent shortages were reported by two health 

care providers from Torhailoch Hospital and Zewditu Memorial Hospital. 

As a male medical laboratory technician reported in-depth interview from Torhailoch 

Hospital: 

 
"There is a shortage of hematology special CD4 reagents. For 

example, CD4 reagent and VL reagents were stock-outs before 2 

months in this hospital. This does reduce the quality of health care 

and patients feel sad because their treatment regimens shifted 

based on their results. This program resulted in poor adherence to 

ART.'' 

 
Another female druggist reflected that: 

"One of the main causes is the failure to follow the prescription. In 

one situation there is a stock out medication that occurred not only 

in our hospital but also in Ethiopia as a whole for 15 days. So such 

inconvenienced causes poor adherence to ART.'' 

 
This finding was supported by a study conducted in Ethiopia by Berhanemeskel et al 

(2016:2), the lack of ARVDs and provisions in health services may compromise good 

administration which eventually raises death rate, drug resistance, medication 

complication and poor adherence to ART among PLHIV. 

 
In addition , a methodical interpretation of the HIV condition in Addis Ababa, found that 

inadequate laboratory services for instance HIV/RNA loading and medicine resistance 

testing are the crucial contributors for medication failure or non- adherence (Adal et al 

2019:9). Doyore et al ( 2016:6) ,showed that lack of ARV drug , otoscope ,clinical 

chemistry and reagent hematology and auto analyzers are indicators of medication 

failures and non- adherence to ART. According to WHO ( 2015:29), crucial factors in 

development and are ongoing engagement to medication and adherence consisting of 

upholding admissions to save ARV merchandise of free or cheap ARV medicines, 

services that are readily available and that keep secrecy, and support for community 
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adherence help. 

 

Theme 5.Disclosure and Stigmatization 
 
 

This theme describes disclosure and stigmatization .Almost all interviewees explained 

that disclosure and stigmatization were barriers to adherence. 

 
Sub themes 5.1Infulence of ART adherence 
The majority of the participants tried to hide their disease due for fear, social isolation, 

and loss of their families. Being HIV positive confers a strong sense of shame, with 

family also feeling disgrace. Even though families provide good care, true compassion 

is not seen from their friends. 
A male ARV user explained his experience. 

“I use an alarm but I want to postpone taking the pills only for a 

minute but usually I postpone it 30 minutes-1 hour to get hidden 

from my friends. ’’(IDI, ZMH) 

 
Another male ARV user added his experience: 

“I observed my mom's attitude towards other HIV person’s .She 

considers them as if they are weak and incapable of doing things like 

other people so if I tell her, the same would happen on to me. I'm her 

first son and she sometimes looks at me just like her friend or brother. 

So she will be broken if I tell her my case. She may feel desperate 

in life .I worry about her emotions I don't want to let her down by 

telling the truth. For me, I take it as normal and have no bad feeling. 

She is literate, but I don't expect her education to help her accept 

such an incident. She shouldn't know about me. It keeps her safe 

and normal. I wouldn't regret that I couldn't tell her.’’(IDI, TAH) 
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Another male expert patient explained the impact of stigmatization on social life in the 

community as: 
 

“At this time I have stopped my medication for one week. Since I 

have started taking ARV drugs I have not communicated with 

anyone. Stigmatization is also high in the community. People say 

there is no stigmatization among people on ART but this is also 

false. If you call for having coffee in your neighborhood they do not 

have a cup of coffee with you because being you are HIV patient. 

But they freely have a cup of coffee with those who are HIV 

negative. The reason they isolate from the social affair in the village 

is nothing rather being I am HIV positive.”(FGD, TASH). 

 
Disclosure to stigmatization resulted not only with poor adherence to ART but also 

psychological trauma and demoralization among patients on ART. 

 
A female ARV user felt: 

“I don't want to say to anyone. If they are informed, I will be 

discriminated against socially. Most people said that stigma and 

discrimination are avoided, but this is wrong; it isn't yet eliminated. 

No one can say that he/she is HIV- unless he/she is tested. You 

may hate for instance quarrel by someone; you may get insulted as 

‘AIDSAM’ in the Amharic language (a kind of insulting word: you are 

infected by HIV). Once I had this insult and I never tell my status to 

anyone.’’(IDI; ZMH). 

 
Another female ARV user reported during the in-depth interview: 

“Because I live with my family and my family doesn't know about 

my disease, I feel nervous to take my tablets.”(IDI; ZMH) 
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Health care providers at three hospitals said that stigma still existed in the community and 

it poses a challenge to control the expansion of HIV prevention, care, and treatment. 

A male medical laboratory explained his experience: 
“Sometimes many patients worn big 'gabi ‘(gabi means traditional 

clothes of Ethiopia) and cover their faces and came to our hospital 

for treatment inquiring. We, health professionals, become surprised 

by this event. Stigmatization is high in the community because the 

perception of the community is low towards the disease of AIDS/HIV. 

Pts wear such clothes are nothing rather they may fear a friend of 

them or, even hospital staff when they want to get the service.’’(IDI; 

ZMH) 

The effect of stigmatization on poor adherence to ART because of fearing to take in front 

of people as explained by the female nurse about her experience during the in-depth 

interview that: 
 

“Still stigmatization is there among PLHIV. I remember there is a24 

yrs old man who asked me to write to change the dormitory. He is 

a soldier and taking right now ART. He said I am just living with my 

friend in the same dormitory. If they know being I am taking ARV 

drugs, my friends, immediately stigmatize me. Most of the time I 

missed my medication because of fear. He said to me “please 

change my dormitory alone to take my medication properly; 

otherwise, I will try to stop it.” I am very sad when I heard this 

message because this is beyond my capacity and of course his 

friends are stigmatized him for timely.”(IDI; TAH). 

 
Stigmatization is worsened by staying for too long waiting in health institutions to get 

health service or medical care. 
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A female nurse during an in-depth interview explained her experience: 
 

“Another problem is they don't want to stay in health facilities for a 

long time because they have fearing and presence of 

stigmatization.”(ZMH). 

 
Many patients interviewed in the three hospitals namely, Zewditu Memorial, TorHailoch 

and Tikur Anbesa Specialized said stigma and discrimination were still a problem. In this 

study interviewed ARV users felt they were free to disclose their status to peer educators. 

 
Disclosure of one’s HIV status to their family members or friends was found to be a good 

indicator of adherence to ART. Those patients who did not disclose their HIV status were 

found to have poor adherence to ART in this study. 

 
According to a study conducted in Ethiopia among PLHIV by Bezabhe et al (2014:7), 

indicated that disclosure of HIV status and use of reminders enhanced treatment 

adherence to ART and retention in HIV management. Moreover, a research conducted in 

North West Region of Cameron among PLHIV showed that HIV-related stigma and 

discrimination are the main obstacles towards the effect of best adherence to ART (Ajong 

et al 2018:2). 

 
Stigmatization is an obstacle to successful avoidance of HIV/AIDS. Indirectly, 

stigmatization directing for example, to shortage of revelation to people of their HIV status, 

or shortage of HIV testing and care admission (Bernays, Paparini, Seeley & Rhodes 

2017:3). A research carried out in West and Central Africa indicated HCPs and health 

facilities are not exempt from stigma and discrimination. Because of poor privacy within 

health facilities, patients are often unwilling to look for HIV medication near home (Millions 

et al 2016:19). 

 
This study’s findings are in line with a study conducted in Addis Ababa by Dessalegn , 

Hailemichael, Shewa-amare, Sawleshwarkar, Lodebo, Amberbir and Hillman (2019:11), 

who stated that the majority of research participants who did not reveal their HIV 
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positive status because of frustrated with stigma, failure of association with partners, 

discrimination and verbal mistreatment, all leading to poor adherence to ART. 

Nevertheless, the concerns of stigma remain a challenge for some patients as they are 

still not at ease to tell their HIV status to their friends, employers and neighbors which 

leads to some patients worsening to take their tablets in the attendance of other people 

(Steward, Sumitani, Moran, Ratlhagana, Morris, Isidoro, Gilvydis, Tumbo, Grignon, 

Barnhart & Lippman 2018:334-335). 

 
Theme 6.Family and Social Support/Social awareness 

 
 

This theme describes the support structures available for PLHIV on ART. Study 

participants explained different ways of support need, including, family support and 

emotional support from their children, partner and peer educators. 

 
Sub themes 6.1: Children 

The majority of the respondents argued that social support from members of their families 

showeda high level of adherence compared to those who did not receive any support. 

They mentioned several sources of support for their ART adherence, including partner, 

children, and peer. 

A female ARV user emotional supported by her son said: 
“I do have a child who lives in America. She asks me daily how I 

feel, what is my result, whether I take my tablets based on medical 

check-up or not, and the food that I eat. This encourages me to 

take my tablets properly.’’(IDI; ZMH). 

 
Another female ARV user said: 

“My families are supportive and take care of me when I get sick; 

they immediately take me to the hospital. Such treatment gives me 

hope to live sometimes, my elder daughter who is a university 

student also advises me.’’(TASH) 
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Another indicator of adherence was to have HIV positive, HIV negative, relatives or friends 

to share experience or get reminders and support. Children are strong motivators of ART 

adherence, even becoming the main reason for living for many ARV users, especially for 

women. 

 
A female ARV user in explained her experience: 

“Exactly at 9 PM (night) when there is a new transmission on TV in 

the Amharic language, always my 9 years old daughter reminds me 

to take my tablet though she is not aware of why I'm taking it. She 

is my alarm.”(IDI, ZMH). 

 
Sub them 6.2: Partner 
Another male ARV user explained his experience 

 
“When the time arrives, I take the pills in the guest room because my 

wife reminds me by looking at TV news.” (IDI, TAH). 

 
Sub themes 6.3: Peer educators 
Peer educators help those living with HIV/AIDS through volunteer work providing the 

chance to look after each other and helping HIV infected people. A female peer 

educator said in IDI: 

 
“When I work as a volunteer house to house for patients stop to take 

their medication, I see my relatives who are on ART. I am the 

person who is on ART. When she is sick, I go to the Federal 

Ministry of Health to get a referral paper and then I link her to the 

nearest health institution. I do not do only this, but also I wash her 

clothes as well as prepare food for her. In addition to this, I receive 

aid from the non-governmental organization for her like powder, 

sugar, oils, and other things.”(TAH). 
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Adherence to the ART was also related to the readiness of help in reminding the PLHIV 

to take ARV therapy on time, food to take with ART therapy, cost of transportation for 

drug refill , emotional, moral ,and information from family members, friends, health care 

providers and peer educators. While social support was considered as facilitating 

adherence, lack of such support can have a negative impact. Some of PLHIV 

acknowledged the support they received from family members. Some patients stressed 

the important of HCPs and peer educators. 

 
However, not all PLHIV accessed support from family, HCPs, friends and peer educators. 

Kamaingi et al (2019:75) argued that patients who get help from family members and 

friends on the utilization of ARVDs adhere more than those who don’t get any assistance 

from families and friends/loved one state that family support has a potentially important 

role to play promoting ART adherence between HIV positive patients. Researchers have 

found that there is a positive association between events of family help and ART 

adherence (Poudel, Buchanan, Amiya & Tandukar 2015:2).In this study, the findings 

correlate with the statements given and shown in the above of all study participants 

interviewed. 

 
Theme 7.StrategiesARV user applied to help them adhering to their ART 
This theme describes the strategies ARV user applied to help them adhering to their ART. 

The sub theme was explained as follows: 

 
Sub themes 7.1: Adherence aid 
More of ART had been very inventive in discovering varied strategies to manage their 

medication in various circumstances. For instance, patients used different adherence aid 

methods, for instance, mobile phone alarm, radio, and TV remind their medications. A 

mobile phone alarm is a useful adherence reminder that many patients usually utilize to 

remind them to take their prescribed ARV drugs. 
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A male expert patient participated in FGD said: 
 

“I usually use an alarm to take my medication. Sharply I take my 

medication at@8: 00 PM. Since I have started to take my 

medication I use the same hour. Even after treatment is 

changed to me, I just use it at the same time.’’(TASH). 

 
Another male expert patient shared his experience: 

“Technical radio or TV sometimes they skip the actual time on 

presenting news. Sometimes they may delay presenting sharply. 

So I use my mobile watch to take my medications.”(FGD, TASH). 

 
Bezabhe et al (2014:9), stated cell phone utilization is increasing in Ethiopia and using 

alarm tones on cell phone aided patients to remind to receive their pills. Utilization of an 

adherence aid was reported by PLHIV in IDIs and FGDs as a major strategy to assist 

them to follow their ARVDs. In conformity with this research, (MOHE2014:106; 

Tegegne,Ndlovu & Zewotir 2018:11) suggested that sick person reminders instrument 

consists of cell phone alarm, phone calls and calendars are utilized to send concise 

reminders about the time of ARVDs. 

 
This is also supported by a study done by (Ceylan ,Koc,Inkaya &Unal 2019:203) in 

Turkey, which served as a reminder, making sure and looking for social help capital, and 

deciding the factors that negatively influence ART adherence and regarded as the 

probable involvement for rising ART adherence. Moreover, a research carried out in 

Lesotho between persons living with HIV on ART strategy reported that cell phone, TV 

and radio are treatment reminders for HIV sick persons (Axelsson, Hallager & Barfod 

2015:7). In our study the mobile phone alarm and/or mobile phone clock was often used 

by patients or their friends and family as medication reminders. 
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Theme8. Activities for adherence improvement (forward) 
 
 

This main theme describes the activities to be done for improvement of Adherence to 

ART. The sub theme is discussed below: 

 
Sub themes 8.1: Recommendation 
Most patients responded that all stakeholders such as the government, non-governmental 

organizations, and religious leaders must work on controlling the transmission of HIV. 

Some of them said the role of media on awareness creation is very poor in providing 

health education for youths and communities as compared to the previous tasks. 

As male expert patient ARV user who was involved in FGD suggested that the way 

improvement of adherence to ART: 

 
“The youths are at risk nowadays. They have sex on the campus 

whether they are HIV+ or HIV-. This is caused mainly by drug 

addiction. Because of this reason, you can't stop HIV transmission, 

not only in Ethiopia but also in America. You can stop this problem 

if each media discusses about it. Based on my experience, if 

Ethiopia had had a tight security 3 times better than America's 

security, it couldn't have stopped the expansion of drug addiction. 

To the best of knowledge, the media must give attention to the 

consequence of HIV on social, political, and economic aspects. 

Otherwise, the fate of this country is under risk because many 

productive age groups are dying now a days. ’’ (ZMH). 

A male ARV user added his view on the issue of religion regards to 

Adherence: “The church should give a lesson based on the Holy 

Bible about the disease. Anyone shouldn’t have sex before 

marriage. When persons want to get married, they should have an 

HIV test before they start living together”(IDI, ZMH). 
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In terms   of decentralization of ART services and awareness creation among the 

communities. 

A male ARV user during in-depth interview forwarded: 
“The government should once again work on educating the society 

about the virus down the kebele and district level so the 

government should begin creating awareness national wide just 

like the previous time. The viruses are alarmingly infecting the 

productive youth of the country. The youth are vulnerable to the 

virus which later brings the economic downfall of the country. 

Training should be given to the youth about the deadliness of the 

virus. People should understand the nature of the virus and 

thereby avoiding stigmatizing those living with the virus.”(TAH) 

Health care providers and policymakers argued that peer educators have played an 

important role in adherence to ART. 

 
As policymaker suggested in in-depth interview: 

“Patients experts are playing their role in optimal adherence to 

ART because they share their experience and create greater 

awareness among ARV users. In addition to health care providers 

give counseling to the patients. The expert patients are a good 

model for Adherence to ART. At this moment we are working very 

well near to this program to be supported by patients’ expert. The 

government has planned to launch a new transition. This means 

the government tries to facilitate allocating budget to recruit the 

expert patients to continue the program. If this plan is succeeded I 

expect that optimal adherence to ART among HIV positive 

patients. Community Coalition has a great role in the achievement 

of this program. Expert patients have their great role in adherence 

to ART because they initiate patients by giving counseling if 

patients stop their medication they give advice and differentiate the 

reason why they stop their medication and what is the main reason 

is for the patients’ death. These tasks and observation are done 

house to house by patient experts.’’(Federal Ministry of Health). 

Another   policymaker, the physician suggested way to develop adherence to ART as: 
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“Media must use actual documentary special about people who are 

HIV+ to share their experience and their life events on the problem 

of HIV. Another task is for the coming generation concerned bodies 

must give health education for elementary schools or HIV disease 

must be included in the curriculum.’’(IDI, ZMH). 

 
Health care providers who are taking ART training should not rotate from ART clinics to 

other medical wards. 

 

A male pharmacist who was participated during the in-depth interview suggested:  
“The health professionals who work on ART clinics shouldn't have 

rotation. Because of the rotation, health professionals who haven't 

taken the required training may serve in the ART pharmacy. When 

all these things have added up, they will be reasons for poor 

adherence. There should also be assigning relatively permanent 

health workers in this section.”(IDI, TASH). 

 
FGD and IDI study participants’ perceived enhancement of the gold standard adherence 

to ART offerings as being vital to patients, HCPs and organization .They explained that 

these included staff training, providing benefit package for HCPS and continues 

supporting clients by financial and moral. A study done in Adma Hospital Medical College, 

Ethiopia among ARVDs users by Endebu, Deksisa, Dugasa,Mulu and Bogale (2019:10) 

, showed that alertness, demonstrating clear advantages and SMS 
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for the ART patient affect person will improve adherence to ART. Other strategies 

reducing staff burnout are even distribution of workload and continuous provision of 

education and information about the advantage of ART for the clients. Wasti et al 

(2012:417), suggested that improving adherence by HCPs, regular follow up, maximize 

patients responsiveness of ART treatment, including the benefit and SEs of medication 

are the possible way of optimal adherence to ART. 

 
Furthermore a study carried out in Low-Middle Income Countries (LMIC) and Zewditu 

Memorial Hospital, Addis Ababa, suggested that peer psychosocial support for HIV and 

ART initiation, decentralized ART services, access to ART and adequate counseling and 

support such as economy and social for ARV user are possible methods for better 

adherence (Nachega, Sam-Agudu, Mofenson, Schechter & Mellors 2018:1488; 

Asemahagn et al 2018:110). 

 
Moreover, the methodical review literature suggested that the WHO and the US 

President’s Emergency Plan For AIDS Relief (PEPFAR), encourage peer follower group 

made easy by trained PLHIV to answer the special needs of fellow PLHIV and their friend. 

Such a group provides the reason of sharing experience, motivating disclosure, decrease 

stigma, strengthening patients copy skills and assist treatment adherence (Bateganya, 

Amanyeiwe, Roxo & Donge 2015:1). 

 
CONCLUSION 

 
In this chapter the exploratory qualitative study findings were presented. In this chapter 

IDI and FGDs found that there was contrary perception between ARV users and HCPs 

.The main barriers to adherence recognized were medication side effects, depression, 

illicit drug and alcohol use. The facilitators of adherence were found to incorporate 

family and social support and disclosure of their HIV status between HCPs and ARV 

users. 
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CHAPTER 5 
 

QUANTITATIVE FINDINGS AND DISCUSSION 
 

5.1. INTRODUCTION 
 

This chapter presents quantitative results from records of data interpretation. The chapter 

comprises three sections .The first section explains socio-demographic features, alcohol, 

and drug use, side effects, and social and family support .The second part estimates the 

level of adherence to ART treatment using Adult AIDS Clinical Trial Group instruments. 

This part also describes other characteristics of non-adherence such as missing the dose, 

neglecting ARV dose, or not taking the dose on time. 

 
The last section is about statistical testing. In order to assess the association between 

independent variables with non-adherence, bivariate and logistic regression are utilized 

.Logistic regression models are used to work out relates and to determine relates to 

adherence and to estimate the independent and over one effects of selected factors on 

adherence. 

 
5.2. RESEARCH RESULTS 

 
This section discusses the research findings. 

 

5.2.1. Response rate and sample size 
 

A total of 385 patients on ART were approached during this study, and data gathered 

from 382 respondents via face-to-face interviews with a structured questionnaire. Out of 

the three who weren’t interviewed, one left home and did not want to be traced, one 

refused to participate, and one had a hearing problem. The response rate was 99.2%, 

which keeps with the study’s assumption of a 10% non-response rate. 
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 5.2.2. Socio-demographic characteristics of the respondents 
 

 5.2.2.1.Age of distribution of respondents (N=382) 
 

The age distribution of respondents is illustrated in the following figure. 
 
