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Abstract

Background: As Antiretroviral treatments improves the health of mothers, repeated pregnancy
among HIV infected women become increasing .However, in sub Saharan Africa where family
planning among People Living With HIVV/AIDS is not widely used, the risk of mortality due to
HIV/AIDS increase as the number of pregnancy increases .The desire to have more children

among these groups of people in Ethiopia is also increasing.

Objective: This study was aimed to assess determinants of repeated Pregnancy among HIV
positive Women on Antiretroviral Treatments in Gedeo Zone, public health facility, Southern
Ethiopia 2020.

Methods and materials: A facility based unmatched case control study was conducted among
76cases (women with repeated pregnancy) and 228controls (women with first pregnancy) since
HIV infection for both case and controls and who are on Prevention of Mother toChild
Transmission program in the selected health facilities. The participants were selected by simple
random sampling technique. Data was collected using face-to face interview. Data was entered
by using Epidata3.1 and exported to SPSS version 20 for analysis purpose.Bivariate logistic
regression was used to see the association between one explanatory variable and outcome
variable at p value<0.25. Hosmer- Lemeshow method was used to test the model fitness.
Multivariable logistic regression analysis was performed to identify determinant factors which
affect the dependent variable. Those variables with adjusted odd ratio and p value < 0.05, at

95%Confidence Interval were declared statistically significant in multivariable analysis.

Result: The mean age of cases 25.5 (Standard Deviation: + 3.6) was less than that of the controls
28 (Standard Deviation: + 5). Determinants which were found to be associated with repeat
pregnancies were history of abortion,[AOR=4.75, 95 %Cl (2.13 — 10.57)], low educational
attainment [AOR= 4.62,95%CI (1.69-12.67)] ,30-43years of age [AOR=0. 23, 95%CI,(0.10-
0.56)], Employment statusfAOR=0.19,95%(0.06-0.52)] and urban residence[
AOR=0.10,95%CI(0.05 -0.22)].

Conclusion: The results of this study suggest that repeated pregnancies were more common
among HIV-infected women who have  history of abortion, low educational attainment.
Appropriate reproductive health services to be provided for HIV positive pregnant women who
are and treated with ART.

Keyword: repeated pregnancy, determinants, Gedeo zone
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CHAPTER ONE

INTRODUCTION

Background

Human Immune Virus in pregnancy is the presence of HIV in a woman while she is
pregnant[1].In the world 39.6million people were living with HIV/AIDS. Among this group of
people, 0.94million people died and new infection now in world were1.8m in 2017.In the world
50% of people infected with HIV/AIDS were women and with complications related to
pregnancy ,is the leading cause of death among women of reproductive age[2]. According to
United nations 2013 global report, women of reproductive age in Sub-Saharan Africa were
disproportionately affected by HIV/AIDS; 80% of thenearlyl3million women living with HIV
worldwide live in this region. Of the 3.2 million children living with HIV, 91% live in sub-
Saharan Africa, while 240 000 children worldwide acquired HIV in 2013: one new infection
every two minutes[3]. In 2016 an Estimated0.4 million women living with HIV and 77% of
pregnant women with known HIV status,69% received Antiretroviral for PMTCT in Ethiopia[4,
5].Women who are HIV infected, especially those with a history of multiple pregnancies, should
ensure that they implement measures to control TB and other HIV-related infections before
further family planning[5].Many people living with HIV choose to have children and require
safer conception services to support their goals while minimizing the risk of HIV transmission to
partner and child[6]. HIV-positive individuals in Africa have additional considerations to take
into account when deciding whether or not to have children. These include the possibility of
passing HIV from mother-to-child and the likelihood that one or both parents could die before
the child reaches adulthood[7].

Women with HIV infection undergo repeat pregnancies not because of ineffective contraception,
but as a result of the desire to have multiple children. But, the desire of HIV infected woman to
have children in the future has significant implication for the transmission of HIV to sexual
partner and new born .Some studies have demonstrated an increase in repeat pregnancy among

women with HIV infection[8, 9]



The majority of new HIV infections that occur in children worldwide were among children born
to HIV positive mothers, who acquire HIV infection from their mothers[10].According to the
study conducted in South Wollo Zone, Northeast Ethiopia; substantial number of PLWHA wants
to have a child currently or in the near future and the number of children desired in the future
ranges from 1 to 6[11].Even though it is their right to have children, women are discouraged
from getting pregnant while on ART due to the fact that giving birth from HIV positive mother
could result in HIV positive babies. If proper care for the mothers is not in place, maternal death
due to complications related to HIV and pregnancy can be very high. With an increasing number
of pregnancies in HIV-infected women, TB or HIV-related mortality rates increased steadily.
The risk of mortality from TB or AIDS increased by 1.48-fold, 1.76-fold, and 1.59-fold for one,

two, and three more pregnancies compared to no full-term pregnancy[12, 13]

Some hospital-based studies in areas where the prevalence of HIV infection is high have shown
that HIVV/AIDS is one of the leading causes of pregnancy related deaths. UN Maternal Mortality
Estimation Inter-agency Group, assumed that 50% of deaths in HIV-infected pregnant or
postpartum women were maternal;.In particular, in regions where HIV prevalence is greater than
15%, more than 50% of maternal mortality was attributable to HIV .UNAIDS recommends that
HIV positive women should be able to control their fertility and to prevent HIV transmission
perinataly if they decide to have children.[14, 15].

Statements of the problem

The tendency of getting pregnant and having HIV negative baby is highly improved due to the
introduction of ART service which prevent Mother to child HIV transmission resulting in
increased incidence of pregnancy among HIV positive women[12].However: globally, HIV and
complications of childbearing (pregnancy) are the top causes of death among women of
reproductive age. As the number of pregnancy increase, the risk of AIDS mortality increased
1.48-fold , 1.76-fold , and 1.59-fold for one, two, and three or more full-term pregnancies

compared to none, respectively[13, 16-19].

The magnitude of repeat pregnancy among HIV positive woman differs from country to a
country .According to study conducted in different parts of world ,it revealed that, 9.2% ,26%,
32.4% ,17.6% were reported from LatinAmerica&carribean, United kingdom (UK), Zimbabwe,

and Kenya respectively[20-23].ART improves health of mothers and these mothers may be
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motivated to have more children. However,Maternal HIV infection may result in transmission of
HIV to her child as well as other adverse pregnancy outcomes such as stillbirth, low birth weight
(LBW), prematurity and intrauterine growth retardation (IUGR), which are known risk factors
for per natal and neonatal mortality and morbidity, regardless of the transmission of HIV to the
fetus/child[24] On the basis of a systematic review of 23 studies, 17 of which were done in sub-
Saharan Africa, HIV-infected pregnant or post-partum women were estimated to have nearly
eight times the risk of death that non-HIV-infected women [16].Having an index pregnancy that
did not result in a live birth was an important predictor of having a repeat
pregnancy.Hospitalization during the index pregnancy or up to 6 months postpartum and for poor
index pregnancy outcome (stillbirth or spontaneous/therapeutic abortion), were associated with
increased occurrence of repeat pregnancy[21].Although HIV-infected women are counseled to
use condoms consistently, compliance is generally poor in sub-Saharan Africa and Fertility and
reproductive behavior among HIV-infected women is poorly understood and one of the most
difficult problems facing health care providers and policy makers[25] .Efforts that focus on
PMTCT services’ delivery as an integral component of MNCH care packages with focus on
areas with high unmet needs is being implemented in order to achieve the goals of eliminating
MTCT of HIV.Ethiopia has achieved the MDG target by reducing HIV new infection by 90%
and mortality by more than 50% among adults in the last decade. Currently treatements given for
pregnant woman on HIV  that prevent Viral transmission to fetus (option B+) is being
implemented in all regions of the country reaching a 97% target achievement at national level in
2014.Ethiopia has committed to reducing new adult HIV infections by 50 percent by 2020 and to
ending AIDS as a public health threat by 2030.[26]

