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ABSTRACT 

Background: Anemia is a major public health problem among people living with HIV/AIDS in 

Sub-Saharan African countries, including Ethiopia. Understanding the prevalence of anemia and 

related socio-demographic variables in a specific setting would help to scale-up preventive and 

therapeutic measures. But in the Ethiopian context, there is limited data on the prevalence of 

anemia and its association with HIV-positive adult clients on ART in health centers.  

Objective: To assess the prevalence of anemia and associated factors among adult HIV-positive 

clients on HAART in ART site Health centers, Addis Ababa, Ethiopia, 2022 

Methods: Health institution-based cross-sectional study was conducted among HIV-positive 

adult clients on ART from May to June 2022 at Addis Ababa ART site Health centers. Of 101 

HCs, 74 HCs are providing ART service. A total of 621 study participants had selected by multi-

stage random sampling technique among adults attending ART clinics at public health facilities. 

A face-to-face interview, a pretested structured questionnaire, and a chart review had conducted 

to collect data. Logistic regression analysis had used to measure the strength of the association 

between anemia and independent variables using a 95% confidence interval (CI) and Odds 

Ratio(OR). P-value, < 0.25, in the bivariable logistic regression model taken into multivariable 

logistic regression analysis. Variable with P < 0.05  had taken as significant. 

Results: The overall prevalence of anemia was 37.5% [95% CI (33.8, 41.2)] which significantly 

associated with sex (female)  (AOR = 1.587,95% CI (1.129-2.231)  , CD4 Count <200 cells/ul (AOR 

= 2.9 4, 95% CI(1.433 – 5.861), frequency of eating/day which is <3/day(AOR =2.232,95% CI 

(1.562-0.187) ,viral load suppression which has <1000 copies/ul (AOR =0.280, 95% CI (0.162-

0.483),nutritional support (AOR =0.610, 95% CI (0.379-0.981), nutritional condition whose  BMI is 

less than 18.5 Kg/m
2
 (AOR=2.397, 95% CI (1.581-3.635)and nutritional counseling  (AOR= 0.461, 

95% CI0 (0.324-0.656) for being anemic. 

Conclusion: The prevalence of anemia among study participants was high, categorized as a 

'moderate' type. And under nutrition, low meal frequency, CD4 count <200, Sex (being female) , 

dietary counseling, and nutritional support were variables significantly associated with anemia. 

Keywords: Anemia, HIV/AIDS, Associated Factors, Adult Clients, ART, Addis Ababa 
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1. INTRODUCTION 

1.1 . Background 

Anemia is a condition in which the number or size of red blood cells (RBC) and hemoglobin 

(Hb) concentration falls below the required level resulting in the impaired capacity to transport 

oxygen(1). The World Health Organization (WHO) defined anemia as a hemoglobin 

concentration of fewer than 13 grams per deciliter (g/dL) for men and 12 g/dL for non-pregnant 

women(2, 3). Globally, anemia is a major public health problem among people living with 

HIV/AIDS(3). It has a substantial impact on the progression of HIV/AIDS to advanced stages, 

and different factors frequently influence anemia(3). It is among the extensively spread public 

health problems, affecting both well-developed and developing countries with an impact on the 

health and socio-economic development of the nations(4). It has been a common public health 

problem in developing countries that adversely affect health(1). Iron deficiency anemia (IDA) is 

considered among the most important contributing factors to global disease(3). However, there 

was little insight into factors affecting anemia among HIV/AIDS clients in developing countries, 

including Ethiopia(5). 

Anemia is a common feature among HIV-infected people and uniformly demonstrated that the 

severity of anemia increases the morbidity and mortality in PLWH independent of CD4 count(5) 

and anemia was a widespread public health problem with vast human, social, and economic 

consequences(6). It leads to a higher risk of infections and impaired cognitive function and 

physical work capacity(6). The same holds in Ghana, where co-morbidities such as micronutrient 

deficiencies, malaria, TB, and parasitic infections were common causes of anemia, remain to be 

shown(7). 