 

 
Figure 5.1 Age distribution of respondents 

 
 

The mean age of respondents was 43+ 10.3SD with the minimum age of18 years and 

also the maximum age of 81 years. The age distribution of the respondents as displayed 

in Figure 5.1indicates that 39.8 %( n=152) of the participants were in the age group of 38- 

47 years, 34.8 %( n=133) were 47+ years age, 20.7 % (n=79) were between 28-37 years 

old and 4.7 %( n=18) were between 18-27 year old. This suggests that most of the 

respondents during this study had been comprised of adults. The mean age of the 

respondents was 43.7years and therefore the age ranges between18 years to 81 years. 
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Table 5.1: Association between age of respondents and adherence (N=382) 
 
 

Age group of study Participants Adherence Total P-value 
 
 
 
 
 
P= 0.001 

Poor 
adherence 

Good 
Adherence 

18-27 Count %within 
age of participants 

7 
14.0 

11 
3.3 

18 
4.7 

28-37 Count %within 
age of participants 

15 
30.0 

64 
19.3 

79 
20.7 

38-47 Count %within age of 
participants 

13 
26.0 

139 
41.9 

152 
39.8 

+47 Count % within age of 
participants 

15 
30.0 

118 
35.5 

133 
34.8 

Total Count %within age of 
participants 

50 
100.0 

332 
100.0 

382 
100.0 

 

Table5.1 shows the association between the age of the respondents and adherence. 

During this study, there was statistically significant association between the age of the 

respondents and their adherence to ART (P=0.001).This result is supported with a study 

carried out in Eastern Ethiopia (Letta et al. 2015:1) and (Shigdel, Klouman,Bhandari& 

Ahmed 2014:109).In contrast , another studies showed that there’s no statistically 

significant association between age and adherence (Abera et al 2015:3; Molla et al 

2018:5, Ceylan et al  2019:202;Ejigu et al  2020:104). 

 
 5.2.2.2. Gender Distribution (N=382) 

 

One hundred and seventy –one male patients (44.8%) took part in this study, and 

211(55.2%) were been females. This shows that there were more women living with HIV. 
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Figure5.2 Proportion by gender of sampled patients on ART (n=382). 
 
 

The relation of gender of participants is shown in the following table 
 

Table5.2: Association of gender status of the participants and their combined adherence to 
ART (N=382) 

Gender Status of study participants Combined Adherence Total 

Optimal Sub optimal 

Male Count% within adherence 

of scores 

149 

44.9 

22 

44.0 

171 

44.8 

Female Count % within adherence 

of scores 

183 

55.1 

28 

56.0 

211 

55.2 

Total Count % within of 

Scores 

332 

100.0 

50 

100.0 

382 

100.0 

 

Table 5.2 revealed the relationship between gender and adherence to ART. It indicated 

that among 171 males, 44.9% (n=149) reported optimal adherence and 44.0 %( n=22) 

had suboptimal adherence. Of the 211 females, 55.1 %( n=183) had optimal adherence 

while 56.0% (n=28) reported suboptimal. In this study, there was no statistically 

association found between the gender of study participants and their adherence to 

ART(P=0.907).This result is supported  by other similar studies  that exposed  the lack of 

association between gender and adherence (Bezabheet ,Chalmers, Breznicki, Gee & 

Petrson 2016:1020; Molla et al 2018:5; Gebrezgabher et al 2017:5; Koyra et al  2018:120; 

Aye, Puckpinyo & Peltzer 2017:6) .But, other studies reported that males are more 
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adherent than females( Azmach et al 2017:23). 

 
In contrast, the study undertaken in MizanTepi University Teaching Hospital, Ethiopia and 

Mekelle Hospital, Northern Ethiopia showed that the adherence level to ART regimen was 

higher for women than men (Edris et al 2018:90; Kidanemariam et al 2015:53). The 

discrepancy might be females believe in self efficacy in whatever they are doing so as to 

succeed and also the fact that males used stimulants and other drugs which affect 

adherence negatively than females. This finding was supported with our finding where 

women were more adherent than men. 

 
 5.2.2.3. Distribution using marital status 

 

Participants were requested to describe their marital status and the result is shown in 

Table 5.3. 

Table 5.3: Analysis of marital status (N=382) 
 

Marital Status of 
Respondents 

Frequency Percentage 

Single 93 24.3 

Married 231 60.6 

Divorced 20 5.2 

Widowed 38 9.9 

Total 382 100% 

 

Table5.3depicts the marital status of the respondents .As the result indicated 

that,60.6%(n=231) had been married,24.3%(n=93) hadn’t been married,9.9%(n=38) had 

been widowed ,and 5.2%(n=20) have been divorced. Nearly two-third of the study 

participants has been married. 
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Figure 5.3 Marital Status of the respondents and their adherence to ART (n=382) 
 
 

Fig 5.3 marital status depicts the marital status of the respondents with respect to their 

adherence to Anti retroviral therapy .Out of 93 study participants who are 

notmarried,81.7% (n=76) and 18.3% (n=17) have been determined to have good and 

poor adherence to ART, respectively. Among 231 study participants who are married 89.6 

% (n=207) had good adherence to ART and 10.4% (n=24) had poor adherence to ART. 
 
 

Among 38 participants who were widowed, 92.1 % (n=35) had good adherence and 7.9 

%( n= 3) had poor adherence to ART. Among the 20 study participants who were divorced 

70 %( n=14) had good adherence to ART and 30 %( n=6) had poor adherence to ART. 

In this study ,the vicariate analysis revealed that there is statistically significant 

association between marital status and self-reported combined adherence to 

ART(P=0.002).This finding was supported by the study  finding of other similar studies in 

West Ethiopia (Abadiga, Hasen,Mosisa&Abdisa 2020:7).In contrast, study done in 

MizanTepi University Teaching Hospital, Ethiopia(P=0.065) (Edris et al 2018:90)and in 

Turkish  University  Hospital(P=0.812)  (Ceylan  et  al  2019:200)  marital  status  has no 
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significant association with adherence to ART. The fact that the sample is large, that the 

studies are carried out in multiple- centers that we work at different hospitals for HIV/AIDS 

may have varied results. 

 
5.2.2. 4. Ethnicity of respondents (N=382) 

 

The pie chart below (Figure5.4) shows the distribution of respondents by ethnic origin, 

indicating that51.6%(n=197),27.0%(n=103),13.1%(n=50),6.5%(n=25) and 1.8%(n=7) 

belong to the Amhara, Oromo, Tigre, Gurage and other ethnic groups respectively. The 

results also consistent with a similarly study done in Addis Ababa by (Dessalegnet al 

2019:5) in which 358(49.2%) were belongs to Amhara Ethnicity. In this finding, the 

bivariate analysis indicated no statistically significant association between the ethnicity 

and level of adherence (P=0.267) which is supported by (Abadiga et al 2020:8; Shuper, 

Joharchi, Irving, Fletcher, Kovacs, Loutfy, Walmsley, Wong & Rehm 2016:957). 
 
 

 
 

Figure 5.4 Ethnicity distribution of respondents (n=382) 
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Fig 5.5 Religion Distribution of Respondents (n=382) 
 
 

5.2.2. 5 .Distribution by religion (N=382) 
 

Respondents were asked whether they belonged to any particular religion. Figure 5.5 

depicts the distribution of the study participants’ religion. Out of the whole number of 

respondents, 81.9% (n=313), 10.7 % (n=41), 6.3% (n=24), 0.3% (n=8) and 0.3% (n=1) 

followed Orthodox, Protestant, Muslim, Others and Catholic religion respectively. This 

shows that most of the study participants were Christians. Regarding the study 

participants, our results of Orthodox followers are smaller than the study done in North 

West Ethiopia in within which 378(85.9%) of study participants were followed Orthodox 

religion (Molla et al 2018:4). Some participants reported that certain religions promoted 

faith cure and the way such people (follower of the religion) were encountered to 

abandoned ART when the priests/pastor told them to possess faith that they were healed 

through prayer. A study done in Ethiopia and Tanzania showed different views regarding 

the effect religion to adherence to ART. In relation to spiritual beliefs in Ethiopia, the  healing  

potential  of  holy  water  was  related  to  non-adherence  to ART(Romero, 
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Cordero & García 2018:11). In study conducted in Tanzania, most respondents who took 

ART sought an herbal cure for HIV by going to a spiritual leader. 

 
Visiting the healer was associated with a significant, but not permanent decrease in 

adherence to treatment(Romero et al 2018:11).The finding is in agreement with a study 

conducted in Zambia by Moomba and van Wyk( 2019:4).There have been mixed  reports 

about some HIV patients being healed by faith and others becoming sick again or dying 

after the visit. Another study conducted in Papua New Guinea reported that countries with 

strong religious backgrounds can influence patients’ behavior towards their medication 

(Gare, Hanku, Ryan,David, Kaima,Imara, Lote,Crowe & Hearps 2015:10).Studied that 

both negative and positive association between adherence and religion are evident in 

other setting. Studies in Africa have found that people became more religious after they 

were diagnosed with HIV, and therefore sustained good adherence (Gare et al 2015:10). 

 
5.2.2.6 .Educational status (N=382) 

 

The data in Table 5.4 indicate that 31.4% (n=102) of the participants had a secondary 

education, 24.6% (n=94) had a primary education, 18.8% (n=72) had college diploma, 

12% (n=46) had university degree, 10.5 %( n=40) had no formal education and 2.6% 

(n=10) had master degree. The sample of the study included most of the participants 

(89.5%) who had some form of education so they were able to read and write completed 

their primary education. However, all the participants had some form of education given 

that they were able to read and write. 

 
According to Ethiopian Demographic Heath Survey(EDHS) the overall education status 

in Addis Ababa where only36% of adults have received secondary education (Zerfu 

2017:15).Many researches indicated that there’s an association between education and 

adherence level (Hassen et al 2018:337;Abera et al 2015:4).In contrast , some studies 

reported that there’s no association between adherence and educational status(Gupta & 

Das 2019:1723; Mehari et al 2017:153-154; Ejigu et al 2020:104).Our findings are 

consistent with the report of EDHS 2016. 



137 
 

Table 5.4: Analysis of Educational Status (N=382). 
 

Educational Status Frequency Percentage 
No formal education 40 10.5 

Primary education 94 24,6 

Secondary education 120 31.4 

College diploma 72 18.8 

University degree 46 12.0 

Master degree 10 2.6 

Total 382 100% 

 
 

5.2.2. 7. Occupation status (N=382) 
 

Table 5.5 explains study participants’ employment status. Seven categories of 

employment status were included. Out of the whole number of study respondents, 43.5% 

(n=166), were private employed, 25.1 %( n=96) were government employed, 13.4 %( 

n=51) were housewives, 9.7% (n=37) were pensioners, 6.0% (n=23) were unemployed 

(jobless) and 0.5% (n=2) worked for non-governmental organizations. 

 
These results showed that only 6.0% respondents were unemployed. No statistically 

significant association was found between the occupation status of the respondents and 

their level of adherence to ART (P=0.695).This indicates that adherence behavior of 

patients may not be influenced by the category of occupation. However ,other studies that 

examined the relation between employment status and adherence to ART was associated 

with non adherence (Koyra et al 2018:119; Uzochukwu et al 2009:192; Atanga, Ndetan, 

Fon, Meriki, Muffih, Achidi, Hoelscher & Kroidl 2018:7) . 
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Table 5.5: Occupation Status of Respondents (N=382) 
 

Type of occupation Frequency Percentage 
Private employee 166 43.5 

Government employee 96 25.1 

House wife 51 13.4 

Pensioner 37 9.7 

Jobless 23 6.0 

Self employee 7 1.8 

Non Government Organization 2 0.5 

Total 382 100% 

 
5.2.2. 8 .Monthly income of respondents (N=382) 

 

Table 5.6 depicts that among 382 respondents , 27.8% (n=106) earned a median monthly 

income between 501 and 1500 ETB, 23.0% (n=88) earned above 4800 ETB, 21.0% 

(n=80) earned a median monthly income between 1501 and 600ETB, 14.9% (n=57) 

earned within the range of 2601-3700ETB, 9.9% (n=38) earned a median monthly less 

than 500 ETB and 3.4% (n=13)earned within the range of 3700-4800 ETB. This showed 

that over one third of the respondents (37.7%) had an average monthly income less than 

1501 ETB which makes it difficult to survive within the context of Ethiopia. 

 
In this study 10% of the participants earn less than 500ETB per month which is lower than 

a study conducted in Eastern Ethiopia by (Letta et al 2015:3) and Western Ethiopia by 

(Abadiga et al 2020:5)133(22.0%) and 62(20.3%)of the study participants earn<500ETB 

per month  respectively. Similarly, another study undertaken by (Negesa et al 2017:3) 

also showed that 73 (23%) of study participants were earned <500 ETB average monthly 

income. 
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Table 5.6: Analysis of monthly income of respondents (N=382) 
 

Average Monthly income(ETB) Frequency Percentage 
<500 38 9.9 
501-1500 106 27.8 
1501-2600 80 21.0 
2601-3700 57 14.9 
3701-4800 13 3.4 
>4801 88 23.0 
Total 382 100% 

 

 
 

Figure 5.6: Average income of respondents and their adherence to ART (n=382) 
 

Figure 5.6 depicts the average monthly income of the respondents with respect to their 

adherence status. It showed that, among 38 respondents who got less than 500 ETB per 

month, 78.9% (n=30) had good adherence and 21.1 % (n=8) had poor adherence. Out of 

106 study participants who got 501-1500 ETB per month, 86.8% (n=92) reported optimal 

adherence and 13.2 % (n=14) had sub optimal adherence. 

 
Among 80 respondents who earned1501-2600 ETB per month, 91.3 %( n=73) had 

optimal adherence and 8.7 %( n=7) had sub optimal adherence to ART. Out of 57 

respondents who got 2601-3700 ETB per month, 77.2% (n=44) had optimal adherence 

and 22.8 %( n=13) had sub optimal adherence. Among 13 respondents who got 3701- 
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4800 per month, 84.6% (n=11) had optimal adherence and 15.4% (n=2) had sub optimal 

adherence. Out of 88 respondents who earned more than 4800 ETB per month, 93.2% 

(n=82) and 6.8% (n=6) had optimal and suboptimal adherence to ART respectively. 

 
In this finding, there was statistical association found between average monthly income 

and level of adherence (P=0.046).In contrast ,a study carried out in south east Ethiopia 

which indicated that income wasn’t significantly related to the level of adherence (Lencha 

2015:339). Koyra et al (2018:120), also reported that income wasn’t found to be a 

predictor of poor adherence to ART. The discrepancy with the finding can be assessment 

adherence methods, study design and socio economic characteristics of the study 

population. 

 
A study conducted in Uganda reported that higher income per month was associated with 

better global quality of life among PLHIV (Mwesigire,Katamba,Martin,Seely&Wu 

2015:16).Another study conducted in rural South Africa  among traditionalists ARV users 

indicated that ecological factors that are associated with non-adherence include long 

distance travelled , transport costs to health facilities and household income (Burman & 

Aphane 2019:1423). According to Peltzer & Pengpid (2013:150), it’s not clearly defined 

what effect socio -demographic factors have on adherence to ART among patients in a 

low and middle income country. 

 
5.2.3. Social and family characteristics 

 
Under this theme, one –sixth of respondents lived alone (64out of 382).More than 

half of the respondents lived and shared meals with between one and three people 

within the same house (55.2%).Many people lived with their parents (49.5%),their 

family (33.2%) and others (0.5%). Above 40% participants reported that their partners 

had taken care of them the most and reminded them to take ARVs frequently. Almost 

ninety -nine percent of respondents weren’t involved in a PLHIV self –help group or 

club (98.7%) and about one percent had been involved twice or more 

(seeTable5.7).Regarding living condition of respondents, our result finding is lower 

than the study done in Southern Ethiopia by Koyra et al ( 2018:117), 128(40.0%) 
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respondents were lived alone. The difference of the result may be stigmatization and 

therefore the individual behavior of the patient preference to live alone. Family and 

community members can both play positive and negative roles in ART treatment 

commencement and adherence (Reda et al 2012c:2). 

 
For instance, PLHIV myriad difficulties like  stigma ,family pressure& potential  for in 

advent disclosure to the public(Chen et al 2018:388).Similar study done in Lesotho 

showed support from family and or friends facilitated adherence (Axelsson et al 

2015:7). Axelsson et al (2015:7), recommended that patients should bring family 

members along to counseling and to treat family members together has shown to 

have positive impact on adherence. In contrast, according to study done in Ethiopia 

by (Bezabhe et al 2013:4) and study conducted in China(Yu, Luo, Chen, Huang, 

Wang & Xiao 2018:6)reported that lack of social support predisposing patients with 

HIV/AIDS to medication non-adherence. 
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Table5.7: Categorical family and social factors of respondents (N=382) 
 

Family and Social Characteristics Number of 
respondent 

Percentage of 
Sample 

Number of people living in the house and 
sharing meals 

  

0 64 16.8% 
1-3 people 211 52.2% 

>3people 107 28.0% 
Person(s)living at the same house and sharing 
meals 

  

Live alone 64 16.8% 
My family 127 33.2% 

My parents 189 49.5% 

Others 2 0.5% 

Person gives you care to remember to take 
ART( N=318) 

  

Husband /wife/partner 141 44.3% 
Parents 116 36.4% 

Children 57 18.0% 
Other family members 4 1.3% 
Involvement in PLWHIVs’ group or club in the 
last four weeks 

  

None 377 98.7% 

Once 1 0.3% 

>=2times 4 1.0% 

 
5.2. 4. Self Reported Mode of HIV Transmission/Acquisition (N=382) 

 
Table 5.8 depicts mode of HIV acquisition. According to self –report by the modes of HIV 

transmission were 39.5% (n=151), 26.2% (n=100), 17.5% (n=67), 11.8% (n=45) and 5.0% 

(n=19) from sex with man having HIV+, sex with woman having HIV+, blood transfusion, 

don’t know and share needles respectively. “HIV transmission/Acquisition in Ethiopia has 

been shown to be predominately through heterosexual transmission between couples, 

followed by a vertical transmission from mother to child” (Kassa 2018:2; Adedimeji, 

Abboud, Merdekios & Shiferaw 2012:2). 

 
This was also reflected within the current study as a majority 151(65.7%) of the study 

participants were infected through sexual intercourse with an HIV positive patient. This 
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was further supported by available literature which shows that HIV transmission in India 

is mainly by hetero sexuality(Kumar et al 2011:3). Occupation exposure to blood or body 

fluid; sharing needles with an HIV positive person, insertion and the medical procedure 

account for   very little because the modality of HIV transmission during this study. 

 
This finding is consistent with a study done in Zewditu Memorial Hospital, Ethiopia 

(Asemahagn et al 2018:109) .The probable reason was that they got infection  due to  not 

getting counseling service ,low awareness ,and missing to prophylaxis ,which can reduce 

the risk of infection .Thus ,the HIV prevention and control office within the country must 

carry out more effective intervention to stop HIV transmission . 

Table 5.8: Self-Reported mode of HIV Transmission/acquisition (N=382) 
 
 
 
 
 
 
 
 
 

 
 
 

 
5.2.5. Characteristics of Drug Substance and Alcohol use 

 
Table 5.9 shows that, out of 382, 89.3 % (n=341) had never taken alcoholic beverages in 

the last month; while the remaining 10.7% (n=41) had had experience in drinking alcohol 

within the last month. When stratified by sex, it’s clear that sex significantly influences 

these behaviors. Eighteen percent of men drunk alcohol the previous month and only five 

percent women did. Regarding the frequency of alcohol drinking the previous month, 

15.2% (n=26) and 4.3% (n=9) men and women drunk 1-3 times /week respectively. 

Almost 98.2% had never used an illicit drug/substance in the last month; while 1.8% 

reported using illicit drugs within the prior month. Sex has no association with using illicit 

drugs (P=0.108). 

Mode of HIV 
Transmission/Acquisition 

Frequency Percentage 

Sex with man having HIV+ 151 39.5 

Sex with woman having HIV+ 100 26.2 

Share needles 19 5.0 

Blood transfusion 67 17.5 

Don’t know 45 11.8 

Total 382 100% 
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All the alcohol users in the finding is below the study conducted in Northwest Ethiopia in 

which103 out of 647(15.9%) were accustomed to drinking alcohol ( Tadesse et al 

2014:4).On the other hand, alcohol drink in this finding is consistent with the study 

conducted in Easter Ethiopia (Feleke et al 2020:4)in which the use of alcohol in the last 

month was significantly associated related to the risk of adherence. The difference may 

be the sample size of North West Ethiopia was above the sample size of the current study. 