This is clearly reflected in the Country’s HSTPII (2015-2020), where one of the major indicators
is reduction of HIV incidence rate from 0.03 percent to 0.01 percent. However, the PMTCT
coverage is challenged with factors such as low level of skilled delivery, poor referral linkage in
some areas, stock interruption of diagnostic kits and suboptimal community awareness.
Healthcare providers counsel WLWH to wait until they have improved their immunologic status
and physical health before considering having children; yet most WLWH will have children
sooner to secure their relationship with their partners, despite increased risk of maternal
morbidity associated with shorter birth intervals .Although there is increased use of
contraceptives by women living with HIV (WLWH), pregnancies still occur and in Ethiopia
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because of the desire to have more children or unmet needs of family planning services, the
incidence of pregnancy among women living with HIV in Ethiopia reported to be 49.2 per 1000
person years. Limited but increasing attention to reproductive decision making for WLWH in
sub-Saharan Africa suggests that a complex set of clinical, psychosocial, religious, and cultural
factors influence repeated pregnancy[12, 22].Given the decrease in the MTCT rate over time, we
expected to find that socioeconomic and health features would predict repeat pregnancy later in
the epidemic. If the proportion of women choosing to pursue repeated pregnancies is in fact
increasing, providers of care for HIV infected women should be made aware of this so that they
can arrange for appropriate health services in a timely fashion ,but The literature has gaps in the
areas of determinants for subsequent pregnancy among HIV-infected women in Sub
saharanAfrica[20, 27]. Several investigators in our county have tried investigating Fertility desire
in HIV infected women, but none of them have tried to study determinants of repeated pregnancy
in HIV positive woman. There is no published report on this topic focusing on HIV-positive
women in Ethiopia. Therefore: this study examines determinants of repeat pregnancy among

women enrolled in ART Programme in Gedeo zone of southern Ethiopia.

Significance of study

Identifying determinants for repeated pregnancy in HIV-infected women who are on ART in
study area might be important to inform decisions forplanning of reproductive health and HIV
services for these women. This study can help identify women most likely to benefit from
reproductive counseling in order to assist with healthy pregnancy planning. Asthe child born to
HIV positive parents have high risk of acquiring HIV infection: study might provide information
for pregnant women to decide on fertility and to be integrated with PMTCT services. Since the
literature has gaps in the areas of determinants for subsequent pregnancy among HIV-infected
women in Gedeozone, it will provide the most current information for health service managers.
As to the knowledge of the principal investigator there is no similar study done in the area while
is serving for integrated ART services. The finding helps for healthcare workers in study area
highlights to design Effective plannng strategies on determinants of repeated pregnancy among

HIV positive women.



CHAPTER TWO

LITERATURE REVIEW

Overview of Repeated pregnancy among HIV AIDS positive women

In sub-Saharan Africa, where maternity is highly valued, meeting family and social obligations
concerning reproduction can be more important for an HIV-positive woman than her own health
and the risk of giving birth to an HIV-infected baby[28] .Repeated pregnancy among HIV-
infected women in HIV care increased from approximately 20% to 39% between 1997 and 2009.
[29].HIV-positive women groups still conceived more frequently and earlier than did the HIV-
negative and fertility intentions among PLWH are strong[20]. In women with sequential
pregnancies, the second pregnancy was characterized by a significant improvement in several
outcomes, suggesting that women with HIV infection who desire multiple children may proceed
safely and confidently with subsequent pregnancies[30] .The magnitude of repeat pregnancy
was 17.6%in kenya,9.2% in Latin America,16.2 in british,;22% in USA[21, 22, 27, 30] .
Similarly high incidence of repeat pregnancies(32.4%) has been described in other studies of
HIV-positive women especially among HIV-positive women in Zimbabwe in 2010[31]. ART
improves health of mothers and these mothers may be motivated to have more children.
However, HIV-infected pregnant women were estimated to have nearly eight times the risk of
death & had a nearly doubled risk of having a newborn with a LBW than non-HIV-infected

women [16] .
Determinants of Repeat Pregnancy in Women with HIV infection

Sociodemographic and socioeconomic characterstics

According to study conducted in Zimbabwe, age was determinant factor for repeated pregnancy,
for each additional year of agethe odds of repeated pregnancy became decreased. (OR, -0.86;
95% CI, 0.77-0.97).According to study conducted in Kenya on experience and determinants of
repeated pregnancy among HIV positive women reveals that higher proportion of
repeatedpregnancy was observed among women who live with their husband in the same
compound (married)compared to those who do not[20, 22]Studies conducted on Incidence and
Predictors of Pregnancy among Women on ART in DebreMarkos Referral Hospital, Northwest

Ethiopia shows that :Living in rural, being married, were found to be positively associated with
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being pregnant. In their study, risk of getting pregnant was 17.87 times higher among the rural
women compared to their urban counterparts. The number of children at care enrollments will
determine having repeated pregnancy. Unemployed women had 4.37 times higher incidence of
pregnancy compared to employed counterparts[12]

According to study in six USA states,they have found that there are significant determinants of
repeat pregnancy, including younger age(mean years 26.8), lower educational attainment, were
more likely to have more than one pregnancy[32]. Another study from UK and Ireland shows
that younger age at first pregnancy was associated with an increased probability of further
pregnancies. In their study, the probability of repeat pregnancy significantly declined with
increasing age at first pregnancy [29, 32]. In America & Caribbean for each one-year decrease
in age at initialenrollment, women were 7% more likely to have a repeat pregnancy with (OR)
1.07, 95% confidence interval (Cl): 1.04-1.11)[21].As different findings have reported from
study on effect of HIV in pregnancy that women with a lower educational status, death from TB
or AIDS increased up to two full-term pregnancies(HR = 1.52 and 1.78 for first and second full-
term pregnancies), which was higher than the risk seen in highly educated women (HR = 1.40
and 1.63 for first and second full-term pregnancies),(HR = 1.36 in poorly educated women vs.
HR = 1.68 in highly educated women .i.e.poorly educated women more exposed to HIV related

maternal death and this risk increase as the number of pregnancy with HIVAIDS [33].