The connection between anemia and HIV continues to be an active area of research 

investigation(8). Anemia has been recognized as a clinical problem in HIV clients, both before 

and after the initiation of ART, suggesting that there may be a fundamental physiologic change 

in the regulation of erythropoiesis resulting from viral infection. Anemia occurs in about 35% of 

HIV/AIDS  clients who start antiretroviral treatment (ART) in Europe and North America(8), 

while a figure for the burden of anemia in HIV/AIDS clients in the rural district of Sub-Saharan 

Africa hasn't estimated(9). 
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Depending on the study setting prevalence of anemia in HIV clients varies considerably. Close to 

95% of HIV-infected clients before the initiation of Antiretroviral Therapy (ART) up to 46% of 

clients taking ART develop anemia at some point during the course of their disease(10). 

Anemia is a major public health problem in HIV-positive clients around the world, particularly 

in Sub-Saharan Africa, including Ethiopia(8). Anemia occurs when the number or size of red 

blood cells (RBC) and hemoglobin (Hb) concentration fall below an established cut-off value, 

consequently impairing the capacity of the blood to transport oxygen around the body(2). 

Anemia is characterized by symptoms like; feelings of fatigue, tiredness, skin paleness, irregular 

heartbeat, and shortness of breath among others (2). It is an indicator of both poor nutrition and 

poor health(11). 
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1.2. Statement of the Problem 

Globally, anemia affects 1.62 billion people, which corresponds to 24.8% of the population(4). A 

study conducted in India revealed that the prevalence of anemia among people living with HIV 

and on HAART was 77.5%, which indicated that ART-increased anemia occurs in people living 

with HIV(12). In Africa, the prevalence of anemia among HIV-positive clients is not consistent. 

It varies from country to country(13). In Ethiopia, there was a wide variation in the prevalence of 

anemia among HIV/AIDS clients ranging from 10.1% to 77.4%, whereas in local areas, 

particularly in the southwest and eastern Ethiopia, its magnitude was 41.2% and 69.6%, 

respectively(14). In addition, Gondar hospital (29.7%)(15), Tikur Anbessa Specialized Hospital 

(34.6%)(11), Zewditu Memorial Hospital (42.9%)(16), Debre Tabor Hospital (34%) and (8) 

Wolaita Sodo university teaching hospital (36.5%)(3). 

The most common cause of anemia worldwide is an iron deficiency, resulting from prolonged 

negative iron balance, caused by inadequate dietary iron intake, absorption, and other nutritional 

deficiencies like folic acid and vitamin B12.In addition to the above causes among HIV/AIDS 

clients, anemia could be associated with a highly active antiretroviral therapy (HAART) like 

zidovudine-based regimen and opportunistic infections(8). 

Few studies have assessed the prevalence of anemia among HIV-positive clients on ART in 

hospital settings. But population visiting health centers is significantly different from the 

population visiting hospitals based on the severity of their cases. On the other hand, clients in the 

HC are less complicated than hospital clients, and the majority of service users are present in the 

health center than hospitals. Additionally, in-hospital clients can come from all over the country, 

not only from Addis Ababa. Particularly in the health centers of Ethiopia, the data on the cause 

of anemia and associated factors on HIV-positive adult clients on ART is lacking. However, such 

data are necessary for designing evidence-based treatment of anemia for this vulnerable group. 

Therefore, this study aimed to assess the proportion of anemia and its associated factors among 

adult people living with human immunodeficiency virus attending ART clinics at health centers 

in Addis Ababa, Ethiopia.  
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1.3. Significance of the Study 

This study generated evidence on the prevalence of anemia and predictor factors of anemia and 

also anemia status of Adult HIV positive clients on ART which is essential to design appropriate 

health and nutritional intervention measures for the prevention of anemia.  

The findings of this study also help to promote Policy and strategies on anemia treatment 

integration with HIV care and addressing and designing evidence-based treatment of anemia for 

HIV positive clients on ART. 

It helps to generate baseline & up to date information to pass evidence-based decisions since 

little is known data on the anemia status of HIV-positive clients on ART about the treatment & 

factors affecting the health centers. 