 
The number of participants using substance/illicit drugs during this study was consistent 

with a study conducted in East Wollega, Ethiopia where only 5(1.6%) respondents were 

illicit drug users (Bidu &Babure 2018:70). These suggest that illicit drug use may contribute 

to non-adherence. The association between illicit drug use and non- adherence   was   

documented   in   Nepal, Latin America   and Caribbean, Cambodia 

,Romania and Kenya (Wasti et al 2012:416; Costa et al 2018a: 9; Tuot, Mburu, Mun, 

Chhoun, Chann, Prem & Yi 2019:2; Iacob et al 2017:4; Mukui et al 2016:11). 

Table 5.9: Alcohol and Drug/Substance use (N=382) 
 

Variables Male Female Total P-value 
Alcohol use (last month)     

0.001 Yes 31(18.1%) 10(4.7%) 41(10.7%) 

No 140(81.9%) 201(95.3%) 341(89.3%) 
Frequency of alcohol use(last month)     

0.001 
1-4 times/wk 4(2.3%) 0(0.0%) 4(1.0%) 

1-3 times/month 26(15.2%) 9(4.3%) 35(9.2%) 

Occasionally 1(0.6%) 1(0.5%) 2(0.5%) 

Never 140(81.9%) 211(95.3%) 341(89.3%) 

Every used illicit drugs(last month)     
0.108 Yes 5(2.9%) 2(0.94%) 7(1.8%) 

No 166(97.1%) 209(99.06%) 375(98.2%) 
Frequency of illicit drugs use(last month)     

 
0.108 

Daily 5(2.9%) 1(0.5%) 6(1.6%) 

1-4 times 0(0.0%) 1(0.5%) 1(0.3%) 
Never 166(97.1%) 209(99.0%) 375(98.1%) 

 

Table 5.10 shows the number of respondents from each outpatient clinic varied. Most of 

respondents (84.8%) received ART services from Addis Ababa City because the hospital 

is found in Addis Ababa. More than half of the respondents (55.0%) attended their 
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treatments in Zewditu Memorial Hospital which is part of the public hospital under the 

supervision of Addis Ababa Health Bureau (AAHB).More than half (51.3%)lived far from 

the hospital ART clinic more than ten kilometers. Regarding distance of the study 

participants’ from home to the hospital clinic, the mean  was 25.1 km and SD 42.21) with 

a minimum 1km and maximum 400km which is in agreement with similar study conducted 

in Eastern Wollega ,Ethiopia (Bidu et al 2018:68). 

 
In this study, distance had no significant association with Adherence to ART (P=0.843). 

But in studies conducted in Ethiopia (Megerso et al 2016:89),in Lao PDR (Hansana et al 

2013:8),Southern Nigeria (Uzochukwu et al 2009:192) and Kenya (Mugoh, Kabiru & 

Mwaniki 2016:172)indicated that distance to the clinic is one of the main reason for non-

adherence to ART. A study conducted in Nepal showed that distance to treatment center 

is a great concern to PLHIV   and one of the key factors preventing adherence to ART. 

Patients who travelled one hour to hospital were more likely to be non- adherence to ART 

(Wasti et al 2012:416). 

Table5.10: Treatment and Clinical Characteristics of the Respondents (N=382) 
 

Treatment and clinical characteristics Number of 
respondents 

Percentage of 
sample(%) 

HIV+ Pts take ART from:-   
Addis Ababa City 324 84.8 

Outside of Addis Ababa City 58 15.2 

Administration level of ART clinic (Public Hospitals)   

Black Lion Specialized Hospital (Federal) 83 21.7 

Zewditu Memorial Hospital (Addis Ababa City Health 

Bureau ) 

210 55.0 

TorHailoch Hospital ( Armed Force) 89 23.3 

Distance from residence to clinic 
(Min:1 ; Max400;Mean and Standard 
Deviation(SD):25.1 + 42.2 

  

<=10km 186 48.3 

>10km 196 51.3 
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5.2.6. Treatment and Clinical Characteristics of Respondents 
 

Table 5.11 presents treatment and clinical characteristics of the respondents. All 

respondents in the 3 outpatient clinics were getting ART free of charge. There were 4 

types of ARV in first-line ART regimens. Fifteen percent of the respondents were on 

regimen 1c that includes zidovudine, lamivudine, and nevirapine. Regimen1d includes 

zidovudine, lamivudine, and efavirenz and second most common therapy used in the 

three ART clinics. The highest frequently used regimens were 1e (that includes ten of 

ovirdisoproxil fumarate, lamivudine, and efavirenz) used by 44.2%. 

 
A study conducted in Addis Ababa among PLHIV indicated that the vast majority of the 

participants were on first-line ART medications 262(96.0%) which is lower than the results 

study (Firdu et al 2017:4). The inconsistency may be caused by the source of population, 

treatment failure and co morbidity existence in our results finding as compared the study 

done in Addis Ababa among adolescents HIV positive patients. 

 
Twenty percent used either one of the second line regimens or some special regimen due 

to drug resistance and /or some health problem. The finding is consistent with a study 

done in Amhara region, Ethiopia where 18.8% of PLHIV were experienced on second line 

due to treatment failure in low income countries (Alene et al 2019:2). Another study 

conducted by Koyra et al (2018:118), indicated that 66 out of 320(20.6%) respondents 

were on second-line ART. Above half of the respondents CD4 count was greater than 

499 cells/µL. Nearly 50% of study respondents had ever undergone tuberculosis (TB) 

treatment and fifteen percent reported that present use of cotrimaxazole prophylaxis. 

 
Regarding CD4 count the finding was lower than a study done in North eastern Ethiopia 

in which 236(56.5%) of them had a base line CD4 count between 200-499 cells/mm3and 

(55.0%) had CD4 count of > or equal 500 cells/mm3( Legesse et al 2019:303).The 

discrepancy is our sample size lower than the study conducted in North eastern Ethiopia. 

A study undertaken in China indicated that patients initiating ART with high CD4cells 

count will likely adhere to the regimen as well as patients with lower CD4cell 

counts(Zheng ,Chen, Zheng, He, Xu, Jiang ,Luo ,Pan ,Yu ,Dong &Yang  2019:14982). 
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Three hundred sixty nine(96.6%) respondents had started cotrimaxazole prevention 

therapy .Our finding is higher than similar study done in Harar Public hospitals, Ethiopia 

in which 499(45.6%) study respondents were started Cotrimoxazole preventive therapy 

on ART initiation(Feleke et al 2020:4). The different results may be in this study finding 

early treatment of ART launched in Addis Ababa and much enough supply of ART 

commodities as compared to regional levels. 317(83.0%) were not started TB treatment 

whereas, 65(17.0%) respondents were started anti TB medications. This result is 

consistent with a study conducted in Nepal (Angdembe,Rai,Bam&Pandey 2019:9),in 

which 637(16.8%) respondents were started TB treatment during ART. 

Table 5.11: Treatment Characteristics of the Respondents (N=382) 
 

Treatment and Clinical 
Characteristics of respondents 

Number of 
participants 

Percentage of sample(%) 

ART regimen   
1c(AZT-3TC-NVP) 58 15.2 

1d(AZT-3TC-EFV) 80 21.0 

1e(TDF-3TC-EFV) 169 44.2 

2f(AZT-3TC-ATN/r) 10 2.6 

2h(TDF-3TC-ATN/r) 65 17.0 

CD4 count as baseline   
<200 cells/µL 27 7.1 

201-499 cells/µL 162 42.4 

>499 cells/µL 193 50.5 

Cotrimoxazole prophylaxis use   
Current 56 14.7 

In the past 313 81.9 

Never 13 3.4 

Tuberculosis treatment   
Yes 65 17.0 

NO 317 83.0 

Note: ATV/r: Atazanavir /ritonavir EFV: Efavirenz 3TC: Lamivudine NVP: Nevirapine 

TDF:Tenofovir Disoproxil Fumarate AZT: Zidovudine 
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5.2. 7. Frequency of Daily use of ARVs Drug 
 

Table 5.12: Frequency of daily use of ARVs drug among respondents (N=382) 
 

Frequency of daily dose(pill/s) Frequency Percent 
Once 169 44.2 

Twice 58 15.2 

Three 80 21.0 

Greater than three 75 19.6 

Total 382 100.0 

 

Table 5.12 shows that, out of 382 study participants ,44.2%(n=169)took a once daily 

regimen ,15.2%(n=58) took a twice daily regimens ,21.0%(n=80) took three pills per day 

and the remaining 19.6%(n=75) took more than 3 pills per day. This indicated that almost 

all the study participants were receiving a simplified regimen in the form of fixed -dose 

combination (FDC). 

 
Regarding the number of pills taken daily, the finding is higher than a study conducted in 

Southern Ethiopia by Koyra et al (2018:118), in which 80(25.0%) participants taking one 

pill per day. The inconsistency can be the total sample size in our study is higher than the 

study done in Southern Ethiopia .The ARV drugs taken by respondents were available in 

dual FDC (AZT/3TC, D4T/3TC and TDF/3TC) as well as triple FDC (AZT/3TC/EFV, 

AZT/3TC/NVP, TDF/3TC/EFV, AZT/3TC/ATN/r and TDF/3TC/ATN/r). 

 
The number of tablets taken daily was related with Adherence to ART in our finding which 

is in contrast with a study conducted in West Ethiopia(Abadiga et al 2020:8).In this study 

the number of tablets patients taking daily are minimum one and maximum 11 

respectively. This means there’s a pills burden in our finding because patients aren’t only 

taken HIV drugs but also other medications for co morbidities case. The result of this 

study is in line with a study done in Dubit Hospital, Ethiopia by Belayihun and Neguse 

(2015:1), which indicated that patients adherence to ART is influenced by regimen related 

factors like pills burden and frequency of dose. A study undertaken in Addis Ababa, 

Ethiopia showed that optimal adherence was measured using self-report measurement. 



149 
 

like number of prescribed pills taken and good following appointment dates(Sifir, Hailu 

and Bekana, 2018:14). 
 
 

 
Note: First line ARVs drug: AZT/3TC/NVP,AZT/3TC/EFV and TDF/3TC/EFV 

Second line ARVs drug: AZT/3TC /ATN/r and TDF/3TC/ATN/r 

 
Figure 5.7 Respondents on treatment regimens and their adherence to ART (n=382) 

 

Figure 5.7 depicts the study participants on treatment regimens with respect to their 

adherence status .It indicated that ,among 307 study participants who were on first – line 

ART regimens,87.6%(n=269) had good adherence and 12.4%(n=38) had poor 

adherence. Among 75 study respondents who were on second- line ART regimens, 84.0 

%( n=63) and 16.0% (n=12) had optimal and suboptimal adherence to ART respectively. 
 

5.2 .8. WHO HIV /AIDS clinical stage 
  

Out of 382 respondents 29(7.6%) were classified as being in WHO’s stage I; 76(19.9%) 

in WHO’s II; 130(34.0%) in stage III and 147(38.5%) in stage IV. There was a significant 

association between WHO/AIDS staging and adherence to ART (P=0.047). A higher 

number of patients who were on ART- adherence were found in stage IV (n=147; 38.5%) 
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followed by WHO stage III(n=130;34.0%).According to research conducted in SSA 

indicated that non-adherence in advanced HIV illness may be as a consequence of 

increased OIs (Omonaiye, Kusljic, Nicholson &Manias 2018:12) . 

 
In 2003,WHO suggested that ART for all those in WHO-defined stage III and IV and those 

with a CD4 200<or equal cells/mm 3 .Rewari et al ( 2017:90), reported that the 2010 

revision of these guidelines recommended increasing the threshold of ART initiation< or 

equal350 cells/mm3 for all PLWHIV who are co infected with TB or hepatitis. In 2013, in 

its first ever consolidated guiding principle on the use of ART,WHO recommended for 

beginning of ART to CD4 count < or equal 500 celles /mm3. 

 
Patients who were on WHO stage III and IV during initiation of ART have a poorer 

adherence to ART, and the finding is also supported by a study conducted in Eastern 

Ethiopia (Feleke et al 2020:4). On the other hand, the finding of this result WHO clinical 

stage III is lower than a study conducted in North-Eastern Ethiopia 200(47.8%) ( Legesse 

et al 2019:303) in Bahir Dar City, Ethiopia 252(41.9%) (Kindie et al 2017:5) and consistent 

with a study done in Gondar University, Ethiopia 206(36%) (Mekonnen et al 2019:2) .The 

discrepancy can be caused by the sample size and the study design. 
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Figure 5.8 Respondents WHO stages of HIV (n=382) 
 
 

5.2.9. Duration of living with HIV 
 

The duration of PLHIV among study respondents is given in Figure 5.9 below. Three- 

fourth 287(75.1%) of the participants have been living with HIV/AIDS for more than seven 

years. just about one –fifth 67(17.5%) have been confirmed /diagnosed with HIV between 

4-7 years .The rest 28(7.4%) respondents were diagnosed with HIV in less than 4 years 

prior to the study. The study of this result is lower than a study done in Lao PDR less than 

half (43.6%) were HIV positive for less than 36 months (Hansana et al 2013:5). The 

variation may be the sample size and time of ART initiation among the two studies are 

varied. 

 
On the other hand ,the finding is consistent with a study done in Chitwan, Nepal in which 

18(7.8%) were HIV positive for less than three years(Neupane ,Dhungana &Ghimire 

2019:4).The patient with the short duration had been on ART for 1 year while the oldest 

one had been on this therapy for 12 years in this study. 
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Figure 5.9 Duration of HIV diagnosis among respondents (n=382) 
 
 

 5.2.10.The use of adherence Aids towards treatment. 
 

Seventy -eight percent reported they used some techniques to remind  them to take their 

medicines; for example setting an alarm clock(15.4%) or reminder message on their cell 

phone (72.6%) or other strategies to establish a habit taking medication at a specific time, 

or having either a family members or a friend remind them when  the  dose was due. In 

this study our result is lower than similar study conducted in Addis Ababa, 77.9% of the 

total respondents used mobile alarm as a kind of adherence aid (Sifir et al 2018:14).The 

discrepancy might be the importance of memory aids in our study setting is not as such as 

provided by hospital ART staffs for patients regarding results of good education. 

 
This result is supported by a study done in Northern Ethiopia where 82.9% of the 

respondents used clock alarm that allowed for multiple daily reminders to receive ART 

drug(Shibabaw, Melkam &Shiabbaw 2018:21).Just about two-third of study participants 

(63.0%) found that these techniques helped them a lot in complying with their ARV 
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regimen. In this finding using of adherence aids or reminder has significant association 

with adherence to ART (P=0043). 

 
This result is consistent with a study conducted in Ethiopia by Ejigu et al (2020:104), which 

showed that respondents who used a reminder to take medication were 5 times more 

likely to adhere to ART compared to those who did not use a reminder. This finding was 

similar to a study conducted in Western Ethiopia which indicated that respondents who 

use alarm as reminder to take their ART drugs were more at risk to miss their drugs when 

compared with those who use people as a reminder to take ART drug (Bidu et al 2018:72). 

Also, a study conducted in southern east Nigeria indicated that for patients forgetting to 

carry their drug when going out, reminders and memory aids are expected to be helpful 

(Uzochukwu et al 2009:195). 

Table 5.13: The use of Adherence Aids among Respondents (N=382) 
 

Characteristics Number of 
participants 

Percentage (%) 

Kind of adherence aids among 
Respondents 

  

Clock alarm 59 15.4% 

Mobile phone alarm 277 72.6% 

TV/Radio program 46 12.0% 

Useful level of adherence aids   
Not at all 19 5.0% 

A little 31 8.0% 

Somewhat 92 24.0% 

A lot 240 63.0% 

 
5.2. 11. Descriptive statistics for depression 

 
As shown in Table 5.14,the mean total depression score( with possible scores ranging 

from 5 to 35) for the sample used to be 20.60(SD=4.84).From this mean finding, more 

than 50% of study participants had seen sometimes(1-2 days) depression symptoms in 

the last week. In this study there is a positive correlation between adherence to ART and 

felt lonely or felt sad (X2 =0.93; P=0.001). The results are corroborated by other studies. 
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The research conducted in Ethiopia by (Koyra et al 2018:120), suggested that depression 

is one of the factor leading to poor adherence to ART among PLHIVs. Depressed patients 

had had bad moods, even though good things brought happiness to them. 

 
A research done in Hawassa, Ethiopia has shown that being mentally ill has been 

associated   with   impaired   adherence  to  ART  and  poor care  outcomes(Duko,  

Geja,Zewude & Mekonen 2018:2).The same result was also found in a study in Vietnam 

(Tran,Dang , Truong,Ha ,Thi Nguyen,Do,Nguyen,Latkin &HO 2018:2) that depression 

was well recognized as predictor of poor ART adherence. Tran et al ( 2018:10),suggested 

that patients should be encouraged to report their health status  and to derive  help  from 

family members to minimize the risk of depression. In this result, patients who followed 

ART reported less depressive symptoms than those with suboptimal adherence .This 

result finding is consistent with a study carried out in Kazakhstan (Terloyeva, Nugmanova, 

Akhmetova, Akanov, Patel, Lazariu, Norelli & Mc Nutt 2018:12). 

Table 5.14: Experience with Depression Symptoms in the Last Week among Respondents (N=382) 
 

Depression items Mean SD 
I was bothered by things that don’t usually bother me 2.23 0.86 

I didn’t feel like eating ;my appetite was poor 1.72 0.76 

I felt fearful 1.93 1.01 

I was not happy* 2.49 1.03 

I felt lonely 2.07 1.04 

I felt sad 2.07 1.05 

I thought my life had been a failure 1.92 1.01 

I felt depressed 2.11 0.95 

I didn’t enjoy life* 2.51 1.04 

I felt that people dislike me 1.50 0.85 

Depression(total) 20.60 4.84 

 

Note: Items in italic with star (*) are reversed items. Scale range is 1-4, assessed 

depression symptoms over the past week: (1) never/rarely<1day ,(2) sometimes(1-2 

days),(3) often(3-4 days) and 4(always 5-7 days). 
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5.2.12 .Respondents’ experience with side-effects 
 

In the present study, a high proportion of the respondents showed signs and symptoms 

of adverse reactions to their treatment .Of these ,fatigue or loss of energy was the highest 

(54.1%),followed by bloating, pain or gas(46.4%),and difficulty falling or staying 

asleep(43.3%) (seeTable5.15).The prevalence of possible SEs was expected on the 

basis of responses to questions asking how much respondents had been bothered by 

each symptom. Within this very broad category, there was a subset of respondents with 

apparently severe side effects. The four side effects with the highest were difficulty falling 

asleep or staying awake(5.0%),bloating ,pain or gas in your stomach(3.4%), trouble 

remembering (3.1%)and muscle aches or joint pain (2.9%). 

 
A study conducted in Ethiopia reported that perceived factors for poor adherence to ART 

among respondents were drug related SEs (Bidu et al 2018:68).Most of the participants 

in this study had failed to adhere to ART in the last one month prior to the study and a 

relatively large proportion of the study participants reported having experienced ART SEs. 

Study participants have been known to become non-adherence as results of SEs of ART. 

This finding is consistent with (Kamaingi et al 2019:74)reports which indicate, SEs 

frequently occur on virtually all ART respondents resulting in upsetting symptoms that 

encourage them to be sub optimal adherent. 

 
A Study done in Nepal reported that ART regimens have toxicities and adverse SEs that 

vary from mild to severe and acute to chronic ,which can interfere with adherence (Wastiet 

al 2012:416).This results revealed that patients who had SEs were more likely to be non-

adherent and this has also been reported from many studies conducted in  low income 

and high income countries (Abadiga et al 2020:2;Yassin et al 2017:2;Moomba et al 

2019:2;Terloyeva et al 2018:12;Cooper et al 2016:10;Fontanari, Zanella , Feijó , Churchill 

, Lobato & Costa 2019:2). 

 
Ataro etal(2019:10) , reported that the most common side effects of ARVDs are nausea, 

rash, peripheral neuropathy and hepatotoxicity. A similar study done in Ethiopia by 
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Gudina et al (2017:50), showed that ADRs were prominent during the first 6 months 

after ART initiation. 