Past obstetric history

The number of children at care enrollments will determine having repeated pregnancy. Women
who had less than two children had 2.05 times higher risk of pregnancy compared to those who
had two or more children[12].According to cross sectional study on Factors Associated with
Repeat Pregnancy among Women in an Area of High HIV Prevalence in Zimbabwe found that
factors associated with an increased likelihood of repeat pregnancy were miscarriage (OR, 3.4;
95% Cl,1.23-9.34) and death of a child(OR, 3.9; 95% Cl,1.25-12.52;). Studies from America &
Caribbean revealed that hospitalization during the index pregnancy or up to 6 months
postpartum (OR=2.0, 95% CI: 1.2-3.4),and poor index pregnancy outcome (stillbirth or
spontaneous/therapeutic abortion) (OR=3.4, 95% CI. 1.4— 8.4) were associated with increased
occurrence of repeat pregnancy .The risk of pregnancy was 2.05 times higher among mothers

who had zero or one child compared to those who had two and above children[12, 20, 21]



Health service utilization factors and Current Clinical characteristics of women

Study from Kenya on Determinants and Experiences of Repeat Pregnancy shows that: WWomen
who had talked to their partner about FP were less likely to have a repeat pregnancy, also those
who had prior use of FP were less likely to have a repeat pregnancy[20].In Uganda, retrospective
cohort study shows that, prior use of family planning decreased risk of pregnancy (HR = 0.23, ClI
= 0.18- 0.30, p < 0.0001). About 80% of the women who had ever used any family planning
method were still not pregnant compared to about 60% among those who never used family
planning.[34]having talked to a partner about family planning (FP) use and prior usage of FP

were associated with a decrease in odds of repeat pregnancy



Conceptual frame work

Based on review of literatures done in Ethiopia and other part of the world factors associated

with repeated pregnancy among HIV infected women can be affected by Socio demographic

characteristics, Socio economic

biologicalvariables.
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Figure 1: Conceptual frame work showing determinants of repeated pregnancy among HIV

positive women which was adapted after reviewing different literatures[20, 22]



CHAPTER THREE

OBJECTIVES OF THE STUDY

General objectives
To assess determinants of repeated Pregnancy among HIV positive Women on Antiretroviral

treatments in Gedeo Zone public health facilities, Southern Ethiopia 2020



CHAPTER FOUR

METHODS AND MATERIALS

Study Area

Study was conducted in Gedeo Zone which is one of the 15 Zonal administration divisions of
Southern Nations, Nationalities and Peoples (SNNP) regional state. The zone is located in the
Southern part of the region and 371 km far from Addis Ababa, the capital city of Ethiopia and 96
km from Hawassa city, the capital (SNNPR) regional state.The Zone is bordered by Boreana
Zone of Oromia regional state in the South and West, Sidama Zone of SNNP region in the North
and Guji Zone of Oromia regional state in the East. The zone covers a total area of 5,890.2 sq.
km and has 8woreads, 2 administration towns, and 133 rural and 17 urban kebelles. The three
largest ethnic groups reported were the Gedeo (82%), the Amhara (9.4%) and Gurage (5%); all
other ethnic groups made up 3.6% of the population

According to Gedeo zone health department report, currently, the zone has 1 referral hospital,
3PHS, 38 health centers, 148health posts, and 12 privet and 4 NGO clinics. Four hospitals and
four health centers provide a comprehensive ART service in the zone. According to zone health
department, the potential health coverage is estimated to be 87% based on HC expansion. With
respect to human resource, there are 53 physicians, 38 Health officers, 428 nurses (all type) and
325 HEWs. According to the Gedeo zone ART case team Health Management Information
system(HMIS 2019,,) report, a total of 3597 adult PLHIVs (629 pre-ART (370 female, 259 male)
and 2968 currently on ART (1813 female, 1155 male)) existed in the zone. Of which, while 2922
(1790 female and 1132 male) of them were in the first-line regimen, only 46 (23 female, 23
male) were in the second-line regimen. Among these subjects, while 1892 (135 pre-ARTand 537
ART exposed) were enrolled in the ART clinics of health centers, the remaining 2807 (412 pre-
ART and 2395 ART exposed) of them were enrolled in the hospitals found in the zone

Study period: Study was conducted from February 10 to April 27/2020 G.C

Study Design: Institution based unmatched case control study design was employed.
Source Population

All HIV positive pregnant women on PMTCT care in Gedeo zone public health facility.
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Cases: All HIV positive pregnant women on PMTCT care who have repeated pregnancy after
her index child pregnancy since HIV/AIDS diagnosis and recruited from eight public health
facilities.

Controls: All HIV positive pregnant women on PMTCT who had only one index pregnancy
since HIVV/AIDS diagnosis and recruited from eight public health facilities

Study population

For cases : HIV positive pregnant women on PMTCT care who have repeated pregnancy after
her index child pregnancy since HIV/AIDS diagnosis who was selected by simple random

sampling technigue from eight public health facilities in Gedeo zone in study period.

For controls: HIV positive pregnant women on PMTCT care who have only index pregnancy
since HIV/AIDS diagnosis who was selected by simple random sampling technique from eight

public health facilities in Gedeo zone in study period

Inclusion and Exclusion Criteria
Inclusion: for cases all women who have repeated pregnancy after HIV diagnosis who was
selected by simple random sampling technique and volunteer to provide information from eight

public health facilities in Gedeo zone in study period.

For controls: all women who have index or first pregnancy after HIV diagnosis who was selected
by simple random sampling technique and volunteer to provide information from eight public

health facilities in Gedeo zone in study period.

Exclusion: those women with severe illness to extent unable to provide information for both case
and controls during data collection since they were unable to give information because of

medical illness.

Sample size determination

Different variables were considered to calculate the sample size[35, 36]which is listed in
following table. The sample size was computed using a formula for two population proportions
formula for unmatched case control and calculated by open EpiVersion 3.03 statistical software
packages by considering: following information listed in table OR: 0.45, CI: 95%. Power of the
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study: 80% and ratio of cases to controls of 1:3. With adjustment for 10% non-response rate the

final sample size was 312which is maximum, (78cases, and 234controls).

Table 1: Sample size calculation for determinants of repeated pregnancy among HIV positive

women in Gedeo zone public health facility, SNNPR, Ethiopia, 2020

S.n Variables Power CIl% OR Percent of Sample final sample
controls size size with 10%
exposed

1 Number of children 80 95 46 175 80 88

at index pregnancy
2  Being age group 30- 80 95 025 94.1 202 222
43

3 Stillbirth 80 95 34 89 194 213

4  Abortion or 80 95 34 74 224 246

miscarriage

5  Prior use of family 80 95 0.45 80.7 284 312

planning

Sampling procedure/ techniques

Facility that provide comprehensive ART service which is Dilla University referral hospital,
Yirgachefe primaryhospital, Bule primary Hospital, Gedeb primary hospital, Wonago health
center Dillahealth center, Chelelekitu health center and Garse health center were selected to get
adequate number of study participants. To allocate proportional sample size for each facility the
numbers of pregnancy in each PMTCT facility was taken as a reference. They grouped as cases
or controls based on number of pregnancy. Both cases and controls was selected using simple
random sampling technique which means a list of all repeated and first pregnancy was identified
through registry and crosschecked by midwife by asking a woman whether repeated or first
pregnancy based on operational definition then sampling frame developed.; for one case and
three controls were interviewed until the allocated sample is achieved at each facility.
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Wonago
HC
Case=41
Case=16
Control=98 Control=102
Control=5
9 Control=9

8

Case=11 Case=5

Case=4

Control=
18

Control=

29

Control
=29

TOTAL CASE=7/8

Control 234

Figure 2: Schematic presentation of sampling procedure

Chelel
tuHC

Case=39

Control=

93

Case=10

Control=
28

Case=8

Control

=19
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Study variables

Dependent variable
Repeated pregnancy
Independent variable
Sociodemographic/socioeconomic characteristics
s Age
% Place of residence
% Educational level
% Marital status,
% Occupational status, etc
Clinical characteristics of women at enrollments
% CD4 count,
s WHO staging,
¢+ Functional status of women on ART.
Past obstetric history

» Parity

L)

X4

Gravidity

L)

<3

» Poor pregnancy outcomes

°0

(Live birth, still birth. abortion...)