The findings obtained from this research would be very useful in many ways. Since the study 

would measure the prevalence of anemia in an HIV-positive client on ART and identify major 

responsible factors, it would show their relative contribution to the HIV-positive client on ART 

health status. The end-user governmental and non-governmental organizations could take 

intervention measures and set appropriate plans to tackle and improve physical functioning, 

psychological distress, and quality of life by identifying and giving priority to the vulnerable 

groups. Hence, the primary beneficiary of this study would be the HIV-positive client on ART 

and the intervention would take the finding from this study for planning the interventions in the 

future. 

The findings of this study would be helpful for monitoring and evaluating the activities of the 

government and different concerned agencies. Furthermore, the study would provide reliable 

information to work out suitable intervention strategies and suggestions for action aimed at 

improving the need for routine screening and treatment of anemia in HIV clients on HAART and 

it serves as a baseline for further studies and help for programmatic and policy implications since 

it uncovered part of this study. 
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2. LITERATURE REVIEW 

2.1. The magnitude of Anemia among HIV positive  

Globally about 2 billion people are estimated to be suffering from anemia(3). HIV/AIDS may be 

a major causative factor in the development of anemia and anemia is indicative of the likely 

severity or progression of the disorder (17). In the world anemia is an important health concern. 

The World Health Organization (WHO) estimates that worldwide 24.8% of people are affected 

by anemia(3). Nepal, however, experiences significantly higher rates of anemia. In 1998, the 

Nepal Micronutrient Status Survey estimated rates of anemia to be as high as 66% in non-

pregnant women (18). In different study settings, the prevalence of anemia in clients with clinical 

AIDS has been estimated between 63% and 95%(19), making it the most common hematologic 

manifestation of the disease(18). In the study conducted in India (20), the prevalence of anemia 

was significantly higher among HIV-positive participants who had one or more HIV symptoms. 

An overall prevalence of anemia was 77.5% in India(12),and in the Middle East, Iran at 

71.0%(19). 

Anemia is a common feature of HIV infection, occurring in about 35% of HIV/AIDS clients who 

start antiretroviral treatment (ART) in Europe and North America (8). The hemoglobin level 

increased significantly in clients who received ART; on average the hemoglobin increased 2.5 

g/dl over the first 12 months among clients who were anemic at ART initiation. Previous studies 

have reported that ART is associated with the resolution of HIV-associated anemia in Europe 

and North America (13). Anemia in HIV-infected clients is also associated with zidovudine use 

(21, 22). 

A study in China showed a positive correlation between hemoglobin and CD4 count. That study 

also showed that CD4 count, less than 200 cells/mm
3
 has been associated with an increased risk 

of anemia, which also indicates high anemia prevalence and similar associated risk factors in 

HIV-infected clients(3).  Iran find out the prevalence of anemia was 71% and the majority of 

clients had mild to moderate anemia. Mild to moderate anemia and severe anemia occurred in 

67% and 4% of clients, respectively(21).  And also Iran on anemia in HIV-Infected Clients, 

indicated anemia has been positively associated with drug history which clients use drugs such as 

TMP-SMX, anti-TB drugs, and antiretroviral regimens of zidovudine and ART drugs of 

stavudine(23). 
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In Africa, rural Tanzania showed zidovudine- containing an ART regimen increased the risk of 

anemia nearly 3 times compared to a regimen containing zidovudine(13). A study from rural 

Tanzania showed anemia was significantly associated with HIV. However, its response to 

antiretroviral treatment (ART) in rural Africa is poorly understood. The study from Tanzania of a 

generalized HIV epidemic, which is the case in most of sub-Saharan Africa, however, since 

HIV-associated anemia requires a different approach, indeed, in a study of clients admitted to a 

large urban hospital in Malawi with severe anemia (hemoglobin <7 g/dL), 79% had HIV and 

37% had TB, and relatively few had classical causes of anemia such as heavy hookworm 

infections (9%), malaria (14%) or iron deficiency (25%)(13). 

In sub-Saharan Africa, where the prevalence of HIV/AIDS and malnutrition are high, anemia is 

common adding to the considerable burden of morbidity and mortality(24). In a recent study 

conducted in Tanzania, a prevalence of 77.4% was recorded and this was attributed to advanced 

immunodeficiency in HIV Clients and the high prevalence of anemia in the African sub-

region(25). Further evidence from a study conducted in Tanzania showed that hemoglobin levels 

increased significantly at 2.5g/dl over the first 12 months in clients who received HAART and 

infection with human immunodeficiency virus type 1 (HIV-1), and, in the course of the disease, 

more than 70% of the clients develop anemia (25). 