Table 5.15: Experience of Side Effects of the Sample (N=382) 
 

 
 

Variables 

Respondents 
having 
symptoms (%) 

Of those reporting symptoms degree 
bothered by symptoms 

Not 
(%) 

Not as 
Such (%) 

Little 
(%) 

A lot 
(%) 

Terribl 
y(%) 

Fatigue or loss of energy 54.1 24.3 26.2 36.1 11.0 2.4 

Trouble remembering 42.1 43.2 18.6 23.3 11.8 3.1 

Difficulty falling asleep or staying 

Awake 

43.3 45.3 14.1 22.0 13.6 5.0 

Cough or trouble catching your breath 19.9 72.3 12.0 8.1 6.5 1.0 

Headache 43.2 39.5 24.9 22.0 11.0 2.6 

Bloating ,pain or gas in your stomach 46.4 40.8 15.7 23.0 17.0 3.4 

Muscle aches or joint pain 35.9 51.3 18.3 17.0 10.5 2.9 

Diarrhea or loose bowel movements 25.0 65.7 11.8 14.1 7.9 0.5 

Nausea or vomiting 29.3 59.9 15.2 13.9 9.4 1.6 

Problems with weight loss or wasting 27.6 62.8 13.6 13.6 7.3 2.6 

Note: Scale range is 1-5 assesses degree bothered by symptoms during the last month:(1)don’t 

have this symptom,(2) it doesn’t bother me;(3) it bothers a little ;(4)it bothers me a lot(5)it 

bothers me terribly. 

 
The descriptive statistics for belief about health status are shown in Table 5.16 .As 

indicated there, the average of this scale (with potential scores ranging from 4 to 20) 

for the study was 11.36(SD=5.14). 
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Table 5.16: .Descriptive statistics of chance health locus of control of respondents (N=382) 
 
 

Belief/Chance about health status Mean SD 
Most things thatafeect my health happen to me by chance 2.92 1.64 

Luck plays a big part in deteminining how my health improves 2.79 1.55 

If my health deteriorates, it is a matter of fate. 2.31 1.54 

If I am a lucky, my health will get better 3.32 1.76 

Chance of Health locus of control(total) 11.36 5.14 

Note: Scale, range is 1-5, assessed degree of agreement with each sentence. 

(1) Strongly Disagree, (2)Some-what Disagree, (3) Neither Agree Nor Disagree, (4)Some – 

what Agree, and( 5) Strongly Agree 

 
 5.2.13. Adult AIDS Clinical Trial Group Adherence Distribution of   

Respondents (AACTG). 
 

The modified AACTG tool was used to count the number of doses which respondents did 

not take in the previous four days. Most of respondents were required to take ARVs twice 

a day with the time interval between two doses of twelve hours. Therefore, they were 

required to take a total eight dose during the past four hours. 

 
In this study, 86.9% (n=332) who had scores equal to or greater than 95% were 

categorized as good adherence, and 13.1% (n=50) of respondents who had adherence 

scores < 95%were classified as suboptimal adherence .The mean of adherence score 

was 1.87 (SD=0.338) as seen in Figure5.10. 

 
At least 95% ART adherence is needed to suppress viral replication show clinical 

improvement and maintain treatment target (WHO 2017:22). If this adherence level is not 

maintained then it has public health implication and poor health outcomes like drug 

resistance, treatment failure and increase OPIs (Dereje, Moges, Nigatu & Holland 

2019:230). Adherence was calculating using ART patients self report in this study for the 

previous 4 days. 
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In this finding , the rate of adherence to ART was obtained to be 86.9%.This is almost in- 

line with those research conducted at China (Yu etal 2018:1)and Gondar referral 

hospital(Molla et al 2018:1),which indicated 85.5% and 88.2% ,respectively. However , it 

is more than a research conducted in Nekemte Specialized Hospital, Oromia, Ethiopia 

(81.0%)(Ejigu et al 2020:97),Addis Ababa(79.1%)(Firdu, Enquselassie & Jerene 2017:1), 

in Felege Hiwot and Gondar University Hospitals, northwest Ethiopia (75.6%)(Bezabhe 

et al 2016:1018) and in SSA (72.9%) (Heestermans et al 2016:1). This variation might be 

due to differences in, adherence measurement tools self report 4 days, socio 

demographic characteristics ,sample size and study designs/methods. In low income 

countries many researchers have been done among PLHIV on ART in order to measure 

their adherence to ART (Yaya, Landoh, Saka, Patchali, Wasswa, Aboubakarie, N'Dri, 

Patassi, Kombate & Pitche 2014:2). Yaya et al (2014:2), stated that adherence to ART 

was expected at 55.4% in Congo and 93% in Senegal. Adherence to ART among PLHIV 

is affected by many factors such as patient related, medication or treatment related and 

psychosocial and health facilities. 
 
 

 
Figure 5.10 AACTG Distribution of Respondents (n=382) 
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5.2.14. Reasons for not taking medication on time or missing dose 
 

To further search issues associated to adherence to ART, reasons for missed doses, or 

not taking oils on time were analyzed. Table 5.17 shows the various reasons for not taking 

medication on time or missing doses. The four most commonly cited reasons were, being 

away from home, having visitors and not wanting them to know about one’s HIV status, 

being busy with other things, and being unwell. The least commonly cited possible 

explanation for missing a dose of ARV or not taking them on time was using a drug and 

forgetting about the treatment. 

 
Different researches indicated that the possible reasons for skipping were forgetting to 

take , being far from home, being busy ,running out of pills ,drug toxicity, too ill and fear 

of stigma which were similar to other studies in Ethiopia (Letta et al 2015:4-6),in Mono 

state of Myanmar(Aye et al 2017:2),South Africa(Loggerenberg et al 2015:302)and 

Cameron( Atanga et al 2018:5). 

 
Letta et al (2015:6), reported that a strong message for future intervention that can be 

tailored to each of them through message using mobile technology .At the same time, for 

patient who claimed being away from home as a reason, it is possible to encourage them 

plan a kind of regular reminder for themselves every time the patient goes away from their 

residential home. This result is in line with a study conducted in North West Ethiopia in 

which being away from home as the primary reasons for missing doses (Tadesse & 

Wubshet 2014:6). 
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Table 5.17: Reasons for not taking medication on time or missing dose among respondents ( 
N=382) 

Items Number of 
respondents 

Percentage of 
sample  (%) 

Were away from home? 220 57.6 

Were busy with other things 170 44.5 

Wanted to avoide the SEsof the treatment 64 16.7 

Used a drug and forgot about the treatment 5 1.3 

Had alcohol and forgot about the treatment 19 4.9 

The clinic is too far away to get my drugs in time 38 9.9 

The number of tablets that I must take are too many 40 10.4 

Due to a lack of money for food or transport 45 11.8 

I fear the harmful or toxic side effects 94 24.6 

I felt ill 169 44.2 

I had visitors and did not want them to know about 

my HIV status 

217 56.8 

 
 5.2.15.Other characteristics of ART adherence 

 
Another aspect of ART adherence is that patients should keep their appointment with 

health care providers. Only 19 out of 382 respondents (5.0%) missed at least one 

appointment in the previous three months. These participants reported the most common 

reasons for missing appointment were busy (21.0%), out of town (73.7%) and afraid of 

being victimized (5.3%) (SeeTable5.18) .Suboptimal adherence is defined in terms of total 

missed appointment described by more than three days per month (Yassin et al 2017:3). 

 
According to Endebu et al (2019:2), missing an appointment to visit clinic and patients 

being away from their medication are the main barriers to ART adherence. The results 

are consistent with a study conducted in Togo in which most of patients 250(85.9%) had 

complied with the appointment of ART prescription (Yaya et al 2014:4). Abdulrahman etal 

(2019:31), conceptualized repeated missed appointment have been shown to result in 

non-adherence to medication, faster disease progression and treatment failure. 
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According to(Abdulrahman et al 2019:34) the bulk of studies from Asia show that the 

distance from home to health facilities is a major factor for missing clinic appointments. 

The current study found that being out of town was the most common reason for patients 

missing their doses or appointments, which is similar a study done in Gobba Hospital, 

Southeast Ethiopia reported that being busy and away from home (Lencha et al 

2015:339).Another study conducted in Cameroon indicated that regular attendance to 

pharmacy refills and clinic visit appointments are associated with better adherence to ART 

(Fonsah et al 2017:13). 

Table5.18: Characteristics of ART Adherence among Sample (N=382) 
 

ART adherence characteristics Number of 
respondents 

Percentage of 
Sample (%) 

Every missed appointment with Health 
care providers 

  

Yes 19 5.0 

No 363 95.0 

Most common reason for missing 
Appointment 

  

Busy 4 21.0 

Out of town 14 73.7 

Afraid of being victimized 1 5.3 

 
 5.2.16. Treatment in relation to health care providers assessment 

 
As shown in Table 5.19, out of 382 study participants 75.2% (n=287) believed that HCP 

had told them about the effects of ARVs drug. Out of 382 responses to a statement on 

HCP told me what treatment would be 2.4% (n=9) indicated strongly disagree, 2.1% (n=8) 

somewhat disagree, 12.0% (n=46) indicated neutral, 48.4 %(n=185) somewhat agree and 

35.1% (n=134)indicated strongly agree. Of the total participants (N=382), 53.1 

%( n=203) somewhat agreed and 35.1 %( n=134) strongly agreed to the treatment 

protocol was clearly explained by HCP. The majority of the respondents 90.3%(n=345) 

had informed by their HCP the changes to expect in my body when taking ARVs( the 

possible side effects of each of my ARVs are) .The mean total scores of the patient 

information  index ( i.e perceived  quality of  information from HCP  ,ranged from 4 to 20) 
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for the sample was 16.5(SD=2.96).The study findings showed a good patients –health 

care providers relationship even though it does not show any significant association 

(P=063). 

 
This result is consistent with a study conducted in Gambia by Gassama et al (2018:7), 

where respondents agree that they receive adherence counseling ,support ,as well as 

privacy being maintained during counseling from their HCPs. Soares, Britol,Limaand 

Lapa (2019:483),argued that the role of health care services is extremely important in 

relation to adherence to ART. If dialogue with good communication from the service 

available, a more reliable and committed relationship becomes possible. Another study 

done by Hansana et al (2013:9), suggested that provider attention to developing a good 

relationship with patients, taking time to address concerns about the medication SEs can 

improve adherence. 

 
A research conducted among Africa –American PLHIV indicated  that high levels  of race 

–based medical mistrust predicted lower medication adherence, whereas, neither trust in 

own physician nor trust in HCP notably predicted medication adherence (Pellowski, Price, 

Allen, Eaton & Kalichmanb 2017:1127-1128). 

Table 5.19:.Descriptive Statistics of Treatment in Relation to Health Care Providers Assessment 
scale( N=382) 

Variables Strongly 
Disagree 

Somewhat 
Disagree 

Neither 
agree nor 
Disagree 

Somewhat 
Agree 

Strongly 
Agree 

N(%) N(%) N(%) N(%) N(%) 
The HCP told me about effects of my 
ARVs drug 

13(3.4) 18(4.7) 64(16.8) 210(55.0) 77(20.2) 

HCP told me what treatment would be 9(2.4) 8(2.1) 46(12.0) 185(48.4) 134(35.1) 
The treatment protocol was clearly 
explained by HCP 

14(3.7) 6(1.6) 25(6.5) 203(53.1 134(35.1) 

HCP told me the changes to expect in 
my body and health when taking 
ARVS 

13(3.4) 5(1.3) 19(5.0) 122(31.9) 223(58.4) 

Patient Information total index 16.50 2.06 
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 5.2.17. Disclosure of HIV status 
 

Out of 382 respondents, 90.8 %(n=347) disclosed HIV status to their social and family 

support, and 9.2%(n=35) had not told their HIV status to social and family support (as 

shown in table 5.20).This result is higher than the research conducted by (Mekonnen et 

al 2019:2)in University of Gondar comprehensive specialized Hospital,(Dessalegn et al 

2019:7-9)in Addis Ababa(Naomi et al2018:27) in Kenya and ( Kidanemariam et al 

2015:53) in north part of Ethiopia, Mekelle Hospital in which the disclosure HIV status is 

88.4%,82.5%,69% and 65.4%, respectively. 

 
In many studies where HIV disclosure was low, they were established to have low ART 

adherence. Literature proposes that HIV disclosure facilitates ART adherence (Yayaet al 

2014:9; Shigdel et al 2014:114). In a study done in Sokode, Togo by (Yaya et al 2014:9) 

compared to HIV status those who were reluctant to disclose their HIV status  were more 

likely to be non-adherence to ART.PLHIV who did not disclose their HIV status were more 

likely to report frequent ART interruption and fear to be discriminated or stigmatized. 

Table 5.20: Disclosure to HIV status (N=382) 
 

Have you ever told your HIV status to social 
and family support? 

Frequency Percentage 

Yes 347 90.8 

No 35 9.2 

Total 382 100.0 

 
5.2.18. Family and social factors among respondents 

 
The descriptive statistics for the scales related to social and family support and 

relationship are shown in Table5.21.The mean total disclosure score (ranging from 6 to 

15) was 9.34(SD=1.09).Looking at each item of this scale, the mean of the disclosure level 

to family was highest (Mean=3.94; SD=0.39), and the mean of the disclosure level to 

educators was lowest (Mean=1.00;SD=0.05).Among four sources person to remind or 

help to take ARVs(Mean=8.79,SD=1.26)and followed by person helped by financial and 

emotional (Mean=8.75,SD=1.12). 
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The finding agrees with studies in China(Xu et al 2017:2)and Ethiopia that positive 

interpersonal relationship to enhance ART adherence has  emphasized  the  significance 

of social support in the treatment of HIV patients (Letta et al 2015:6). On the other hand, 

research conducted in Dire Dawa town, Ethiopia showed that ART family support was 

considerably related with ART adherence level (Negesa et al 2017:4). Negesa et al 

(2017:4), argued that patient on ART are supported by their families or friends they were 

restricted with treatment protocol and this may lead to good adherence level to their ART. 

 
The use of family members and peers to enhance ART adherence has emphasized the 

significance of social support in the treatment of HIV patients (Poudel et al 

2015:11).According to Poudel et al (2015:11), reported that positive forms of family 

support ,especially in the emotional domain ,appear to be protective toward improving 

ART adherence. 

 
In contrast, research done in Eastern Ethiopia reported that patients who had family 

support less adhered to the treatment than those who had no family support (Mitiku, 

Abdosh & Teklemariam 2013:5).Mitiku et al (2013:5), indicated that family support alone 

is not a factor to increase the uptake of ART; support from friends ,community, 

government, NGOs, and other groups supporting PLHIV also to be emphasized. Another 

study done in Brazil indicated that social support plays an important role in mitigating the 

negative consequence of stress events ,while insufficient support from people in the social 

and familial environment seems to negatively affect adherence to ART (Soares et al 

2019:481). 
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Table 5.21: Family and Social factors among respondents (N=382) 
 

Family and Social Characteristics Mean SD 
Disclosure of ARV treatment status   

Family 3.94 0.39 

Friend 1.33 0.81 

Peers 1.06 0.42 

Educators 1.00 0.05 

Disclosure (total) 9.34 1.09 

Help to take ARVs   
Family 3.63 0.98 

Friend 1.12 0.54 

Peers 1.02 0.25 

Educators 1.00 0.15 

Remember to take ARVs(total) 8.79 1.26 

Tangibles support (finance ,transportation ,emotional support 

/food and medical supplies) 
  

Family 3.66 0.94 

Friend 1.07 0.46 

Peers 1.01 0.18 

Financial and emotional support(total) 8.75 1.12 

 
5.2.19. Items mean/SD scores of adherence to ART among respondents 

 
The number of items was63 with items mean of 125.30 and (SD=32.39).The maximum 

mean score was obtained in family/friend/social support 26.90 and the minimum mean 

score was showed in treatment related to ART 10.70(See Table5.21). 

 
5.2.20. Reliability and validity /Cronbach are α Adherence to ART. 

 
Data collected from 382 HIV/AIDS in three ART clinics were used to create the internal 

consistency of the measures used in this study. Using SPSS for window22, the result of 

Cronbach’s alpha for each measure was calculated. Bernarda, Gottems, Carvalho, 

Guilhem & Maria- Pires (2018:3), stated that “the generally up on lower limit for 

Cronbach’s alpha is 0.70”. This result was 0.70 as predictors of sufficient internal 
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consistency .The overall Cronbach’s alpha for belief about health condition , health 

symptoms in the last month, reason for missing dose ,Health Care Providers(HCPs) to 

patients and treatment characteristics to ART ranged from 0.798 to 0.950.This shows that 

all items of these variables are contributing to overall reliability .The Cronbach’s alpha for 

internal reliability of family/social/friend support and depression were small (from 0.556 to 

0.667) and below the up to standard requirement(as seen in Table 5.22). 

Table 5.22: .AACTG questionnaires scale reliability, Mean (SD) among respondents (N=382). 
 
 

Scores Number of items Cronbach’s α Mean/SD 

Total scores 63 0.823 125.30(32.39) 

Depression 10 0.667 20.60(4.84) 

Health Symptoms in the last month 10 0.837 19.75(7.18) 

Belief about health status/faith 4 0.798 11.36(5.14) 

Reason for missing dose 11 0.860 19.49(5.55) 

Health Care providers (HCPs) in formation to 

Patients 

4 0.845 16.50(2.96) 

Treatment characteristics to ART 6 0.950 10.70(3.22) 

Family/social/peer support 18 0.556 26.90(3.50) 

 

Table 5.22 shows that there was no association between involvement in PLWHIVs’ or 

group or club in the previous month and ART on time adherence. 

Table 5.23 Univariate analysis of involvement in PLWHIVs’ groups by time non-adherence 
AACTG (N=382) 

 
Involvement in PLWHIVs’ group or 
clubs in last month 

Poor 
Adherence 
(%)n=50 

Good Adherence 
(%)n=332 

COR 95%CI P-value 

Once/month 50(100.0) 328(98.8) 1.0  

2-4 times/month 0(0.0) 3(0.9) 0.77(0.52,1.27) 0.99 

More than 4 times/month 0(0.0) 1(0.3) 0.92(0.52,1.48) 1.0 

 

Table 5.23 displays the univariate analysis relationship between alcohol / drug use and 

ART dose non-adherence .As shown here, poor adherence was not related to alcohol 
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use and use of illicit drug in the prior month. Main possible explanation for this result might 

be most of the respondents were not consumed alcohol and used abuse/ illicit drugs in 

the prior month. In contrast, a research conducted in Lesotho reported that alcohol is a 

problem of SSA, especially with its unfortunate effects on HIV transmission rates and ART 

adherence (Axelsson et al 2015:7).Another research performed in Nepal also supported 

that alcohol consumption is one of the predictors of ART non- adherence (Neupane et al 

2019:7-8).Heestermans et al 2016:1) also reported that alcohol use increases chances of 

non -adherence. The main reasons were that patients may forget to take their medication 

as consequence of alcohol use. 

 
In one finding illicit drugs were not related to suboptimal adherence to ART .The main 

reason in our study context is the number of illicit drug users is very small in numbers. 

Most research indicated that illicit drugs utilization are directly associated with non – 

adherence to ART among PLHIV. A research conducted in Kenya showed that ART 

patients who reported recreational drug uses were more likely to be non-adherent to their 

ARV compared with those did not report drug use. 

 
Substance abuse can interfere with persons taking their ART medication (Mukui, 

Ng’ang’a, Williamson, Wamicwe, Vakil,Katan & Kim 2016:11).Similar research conducted 

in Canada(Joseph, Kerr ,Puskas ,Montaner ,Wood &Milloy 2015:1128)and in South 

America Caribbean(Costa et al 2018b:9) also indicated that abuse drug use increased 

suboptimal adherence to ART. 
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Table 5.24: Univariate analysis alcohol and drug use among study participants (N=382) 
 
 

Variables Poor adherence 
(%)n=50 

Good adherence 
(%)n=332 

COR95%CI P-value 

Alcohol use (last month)     
No 45(90.0) 296(89.2) 1.0 0.857 

Yes 5(10.0) 36(10.8) 1.095(0.408,2.936) 

Frequency of alcohol use(last month)     
Never 45(90.0) 296(89.2) 1.0 

1-4 times/wk 0(0.0) 4(1.2) 2455(0,0) 0.999 

1-3 times/month 4(8.0) 31(9.3) 1.178(0.397,3.496) 0.768 

Occasionally 1(2.0) 1(0.3) 0.186(0.009,2.474) 0.186 

Every used illicit drugs(last month)     
 

0.967 
No 49(98.0) 326(98.2) 1.0 

Yes 1(2.0) 6(1.8) 0.752(0.086,6.569) 

 
Table 5.24 displays the univariate analysis of relationship between clinical treatment 

factors and time non-adherence patients who had been on ART <12 months 3.3 times 

higher(95% CI 1.514,7.532) odds of time non-adherence relative to those who had been 

on ART more than 24 months(P=0.002).There was no information indicating a 

relationship between ART on time adherence and other factors such as CD4 counts, 

every been on TB disease, cotrimaxazole prophylaxis ,disclosed HIV status and distance 

from residence to clinic . 