X4

Death of pervious child

L)

X4

Hospitalization during index pregnancy or postpartum

L)
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Health service Utilization and behavioral information
¢+ Prior use of family planning
%+ Having talked to a partner about family planning (FP) use

Operational definitions

“ Repeated pregnancy: it is subsequent or second pregnancy after HIV care enrollments
% Index pregnancy: first pregnancy after HIV care enrollments

% Hospitalization during index pregnancy: any history of hospital admission during her first

pregnancy or delivery of child for pregnancy reason.
% Functional status:
Working: able to perform usual work in or out of the house
Ambulatory: able to perform activities of daily living
Bedridden: not able to perform activities of daily living

Data collection and measurements

Face to face interview using a pre-tested and structured questionnaire was used to collect the data
.Questions extracted from different published literatures was used to prepare the instrument .Data
extraction form was used to extract the relevant data from the individual patients chart. The Data
extraction form and questionnaires’ was developed in English based on objectives to be
addressed after review of relevant literature and the items included in the chart of the facility.
Variables included in the questionnaires and data extraction form was socio-demographic
characteristics such as age, residence, marital status, occupation, educational status, number of
children, Occupational status, Place of residence and Clinical characteristics like CD4 count,
WHO staging,, and functional status of women on ART, hospitalizations during index pregnancy
(or up to 6 months postpartum) Index birth outcome: Number of children at enrollment
Gravidity, Parity. Two data collectors who had Bachelor of Science in midwifery were recruited.
In addition to these data collectors, one Health informants (data clerk person) and two runners
working in the card room was also recruited to collect the individual charts using the medical
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record number (MRN) and replace it to the card room respectively .Two day theoretical and
practical training was given to the data collectors and runners. In the training the data collectors
was briefed on how to collect the charts and fill the checklist and fill the questionnaires as well.
Later, after one day training, the midwives used delivery, and PMTCT/ART registration books to
get the MRN of all the repeated and Index pregnancy deliveries. By the MRN the runners
collected individual charts from the chart room. Then, the midwives and Health information
trained personnel( HIT) filled the checklist from the patients’ individual chart and then midwife
collect data from individual care taker after validating her for number of pregnancy based on
operational definition. The principal investigator was strictly follow for each activity on daily
base to ensure the completeness of the questionaries&checklist, to give further clarification and
support for data collectors. Since the individual chart is not allowed to be brought out of the
hospital; data collectors was health professionals, and they have worn a white coat to blend in to

the service delivery. The cards was not exposed to other than the members of data collecting

group

Data quality assurance

The data collection tools were pre-tested in theAletachuko primary hospital which is not the
same place with study area, with 5% of sample. Then checked for its clarity and understands
ability by the data collectors, completeness, plus consistency and then correction was made
accordingly before the actual data collection. Training was given for data collectors. They were
instructed to check the completeness of each questionaries’ &checklist at the end of each data
collection. The principal investigator rechecks completeness of the data during submission. For
better data quality, patients’ individual chart was cross checked with PMTCT/delivery room

registration book, if there missed data.

Data processing and analysis

Data was entered by using Epidata3.1version and exported to SPSS version 20 for analysis
purpose. Frequency distribution was used to organize the data and present the responses
obtained. Measures of central tendency, standard deviation, and proportion was calculated and
utilized for appropriate variables to describe the data. Bivariate logistic regression was used to
see the association between one explanatory variable and outcome variable at p value<0.25.

Multivariable logistic regression analysis was performed to predict factors which affect the
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dependent variable. Those variables with AOR and p value < 0.05 were declared statistically
significant in multivariable analysis. Hosmer- Lemeshow test was used to test the model fitness

and it was 0.889 which is not significant.

Ethical considerations

After the research has approved by Ethical Review Committee of college of medicine and health
sciences of Dilla University, Ethical clearance was obtained from research coordination office,
college of medical and health sciences, Dilla University. Official letter was written to each
hospital or heath center from zonal health Bureau. Then informed verbal consent from study
participants was taken afterbrief explanation of the purpose of the study. The respondents have
the right to refuse participation or terminate their involvement at any point during the interview.

The information provided by each respondent was kept confidential.
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CHAPTER FIVE

RESULT

Socio-demographic characteristics of the women on ART

Total numbers of mothers included in the study were 304with overall response rate of 97.4%.
This number included 76 cases that had two or more pregnancy after HIV care enrollments and
228 controls that had first pregnancy since HIV care enrollments that came for PMTCT care
service in selected public health facilities. The mean age of cases 25.5 (SD: + 3.6) was less than
that of the controls 28 (SD: + 5). Additionally, more than half 42 (55%) of the cases and about
one third of the controls74 (32.5%) were within age group of 20-24 years.

With regards to the participants residence, majority of cases 58(76.3%) were from rural
residents, while 158(69.3%) of the controls were from urban area. Educationally, half of the
cases 39(51%) and quarter of controls 61(26%) attended elementary school (1-8 grade).
Regarding households wealth status, 12(37.5%) of cases and about half of controls45 (49.5%)
were from poorer category, while quarter of cases 9(28%) and 17(18.7%) controls belonged to
top two wealth quintiles (richer category). About half of the cases 37(48.7%) and 131(43.2%)
of controls follows protestant religion. With regards to their occupation 54(71.1%) of cases and
majority of controls 193(84.6%) were unemployed. more than quarter 22(28.9%) of cases and
35(15.4%) of controls were employed (Table2)
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Table 2Socio-demographic characteristics of mothers

among HIV positive women in

Gedeo zone public health facilities, SNNPR, Ethiopia,

Variables

Age

respondents

Residence

Educational
status of the

respondents

Occupational

status

Religion

Wealth

indicator

of 20-24years

25-29 years
30-43years

Rural

Urban

Can’t read and write
Read and write

1-8

High school and above
Employed
Unemployed

Orthodox

Muslim

Protestant
Catholic
Others
Poor
Middle

Richer

Case,
N(%)
42(55.3% )

23(30.3%)
11(14.5%)
58(76.3%)
18(23.7%)
9(11.8%)
19(25.0%)
39(51.3%)
9(11.8%)
6(7.9%)
70(92.1%)

16 (21.1%)
11(14.5%)

37(48.7%
10(13.2%)
2(2.6%)

12(37.5%)
11(34.4%)

9(26.1%)

Control,
N(%)

74(32.5%)
68(29.8%)
86(37.7%)
70 (30.7%)
158(69.3%)
49(21.5%)
65(28.5%)
61(26.8%)
53(23.2%)
64(28.1%)
164(71.9%)

37(16.2%)
23(10.1%
%)
131(57.5%)
23(10.1%)
14(6.1%)
45(49.5%)
29 (31.9%)

17(18.7%)

n(%o) Total

116(38.2%)

81 (30.1%)
197 (31.9%)
128(42.1% )
176(57.9%)
58(19.1%)
84(27.6%)
100(32.9%)
62(20.4%)
70 (23.0%)
234(77.0%)

53(17.4%)
34(11.2 %)

168(55.3%)
32(10.9%)
16(5.3%)
57(46.3%)
40(32.5%)

26(21.1%)

Chi-
square(df)

17.2(2)

48.6(1)

17.1(3)

13(1)

2.2(4)

1.7(2)
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Health service utilization behavioral information of the woman on ART

Most of the participants 66 (86.8%)of cases &192 (84.2%) of the controls) have discussed about
family planning with partner. Two hundred and ninthly four (96.7%) which was 70 (92.1%) of
cases & 224(98.2%) of controls was in Prior use of Family Planning.