Studies conducted in Ethiopia on the prevalence of anemia among HIV-positive clients in 

different areas showed different prevalence: in Western 23.1%, Gondar hospital on HAART 

11.7% and HAART naïve 29.7%, Addis Ababa on HAART clients was 33% (16, 19). Ethiopia is 

one of the HIV/AIDS-affected countries in sub-Saharan Africa, with more than 1.3 million 

people living with HIV. In Ethiopia, the adult prevalence of HIV was estimated to be 1.5% in 

2011(3). Some studies in Ethiopia indicate that 38% of men and 62% of women living with 

HIV/AIDS were anemic (6, 16). The prevalence of anemia among HIV/AIDS clients ranges 

from 10.1% to 77.4%(26), whereas in local areas, particularly in the southwest and eastern 

Ethiopia, its magnitude is 41.2% and 69.6%, respectively(8, 26). 

Previous studies conducted in Ethiopia showed that the prevalence of anemia among people 

living with HIV/AIDS taking ART ranged from 20.9% to 70.1% (6, 16, 27). In Ethiopia, 

Zewditu Hospital has also shown a remarkable reduction in the prevalence of anemia after the 

initiation of HAART(18).  
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2.2. Factors associated with anemia among adult HIV Clients on 

HAART 

Different factors are frequently associated with anemia such as being on HAART, nutritional 

status, body mass index, dietary intake, socio-demographic factors, ART regimen by itself, and 

CD4 count (3, 28).  

2.2.1. Socio demographic factors 

With an increment of age, there is a loss of muscle mass and bone mass and a reduction of 

physical capacity over years. According to a study in China, the prevalence of anemia increased 

with increasing age. Older age was significantly associated with an increased risk of anemia(23). 

Several studies in Ethiopia reported that women were more likely to be anemic than men. This is 

supported by a study done at the University of Gondar Hospital, Ethiopia (16).   

Some studies showed that ART has been associated with an improvement in HIV-associated 

anemia and the potential mechanisms might include a reduction in opportunistic infections and 

improvement of nutritional status(21). While some investigators suggested that anemia occurs 

particularly in the later stages of HIV infection, others reported it as an early sign of HIV 

infection(23). The multi-factorial origin of anemia complicates determining its original cause 

and/or its proper treatment. Anemia in HIV-infected clients, if persistent, was associated with 

substantially decreased survival(23). 

Risk of anemia increased by African American race, age, body mass index, history of 

pneumonia, oral candidacies, history of fever, ZDV use, low CD4+ cells counts (<200 cells/mL), 

and higher HIV-1 RNA levels in plasma(29-31). ZDV has been reported as a cause of 

hematological disorders, especially anemia,(32)that most often occurs within 4 to 12 weeks of 

ZDV initiation. 

The other study conducted in TikurAnbessa Specialized Hospital showed factors that were found 

to affect anemia among these clients include gender, occupation , WBC count , platelet count, 

nutritional status, and WHO clinical stage of HIV/AIDS(5). 
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2.2.2. Nutritional status related factors 

As HIV/AIDS leads to malnutrition, malnutrition leads to immune impairment, worsening the 

effect of HIV, and contributing to more rapid progression to AIDS (4). Thus, anyone who was 

malnourished and infected by HIV can easily deteriorate from the disease as the body is already 

weakened by the nutritional status and was unable to fight infection of HIV specifically affects 

nutritional status by increasing energy requirements, reducing food intake, and adversely 

affecting nutrient absorption and metabolism(25).Under nutrition (BMI <18.5 kg/m2) was 

significantly associated with anemia in the study noticed in Addis Ababa (33), South Africa 

Johannesburg(34), Gondar(16), Tanzania Dar Salem(35), in two West Africa Countries (36).  