 
This result is consistent with, a research done in Ethiopia indicated that WHO clinical 

stage was an important predictors of ART (Assemie, Alene ,Ketema & Mulatu 

2019:9).Furthermore, a research done in Nepal is supported our result in which PLHIV 

on ART was significantly associated with WHO clinical stage (Angdembe et al 2019:9).  It 

is not clear why those with high CD4 count in patient  with medication  adherence  than 

those without medication adherence according to research performed in Shiraz, Iran 

(Motazedian, Sayadi & Firoozbakhtian 2018:391). 



169 
 

Motazedian et al (2018:391), reported that the finding of research conducted in south 

India showed that people with CD4 of above 500cells per micro liter and for prolonged 

drug users had suboptimal adherence to medication. The possible reason people with 

higher CD4 felt good health as compared the patients having CD4 less. The result findings 

CD4 has no relation to non-adherence to ART which is contrary to a study done in Nepal 

(Angdembe et al 2019:14). 

 
Similarly, research conducted in Ethiopia indicated that patients who were on ART 

treatment for a long duration were more adherent than those who were on short duration 

treatment (Gassama et al 2018:7) which is in line with our finding. The possible 

explanations for the inconsistency could be these researches included those patients who 

had <6 months’ duration on ART since ART at early phase of treatment might have severe 

ADRs. On the other hand, according to study conducted by Belayihun et al (2015:3), 

showed that there is a negative relationship between adherence and long duration on 

ART regimens. 

 
In this study higher CD4 number has no relationship with adherence to ART. On the 

contrary, Hassen et al (2018:332) reported that patients with optimal adherence may 

accomplish the goals of ART and get maximum benefit such as CD4, prevention of viral 

resistance and prolong life expectancy. In the same way, a research conducted in China 

showed that optimal adherence is related to higher CD4 counts (Chen et al 2018:384). 
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Table 5.25: Univariate analysis of clinical and treatment factors by time suboptimal adherence 
AACTG (N=382) 

Variables Poor adherence 
(%)n=50 

Good adherence 
(%)n=332 

COR 95%CI P-value 

WHO Stage     

I 3(6.0) 26(7.8) 1.0  

II 11(22.0) 65(19.6) 0.682(0.176,2.644) 0.580 
III 23(46.0) 107(32.2) 0.537(0.150,1.925) 0.340 

IV 13(26.0) 134(40.4) 1.189(1.317,4.469)* 0.047 
CD4 Count     

<200 1(2.0) 26(44.9) 1.0  

201-499 24(48.0) 138(41.6) 856(0.468,1.565) 0.613 
>499 25(50.0) 168(50.6) 3.869(0.503,29.785) 0.194 
ART Regimen     

1c(AZT-3TC-NVP) 8(16.0) 50(15.1) 1.0  

1d(AZT-3TC-EFV) 10(20.0) 70(21.1) 1.120(0.413,3.038) 0.824 

1e(TDF-3TC-EFV) 20(40.0 149(44.9) 1.192(0.494,2.875) 0.696 

2f(AZT-3TC-ATN/r)/ 2h(TDF-3TC- 
ATN/r) 

12(24.0) 63(19.0) 0.840(0.319,2.213) 0.724 

Duration of ART     

3-12 months 0(0.0) 4(1.2) 1.0  

13-24 months 2(4.0) 15(4.5) 1.150(0.255,5.188) 0.856 
>24 months 48(96.0) 313(94.3) 3.312(1.514,7.532)*** 0.002 

Every been on TB Disease     

No 28(56.0) 37(11.1) 1.0  

Yes 22(44.0) 295(88.9) 0.776(0.427,1.412) 0.407 
Cotrimaxazole Prophylaxis     

Current 7(14.0) 49(14.8) 1.0  

Past 42(84.0) 271(81.6) 0.922(0.392,2.170) 0.852 

Never 1(2.0) 12(3.6) 0.629(0.192,15.292) 0.629 

Disclosed HIV     

No 7(14.0) 28(8.4) 1.0  

Yes 43(88.0) 304(91.6) 0.566(0.233,1.375) 0.209 
Distance from residence to Clinic     

=10km 25(50.0) 161(48.5) 1.0  

>10km 25(50.0) 171(51.5) 1.062(0.586,1.925) 0.863 
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5.2.21. Determinants of sub optimal adherence to ART 
 

Table 5.25 provides an explanation of the association of socio- demographic factors 

related to ART adherence. Variables with P<0.30 in the bivariate analysis were included 

in the multivariate. Relative to the patient group aged from 18-27, the group of patients 

aged greater than 47 had 5.4 times odds of the time non-adherence (95%CI: 

1.253,23.795).Patients who had divorced [AOR: 0.207,95%CI (0.057,0.745)] slightly 

more likely to be non-adherence as compared to the counterpart. Study participants who 

had earned greater than 4800 ETB per month [AOR=8.657, 95%CI (1.483, 50.536)] 

were8.6 times more possible to non-adherence as compared to those who had earned 

less than 500ETB per month. In multivariate logistic regression analysis, five variables: 

sex, ethnicity, religion, education and occupation are factors not related with non-

adherence to ART. The level of adherence was considerably influenced by age that 

patients in age group of 38-47 years old were more probable to be adherent than 18-27 

years old. 

 
This result is comparable with that from a study conducted in Eastern Ethiopia showing 

significant relationship between age with ART adherence level(Letta et al 2015:6). The 

possible reason of this finding might be younger age groups might be feared stigma and 

discrimination compared to middle age grouped. A research conducted in Northern 

Tanzania by Kahema, Mgabo, Emidi, Sigalla and Kajeguka (2018:6), also revealed the 

relationship with age (<25yrs old) were more likely to report poor adherence. Kahema et 

al (2018:6), argued that young age had been associated with poor adherence in similarly 

research done in Tanzania. The possible reason younger people were less likely to 

adhere to ART use was that younger people have a less stable social and economic 

situation, and have less interaction with health care system as compared with adult 

counterparts. This results showing adherence increase with age. 

 
Similar to the report by Mitiku et al (2013:4), although the adherence rate of the study 

respondents improved with an increase in their education level, there was significant 

relationship between the adherence rate and the education level. Better educated 

generally have access to information and more probable to make better informed 

decisions (Mwesigire et al 2015:14; Axelsson et al 2015:6). Patients who had an average 
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income of 4800ETB were more probable adhered than those earned average monthly 

income <500.00ETB.This finding with consistent with a study done in Eastern Ethiopia 

(Letta et al2015:6) .The reason for this may be the lower level income can expose them 

to different psychological issues which can hinder the adherence to ART. 

 
In this finding, patients who live with family had a statistically significant association  with 

adherence status in multivariate analysis .Patients who lived with family were 2.6 times 

more likely to be adherent than those who lived alone,[AOR 2.6 CI;(95% 1.22- 7.94)].This 

result is in agreement with the study conducted  in Ethiopia (Gebrezgabher et al 

2017:5;Koyra et al 2018:119-120)and Surkarta, Indonesia(Agustin, Prasetyo & Murti 

2018:54). 
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Table 5.26: Binary and multiple logistic regression presentation determinants of non-adherence to 
ART among three government hospitals of Addis Ababa,2019 (N=382) 

 
 

Variables Poor 
adherence 
(%)n=50 

Good 
adherence 
(%)n=332 

COR 95%CI AOR95%CI P- 
value 

Age      

18-27 7(14.0) 11(3.3) 1.0 1.0  

28-37 15(30.0) 64(19.3) 2.715(0.902,8.172) 3.095(0.749,12.790) 0.119 

38-47 13(26.0) 139(41.9) 6.804(2.254,20.544) 

** 

8.225(1.962,34.474) 

* 

0.004 

>47 15(30.0) 118(35.5) 5.004(1.684,14.880) 5.460(1.253,23.795) 0.024 

Sex      

Male 22(44.0) 149(44.9) 1.0 1.0  
0.990 Female 28(56.0) 183(55.1) 0.965(0.530,1.756) 0.990(0.428,2.290) 

Marital Status      

Single 17(34.0) 76(22.9) 1.0 1.0  

Married 24(48.0) 207(62.3) 0.518(0.264,1.018) 0.588(0.234,1.476) 0.258 

Divorced 6(12.0) 14(4.2) 0.271(0.095,0.770)** 0.207(0.057,0.745)** 0.016 

Widowed 3(6.0) 35(10.5) 1.353(0.387,4.733) 1.466(0.364,5.901) 0.590 

Ethnicity      

Amahara 20(40.0) 177(53.3) 1.0 1.0  

Oromo 20(40.0) 83(25.0) 0.469(0.239,0.909) 0.455(0.206,1.003) 0.051 

Tigre 6(12.0) 44(13.3) 0.829(0.314,2.186) 1.196(0.395,3.623) 0.752 

Gurage 3(6.0) 22(6.6) 0.829(0.228,3.016) 0.887(0.204,3.862) 0.874 

Other 1(2.0) 6(1.8) 0.678(0.078,5.919) 1.460(0.115,18.459) 0.770 

Religion      

Orthodox 39(78.0) 274(82.5) 1.0 1.0  

Muslim 4(8.0) 20(6.0) 0.712(0.231,2.191) 1.102(0.290,4.191) 0.887 

Protestant 7(14.0) 34(10.2) 0.691(0.287,1.667) 0.843(0.295,2.411) 0.750 

Catholic 0(0.0) 1(0.3) ---------- --------- --- --- ---  

Other 0(0.0) 3(0.9) --- ---------- ----- --- ----- -----  

Educational Status      

No formal education 4(8.0) 36(10.8) 1.0 1.0  

Primary Education 13(26.0) 81(24.4) 0.692(0.211,2.270) 0.811(0.218,3.022) 0.755 
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Secondary Education 14(28.0) 106(32.0) 0.841(0.260,2.721) 0.903(0.230,3.542) 0.883 

College Diploma 12(24.0) 60(18.1) 0.556(0.167,1.853) 0.497(0.113,2.185) 0.355 

University Degree 7(14.0) 39(11.7) 0.619(0.167,2.293) 0.414(0.074,2.331) 0.317 

Master Degree 0(0.0) 10(3.0) ----- -------- --- ----- ------- ---  

Occupation      

Government 13(26.0) 83(25.0) 1.0 1.0  

Private Employee 18(36.0) 148(44.6) 1.288(0.601,2.760) 1.595(0.656,3.877) 0.303 

Self Employee 1(2.0) 6(1.8) 0.940(0.105,8.450) 1.801(0.129,25.249) 0.662 

House wife 7(14.0) 44(13.3) 0.985(0.366,2.647) 1.168(0.333,4.097) 0.808 

Non-Government 

Organization 

1(2.0) 1(0.3) 0.157(0.009,2.662) 0.241(0.011,5.161) 0.363 

Jobless 4(8.0) 19(5.7) 0.744(0.218,2.536) 5.357(0.708,40.535) 0.104 

Pension 6(12.0) 31(9.3) 0.809(0.283,2.316) 0.791(0.217,2.891) 0.723 

Monthly 
Income(ETB) 

     

<500 8(16.0) 30(9.0) 1.0 1.0  

501-1500 14(28.0) 92(27.7) 1.752(0.670,4.583) 3.449(0.837,14.218) 0.087 

1501-2600 7(14.0) 73(22.0) 2.781(0.926,8.353) 5.852(1.229,27.861) 

* 

0.026 

2601-3700 13(26.0) 44(13.3) 0.903(0.334,2.442) 1.952(0.426,30.209) 0.389 

3701-4800 2(4.0) 11(3.3) 1.467(0.269,8.001) 3.588(0.426,30.209) 0.240 

>4800 6(12.0) 82(24.7) 3.644(1.168,11.374) 8.657(1.483,50.536) 0.017 

Family live with      

Live alone 11(22.0) 53(16.0) 1.0 1.0  

My family 18(36.0) 109(32.8) 1.257(0.554,2.850) 2.658(1.223,7.941)* 0.002 

My parents 21(42.0) 168(50.6) 1.660(0.752,3.666) 0.905(0.329,2.490) 0.847 

Others 0(0.0) 2(0.6) --- ----- --- -----  
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CONCLUSION 
 

In conclusion, the result was that 86.9% of the participants had optimal adherence and 

13.1% had sub optimal adherence .From the quantitative result, age, marital status of 

respondents and average monthly income are associated with suboptimal adherence to 

ART. Other factors such as sex, duration on ART, and the use of adherence reminders 

were not related to ART non-adherence. The next chapter presents the discussion, 

limitation, strength of the study, conclusion, and recommendation. 
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CHAPTER 6 
 

STRATEGY TO PROMOTE ADHERENCE TO ART IN HIV 
POSITIVE PATIENTS IN ETHIOPIA. 

 
6.1. INTRODUCTION 

 
This chapter discussed the development and implementation of the strategy on 

adherence to ART. The processes of strategy development were divided into sections 

and subsections. The conclusion of the chapter was drawn. 

 
6.2. STRATEGY DEVELOPMENT PROCEDURES 

 
This section discussed the formulation of strategy and its different development. 

 

6.2.1. Strategy formulation courses 
 

Strategy formulation defines a sub phase of strategy management in which a company 

determines its direction, identifies its goal and sets a course for the organization to follow 

(Palladan & Adamu 2018:2).The researcher used qualitative and quantitative finding to 

develop the strategy. In this finding, the researcher focused on qualitative research and 

its results allowed the investigator to complete the development of strategies. Strategies 

were then made available to all stakeholders for feedback, including project managers. In 

general, the input to these methods was extracted from the results of qualitative studies. 

The methods used by participants in this study to increase patient adherence to ART are 

listed under the center methods and have been shown to be consistent with the majority 

of adherence- related variables commonly used in adherence literature. A summary is 

given in table 6.1. 
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 6.2.2. Strategy related to treatment factors 
 
 

 6.2.2.1.Preparing the patients for ART: 
 

Health care providers allow patients time to prepare for ART ,as they recognize that 

patients who have time to become accustomed to life plan with medications will have    a 

long -term effect on adherence. Early in their relationship with patients, they explore the 

effect of initiation of treatment, and their lives will be matched by treatment. 

 
 6.2.2.2. Adjusting to the   demand of ART. 

 
Health Care professionals consider it vital that the choice of regimens and the medication 

intake be adapted to the patients’ lifestyles .Health professionals advise patients to decide 

on the easiest time to take medication. Between consultation, and before ART is started 

, patients should be given time to get the best time to take the drug adherently and to 

choose the time that will be slotted between any weekday and weekend day habit. Health 

practitioners recommend a moment for the patients that eliminate the risk of unsolicited 

disclosure (i.e. not having to take medications at work). 

 
 6.2.2.3. Managing side effects 

 

All health professionals inform patients about the potential uncomfortable SEs before ART 

is begun, as a result of considering that SEs can cause non-adherence .Patients are also 

planning for the future reactions of others to SEs, as the reaction will threaten and trigger 

non-adherence. 

 
6.2.3. Strategy addressing condition related factors  

6.2.3.1. Diminishing psychological distress 

Health professionals provide assistance or refer patients to other providers 

(psychologist/social worker) when the patient is in distress. They consider non- 

acceptance based anxiety and non- adherence risk factors related to financial problems. 
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6.2.3.2 Assessing patients’ acceptance: 
 

All health care professionals explore whether or not the patient accepts the diagnosis , 

since they are persuaded that non-adherence may be a risk factor. They understand that 

having to resume therapy would be a kind of renewed confrontation with being HIV- 

positive patients, which requires effort to simply accept them. Some postpone the onset 

of ART, recommend starting Cotrimoxazole prophylaxis and thus build time for learning 

to simply recognize the diagnosis before ART starts. 

 
6.2.3.4 Ascertaining (the roles of) disclosure 

 

Health professionals address HIV disclosure at an early stage. Non-disclosure appears 

to hinder adherence and may cause social isolation and loneliness. Participants involved 

in IDIs and FGDs consider that disclosure should be facilitated for patients who are more 

likely to be adherent. In discussing disclosure with patients, health care professionals 

examine who is aware, who is not and what is the potential obstacles to disclosure (fear 

of stigmatization and non- acceptance and past experience). 

 
6.2.4. Strategy addressing patients related factors 

 
Participants in the study make it clear that during treatment, patients are given their 

laboratory results either by doctors or nurses. Patients assume that it is beneficial to 

illustrate the result of ART encouraging adherence. Some study participants, showed 

ambivalence related to viral load feedback and increase of CD4-count. Laboratory 

findings, on the other hand, encourage patients to take medication with adherence. When 

they prepare patients for ART, health professionals offer guidance about treatment. 

Health professionals work to fill the data gaps and customize the data to individual 

patients .Health professionals prepare the patients not to miss the drug and encourage 

them to use a reminder like cell phone and wrist watch. 
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6.2.5. Strategy addressing health care and system related factors. 
 

The consistency of the openness of the patient is important. Empathy, compassion and 

acknowledgment of the condition of the patient are noted. Health care providers consider 

it important to maximize the interaction with the patient. Some health professionals make 

the case that patients usually disclose that they feel bad or upset about non-adherent. 

 
6.3. POSSIBLE STRATEGIES TO IMPROVE ADHERENCE TO 

ANTIRETORVIRAL THERAPY 
 

The following are some of the strategic considerations towards improvement of 
Antiretroviral Therapy. 

 Trust building 

 Enhanced counseling 

 Enlist family support 

 Serve as professional and source of scientific information, ongoing support 

and monitoring. 

 Provider written schedule of drugs, regular or weekly pills boxes, alarm 

clocks or various devices. 

 Develop adherence support teams or add adherence to regular agenda of 

support teams. 

 Use the health care team for challenging patients and patients with special 

needs, such as peer educators for injection drug users. 

 Consider the impact of new diagnoses on adherence, especially, depression 

and drug use. 

 Add adherence intervention to job description of support team members 

 Negotiate a treatment plan that patient understands and to that he or she 

commits. 

 Establish readiness to require medication before the primary prescription is 

written. 

 Take time and have multiple encountered to educated and make a case for 

goals of medical care and want for adherence. 
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 Using nurses, pharmacists, peer educators, volunteers, and drug counselors 

to improve adherence. 

 Provide training to support team associated with adherence 

• Use of simple regimens: Fixed -dose combination has greatly reduced the 
pill and improved adherence 

• Establish a treatment plan: confirm the frequency of visits of pharmacy and 
fix new appointment or amendment appointment 

• Inform ,anticipate ,and treat undesired effects 

• Stop adverse drug interactions. 

• Reduce dose frequency and multiple pills if possible 
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Table 6.1: Strategies used for Promoting Adherence as found During the Interviews and the Focus 
Groups 

 
Strategies Addressing Therapy-Related Factors 
CORE STRATEGIES BEFORE START WITH RAART DURING TREATMENT 
Preparing the patient 
for HAART 

Taking time to prepare for HAART  

Adjusting to the 
demands of HAART 

• Involving the patient in the 
selection of the specific 
antiretroviral medication. 

• Letting patients think about the 
best moment to take treatment 
(adherently). 

• Letting patients decide on when 
they will start HAART 

• Discussing patients medication intake and 
adherence 

• Discussing solutions to problems 
• Changing the medication to a simpler 

regimen 
• Changing the moment medication is taken 
• Discussing patient’s non- adherence 

behavior 
• Discussing whether the patient is motivated 

to change his/her behavior 
• Advising a drug holiday 

Managing side effects • Preparing patients for possible 
unpleasant side effects 

• Starting treatment on non- 
workdays 

• Checking whether side effects are occurring 
• Changing to medication not producing the 

same side effects 
• Advising a therapy break 

Strategies Addressing Condition Related Factors 
Diminish 
psychological distress 

• Offering support of HCPs or 
refer patients to another 
professional 

• Offering support of HCPs or refer patients to 
another professional 

Dealing with 
ambivalence 

• Discussing with the patient 
whether ambivalence towards 
medication plays a role. 