Two hundred and seventy seven (91.1%) of participants which was68(89.5%) of cases and 209
(91.7%) of controls had no history of hospitalization during pregnancy or postpartum
periods.(Table 6)

Table 3: Health service utilization of the woman on ART characteristics of mothers

among HIV positive women in Gedeo zone public health facilities, SNNPR, Ethiopia, 2020

Variable Case, n(%) Control Total n(%) Chi-
n(%o) square(df)

Discussed about FP with Yes 66 (86.8%) 192 (84.2%) 258 (84.9%) | 0.3(1)
partner

No 10(13.2%)  36(15.8%) 46(15.1%)
Prior use of FP Yes 70 (92.1%)  224(98.2%) 294(96.7%) | 6.7(1)

No 6 (7.9%) 4(1.8%) 10(3.3%)
Hospitalization  during Yes 8 (10.5%) 19 (8.3%) 27 (8.9% ) 0.33(1)
pregnancy or

) No 68(89.5%) 209 (91.7%)  277(91.1%)

postpartum periods

Past obstetric history and clinical characteristics at enrollments

Among the study subjects, 264(86.6%) had one or less children at care enroliment (89.5%)
ofcasesand (86.0%) of controls). Fifty nine (19.4%) of mothers had History of abortion which
means about 34.2% among cases and 14.5% among controls). History of child death was
documented in 9.2%of the study subjects ((11.8%)of cases and (8.3%)of controls). Among the
study participant, eighty nine (29.3%) had CD4 count 200-350 cell/mm3at enrollment,
(22(28.9%) of cases and 67(29.4%) of controls. (Table3).

20



Table 3: Past obstetric history and clinical characteristics during care enrollment of HIV
positive mothers on ART, 2020

Variable Casen (%) Control n(%o) Total n (%
Number of 0-1 68(89.5%) 196(86.0%) 264(86.8%) 0.61(1)
children at care 2 and above 8(10.5%) 32(14.0%) 40(13.2%)
enrollment
History of Yes 26(34.2%)  33(14.5%) 59(19.4%) 14.1(1)
abortion No 50(65.8%) 195(85.5%) 245(80.6 %
Number of 0-1 64(84.2%) 187(82.0%) 251(82.6%) 0.19(1)
abortion 2 and above 12(15.8%)  41(18.0%) 53(17.4%)
History of child Yes 9(11.8%) 19(8.3%) 28(9.2%) 0.84(1)
death Since HIV
positive No 67(88.2%)  209(91.7%) 276(90.8%)
Number of child 0-1 63(82.9%) 195(85.5%) 258(84.9%)
Death 0.3(1)
2 and above 13(17.1%) 33 (14.5%) 46(15.1%)
Parity 0-1 31(40.8%)  97(42.5%) 128(42.1%) 0.57(2)
2-3 89(39.0%)  28(36.8%) 117(38.5%)
4 and above 17(22.4%) 42(18.4%) 59(19.4%)
WHO  clinical Clinical Stage 51(67.1%) 167(73.2%) 218(71.7%)
stage 1
Clinical 18(26.5 50(21.9%) 68(22.3%)
Stage2 %%) 2.2(2)
Clinical 7(9.2%) 11(4.8%) 18(5.9%)
Stage3
CD4 counts at less than 29(38.2%) 106(46.5%) 135(44.4%)
Enrolments 200cell/mm3
200-350 22(28.9%)  67(29.4%) 89(29.3%)
cell/mm3
2.5(2)
>350cell/mm3 25 (232.9%) 55(24.1%) 80(26.3%)
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Determinants of repeated pregnancy

In Bivariate logistic regression analysis variables like CD4 count at enrolments, history of
abortion, educational status respondents, age of the women, place of residences,CD4 counts at
care enrollments ,employment status of respondents found to have association with having
repeated pregnancy.( Table 4).The multivariable logistic regression analysis result showed that
compared to mothers who have first pregnancy after HIV infection, mothers” who had history of
abortion were about 4.75times more likely to have repeated pregnancy (AOR=4.75, 95% CI:
2.13, 10.57).Mothers who had low educational attainment, had4.6 times more likely to have
repeated pregnancy compared to those who have attended higher education.(AOR= 4.6, 95% CI:
1.69-12.67).Multivariate analysis also revealed that repeated pregnancy was 82% lower for
women who had employed comparing to the women who had not employed (AOR:0.18, 95%CI:
0.06-0.52).The risk of having repeated pregnancy was 90% lower among urban women
compared to rural HIV infected pregnant women. OR=0.1(0.05- 0.22).Similarly the risk of
becoming repeated pregnancy was 77% lower among 30-43 aged women compared t020-24years
(AOR=0.23, 95%CI 0.10 -0.56).( Table 4)

Table 4: determinants of repeated pregnancy mothers among HIV positive women in
Gedeo zone public health facilities, SNNPR, Ethiopia, 2020
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Variable

Controls,

n (%)

COR
(95%Cl)

AOR (95%Cl)

Can’t read and 9(11.8%) 49(21.5%)
write 1 1 1
Educational
status of the
respondents
Read and write 19(25.0% 65(28.5%) 1.6(0.66- 1.06(0.36-3.13) | 0.91
) 3.82)
1-8 grade 39(51.3% 61(26.8%) 3.5(1.53- 4.62(1.69 - | 0.003***
) 7.87) 12.67)
High school and 9(11.8%) 53(23.2%) 0.92(0.34- 1.3(0.38-4.50) | 0.65
above (>9 grade) 2.51)
Age of 20-24years 42(55.3% 1 1 1
respondents ) 74(32.5%)
25-29 years 23(30.3% 68(29.8%) 0.6(0.32.- 0.87(0.34-1.90) |0.718
) 1.09)
30-43years 11(15.5% 86(37.7%) 0.22(0.108- 0.23(0.10 -0.56) | 0.001***
) 0.469)
Residence Rural 58(76.3% 70 (30.7% 1 1 1
) )
Urban 18(23.7% 158(69.3% 0.13( 0.076- 0.1(0.05-0.22) | 0.0001**
) ) 0.250) *
Occupationa Unemployed 70(92.1% 164(71.9% 1 1 1
| status )
Employed 6(7.9%)  64(28.1%) 0.22(0.091- 0.18(0.06-0.52) | 0.001***
0.531)
History of Yes 26(34.2% 33(14.5%) 3.0(1.68- 4.75(2.13- 0.0001**
abortion ) 5.60) 10.57) *
No 50(65.8% 195(85.5% 1 1 1
) )
CD4 counts less than 30(39.5% 106(46.5%
at 200cell/mm3 ) ) 1 1 1
Enrolments
200-350 26(34.2% 67(29.4%) 1.2(0.63- 0.284
cell/mm3 ) 2.26) 1.3(0.55-3.03)
>350cell/mm3 20 55(24.1%) 1.6(0.88- 0.191
(26.3%) 3.10) 1.55(0.68-3.54)
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Discussion

The finding show that HIV-positive women who had repeated pregnancy were on average
younger than HIV positive woman who had index pregnancy after HIV care enrollment. Such
findings may be due to higher desire for children among the younger women. The finding also
delineated others determinants of repeated pregnancy among HIV-infected women, including
history of abortion, lower educational attainments, being age groups of 30-43, urban residence,
and employment status. In this study the majority of study subjects were 20-24 years among
cases and controls. With regard to CD4counts, 30(39.5%) of cases and 106(46.5%) of controls
were less than 200cell/mm3, while20 (26.3%) of cases and 52(24.1%) of controls were found
>350cell/mm3.with respect to respondents’ WHO staging, 218(71.1%) of participants were in

stage one while 18(6%) of participants were in stag three.