The main causes of anemia are dietary iron deficiency, infectious diseases such as malaria, 

hookworm infections, and schistosomiasis; deficiencies of other key micronutrients including 

folate, vitamin B12, and vitamin A; or inherited conditions that affect red blood cells (RBCs), 

such as thalassemia(3). The most common cause of anemia worldwide was an iron deficiency, 

resulting from prolonged negative iron balance, caused by inadequate dietary iron intake, 

absorption, and other nutritional deficiencies like folic acid and vitamins B12(8).In addition to 

the above causes among HIV/AIDS clients, anemia could be associated with a highly active 

antiretroviral therapy (HAART) like a zidovudine-based regimen and opportunistic infections(8). 

2.2.3. HAART status and related factors 

Studies from Europe and North America have shown that ART itself can be an effective 

treatment for the anemia of HIV infection (3, 15, 34). On the other hand, several studies found 

that ART regimens containing ZDV cause anemia due to the hepatotoxic effect of ZDV which 

was observed in most of the clients within 3-6 months and was reversible(10).  

The study conducted in Ghana indicated that anemia was a common feature of HIV infection 

(20–80%)(7). The cohort study of HIV-infected clients accessing ART from a rural hospital in 

Tanzania showed that the majority of clients who have been anemic at the time of ART initiation 

have significant hemoglobin increases over the initial 12 months of ART(13).   

The study in Debre Tabor hospital showed clients who took a Zidovudine-based ART regimen 

were more anemic compared with TDF-based(8). Participants who lived with HIV for 5–8 years 

and 9 years showed significant association with anemia. This is supported by another study in 

West Ethiopia (37) and South Africa (34). 
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A study done in Addis Ababa at the ART Clinic of St. Paul Hospital Millennium Medical 

College among the non-ZDV group showed anemia improved from a prevalence of 44.2% at 

baseline to 18.3% after six months and to 12.4 % after twelve months of ART follow up(10). In 

addition, a recent study reported a considerably higher prevalence of anemia among HIV-

infected ART Adult Ethiopians (38% for men and 62 % for women (6). 

2.2.4. Health related factors 

Untreated anemia in people living with HIV/AIDS and/or taking ART is associated with 

pathophysiologic changes and progression of the disease to an advanced stage and finally may 

result in the death of the individual (38). However, it remains to be seen if the same holds in 

rural Africa, where co-morbidities such as micronutrient deficiencies, malaria, TB, parasitic 

infections, and genetic hematological disorders are common. Therefore, we aimed to characterize 

the anemia and cell indices in a cohort of HIV-infected adults in rural Tanzania and to study the 

effect of ART and other factors on the hemoglobin evolution over time (28). Furthermore, 

anemia at enrollment was associated with advanced immunodeficiency (WHO stage 4 and low 

BMI) and TB, in line with previous studies in rural Tanzania(19). 

A cross-sectional study in Debre Tabor hospital also noted that the likelihood of having anemia 

has been higher among HIV/AIDS clients on ART with an inadequate diversified diet (8). 

Having a CD4 count lower than 200cells/ul became significantly associated with anemia 

compared to a CD4 count ≥ 500 cells/ mm3. A similar association was seen in Diredawa Town, 

Ethiopia(36), and Zewditu Memorial Hospital, Addis Ababa, Ethiopia(6).  

Infection with intestinal parasites was associated with anemia among study participants and this 

finding is supported by many studies conducted in Ethiopia, West South Ethiopia (37), northern 

Ethiopia, Dessie Hospital (39), and South Ethiopia Butajira Hospital (40). 

 

 

 

 

 



12 

 

 

 

Anemia 

Nutritional status 

BMI 

Dietary counseling 

Nutritional support 

HAART Status 
& related 
factors 

Duration of ART 
intake 

Type of ART 
regimen 

Year lived with HIV 

Other drugs (TB, 
TMP-SMX) 

Health-related factors 

Opportunistic infection  

CD4 cell count 

Who clinical Stage of disease 

Viral load 

Treatment progressive stage 

sociodemograph
ic factors: 

Age 

Sex 

Educational status 

socioeconomic factors 

Ocupation  

Marital Status  

Monthly income 

Figure 1: Adapted conceptual framework on the prevalence of anemia and associated 

factors among HIV-positive adult clients in ART providing Health centers of Addis 

Ababa, Ethiopia, 2022(28) 



13 

3. OBJECTIVES 

3.1. General objectives 

 To assess the prevalence of anemia and associated factors among adult HIV-positive clients 

on HAART in ART site Health centers, Addis Ababa, Ethiopia, 2022. 