• Discussing with the patient whether 
ambivalence towards medication plays a role. 

Assessing patients 
acceptance of HIV 

• Exploring whether the patient 
accepts the diagnosis 

• Delaying the start of HAART 
when acceptance is insufficient 

• Advising starting treatment and 
simultaneously addressing non- 

acceptance 

• Discovering whether acceptance problems 
are the reason for non-adherence 

• Creating a therapy break in case of non- 
acceptance 
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Table 6.1 Continued 
 
 

CORE STRATEGIES BEFORE STARTING WITH HAART DURING TREATMENT 
Ascertaining (the role of ) 
disclosure 

• Discussing disclosure of HIV 
• Exploring who is informed and who 

is not giving tips and tricks to 
prevent unwanted disclosure 

• Discussing non- disclosure as a main 
determinants to adherence 

• Giving tips and tricks to prevent unwanted 
disclosure 

Strategies Addressing patient Related Factors 
Providing insight in to the 
effect of treatment to 
create/enhance trust in 
the medication 

Explaining the lab results  

Passing on knowledge • Providing information about the 
treatment 

• Tailoring the information to the 
specific patients 

• Checking whether the information 
provided is clear 

• numerous discussions of adherence and 
the consequences of suboptimal 
adherence 

Assessing  patients 
motivational to start 
HAART 

• Making patients think about their 
motivation. 

• Discussing patient’s to motivation take 
treatment(adherently)Motivational 
interviewing 

Assessing patient’s self 
efficacy 

• Assessing patient’s self-efficacy to 
take medication adherently. 

• 

Preventing forgetting the 
medication 

• Preparing the patient not to forget 
• Advising the use of practical aids 

to increase adherence 

Discussing forgetting during treatment 

Strategies Addressing healthcare team and system- Related Factors 
Building a relationship 
with the patient 

• Building a trusting relationship with 
the patient 

• Empathy, sympathy and 
acknowledgment of a patient’s 
situation 

• Building a trusting relationship with the 
patient 

• Empathy, sympathy and acknowledgement 
of a patient’s situation 

Discussing 
(non)adherence behavior 

 • Asking in-depth questions 
• Reinforcing good behavior by praise 

confronting patients with observed 
discrepancies in their behavior. 
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Table 6.1 Continued 
 

CORE STRATEGIES BEFORE START WITH HAART DURING TREATMENT 
Planning consultations according to 
patients needs 

• Intensive contact is arranged • Intensive 
arranged 

contact is 

Thinking about roles 
responsibilities as a professional 

and • Supporting patients not taking decision for 
them. 

• Leaving the responsibility with the patient 
visiting patients at home 

• Intensive contact is 
arranged 

• Leaving the 
responsibility with the 
patient visiting patients 
at home. 

Giving professional support at home • Visiting patients at home • Visiting 
home 

patients at 

Strategies Addressing Socio-economic Factors 
Reducing the risk related to low 
economic status and homelessness 

• Offering intensive support and advising a 
regimen compatible with the patient’s 
lifestyle 

• Offering intensive 
support and advising a 
regimen compatible 
with the patient’s 
lifestyle 

Arranging social support • Discussing with the patients their social 
relationships 

• Finding out whether a partner is supportive or 
not 

• Finding out whether a 
partner is supportive or 
not 

 
6.4. ANALYSIS AND VALIDATION OF STRATEGY DEVELOPMENT 

 
According to Fuertes, Alfaro, Vargas, Gutierrez, Ternero and Sabattin  (2020:1), the 

strategy is the long -term aim and the execution of measures and distribution of resources 

required to achieve the objectives. The collaborative HIV patient care plan guide has been 

validated by HIV/AIDS professionals working in various organizations in the country. The 

strategy was assessed for the clarity and relationship of the framework. 

 
6.4.1. Clarity and relation structure 

 
The strategy plan was validated for the reliability, consistency and structure clarity. Six 

individuals working within the field of HIV/AIDS were selected to act as reviewers for the 
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strategy to establish adherence to ART. The team of reviewers was made up of a policy 

maker, expert end users, director of HIV/AIDS program of the country and coordinator of 

HIV/AIDS care and a program   management   senior expert   working   with in the field 

of HIV/AIDS prevention and treatment program. 

 
Prospective reviewers were discretely contacted face-to face  ,in the office, and invited to 

serve as reviewers .All the six persons agreed to participate in the evaluation and 

confirmation process .Electronic copies of the strategy and a brief summary of the 

procedures followed by the investigator to establish strategy were sent to  each reviewer 

by email. 

 
Reviewers   were  asked  to   review   and verify the strategy guide for   trustworthiness 

& clarity. They were invited to provide written feedback or to arrange for their suggestions 

to be discussed with the researcher. Each reviewer was given 15 days to respond to the 

feedback. Four reviewers gave written feedback and two agreed to discuss their 

comments with the researcher. The emailed comments were compiled in order to update 

the strategy guidelines. 

 
6.5. RECOMMENDATION FOR IMPLEMENTATION OF THE 

DEVELOPED STRATEGY 
 

The following recommendations outline immediate performance of this thesis for the 

implementation of the strategy developed to strength adherence to ART. 

 
6.5.1. Implementation strategy. 

 
According toIacob et al (2017:2), implementation refers to the extent to which the affected 

patient‘s actual dosing corresponds to the prescribed dosing regimens ,from initiation till 

the last dose. The HIV/AIDS program manipulate and prevention teams of the Federal 

Ministry of Health(FMoH) ,Ethiopia overseas the development ,publication, dissemination 

and implementation of any clinical guidelines practice strategy development for HIV/AIDS 

care, in collaboration stake holders ,including PLHIV, development partners and 

implementation partners in the country. Therefore,  the investigator will sensitize 
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improvement partner to take the lead advocating for the adoption of this strategy guideline 

for promoting the level of adherence to ART in health facilities of Ethiopia. This strategy 

development addresses the uniform and systematic management of patients on ART at 

all levels of the healthcare delivery system. 

 
 6.5.2. Strategy development dissemination 

 
This developed strategy will be spread to health care providers and end-users of the 

program of HIV/AIDS through the presentation, a conference, workshop, and pre- service 

training. Distribution ways incorporate organization websites (if any), printed, and 

distributed as hard copies for those who have no get to web administration internet. 

 
6.5.3. Strategy development implementation. 

 
The investigator will work with the development partner in Ethiopia to reinforce the 

adoption of the strategy development guide by HIV chronic care division of FMoH, 

Ethiopia and AACAHB. It’s envisaged that the FMoH and AAHB will organize a 

stakeholders’ meeting to review, analyze and critique the strategy guidelines, with a view 

of adapting for the implementation in publically health facilities in Ethiopia .The strategy 

guideline will be presented in continuing medical education sessions usually held in every 

health sector providing HIV/AIDS collaboration activities and through video and audio 

conferencing. Lastly, these developed guidelines will bring practical solution to common 

problems associated with treatment services, quality and delivery services of HIV/AIDS 

treatment cares within the country. 

 
6.6. COLLABORATIVE HIV/AIDS STRATEGY DEVELOPMENT 

INSTRUMENTS 
 

This strategy formulation development can’t be applied successfully in isolation. To 

support   its the implementation, the following basic tools are necessary:- 

• National standards (guidelines) ART . 

• National Guidelines for Comprehensive HIV prevention, care and Treatment. 
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• Guidelines for HIV counseling and Testing in Ethiopia 

• HIV Prevention in the Ethiopia National Road Map 2018 – 2020. 

• Federal Democratic   Republic of Ethiopia Ministry of Health. National 

• Improvement Quality HIV Service Tool Kit. 

• World Health Organization. Progress Report 2016 Prevent HIV, Test and Treat All. 

• World Health Organization (2016).Clinical Guidelines: Antiretroviral Therapy 
 
 

 
CONCLUSION 

 
The strategy formulation for HIV/AIDS collaboration activities among study participants to 

improve adherence levels in Ethiopia has been mentioned in this chapter. The strategy 

guidelines were established to encourage the provision of improved collaborative 

HIV/AIDS care services. HIV/AIDS care providers make decisions that are consistent with 

their extensive capability, knowledge, and ethics for robust national HIV/AIDS care 

programs. The Federal Ministry of Health of Ethiopia is encouraged, in partnership with 

other stakeholders and donors to use the strategy guidelines as additional resources 

material to improve the country’s collaborative implementation of HIV/AIDS. 
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CHAPTER 7 

CONCLUSIONS AND RECOMMENDATIONS 

7.1. INTRODUCTION 
 

The study aimed to determine the relationship between different treatment protocols and 

adherence levels of HIV positive patients and to develop strategies to improve adherence 

levels in public hospitals of Addis Ababa. The chapter bears s conclusions regarding the 

adherence to ART among PLHIV in public hospitals of Addis Ababa. The conclusions 

answer the objectives stated in Chapter one. The possible strength and limitations of the 

study as well as the recommendations for future research are also presented in this 

chapter. The recommendations are based on the findings stated in chapters four and five. 

 
7.2. RESEARCH DESIGN AND METHOD 

 
The study used both qualitative and quantitative research methodologies. Qualitative data 

included in depth interviews and focus group discussions amongst separated groups of 

patients on ART, expert patients, health care providers who worked at three hospitals 

ART clinics, family/social supporters and policy makers. Quantitative data included 

patients on ART who were interviewed using interviewer-administered structured 

questionnaires to establish the adherence rate of ART (see chapter 3). 

 
7.2.1. Qualitative data collection 

 
The population for this level of data collection comprised patients on ART/expert, health 

care providers, family/social supporters and policy makers. A total of 3 FGDs and 44 IDIs 

study participants participated during this study and the data were collected until 

saturation. The data analysis was done using ATLAS. Ti 8 categorized by themes and 

sub themes. 
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7.2.2. Quantitative data collection 
 

The population for these levels of data collection comprised patients on ART at three 

public hospitals of Addis Ababa. Data were collected using an interview –administered 

structured questionnaire, encircling the relevant of answer. A total of 382 patients on ART 

participated in this level of data collection all selected from 3 public hospitals of Addis 

Ababa proportional to the size of the cumulative HIV patients load. Sample size was 

calculated using single population proportional formula. The data analysis was done using 

SPSS version 22.0. 

 
7.3. THE AIM AND OBJECTIVES OF THE STUDY FINDINGS 

 
This concluding chapter is presented in line with the aim and objectives of the study. The 

general purpose was to determine the relationship between different treatment protocols 

and adherence levels of HIV positive patients and to develop strategies to improve 

adherence levels in public hospitals of Addis Ababa. 

The objectives of this research were to: 
 

•  Determine and analyze the adherence rate of varied ART protocols in public 
hospitals in Addis Ababa 

• Explore determinants within the Ethiopian context that may influence the 
adherence rate of patients in public hospitals in Addis Ababa. 

•  Develop  strategies to enhance adherence rate to antiretroviral treatment 
within the public sector in Ethiopia 

 
This sections looks at the extent to which the objectives of the study were met. 

 

 7.3.1. Objective 1: To determine and analyze the adherence rate of 
varied ART protocols in Addis Ababa. 

 
This objective was achieved by implementing a quantitative cross- sectional study design. 

The data were collected from participants who are on ART using a quantitative 

questionnaire from Adult Clinical AIDS Group (ACTG). It was found that the level of 
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adherence was sub optimal (86.9%). Effective and efficient interventions are need to 

boost the adherence levels at least < 95%. 
 

 7.3.2.Objective 2: To  Explore determinants within the Ethiopia context that 
may be Influence the adherence rate of Patients in Public Hospitals Addis 
Ababa. 

 
This objective was achieved in two ways. The first approach was implemented  by using 

regression analysis. Multivariate regression analysis based on a quantitative study design 

revealed that being adolescents, unmarried and low incomes were the main barriers to 

ART non-compliance. The second approach was implemented using qualitative research 

design tools such as in-depth interview and focus group discussions among research 

participants. At this point, the majority of participants said substance use /alcohol 

consumption, stigmatization and religion were the most common barriers to non 

adherence to ART. 

 
7.3.3. Objective 3: To Develop strategies to enhance the adherence rate 
to antiretroviral treatment within the public sector in Ethiopia. 

 
This objective was achieved through qualitative and quantitative results. Adherence to 

ART among PLHIV can be improved through multi disciplinary approaches i.e 

involvement of doctors, nurses, pharmacists, social supporters and family members. The 

results of this study show that health care providers who provide HIV/AIDS care can 

increase patients’ adherence to ART. The researcher went further to define a 4- step 

strategic guideline (1) strategies addressing therapy related factors (2) strategies 

addressing condition related factors (3) strategies addressing patients related factors     

(4)  Strategies addressing health care team and system related factors. 

 
 

7.4. CONCLUSION 
 

This study contributes to the global literature on adherence to ART and the fields of 

HIV/AIDS treatment and care in Ethiopia in various ways. Identifications of ART 

adherence levels and factors influencing adherence among PLHIV in Ethiopia allow the 

early recognition of groups with special characteristics that should be carefully supported 
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along the ART pathway to maximize its effectiveness. The adherence of 86.9% seems to 

be encouraging; however, achieving adherence for all patients on ART is a great 

challenge. From qualitative study findings, religious practices of faith healing and 

alternative cures for HIV infection were also identified as a barrier to adherence. Stigma 

and discrimination was a major challenge to adherence. Qualitative studies have shown 

that belief in the treatment and disclosure of HIV positive status, as well as ARV treatment, 

has been a significant facilitator of adherence to ART while not disclosing HIV status and 

treatment was reported to be a major constraint. 

 
The finding suggests that income, duration on ART, self-report adverse effect, religion, 

alcohol, and substance use are the barriers to ART adherence. On the other hand, having 

reminder tools to take ART to enhance adherence. Forgetfulness, being busy with other 

things and away from home were identified as the commonest reasons for the patients to 

miss their HIV medication. In addition, aspects of patient-provider relationship information 

and clinical context such as the notation of confidentiality of information convince of 

appointment schedules, and missing clinical appointments have been found to 

determinant factors for non-adherence from qualitative study findings. Policymakers and 

health care providers should give priority to relevant intervention on regular follow up. 

 
7.5. RECOMMENDATION 

 
Based on the results of this study the researcher forward the following recommendation 

for health care providers, government, non-government organizations, policymakers, and 

researchers who are interested to conduct further research. 

• Patient should be encouraged to explain their HIV status, at least to someone close 
to them who can offer help not just for taking medications but also for other 
psychological needs of people living with HIV. 

• The effect of the media spot message on HIV disease ,antiretroviral therapy ,the 
need for adherence should be intensified .This will offer an opportunity to educate 

not only HIV positive individuals, but also the community at large, which may also 

help to minimize the risk of stigma and discrimination. 
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• Peer education and adherence support group services should be further promoted 

to help patients learn from each other about their life experience, about breaking 

barriers of taking medication and discussing the common problems for treatment follow 

up and adherence. 

• Patients should be encouraged to use reminders as much as possible starting from 
their initiation to ART. Although it is possible to use various reminder, such as text 

message in the study setting may help to enhance adherence of patients to ART 

as well as the ART program. 

• Measures to strengthen adherence can reach beyond health facilities and health 
care to include the general health and social wellbeing of HIV patients, particularly 
the need for adequate nutrition. 

• Most of the patients discontinue their ART medication when they feeling a sense 

of well being and viral load were undetectable so that patients should be well 

informed not to discontinue their ART life unless health care professionals inform 

to discontinue for various reasons. 

For health care providers providing ART services: 
 

Since the health care provider's relationship with patients affects patient adherence, 

health care providers should form good relationships with their patients. For instance, 

poor relationship negatively affects adherence in this study. 

Health professionals should regularly counsel and educate patients before initiation and 

during ART. 

Health System factors 
 

• Health facilities should hire additional manpower to improve the level of adherence. 

• Peer review should be implemented for and by staff to improve staff morale and 
motivation. 
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Recommendation  to the Federal Ministry of Health, Ethiopia, and Addis Ababa 
City Administration Health Bureau. 

Participants' responses indicated that it was not simple for them to remember to swallow 

pills on a daily basis and to follow the prescribed schedules, therefore it is recommended 

to the program planner to come up with a monthly injection or find a different cure for 

HIV. 

• Introduce financial aid programs through partnership for those patients who need 

financial support. 

• Facilities that lack the CD4 count machine should communicate with the Federal 
Ministry of Health and Addis Ababa Health Bureau on how to have their CD4 count 
machine and those that have CD4 machines should fill it with reagents as required. 

• The Addis Ababa Health Bureau ought to coordinate linkage of the HIV services 
with care and support programs through facilitation and promotion. 

• Staff rotation among ART clinics within the hospital facility ought to be regular and 
training oriented. 

• Laboratory and clinics services should be integrated with HIV services in the same 
compound vicinity to HIV clinics. 

• Consultation class and waiting areas for some collaborative HIV care clinics should 
be either renovated or constructed. 

• The Federal Ministry of Health, Ethiopia should strengthen the mobilization of 
technical, financial and human resources. 

• Define fixed combination therapy drug regimens in accordance with the national 
HIV guidelines and ensure an effective drug supply management system in the 
regional context. 

• The Addis Ababa Health Bureau should strengthen continual training of the 

general health care providers based on the national guidelines of ART training 

manual for uniform services provision across all hospital facilities. 

 

Social support recommendation 

Further research 

Further research needs to be carried out on the following issues: 



193 
 

• Prospective longitudinal studies or randomized controlled intervention outcome 
research to assess the levels of ART adherence. 

• Future studies may utilize multiple measures of adherence such as pill count, CD4, 
viral load and medication event monitoring system to validate the accuracy of self- 
reported measures 

• In the future depending on the availability of resources, there is needed to 
introduce an electronic medical record system to improve the health information 
system. 

• The same types of study should be conducted in a different study setting to validate 
the evidence generated from the current study. 

• Religion /spiritual belief had both positive and negative influences on adherence 
to ART for PLHIV. The magnitude of these issues needs to be examined as a large 
study. 

• Further research is needed on the effect of late ADRs on adherence. 

• Investigate the relationship between community stigma reduction programs and 
ART adherence. 

 
7.6. CONTRIBUTIONS OF THE STUDY 

 
The study used the Health Behavioral Model. Adherence to ART medication has been 

complex and multidimensional. This study has documented valuable findings of 

Determinants of Adherence to Anti-Retroviral therapy (ART) protocols in Public Hospitals 

in Addis Ababa, Ethiopia. This study explored determinant factors that may influence 

adherence to ART in a poor resource setting. The study has three contributions. The first 

contribution is the compressive analysis of adherence to chronic ART. The second 

contribution is the revelation of a variety of substance issues affecting adherence to ART 

in a poor resource setting. The last input to the existing knowledge is the methodology. 

The study employed both qualitative and quantitative approaches to generate an 

understanding of adherence in three different ART sites, on the explanation that location, 

facility, and all potentially influence the overall adherent outcomes. 

The findings of this study have provided more understanding and awareness creation on 

the implementation status of HIV treatment in Addis Ababa City. The study has also 
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produced some evidence on how activities to reduce the burden of HIV were being 

implemented in Public city administration and the challenges that need to be addressed 

in efficient HIV/AIDS care. Overall, as a result of the findings of this study, the researcher 

developed a strategy of HIV/AIDS treatment care for health professionals that can be 

used in delivering HIV/AIDS care in health faculties. If this strategy developed and utilized 

in Addis Ababa, it is hoped that it will greatly help in the improvement of adherence to ART, 

not only in Addis Ababa but also in all the other regions of Ethiopia. 

 
7.7. LIMITATION AND STRENGTHS OF THE RESEARCH 

 
 7.7.1. Limitations 

 
The study was carried out within the face of limitations. 

 
The 385 sample respondents were obtained by simple random sampling. These limits 

established a temporal relationship between the two variables and therefore the causal 

associations. 

The study was conducted in only three public hospitals in Addis Ababa City. This implies 

the study findings can't be generalized to other hospitals of the country. Thus, larger 

representative health facilities as a whole in the country should be involved to get a 

general level of adherence to ART in Ethiopia. 

A quantitative part of the adherence patients during this study was a self -report method. 

Self -report measures of adherence have been considered to recall bias. 

In the qualitative study, some participants were not comfortable with audio recording as 

they indicated and this would negatively affect their response. 