Women whose age ranges from 3043, the risk of having repeat pregnancy was 77% lower
compared to 20-24years. This is in agreement with studies conducted in Kenya[22] .These
observations are expected, because women are generally most fertile between the ages of 20 and
24 years and as they get older the likelihood of getting pregnant declines and in 30-43 years
period the desire of children might be decrease. It is also likely that younger age is associated
with more fertility .This finding also supported by Case Control study by desire for Children
among HIV-Positive Women in the Afar Region, have reported that Women whose age ranges
fell into20-29 had higher desire for children[20, 37]. Other finding from southeast Brazil
support the finding, they reported that a higher pregnancy risk among women younger than 30

and younger age was strong pregnancy predictor[38].

Concerning past obstetric history this study revealed that the odds of HIV positive women with
history of abortion to have repeated pregnancy was about 4.75 times higher compared to their
none history abortions. This finding is consistent with the studies conducted in Zimbabwe and
Latin America[20, 21].Some literatures suggest that women who are HIV-positive have a
greater risk of abortion. [39]. This and our finding implies women with history of abortion
while HIV positive ,Post abortion care (PAC) is needed to provide treatment for complications
caused by incomplete or spontaneous abortion and critical family planning counseling and
services to prevent future unplanned pregnancies that may result in repeat abortions. It was

supported by the findings from sub Saharan Africa have shown that reported death of a child
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were associated with a higher desire to get pregnant and indicating that child loss is a powerful
motivator to decide for repeated pregnancy [40, 41]The other important risk factor for repeated
pregnancy was status of education. Compared to mothers who have higher educational
attainments, mothers who have low education attainments (1-8grade) was4.6 times more likely to
a repeated pregnancy. This might be due to their lesser understanding of child bearing within the

context of HIV positivity.

The risk of repeated pregnancy was 82% lower for women who had employed comparing to the
women who had not employed. The possible justification of this finding might be due to the fact
that in most circumstances in Ethiopia employed women are those with better educational status;
in line those women having better education may have a chance to access information from
different types of media. There still exist a considerable knowledge gap regarding ART and there

is the need to raise awareness. [42]

Study also revealed that women whose resident in urban area to have repeated pregnancy was
90% lower compared to rural HIV infected pregnant women. It might be improved
understanding about child bearing within HIV positive. It also due to the fact that, in urban
areas, the accessibility of quality family planning services was higher in the community and for
mothers on ART in particular than rural and it might have a chance to access information from

deferent types of media.
Strength of the study

= Since the principal investigator utilized primary data for analysis it may reduce record
biases.

= The design being analytical approach.
Limitations of the Study

e This study used a case control study design and is, therefore, Relies often on recall or
records for information on past exposures and Vulnerable to recall bias. Therefore in this

study the possibility of recall bias since most data is based on patients self-report.
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CHAPTER SIX

CONCLUSION AND RECCOMMENDATION
CONCLUSION

The results of this study suggest that there are preventive and risk factors for repeat pregnancies.
We found that repeat pregnancies were more common among HIV-infected women who have
history of abortion, low educational attainment. On the other hand the likelihood of having

repeated pregnancy is lower among 30-43years age, employed and urban women.
Recommendation

1. For the Health Planners at regional and zonal level

Particular attention needs to be given to the women who are diagnosed repeated pregnant as they

are more likely to develop birth complication (abortion).
2. for Health Practitioners

Women who are pregnant and treated with ART need particular attention and appropriate

reproductive health services to be provided.
3. Further research implication

A prospective study on the predictors of repeated pregnancy among HIV positive women while

using ART drug will demands attention.
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Annexes

Annex: | Englishversion
Participant information sheet

MY NAME 1S .ottt eeenie e [ am here on the behalf of Mr.
YosefLelamo who is a master’s student in Dilla university school of public health in department
of reproductive health .He is working his thesis on determinants of repeated pregnancy among
Hiv/Aids positive women in Gedeo zone public health facility . Prior to this I will be explaining

information about the study and requesting you to participate in the study.

1. Questionnaire ID number
2. Statusof pregnancy 1.Case [ | 2.Control [ ]

Purpose: To identify determinant factors of repeated pregnancy

Benefit: there is no any financial benefit to you but the response you give me is important to

improve maternal health as a whole.
Harm: The study will take time of you and no other harm to you while you participate.

Confidentiality and right of participant: All the responses given by you and results obtained will
be kept confidential using coding system whereby no one will have access to your response.You
are not expected to give your name or phone number. Your participation in this research is
voluntary. You have full right to refuse to a question that you don’t want to answer and withdraw

from the participation at any time if you don’t wish to continue.

Duration of the interview: This interview will take approximately 30 — 40 minutes.
Have you any question regarding the aim and content of the interview?

Are you willing to participate on the study? 1. Yes 2. No

If you are willing to participate in this study, please sign the agreement form
Address: Mob +251-9-16-16-55-98 or E-mail:Lelamoyosefl1@gmail.com

Annex |l Informed consent
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| have read this form or it has been read to me in the language | understand. | understand that |
can continue the interview without any problem. Therefore 1) I agree to participate 2) I refuse to
participate. If the participant agrees to participate, skip to the next page. If no, skip to the next
participant. Name  of investigator: YosefLelamo Mob  +251-9-16-16-55-98

Email:Lelamoyosefll@gmail.com

Supervisor address Tel ----------------- Date of interview ------------------- Time started -----------
Time completed: ---------------- Name of data collector. ..-------------
Checked by: Supervisor Name: ...............cceevvenn.n. Sig. i

Part one : socio demographic & socio economic characteristics

S.N Questions Responses remark

101 | Age of the respondents | =----mmmmmm-

102 Marital status 1) Single

2) Married
3) Divorced
4) Widowed

103 What is your occupation 1) Housewife

2) Farmer

3) Government employee

4) Merchants

5) Private organization employee

6) Daily laboures

7) Other
104 Educational status of 1) Illiterates
respondents 2) Can read and write

3) Primary Education

4) Secondary and preparatory
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5)

College and above

105 Educational status of house 1) Illiterates
band 2) Can read and write
3) Primary Education
4) Secondary and preparatory
5) College and above
106 Place of residence 1) Urban
2) Rural
107 What is your religion 1) Muslim
2) Orthodox
3) Protestant
4) Catholic
5) Others
108 Family size | e
109 Do you have the following 1. Electricity 1 2 1=yes
equipments in your household 2. Radio 1 2 2 =10
? (multiple answer is possible 3. Television 1 2
4. Refrigerator 1 2
5. Non mobile phone 1 2
6. Mobile phone 1 2
7. Chair 1 2
8. Table 1 2
9. Bed with cotton 1 2
10. Electric mitade 1 2
110 Do you have the following 1. Cart 1 2 1=Yes
vehicles? ( multiple answer 2. Bicycle 1 2 2= No
possible) 3. Motor cycle 1 2
4. Car 1 2
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111 Do you have the following 1. Cattle 1 2 |1=Yes
domestic animals 2. Horse 1 2
2=No
3. Sheep 1 2
4. Goat 1 2
112 Do you have your own 1) yes
monthly income 2) no
113 Ifg8 yes Average monthly | ----------------
Income in birr
PART TWO: PAST OBSTETRIC HISTORY
201 Gravidity
202 Parity | e
How many pregnancies have
ou had since you have
203 y- y )
diagnosed as HIV positive
204 Number of children ever born
205 Number of children curently
alive
206 Number of children at care
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enrolment