3.2. Specific Objectives 

 To determine the prevalence of anemia among adult HIV-positive clients on HAART in ART 

site Health centers, Addis Ababa, Ethiopia, 2022. 

 To identify the factors associated with anemia among Adult HIV-positive clients on HAART 

in ART site Health centers, Addis Ababa, Ethiopia, 2022. 
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4. METHODS AND MATERIALS 

4.1. Study period and area 

Addis Ababa is the capital city of Ethiopia which is divided into 11 sub-cities including the 

selected sub-city where the research will be conducted. Addis Ababa's 2021 population is now 

estimated at 5,005,524. These population estimates and projections come from the latest revision 

of the UN World Urbanization Prospects(41).  

The study was conducted from May/2022- June/2022 atAddis Ababa City Administration, 

Ethiopia. In the selected Sub-city there are 36 public health facility and they provide 

clinicalservices for thesurrounding communities. Services includingemergency, 

surgery,gynecology/obstetrics, antenatal care, and family planning, pediatrics (including a 

malnutrition program), a TBC unit, Anti-RetroviralTherapy (ART), VCT center, and dental 

careare provided at the health centers. As the data obtained from Addis Ababa Health Bureau, 

atotal of 102099adult clients are currently on ART. In the selected Sub-City 36 health centers 

provide ART service with a number of 16467currently on ART. 

4.2. Study design and period 

 A facility-based cross-sectional study was carried out from May up to June 2022. 

4.3. Populations 

4.3.1. Target population 

All adult people living with HIV and attending ART clinic in Addis Ababa City Administration  

4.3.2. Study population 

Adult people who are living with HIV and attending ART clinic in selected Sub city health 

centers in Addis Ababa, during the study period 

4.3.3. Study Unit 

The study unit for this study will be each adult on ART, who was selected through the sample 

selecting process. 

https://esa.un.org/unpd/wup/
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4.4. Inclusion and Exclusion 

4.4.1. Inclusion criteria 

All HIV-positive adults who are on HAART attending ART clinic in Addis AbabaHealth 

Centers during the study period will be included in the study. 

4.4.2. Exclusion criteria 

Pregnant women and women who gave birth within the past 6 weeks, and HIV positive adults 

who developed deformities like Kyphosis or others was excluded as it is difficult to measure the 

exact height. 

4.5. Sample size and sampling Technique 

The sample size was calculated using the single population proportion formula by open Epi Info 

window version 7 statistical software with the assumption of 42.9% prevalence of anemia (6), 

95% confidence level (α = 0.05), and 0.05 margin of error. Finally, a 10% non-response rate was 

added to the final sample size.   

The single proportion formula, n= Z2α/2 P (1-p)/d2  

Where 

n: estimated sample size. 

 Z: desired 95% confidence, Z=1.96. 

 P: proportion of prevalence of anemia was 0.429(6). 

d: margin of error (0.05). 

n = (1.96)
2
 (0.429) (1-0.429) =376 

                  (0.05)
2
 

10% of the non-response rate was added giving a total sample size of 414. 

Total sample size including design effect for multistage (1.5) was 1.5*414=621 

4.6. Sampling procedures 

There are eleven Sub cities and 101 health centers in Addis Ababa city Administration. From 

those 74 public health facilities are providing ART services. Four (36 %)Sub cities were selected 

from 11 SC and then 12 health centers was selected using multistage sampling method. The total 

number of adult’s monthly attending ART clinics at these 12 public health facilities is 7090. Per 

day approximately 27 ART clients visits the selected health facilities. The sample size was 
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distributed proportionally and the total sample was selected using simple random sampling 

method.  
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Schematic Sampling Chart 
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Figure 2: Schematic presentation of the multistage sampling procedure, Addis 

Ababa, Ethiopia, 2022,(n=621) 