 
7.7.2. Strengths of the study: 

 
Use of multiple data sources, including focus group discussions and in-depth interview, 

involving patients on ART, healthcare professionals, case manager, patients 

family/social supporters and policy makers (senior government officials) across three 

sites qualitative approach in combination with content analysis were used to triangulate 
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and interpret the finding of the quantitative method. The fairly large sample size was 

used to represent adult PLHIV in public hospitals of Addis Ababa, Ethiopia. The 

strengths of this research included using adopted Adult AIDS Clinical Trial Groups 

(AACTG) questionnaires which were revised by many scholars. 
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My name is Tefera Tezera Negera . I am a student of UNISA (University of South Africa) 

and I am studying PhD in Health Studies. Currently I am conducting my research on 
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report (Thesis) as well as in scientific journals 

I kindly request your permission to conduct the study in three public hospitals during the 

time frame of 2018 and 2019. 

Please do not hesitate to contact me if you need any further clarification. 
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ANNEXURE G: Confidentiality pledge form signed by data collectors 
Confidentiality Pledge Form 
I,the undersigned data collectors have clearly understood the aim of the study ,and the 

fundamental ethical principles that are necessary during data collection .I will treat all the 

study participants with due respect while collecting the data .It is additionally my strict 

responsibility to take care of the confidentiality of the information provided by the study 

participants as much as possible and keep the information collected in a restricted place 

and cannot permit other people to urge acess to participants’ information. 
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Confidentiality Pledge Form 
 
 

I, the undersigned data collectors have clearly understood the aim of the study ,and the 

fundamental ethical principles that are necessary during data collection .I will treat all the 

study participants with due respect while collecting the data .It is additionally my strict 

responsibility to take care of the confidentiality of the information provided by the study 

participants as much as possible and keep the information collected in a  restricted place 

and cannot permit other people to urge access to participants’ information. 
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Annexure H: Information leaflet and consent form for questionnaire. 
 

CLIENT INFORMATION SHEET AND INFORMED CONSENT 
INFORMATION leaflet and Consent form Questionnaire 

Title: Determinants of adherence to Anti Retroviral Therapy (ART) protocols in 
public hospitals in Addis Ababa, Ethiopia 

 
Primary researcher: TEFERATEZERA NEGERA STUDENT NUMBER 61550477 

Supervisors: Prof SP HUMAN 
 
 

INTRODUCTION 
The researcher should be responsible to provide adequate information for the study 

participants about the research protocol and procedure in comfortable and private setting 

with understandable language. In this study, the researcher will provide information about 

the research protocol and procedure for the study participants. 

 
You are invited to be a volunteer research participant in a study conducted on adherence 

to ART among adult HIV positive patients. The information on this leaflet helps you to 

make informed decision, if you are volunteer to participate. Before you decide to 

participate, you should clearly understand what is involved in the study during your stay. 

Most important points are explained in the following paragraphs. If there are any points 

which are not included or not full explained or not clear for you in this leaflet, do not 

hesitate to ask the investigator. You may call me, Tefera Tezera Negera, at 

0932097460(my mobile) if you have further questions or need additional information. You 

should not agree to take part unless you are completely happy about all the procedures 

involved. 

 
PURPOSE OF THE STUDY 
The purpose of this study is to determine protocols and adherence levels of HIV positive 

patients and to improve adherence levels in public hospitals of Addis Ababa. 
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EXPECTATION FROM YOU 
The expected outcomes primarily focus on: improvement of retention in care, adherence 

for HIV positive and method of monitor critical process. Based on the finding Adherence 

to ART treatment protocols will be developed. 

 
DURATION OF THIS STUDY 
A quantitative study among HIV infected adults attending in public hospitals of ART clinic 

will be conducted from March2019to May 2019 to assess adherence level of ART 

treatment protocols among 385HIV+ patients. 

 
YOUR RIGHTS AS A PARTICIPANT IN THIS STUDY 

 
 

Your participation in the study is by your full voluntariness. Therefore, you do not have to 

be part of the study if you do not want to. If you will be decided to participate and change 

your mind to be part of the study, you will be participated. If you want to withdraw from 

the study, you will be stop to participate any time during the information will be taken. 

 
DISCOMFORT PRODUCED BY THE STUDY PROCEDURES 

 
 

The study and procedures involve no foreseeable physical and psychological discomfort. 

However; you may feel some emotional disturbance. If you feel such discomfort you  can 

report to the researchers immediately and we are ready to provide all the necessary 

support and counseling you. 

 
CONFIDENTIALITY 

 
 

All information obtained during the course of this study is strictly confidential and keep in 

highly secured area. Your identity will not be revealed when the study is reported in 

scientific journals. All the data that has been collected will be stored in a secure place and 

will not be shared with any other person without your permission. The data will be 
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destroyed after five years of publication of this study. 

Benefit: The research does not have a short term financial, health care and capacity 

building benefit to the research participant as an individual or as a group but in the long 

run it will help the concerned organization and policy makers to have a policy 

consideration and direction and formulation of strategy and design of HIV treatment 

protocols based on the recommendations and the findings. Moreover the research work 

will help as a base line data for other researches in the field. 

Risk: The proposed research does not have any physical harm, social discrimination, 

psychological trauma and economic loss. 

Inducement, incentive and Compensation: This study process has no any form of 

inducement, coercion and the study does not bring any risks that incur compensation. 

Results Dissemination: The researcher is responsible for dissemination of findings 

moreover fully accountable to provide feedback to the hospitals under study, Addis Ababa 

health bureau and to the policy makers. In addition publication of the findings in peer 

reviewed journal will also be considered with maximum effort. 

Freedom to withdraw: If you want to participant in the study, you have full right to with 

draw from the study any time you wish. This would have no effect at all on your health 

benefit from the health facility moreover nobody will enforce you to explain the reason of 

withdrawal. 

Ethical approval: The protocol of the study was submitted to the Higher Degrees 

Committees in Departments of health studies, College of Human Sciences and the 

committees have granted a written approval letter for the ethical soundness of the study. 

Person to Contact: The participant has the right to ask information that is not clear about 

the research context and content before and or during the research work. You can contact 

the principal investigator. 

Tefera Tezera Negera: +251 09 32097460 
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CONSENT 
 
 

I hereby confirm that the investigator has informed me about the nature, conduct, benefits 

and risks of the study. I have also received, read and understood the above written 

information (client information leaflet and informed consent) regarding the study. 

I am aware that the results of the study, including personal details regarding age, sex, 

educational status, and monthly income, ethnicity, religion, lifestyle behaviors, HIV 

disease status will be anonymously processed into a research report. 

 
I may, at any stage, without prejudice, withdraw my consent and participation in the study. 

I had sufficient opportunity to ask questions and of my own free will declare myself to 

participate in the study. 

 
 

Participant’s signature  Date    

I have clarified this research to the above study participants and sough their 

understanding for informed consent. 
 
 
 
 
 

Interviewer’s signature Date 

Researcher Signature:---------------------- Date:----------------------- 
 
 

I, Tefera Tezera Negera (investigator) herewith confirm that the above participant has 

been informed fully about the nature, conduct and risks of the above study. 

. 
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Annexure I: English Version Questionnaires 
 

Adherence Questionnaires 
(Adult patients on ART) 

 
Introduction: 
My name is Mr.Tefera Tezera. I am a postgraduate student in the Department of Health 

Studies at the University of South Africa (UNISA), for the degree of doctorate in health 

studies, under supervision of Prof SP Human. I am conducting a research on 

Determinants of adherence to Anti-Retroviral Therapy (ART) protocols in public hospitals 

in Addis Ababa, Ethiopia. 

 
After you have signed the consent form, I would appreciate if you would complete this 

brief questionnaire as honestly as possible, which will take about 30 minutes to fill out. 

Participation in this research is completely voluntary. All information that you provide 

through your participation in this study will be kept confidential. I would like to assure you 

that this study has been reviewed and received ethical clearance. Finally, I thank you for 

your participation in this study. 

 
Part I: Demographic Questions 
The following questions focus on your socio-demographic background. Please circle the 

appropriate answer or write your answer next to the question if it occurs that you cannot 

find your honest response amongst the options. 
Part IA: 
1. How old are you? 

 

18-24 years 25-31 years  

32-38 years 
46-52years 

39-45 years 
 ≥53 years  

 

2. What is your gender? Male 

3. What is your marital status? 
 Female 

Married  Single  
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Divorced  Widowed  

Other   
 
 

4. What is your ethnic background? 
 

Amhara  Oromo  

Tigre  Gurage  

Other   

5. What is your religious background? 
 

Orthodox  Muslim  

Protestant  Catholic  

Other   

6. What is your level of education? 
 

No formal education   Primary education  

Secondary education 
University degree 

 
 

 

 College diploma  

Other   

7. What is your occupation? 
Government employee  Private employee  

Self-employed  House wife  

Non-governmental organization Jobless  

(NGO) employee  

On-pension  

Other   

8. How much is your monthly gross income in Birr? 
 

≤500 birr/month  501-1,500 birr/month  

1,501-2,600 birr/month  2,601-3,700 birr/month  

3,701-4,800 birr/month  ≥4,801 birr/month  

9. With whom do you live? 
 

Live alone  My family  

My parents 
No answer 

 

 

Various others  
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10. How many people whom you are living with and sharing the main meal with---- 
---? (Write appropriate number). 

 
 
 

11. Who is the person taking care of you and reminding you to take ARTs most 
frequently.? 

Parent  Children  

Husband/wife/ partners  Friends  

Other family members 
Other 

 

 

None  

 
 

12. In how many self -help groups/clubs for people living with HIV are you currently 
involved? 

 

13. How often have you participated in these groups/clubs during last month (count 
in total) 

Once or less /month  2-4times/month  

More than 4 times/month    
 
 

14. Have you ever been on tuberculosis (TB) treatment? (Select one response) 
 

Yes and I am currently on TB treatment now   

Yes and I was on TB treatment in the past, but not currently 
Never 

 
 
 

 

 
 

15. When you were first diagnosed with HIV? Month----------------year---------(If you 
cannot remember the exact date, please give an approximate date) 

 
16. What is the most likely way that you became infected with HIV? 

 

Sex with a man or women in a fixed relationship   

Sex with a man with HIV in a loose relationship 
Sex with a woman with HIV in a loose relationship 
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Sharing of needles with a person who was HIV+  

Blood transfusion or other medical procedure  

Do not know  

17. What is the distance from ART clinic to the place where you stay in distance 
(km) ------- 

 
Part I B ፡ Alcohol Us 
18) What kind of alcoholic beverage do you take regularly? 

 

Beer 

Wine 
Both beer and wine 

 
 

 

 

'Tella' 

Other 

 

 

 

I do not take alcoholic drinks 
I take alcoholic drinks regularly 

 
 
 

 

 
 

19. How often did have you had a drink containing alcohol in the last month? 
 

Daily 

1-4 times a week) 

 

 

 

1-3 times a month 

Occasionally 

 
 

 

 

Never   

 

Part IC፡ Drug Use: 
20. Have you ever used illicit drug? 

Yes, and I currently use it now  Name the drug(s) ------------- 

Yes, but I am not using any currently  (Name the 

drug(s)…………… 

I have never used illicit drugs  
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21. In the last 6 months, have you used the following drugs? (Please circle all 
drugs that you have used) 

Smoke opium 

Inject opium 
 
 

 

Stimulant (Amphetamine, Methamine) 
Other 

 

 

 
(Name the drug(s) --------------- 

 
 

22. In the last month, how often have you used drug? 
Daily  

1-4 times a week  

1-4 times a month  

I have not used any drugs during the last month 
 
 

Part ID: Feelings, beliefs and perceptions: the 10 items below refer to how you have 

felt and behaved during the last week. Please mark the most appropriate block. 
S. 

No. 
Questions 

Never/ rarely 
(<1 days) 

Sometimes 
(1-2days) 

Often 
(3-4 days) 

Always (5- 
7 days) 

1. I was bothered by things that do 

not usually bothered me 

0 1 2 3 

2 I didn’t feel like eating; my 

appitite was poor 

0 1 2 3 

3 I felt fearful 0 1 2 3 

4 I was happy 0 1 2 3 

5 I felt lonely 0 1 2 3 

6 I felt sad 0 1 2 3 

7 I thought my life had been a 

failure 

0 1 2 3 

8 I felt depressed 0 1 2 3 

9 I enjoyed life 0 1 2 3 

10 I felt that people dislike me 0 1 2 3 
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Part IE: Your Health Symptoms: The following questions ask you about symptoms 

you might have experienced during the last month. Please mark the most appropriate 

response 
  

 
Questions 

I did not 
experience 

this 
symptom 

I do experience 
this symptom 
but doesn’t 
bothere me 

It    
bothers 

me a 
little 

It 
bothers 
me alot 

It    
bothers 

me 
terribly 

1 Fatigue or loss of energy 0 1 2 3 4 

2 Trouble in remembering 0 1 2 3 4 

3 Diffuculty in falling or staying 

a sleep 

0 1 2 3 4 

4 Difficulty in breathing 0 1 2 3 4 

5 Headache 0 1 2 3 4 

6 Bloating, pain or gas in your 

stomach 

0 1 2 3 4 

7 Muscle aches or joint pains 0 1 2 3 4 

8 Diarrea or constipation 0 1 2 3 4 

9 Nausea or vomiting 0 1 2 3 4 

10 Problems with weight loss or 

wasting 

0 1 2 3 4 
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Part IF.Beliefs about your Health status: Each item below is a statement about your 

health status. Please mark the appropriate response. 

S. 
no. 

 
Questions 

Strongly 
disagree 

Some 
what 

disagree 

Niether 
agree nor 
disagree 

Some 
what 
agree 

Strongly 
agree 

1 Most things thatafeect my health 

happen to me by chance 

1 2 3 4 5 

2 Luck plays a big part in 

deteminining how my health 

improves 

1 2 3 4 5 

3 If my health deteriorates, it is a 

matter of fate. 

1 2 3 4 5 

4 If I am a lucky, my health will get 

better 

1 2 3 4 5 

 
Part II: Your ART treatment (During the last four days. Do not include today) 
Use the table below to indicate the time you took the ART treatment and the number of 

tablets 
 Morning Afternoon Any other time during the 

day or night 

Yesteday Number of 

tablets   at 

(time)   

Number of 

tablets   at 

(time)   

Number of 

tablets   at 

(time)   

2 days ago Number of 

tablets   at 

(time)   

Number of 

tablets   at 

(time)   

Number of 

tablets   at 

(time)   

3 days ago Number of 

tablets   at 

(time)   

Number of 

tablets   at 

(time)   

Number of 

tablets   at 

(time)   

4 days ago Number of 

tablets   at 

(time)   

Number of 

tablets   at 

(time)   

Number of 

tablets   at 

(time)   
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Part IIB. Reason for misssing a dose: 
Indicate the reason for missing a dose and how often this occurs for each of the 

specific reasons in the first column. 
S. 
no. 

Questions Never Rarely Sometimes Often 

1 Were away from home? 0 1 2 3 

2 Were busy with other things 0 1 2 3 

3 Wanted to avoid the side effects of the 

Treatment 

0 1 2 3 

4 Used a drug and forgot about the 

Treatment 

0 1 2 3 

5 Had alcohol and forgot about the 

Treatment 

0 1 2 3 

6 The clinic is too far away to get my drugs 

in time 

0 1 2 3 

7 The number of tablets that I must take 

are too many 

0 1 2 3 

8 Due to a lack of money for food or 

Transport 

0 1 2 3 

9 I fear the harmful or toxic side effects 0 1 2 3 

10 I felt ill 0 1 2 3 

11 I had visitors and did not want them to 

know about my HIV status 

0 1 2 3 
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Part IIC፡ Appointment keeping 
1. Have you ever missed an appointment with the health care providers in the last 
3 months? 

Yes  

No (if no skip to part 11 D)  

If Yes, what are the reasons that you missed appointments with health care providers in 
the last 3 months? 

Were too busy with other things in and around the house 

Were out of town or far away from clinic 
 
 

 

Afraid of being victimized 
Afraid of being punished at the clinic or hospital 

  
 

 

Part II D. Treatment in relation to the Health Care Provider(HCP)፡ 
 

  
Questions Strongly 

disagree 

Some 
what 

disagree 

Niether 
agree nor 
disagree 

Some 
what 
agree 

Strongly 
agree 

1 The HCP told me about 

effects of each of my ARTs 

may be 

 
1 

 
2 

 
3 

 
4 

 
5 

2 The HCP explained the 

working of the treatment 
1 2 3 4 5 

3 The treatment protocol was 

clearly explained by HCP 
1 2 3 4 5 

4 HCP told me the changes 

to expect inmy body and 
health when taking ARTs 

 
1 

 
2 

 
3 

 
4 

 
5 
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Part II E. Social and Family Support 
1. Do you tell some of the following people that you are having ART 

treatment? 
Yes  

No  

If yes, please indicate the people to whom you have disclosed. Use the table below. 
 

S. 
no. 

 
Not at all A little Somewhat A lot 

1 Family 0 1 2 3 

2 Friends 0 1 2 3 

3 Peers 0 1 2 3 

4 Educators 0 1 2 3 

5 Social organization 0 1 2 3 

6 Other (Specify) 0 1 2 3 

 
2. To What Extent do the following people help you to remember to take ARTs? 

 

S. 
no. 

 
Not at all A little Somewhat A lot 

1 Family 0 1 2 3 

2 Friends 0 1 2 3 

3 Peers 0 1 2 3 

4 Educators 0 1 2 3 

5 Social organization 0 1 2 3 

6 Other (Specify) 0 1 2 3 
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3. To what extent do the following people provide you with tangible support (E.G 
finances, transportation, assistance in the house, housing, clothing, food, 
supplies, medical supplies and children education.) ? 

S. 
no. 

 
Not at all A little Somewhat A lot 

1 Family 0 1 2 3 

2 Friends 0 1 2 3 

3 Peers 0 1 2 3 

4 Educators 0 1 2 3 

5 Social organization 0 1 2 3 

6 Other (Specify) 0 1 2 3 

 
Part II F: If you know any of these answers, please indicate this as accurately as 
possible. If you do not know the answers, please leave the space open 

 
1. What was the stage of the HIV when you started ART? 

I  II   III   IV   

2. What was your CD4 count when you started the treatment? 
≥ 500  201-499  ≤ 200  

3. What is your most recent CD4 count? 
≥ 500  201-499  ≤ 200  

4. How long have you been on treatment (in months) 
3 – 12 months  

13 months to 24 months  

Longer than 24 months  

5. What is your treatment regimen? 
 

d4t (- 3TC-NVP  d4t - 3TC-NVP  d4t - 3TC-EFV  

d4t - 3TC-EFV  AZT-3TC-NVP  AZT-3TC-EFV  
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Annexure J: 
 

GUIDELINES FOR EXPLORATORY QUALITATIVE RESEARCH 
 

List of Guidelines 
 

1. Guideline   1: In –depth interview with ARV users 
 

2. Guideline 2: In -depth interview with Health care providers 
 

3. Guideline 3: In –depth interview with family supports or Caregivers 
 

4 : Guideline 4: Focus group discussion with expert patients/peer educators 
 

5. Guideline 5: In-depth interview with policy makers. 
 
 
 

1. Guideline 1: In –depth interview with ARV users 
 

Name of the interviewer:    

Interview number:    

 
Location of interview:    

Date:   

1. Personal information 
 

- Sex, Age, Educational level 

- Family: married? have children? With whom living with 

(spouse, children, partner, friend, etc)? any one is HIV 

positive? 

- Employment: current and before having HIV positive? 

- Economic status: current and before having HIV positive? 

- Distance from facility (in time and distance) 

- HIV infection: When and where you first diagnosed? 

What made you decide to go for testing? 
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2. Tell me about yourself, including how long you have known you are HIV positive 

and 

on ART? 

3. How did you feel about it at first? 

4. How did you feel about it now? 

TREATMENT FACTORS 
1. Tell me about your experience with your medication? 

2. What has been the effect of you taking your pills daily? 

3. Probe positive and negative effect of treatment. 

4. What makes it easy to take the medication? 

5. What makes it difficult to take the medication? 

6. Probe no of pills, adverse drug reaction. 

INDIVIDUAL FACTORS 
1. Tell are there any factors that affect taking medication? Probe Influence of 

Education, 

Individual commitment, Alcohol and abuse drug use? 

SOCIAL/FAMILY 
1. Tell me how is our family treating you? 