207 History of child death since 1) Yes
HIV positive 2) No

208 If g207 yes, number of death

209 Is there history of abortion 1) Yes
(abortions) in lifetimes 2) No

210 If question 203 yes, number of
abortion

211 Is there history of stillbirth in 1) Yes
lifetimes 2) No

212 If g205 yes, number of stillbirth

213 Is there hospitalization during 1) Yes
pregnancy or postpartum period 2) No

214 Is there history of HIV infected 1) Yes
child 2) No

215 Number of pregnancy prior to
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ART enrolments

216

Number of children since ART

use

PART THRE: HEALTH SERVICE UTILIZATION RELATED CHARACTERISTICS

301 Talked to partner about family 1) Yes
planning 2) No

302 Prior use of family planning 1) Yes

2) No
Types of contraceptives ever | 1) Progestin only pills
used? 2) Combine oral contraceptive
3) Depo injection
4) Norlant
5) Condom

303 Have you ever discontinued
using family planning methods?

304 If Q No303 above yes,Reasons | 1) bleeding problem
for discontinuation to use | 2) abdomenal pain
family planning methods 3) Dizzness/headache

4) Breast problems
5) Pregnancy
305

Conceieved again time from

index pregnancy
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306 Number of additional children |1) 0
desired or planned by |2) 1
participant 3) 2
4) 3
5) 4
307 Have you changed partner since 3) Yes
index pregnancy? 4) No
308 If yes to Q 307 above, reason | 1) Divorced

for partner change

2) Deceased

Data Extraction sheet

1 CD4 count at enrolments
2 Functional status at enrolments 1. Working(W)
2. Ambulatory(A)
3. Bed ridden( B)
3 Weight at enrolment
4 WHO clinical stage at enrolment 1. Stagel
2. Stage2
3. Stage3
4. Staged
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5 length of time since HIV positive and ART | ----------- In years

enrolment

Annex-ii-Ambharic version
ATGETFAFLPTav L8 RGRNIPIO o)\ TP
MSLATAT! AT ANAAD-E

ALY TTUTA R AFAATINPONA AP 7T ACHIP0LARLACALNUNLAANMSRU-ATE 26O 00 PALM,
CTPPVCTNEANTPTICAL 150 : : R LY TIPUCERNARP I TG HPTLL LCANLP 18 NIk T 207 AT A G
T+ W18 0 LANRTLLLCAFOIDATIICTATPAL T MG : AP IIPNP LT LANTGEGAAACAPL L CANTE.
T 0 FADNTIHN G TR EIC AU~

LaoMPRAPALRP(C -------------

Status of the pregnancy 1.CaseContrd |
PPCEAATY: - hTh QA7 WML TATFTOTLII91L9 LA NN IS T -0 NET I AP

PPI°:-
ACAPOHVTTFUATSIO RTINS T FOILET T HTPIPN LT CIPTLAMTIPATNP ML LG FT 2MTATTAAA NG
TEANTPOALTAPA::

P8 2 PHY TG TANA NP YL L.CANPTIC I AL 1S TPAIC: : FOG AN T PP T 1A ararA (3 0-4 0
LEPPNAATONSNPTRTTANTY::
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PPGRavEIPOM.L-PrE: -

ACALLTLAMFIPATU-ANPAMCPTLEHTANLAND-TAAELTILATLIPGA: :ATPPIPP IR NAN R TCP A LaPHTNIO:
PPGAtA 3P TN N PG ECTLATSRACALL P RN IE LA NF 10 : (1 PG RAAT$-aPaP\ARTICLATTTT
®aPNAAGTATLU-IPNLATHFAS T TG ETARCM@DCar@- N Fav-(+PRtMmOP10-: : P PENAPHNOHF D-9°O % HNHVN
FTFOFINO QAL EAPTGETAL C171G1CLTAN: :AT19.0NAL C1AU-A P AT T THOLANT OO0 TG RAATPA
TEPLAPTIOAZNHYPTANADECCIPAL LINGATH LTV FTAML PP FAv-: :

PPTEAL L - COFALAT
0Ah:+251-9-16-16-55-98  A.7%4:-lelamoyosefll@gmail.com

POICICr @A LI N B ECT°

NHLYNAL LAD 7008 W 1L NTLI0FL TR AL AT 0 TG HEGATT: PPIC TG HCIPAMLE PO AU AL N TS E
AATPAFZ,I°PAIO 1IN0 D GA PN HFAD IO AU~ 2

1.075RAPAFEONT AU
2.07PTEAPAFEANTOTITIU-I°
PPGTAL CLDNI: - TAEAAT

AL¢A:- Ahh: +251-9-16-16-55-98 A% - lelamoyosefll@gmail.com

POAPMLPOTLLNN TP - m = g A N --
L (G N Pavs O NAND-OFIP------------ e EtE e
------ O B M g T L) P b A o B

NEAAZLTINCLN IR HNADPPCAT TTVNLADNT T AchCET

t+& | TPEPT AT AlHET

101 | PAG 0Ly,
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mailto:lelamoyosef11@gmail.com

102

eoNFu-sr

[ZYOER
o
Q4.29°+0-+

P4t

103

PEPTIIRTIO?

PO Fhar (T
ACOALC

PN FACAT
19L
PANTPOVFACAT
PPIOCAG

At

104

PACOAPTIUCTLLE

TNNGPIELTITTA

TIN5 PIGLITTA

h 1- 85'hea

h 9-125'hed

hABCH.L0AL

105

LAANTPTIUCTLLE

T0NPIGLTV A

TNNTIGELTOT A

h 1- 85'hea
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h 9-125h&d

nAZSThLLNAL

106

LarCLNS

-+

1MmC

107

T CE T T T

a1 H\J°
ACt&nn0
TCHAF Tt

atah

AA---

108

eOAON-OHT

40




109

nrtatanrat?

PFPELIT T

hhrtsh

PO Hadh

1 2

TrPALiNAN

1 2

MméSH

o70C

1 =hA
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1 2
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1 2
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2¢
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PtrCALhd

111 | DLttt EAAP T
?

TS TSR

1 2

Lot

a7

gt 1

2=P49°

112 | 0OPHIRII T TANP T ?

AP

PATIgP

113 | PEOPTRPIRILIC T NAPTHNATT
LNOCITLUNIO.?

NerC
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201 | Q7FLBACIHAN (ACTHTRTC )
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202 | O7TMFLEOALAA
(troasagterc) | s

203 | N TALOPSHOTNDOETOLVATHLEACTHPA

204 | NHOLV+OALASTPTC

205 | avragereota gt | e

206 | vhoPqagrseafoneterc 00000 | e

207 | A ThLAIPPHOTORTOLYLFDALAGTPHNALD.PA AP
AL LAIP-----

208 | 7.4 15 A®hvn e ktraS Tt | e

209 | (WL THIPTASTNTINDLLAD TS PA? it
KLLAT®

210 | 7.& 17a20¢FPCOYHSFO | e

211 | (L@ FHTAPFLFDALATAITOL D PA? it
KLLAT®

212 | 7.¢ 19xP0v, PretoALASARTC 000 | -

213 | OACTHSOPTOLIPNLVLOALLHIPOTI AT IS OPLATN? | &P
ARLAJP

214

A TheAVNIPTNEFOACTHSNHT
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215 | & T ALMLVNIT hEors. ML YLTOASAET-OHT
216 | A TALOLPHAZTANT
hP
ARLAIP
hednnt: emSA1N N TAM PP I0+aPA et
301 | AAMFA-N6PLNAALLATDCH1I1L 0T RELAT hP
h%
302 | LOAANIPNE AT FmPard@. L. Pl AP
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303 | 1. 202 A%t 1) TCLatCThs T+
PTG @7 PACTTHS avhah P42 TmPard. PP 2) PhG PTLONG, PfMavs,
POAL aPSMMAP N1
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4) €CTATE
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305 | MFAF2@: P1LAT ORI 035 e 18 OET & TC 1) 0
2)1
3) 2
4)3
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Annex-iii-Gedeuffa version