2. Does your family know that you are on ART? 

3. Are they affecting how you take your medication? 

4. Probe how? Easy? Hard? 

5. What about the community? Probe neighbors, friends. How are they treating 

you? 

6. Are they affecting how you take your medication? 

7. Probe how? Easy? Hard? 

RELIGIOUS FACTORS 
1. Tell me about your religious orientation. 

2. Has religion affected how you take your medication? 

3. In what way? 

4. Have any of you heard of your friends attending prayer meetings religious 

crusades? 
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5. Had that influenced their medication adherence? In what way? 

6. What about the Muslims in this discussion. Has the month of Ramadhan 

influenced 

your adherence in any way? 
 
 

ECONOMY 
1. Tell me about your work and work place. 

2. Has your work place influenced your taking medication? 

3. In what way positively? Negatively? 

4. Has your employer/ work colleagues influenced your taking medication? 

5. How do you come to the clinic? Any problems at accessing the clinic? Transport 

availability, Cost? 

HEALTH SERVICE 
1. Tell me about your experience during your hospital visits? 

2. How are the staff and process, atmosphere? 

3. Do those experiences influence your adherence? 

4. How? Probe positively and negatively. Staff factors. Commodities? 

5. Have you ever missed ART in the hospital? 

RECOMMENDATIONS FOR IMPROVING ADHERENCE 
9 Finally, what recommendations do you suggest for improving medical adherence? 

(Based on discussion, focus on critical patient factors, health system factors & external 

factors) 

 
Have you any questions for me?. 

 
Thank you for your time and co-operation 

 
2. Guideline 2: In -depth interview with Health care providers 

 
Name of facility    

 

Date    
 

Interviewer    
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Interview number    
 

Tell me about the hospital in which you are working. 

1. Probe about the history, number of beds, number of patients, nature of the 

governance of the hospital, staff establishment, workload 

2. How long have you been working in this hospital? 

3. In which section of the hospital are you working and what are your responsibilities 

(job description) 

Tell me about the HIV/ARV services that is provided in this hospital 
 

4. What in your view is the adherence rate of people on ART? 

Probe about their perception whether this rate is good, moderate or bad 
 

5. What factors do you think can play a role in contributing or limiting the adherence 

rate of people on ART who visits your hospital for treatment? 

Probe on WHY? WHEN? WHERE?, HOW? WHO? 
 

6. How do you determine the statistics for the adherence rate in your hospital? 

7. How are these statistics recorded and where are they kept? 

8. What is the policy on determining the specific ART treatment regimen in this 

hospital? 

9. Do you have any suggestions on how to improve the adherence rate? 
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3. Guideline 3: In –depth interview with family Members or Caregivers 
 

Name of the interviewer:    
 

Interview number:    
 

Location of interview:    
 

Date:    
 

1. Personal information 
 

- Sex, Age, Educational level, Employment, Economic status 

- Relationship with patient X how long you have support for X? 

How do you help X? (Financial, emotion, care support?) 

 
2. Perceptions and beliefs on HIV/AIDS and ART 

 
We would like to understand what you actually know about the illness that X 

has. 

- HIV/AIDS: What you know about HIV/AIDS? (Allow respondent to say 

what they want, then probe on the following: cause of HIV infection, 

transition to AIDS, prevention from HIV infection). 

- ART: What you know about antiretroviral and ART?(Allow respondent to 

say what they want, then probe on the following: ART benefits, risks of 

missed doses, lifelong treatment, side effects). 

3. Patient's ART  and adherence. 
 

- X's ART history: When did X start using ARV? How do you feel about 

his/her health since X started treatment? How would you describe his/her 

health states  he/she started treatment?(better, same, worse) 

- Tell respondent what does ART adherence mean to make sure that 

he/she understands the adherence concept) 

- Does X face any problems with adherence to his/her medication?(Probe 

for details: cost, side effects, access to clinic, etc). What helps X to take 
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his pills regularly and on time? (e.g. family, friend, mobile phone, clock 

etc) 

- Do you have any difficulties when caring for X to take his/her medicines? 

Probe for details: financial support, time, lack of knowledge and skills on 

AIDS patients' care, etc) 

- Cost consideration: Do you and your family have to give anything up in 

order to be able to pay for X's ART? 

- What do you think of the service you receive at this clinic? (General, 

open-ended, and then prompt, as below: ask for details as necessary). 

4. Social and family support: 
 

- Have X disclosed his/her status to anyone else? Does X get helps from 

anyone other than you(family, friend, and social supports) 

- Have X participated in any social groups and/or community-based 

program?(clubs, peer education, home based-care support).If yes, how 

does X like it?. 

- Have you ever had any experience of being treated differently because 

your are X's supporter? 
5. High-risk behaviors 

 
- Patients drink containing alcohol (wine, beer): how often? 

How much? Get drunk? 

- Smoking: how often? How much? 

- Substance abuse: how often? How much? 

6. Perceived problems and possible solutions 
 

- What do you perceive as the biggest problem for X regarding his/her ARV 

treatment? 

- What do you think could be done to improve this? Have you any questions for 

me? 

 
Thank you for your time and co-operation! 
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4 : Guideline 4: Focus group discussion with expert patients/peer educators 
 

Name of the moderators:    
 

Name of assistant:    
 

FGD number:   
 

Location of FGD:    
 

Date:   
 
 
 

1. Introduce about themselves: age? Job? Married? Children? How do you involve 

in the HIV/AIDS activities? 

2. What do you know about ARTs (Probe: what it is and the current practice of 

service delivery in ARV use? Assess accessibility to information on ARV?) 

3. What are the perceptions/beliefs/attitudes of the community on HIV/AIDS, 

treatment modalities? What are the perceptions of the community on current 

criteria for inclusion in ARV treatment? Probe for reasons for perceptions. What 

criteria should be used for starting antiretroviral therapy? 

4. How easy for AIDS patients to access to ART in your community? (Probe on 

stigma, discriminate on, logistical issues for reaching the clinic etc.) 

5. What does ART adherence mean to you? (Make sure all participants 

understand the adherence concept) 

6. Do ART patients face any problems with adherence to their medication?(Probe: 
 

a. Demography(age, sex, education, occupation, socioeconomic status, 

marital status) 

b. Information (knowledge, self efficacy, coping ,etc) 

c. Motivation(beliefs, attitude towards ART, mental status, treatment to 

outcome, support from family, community) 

d. Behavior skills (pill taking, scheduling, adherence aids) 
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e. Service quality(trust to health provider ,interaction between Provider- 

client, facility and equipment) 

f. Regimen – simplicity, toxicity, disruption of daily activities 
 

g. Disease stage (mental, physician and health status) 
 

h. Accessibility (cost, distance, time) 

7. What activities take place at the moment in your community to help people 

adhere to their medication? (Probe on support, home-based care, 

individual coping capacity. Probe on existing strategies to improve 

adherence.) 

8. What should be done more to assist people on ARVs to take their 

medications as instructed?. 

Do you have any questions for us?. Thank participants 
 
 

5. Guideline 5: In-depth interview with policy makers 
 

1 In your opinion, do you think that existing health policies are conducive for a 

good adherence rate to ART treatment? Why? 

2 What are the factors that influence good adherence for people with HIV? Why? 

Probe on WHY? WHEN? WHERE?, HOW? WHO? 

3 What are the factors that are limiting good adherence for people with HIV? 

Probe on WHY? WHEN? WHERE?, HOW? WHO? 

4 Are there big differences in the adherence rate between different hospitals and 

health facilities? Motivate and explain your responses 

5 What in your view is the most important requirement for a supporter to 

successfully support a person on ART to adhere to the treatment? Why? 

6 What factors do you think can play a role in contributing or limiting the 

adherence rate of people on ART who visits your hospital for treatment? 

Probe on WHY? WHEN? WHERE?, HOW? WHO? 
7 Do you have any suggestions on how to improve the adherence rate? 
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Annexure K 
 

Consent for ARV Users, Family care givers, peer educators/patients expert and 
policy makers and health care providers. 

UNIVERSITY OF THE SOUTH  AFRICA Department of Health Studies Addis Ababa 

, Ethiopia 

Tel: 0932097460 

Request for your participation in a research 

Thank you for your time and willingness to listen to me. I am Mr. Tefera Tezera a student 

at the Department of Health Studies, University of South Africa. I would like to request for 

your participation in a research I am conducting. 

 
The title of the research: Determinants of adherence to Anti Retroviral Therapy (ART) 

protocols in public hospitals in Addis Ababa, Ethiopia. 

 
Purpose of the study 

This research is trying to understand the challenges the patients on ART are facing with 

regard to adherence of ART. It is hoped; with your participation a better understanding of 

the facilitators to successful adherence of ART within an African setting will be obtained 

and will guide the ART providers in developing interventions to better support patients on 

ART ultimately leading to improved outcome of patients on ART. 

 
Description of the study 
The study will consist of Focus Group Discussions with patients who are on ART and 

healthcare workers providing care at the Zewditu Memorial Hospital, Black Lion Hospital 

and Defence  Hospital . The discussions will be audio taped so as not to miss any 

contribution. The questions and discussion will evolve round your experience with ART. 

This study will be approved by the ethical committees of the University of South Africa 
. 
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Confidentiality 

 
Your name will not be used but a standard code. Any information you volunteer will be 

kept confidential at all times. Should you agree to participate I shall keep all records of 

your participation including a signed consent form which I need from you, locked away in 

a secure location. Once the study is complete and had been analyzed and presented I 

will destroy all records. 

 
Voluntary participation and withdrawal 
Your participation in this study is entirely voluntary. Even if you choose to participate you 

may withdraw or stop at any time. You may also refuse to answer any particular question/s 

that is asked in the study. The services you and your family receive in this institution will 

not be affected in any way should you wish to withdraw or not participate in the study. 

 
Benefits, costs and harm 

There are no direct benefits, nor harm from this study. The information we will get from 

this study will guide us to support patients on ART with anticipated better ART success. 

There are no costs in participating from this study other than the time you will spend 

participating in the discussion. There will not be any other follow up once you have 

completed the discussion. 

 
Informed consent 
Your signed consent form is required before I proceed to interview you. I have included 

the consent sheet in this information sheet so that you can review it and decide whether 

you want to participate in this study or not. 

Should you have any other questions or concerns please don’t hesitate to contact me at 

the following addresses. 

 
Mr.Tefera Tezera 

Cell phone No. +251-932097460 

E Mail address tefera_tezera@yahoo.com 

mailto:tefera_tezera@yahoo.com


265 
 

I am accountable to my supervisor Professor SP Human 
 

STUDY: Determinants of adherence to Anti Retroviral Therapy (ART) protocols in 

public hospitals in Addis Ababa, Ethiopia 

 
I hereby agree to participate in research which discusses my experience and opinion 

regarding medication adherence as a patients taking ART at Public Hospital of Addis 

Ababa, Ethiopia. I understand that I am participating freely without being forced to do so. 

I also understand that I can stop participating at any point, should I not want to continue 

and this will not in any way affect the services I receive in this institution. I understand that 

this is study is done for the researchers’ partial fulfillment of the Doctoral degree program. 

Findings from this study could inform interventions to improve adherence to ART and its 

purpose is not to benefit me personally in the immediate or short term. I understand that 

my participation will remain confidential and pledge not to repeat or pass any information 

acquired during the interview. 

 
 
 

Signature of participant ..................................Date.......................... 
 

Signature of Witness.................................... Date....................... 
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Turnitin Originality Report 

Processed on: 17-Dec-2020ID:1477554263 
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Submitted:1TF1 By Tefera Tezera 
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Prof. S. Tichapondwa Modesto 
Fountain Technologies (Pty) Ltd 

DLitt et Phil (UNISA); MA-ESL (UZ); BEd Curr (UNISA); BA-Hons (Lond) DiP.Ed (UZ); 
DBM (INTEC); Cert.Law (UNISA) 

 
[+267] 737 60 408 

 
 
 
 

EDITORIAL CERTIFICATE 
LANGUAGE EDITING 

 
(4 December 2020) 

DETERMINANTS OF ADHERENCE TO ANTI-RETROVIRALTHERAPY [Separate 
these two words] (ART): PROTOCOLS IN PUBLIC HOSPITALS IN ADDIS ABABA, 

ETHIOPIA 

by 

TEFERA TEZERA NEGERA 
 

Introduction 
This serves to confirm that the above-named doctoral thesis has been edited primarily for 

language, and peripherally for mainstream research matters. In combination, this was 

meant to enhance rigour and communicativeness. Conclusive observation by the Editor 

is that the treatise deals with an area that is important in the health field, namely 

adherence for patients on anti-retroviral treatment (ART). There is a clear sense of 

direction by the researcher, though English is a second language for premium 

communication. Notwithstanding, close attention has been paid to academic and scripting 

features to which the Student’s attention was drawn in red font as explained below. 
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Specific Focus 
 
 

Text Cohesion was given special attention meaning that the ways in which words, 

phrases, sentences and paragraphs link together to create a logical text, were highlighted 

so that the researcher would remedy connectives and conjunctives for smooth flow of the 

discourse. Cohesion was, at times, disturbed by mother tongue interference, and the 

Editor corrected that wherever possible. Where there was no clarity of the researcher’s 

intention, the Editor drew the attention of the author to revise so that the text yielded 

meaning. 

 
Document Coherence was given special editorial attention to ensure the quality of forming 

a unified whole. The researcher’s attention was drawn to issues of ambiguity and 

interrelatedness of paragraphs and sections 

 
Repetitiveness: As a stylistic feature it destroys the tempo of communication. Where that 

was identified, the Editor drew the attention of the researcher to expunge such instances, 

but also, more importantly, to re-read the entire document with an eye to remove any 

instances of repetitiveness that may be identifiable. The Editor, in some cases, 

deleted/expunged repetitive language so as to ensure smooth flow of discourse. 

 
Ambiguity: This linguistic feature has to do with meaning that does not come out clearly. 

To that effect, the Editor drew the attention of the researcher to such instances and 

moderate, as appropriate. This was for consideration across the write-up. 

 
Lexical items: At general level, the researcher’s command of language showed some 

challenges. Notably, there were cases of inappropriate choice of words as well as word 

order. When citing references in-text, the researcher would say: According to (XX, 2014) 

said…This is obviously incorrect language, and his attention has been drawn to this 

severally for correction across the document 
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Punctuation: Judicious use of punctuation marks: full stop, comma, semi-colon, colon, 

etc. is a critical requirement for a communicative text, and accounts for cohesion. The 

researcher demonstrated challenges in the control of these linguistic features. 

Nonetheless, the Editor closely read the document, and drew attention to some of the 

instances that eluded the researcher. Clear examples were placement of commas and 

full stops that require a re-read of the entire document and attend more judiciously. The 

notation [p] has been used to redirect the author on issues to do with punctuation. 

 
Spacing: This came out as a prominent challenge to the author. He should learn the skill 

of separating individual words so that the write-up is not cluttered. Here is an example: 

 
…every year (Molla,Gelagay,Mekonnen&Teshome,2011) 

 
 

Tense: Where as in the Proposal, it is common practice to use the future tense, in the 

final write-up (like the dissertation report), the normal practice is to use the past tense, 

alternating with the simple present tense. The researcher had challenges on control of 

tense occasionally, but the Editor corrected some instances and drew the attention of the 

researcher to address anomalies across the document. 

 
Tables and Figures: The researcher adhered to the correct practice of labelling tables at 

the top of each table, and the figures at the bottom. It is standard practice to introduce 

every table or figure before displaying it. We use words like: According to Table X or 

Figure Y below…, followed by the actual. It is advised that the researcher should revise 

the entire document and write such lead statements. 

 
Referencing: The Editor, nevertheless, identified instances where the researcher needed 

to revisit some references, as a way of making the Document cleaner. It was clear that 

the researcher used the Harvard System of referencing, but there were times when 

brackets were misplaced, and commas missing between author’s name and date. The 

Editor has clearly drawn attention of the author to attend to anomalies. 
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Language additions: There were instances when the Editor added words or phrases to 

promote increased communicativeness. The researcher was expected to look at the 

suggestions, and determine what to accept and what not to accept. However, there were 

cases when the researcher used words and expressions for which the Editor was not sure 

of the intention. These were highlighted for due consideration. 

 
Conclusion 
To the best of my capacity, I have given the write-up undivided attention, supported with 

thorough scrutiny of matters linguistic. It remains for the researcher to consider 

suggestions, and accommodate what he considers helpful, while rejecting what does not 

enhance the quality of the Dissertation. It is my conviction that accommodation of the 

suggestions will make the study more effective. 
 
 

 
 
 

Prof. S. Tichapondwa Modesto (D Litt et Phil) 
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Annexure N: Curriculum Vitae 
 

Curriculum Vitae: Tefera Tezera Negera 

P.O.BOX: 1176, Addis Ababa University E-Mail: teferatezera@yahoo.com 

Personal data 
Surname: Negera 

First Names: Tefera Tezera 

Date of Birth: 20 January 1980 

Nationality: Ethiopian 

Language: English, Amharic, Afan Oromo 

Home/work Adress: Addis Ababa University, Addis Ababa, Ethiopia 

Mobile Phone Number: +251932 09 74 60 

Educational Back ground 
Name of Institution Degree Date of Completion 

Addis Ababa University MSc in Public Health 9 July 2015 

Addis Ababa University BPharm in Pharmacy 15 July 2012 

Mettu Nursing College Advanced Diploma in Nursing 14 July 2000 

Illubabor Zone, Bure Senior 

Secondary High School 
 
Certificate (Grade 9 to 12) 

 
30 June 1998 

West Showa Zone, Selam Gatro 

Elementary and Junior 

Secondary School 

 
Certificate (Grade 1 to 8) 

 
30 June 1994 

Working experience 
Job Title Employer Town Region Month /Year 

Instructor Rift Valley University Addis Ababa Addis Ababa December 2017 

to date 

Chief Public 

Health Officer 

Addis Ababa University Addis Ababa Addis Ababa April 2010 to 

date 

Pharmacist School of Commerce Addis 

Ababa University 

Addis Ababa Addis Ababa December 2012 

to November 

2016 

Nurse School of Commerce Addis 

Ababa University 
 

Addis Ababa 

Addis Ababa April 2005 to 

November 2012 

Community Involvement 
Title Provider Date of Issues 

Community Service, Practice Based 

COVID-19 Prevention and treatment 

  

mailto:teferatezera@yahoo.com
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(Quarantine center) at Addis Ababa 

University for Ethiopian people return 
back to their home land from Abroad 

 
Addis Ababa University 

 
April 2020 up to now 

Training 
Title Provider Date of Issues 

Youth Friendly SRH Service(certificate 

of completion ) 

Engender Health Inc. For better life. April 6-10,2009 

Basic Level of Computer training 

certificate 

Government of Addis Ababa 

Educational Bureau 

March5,2010-September 

10,2010 

Family Planning with an emphasis on 

Long Acting Methods of 

Contraception and Abortion Care 

(certificate of completion ) 

 
 

Engender Health Inc. for better life 

 
 

March 8-27,2010 

Syndrome Management of Sexually 

Transmitted Infections(certificate of 

completion ) 

Addis Ababa University-CDC project 

in Collaboration with Federal Ministry 

of Health 

September 19-23, 2011 

Management of TBL and 

TB/HIV(certificate of completion) 

Addis Ababa University-CDC project 

in Collaboration with Federal Ministry 

of Health 

 
 

October 6-11,2012 

Voluntary Counseling and Testing for 

HIV (certificate of completion) 

Addis Ababa University- 

CDC project in Collaboration with 

Federal Ministry of Health 

 
 

April 23 toMay11,2012 

Pre service Training 

Courses on Antiretroviral Treatment 

(ART) and Anti 

Malaria drug management for 

Pharmacists (certificate of completion ) 

Addis Ababa University, School of 

Pharmacy in Collaboration with 

Management of Sciences for Health 

 
 

June19- 26,2012 

Infection Prevention and Patient 

Safety (certificate of completion ) 

Addis Ababa University-CDC project 

in Collaboration with Federal Ministry 

of Health 

September 23-28, 2013 

STATA soft ware (Certificate 

Completion ) 

Addis Ababa University, College of 

Business and Economics 

September 05-22, 2016 

SPSS software (Certificate of 

completion) 

Addis Ababa University, College of 

Business and Economics 

September 07-25, 2016 

Advanced Qualitative Research 

(Certificate completion) 

School of Public Health ,College of 

Health Sciences, Addis Ababa 

University 

December 10-17, 2018 
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