Gede’iinxxezoone’ nmootuatikefayyatixxewirtto’n HIV

dhukkubixxebalanweltihexxaaxxeamuwwagiddoittiiimasiila’watixxennafakkaaxxerakkonweltiab

idenddeexxentarjjabukkasateegixxeesendeexxagorttumiinkabidiro

E’yichcho

Nage’angee?
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Nage’akensummiAaddi/Baabba = s

hiyyemaantenneqo’nekiillichchiyaaddizoonetennegiddo HIV
weltihexxaaxxeamuwwagiddii’nittiiimasiilekeennafakkaaxxeyaaduwwauuddaaxxentarjjabukkasa

teeqixeesemeedheeken

Kunnibukkasema’neekitarjjila’ouwwa’neekibarachiisatiyaadi’ancallaten.konneetarjjauwwa’neek
ejaalimaqoheqgendeexennaakonnechiissichchouwwatihandaara’nhorddoffeassitinaashshasalaliki

langaannen.Teinniqo’nexxigummahiissichchidhugaate’nhundaayeessende’exxenqorttumakeela’o

Weleyannaqorateeyortteaffinoo’noolekonneafemisanjjo’nafadanddeetinaan
Qo’netikiannichchiAaddiY ooseefiiLeellammokehiyyemaan

Bibbili:- 0916165598

Safadandde’ano?

Eeti/Waawwoti

Hordofanjiikisummi ===--======nmmm e

Kutamitte :-Olla’iinxxaArddiinkaOfo’lichchonnaGalddumiinxxaBifa

La/Da | Qorttumuww | Hiissichchuwwa

a
1 Wogga | ----memeeee-
2 BulttetiJeeji | Heerundeebaaxxe

Heerundeexxe
MiniinkanniReyeexxe

MiniikkannaTikkeexxe
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Miniinkannix

xiWogga
HujetiJeeji Ifixxe
Mootummatixxe
Daddalttote
Hunnatixxe
Wiisallok
Wele
Miniinkkan Ifixxe
Maahuja’ne

Mootummatixxe

Daddalttote

Hunnatixxe

Wiisallok

Wele

BarachotiJeej

AbbabanaaBorreesadandde’ake
TaakkaxxeKooboxxabarachcho
Langgaxxekkobonnagophphe
KoloojennOokkonechiniima

MiniikaniBar

achchotijeeji

AbbabanaaBorreesadandde’ake

A T R A

TaakkaxxeKooboxxabarachcho
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3. Langgaxxekkobonnagophphe
4. KoloojennOokkonechiniima
8 HedhatixxiB 1. Qchcha
aka 2. Hadigiddo
9 AddeMaachc 1. Musiliime
ho 2. Ortoodokise
3. Protetaante
4. Kaatolike
5. Wele
10 Min 1. 500 butti’a
hadixxialffah 2. 5001-999
iteeqica 3. 1000-1499
4. 1500 iimi’a
5. Ege’nee’non
11 Gosamaachc 1. Oromo
ho 2. Gedeo
3. Qawwe
4. Sidaama
5. Wele
12 HIV/Ediseci’ 1. 1-2
losanfeewod 2. Lametiiimi’a
daanfeemma
xioose
Kuta 2 Ci’lotixxawodoalffatihandaara’nhedheejeeja’n
2.1 Mini 1.

hadiherregam
iniinkanninm

ari’atineegen
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ddinee?

2.2 Konnechiedo 1. Eeti
min 2. Waawwoti
hadogixxeesa
tihandaara’nl
a’ooffatineee
genddinee/

2.3 Hooneillafaa 1. Projestiroonekiniine
cheeffatatiqo 2. Afo’oke’nligiinsinaakailafaacheefatatixxakiniine
rssala’ooffati 3. Diipoliillana
neemma’a? 4. Noroplaante

5. Kondoome

24 Mine 1. Eeti
gixeesatixxao 2. Waawwoti
gela’ooffatin
aa’naabakkag
eyagopheeeg
enddee

2.5 204 1. Munddedunematixxebuuton
hiisichchieeti 2. Godobiinxxeelagonphphen
tekadoolema 3. Muuso’a/umiinxiboca
yeetemma? 4. Ununiixxegarassan

5. Siiliinxxebuuton

2.6 Taakkakesiili 1 -

naa’nlanggak
igica’nhexxe
exiyannahite

exe?
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2.7 Horddofallok 1. 0
enaa’nilatech 2. 1
asendde’exxi 3. 2
ooseherreg 4. 3

5 4

2.8 Ittilebateeher 1. 0
regendeexeo 2. 1
oselaakkosi 3. 2

4. 3
5 4

2.9 Miniinkannaj 1. Eeti
ijjiirteeegend 2. Waawwot
det?

2.10 HiisichchiEet 1. Reyammale
itekadoolema 2. Tikeennaxxee
yeejijjiirteeta
’a?

211 Jaalojijjiirttec 1. Aniingemine’n
hiudumahaba 2. Kiriinkemine’n
hexxeta? 3. Firuwwiinba

4. wele

Kuta 3 FedhiilfixxebelollaUuddaaxxen

3.1 Me’eyannasii 1.1
la’witeegend 2. 2-4
dete? 3. >5
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3.2 Me’eilleete 1. 1
2. 2-4
3. >5

3.3 Rime’afulchc 1. Eeti
hiseeegendde 2. Waawwoti
te?

3.4 Hiissichchiee 1. Mittele
titekadoolem 2. Lamele
eyele?

3.5 Godobigiddo 1. Eeti
ba’eexxa 2. Wawwoti
anno
ildeeegendde
te?

3.6 Hiisichchieet 1. Mittele
itekadooleme 2. Lamelennaookkonechchiniimi’a
“ele

3.7 1xxe 1. Anno fayyaxxi
ilaxxijeejihitt 2. Godobigoddonbaxxeyookaangufatte
atemma?

3.8 Siiliinxxeyan 1. Eeti
na’nyookaani 2. Waawwoti

latiudumadii

pheeegendde
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3.9 Edo Eeti
ildeetaxxeoos . Waawwoti
e’nbaxxeexih
exxe?

3.10 Hiissichchiee Mitte
tikadooleme’ Lame
ete?

3.11 HIV Eeti
dukubinabide . Waawwoti
ndeexxaoose
affeete?

3.12 HIV/AIDS . Waawwo
ci’losaffebox Mittiingica
xoedoheexxe
mmaxioose

3.13 HIV/EIDS . Waawwo
ci’loadhafaffi Mittiingica
neechchiilddi

neexxioosehe

xxe?
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TarjjaQocatixxaqgitse

ARTiiadhita’neexxiamuwwakiliniiketixxeqo’nexxiadabuwwi

HIV?AIDS 1. 200cell/mm3
ci’losanfaaw 2. 200-350 kaaloore/mm3
odda CD4 3. =350 hiwaase/mm3
birasa’ne
HIV?AIDS 1. Hijete’nhana
ci’losanfaaw 2. Ambulaalite(A)
oddamuiuxati 3. TAgete’nOfo’leeke
jeeji
HIV?AIDSci 1. =50 KG
’losanfaawod 2. 51 -60KG
daanfeemma 3. 61-70KG
khaurri 4. >71KG
WHO 1. Koobbo 1
Kiliniiketikoo 2. Koobbo?2
bbi 3. Koobbo3

4. Koobbo4

Manjunttetix
xeha’urrixxiq

iXX

1. <185
2. 18.5-25
3. >25
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