By random (lottery) method 4 Sub Cities selected from 11 Sub Cities 

All Sub City of Addis Ababa City Administration 

 

T/haimanot HC=1411 

Belethachew HC=881 

 

Kotebe HC =352 

Woreda 10 HC=272 

Entoto no2 HC=243 

Yeka HC=338 

 

Selam HC = 82 

AdisuGebeya HC=36 

Woreda 2=29 

Woreda 3=16 

T/haimanot HC=120 

Belethachew HC=77 

 

        By proportional allocation, the corresponding sample size will be calculated 

 

Arada HC = 1039 

Jan meda HC=753 

 

Kotebe HC =31 

Woreda 10 HC=24 

Entoto no2 HC=21 

Yeka HC=29 

Final Sample Size = 621 

Arada HC = 90 

Jan meda HC =66 

Selam HC = 940 

AdisuGebeya HC=409 

Hidase HC= 334 

Shegole HC=188 

 

By random (lottery) method four ART providing public health facilities will be selected from 

each Sub Cities (30% from each SC) 

 

Gulele SC (11) Lideta SC (7) Yeka SC (11) Arada SC (7) 

 

 

 

0 
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4.7. Study Variables 

4.7.1. Dependent Variable 

 Anemia 

4.7.2. Independent Variable 

 Socio-demographic factors (age, sex, marital status, occupation, educational level, 

income, residence). 

 Health-related factors or Clinical and immunological characteristics (CD4 count, viral 

load, WHO clinical stage of disease, treatment progressive stage, and Opportunistic 

infection). 

 HAART Status & related factors (Duration of ART intake, Type of ART regimen, Year 

lived with HIV and other drugs used. 

 Nutritional status (BMI (Kg/m2), frequency of feeding, Dietary counseling, and 

Nutritional Support. 

4.8. Operational Definition 

 Anemia is defined as a condition in which the hemoglobin level is less than 13 g/dl for 

males and 12g/dl for females according to WHO(12). 

 Adult:- age greater than 15 years (42) 

 Hemoglobin level: Hemoglobin results will be taken from the card if it is measured for 

less than six months duration. If it is not measured it will be measure by taking blood 

sample from the clients. 

 Viral load: is recommended as the preferred monitoring approach to diagnose and 

confirm treatment failure and a normal range viral load of less than 1000 copies/ml(40). 

 Treatment progressive stage: -HIV-positive clients after six months of starting ART, who 

develop OI. 

 Co morbidity: HIV Positive client developed OI due to the presence of HIV infection 

 Under nutrition: BMI less than 18.5kg/m2 have been considered under nutrition among 

selected HIV-positive clients on HAART. 

4.9. Data Collection Technique 

Data on the socio-demographic and clinical characteristics of the study participants were 

collected using a pretested structured questionnaire by interview and review of medical records 



19 

using data extraction check list.  Weight measurement was conducted using a standard scale that 

is applicable for weight measurement in medical setups. The scale pointer was used to check at 

zero before taking every measurement. The subjects were told to dress in light clothes. Women 

were asked to remove a scarf. He/she stands straight and unassisted on the center of the scale. 

The average measurement of weight would record in two rounds of the visit to the nearest 0.1kg. 

Height was measured using a standard scale. The study participants were asked to remove their 

shoes, stand erect, and then position them on the plane with feet together and knee straight. The 

heels, buttock, shoulder blades, and the back of the head should touch against the vertical stand 

of the audiometer and the values were recorded to the nearest 0.1cm. Body mass index (BMI) 

was calculated using weight and height (Kg/m2). 

For the measurement of hemoglobin level, Hemoglobin results was taken from the card if it is 

measured less than a month duration but greater than a month Venous blood samples (4ml from 

each participant) were collect by laboratory technicians into vacutainer tubes (BD, USA) 

containing an anticoagulant (EDTA (ethylenediaminetetraacetic acid). Hemoglobin was 

measured using a BD-Facs Presto HGB machine (For sensitivity and specificity, the 

FACSPresto™ results were 94.40% and 96.0%) (43)and all specimens were properly labeled 

with client codes. Recent CD4 count, viral load, and WHO clinical stage of disease was taken 

from the client card.   

4.10. Data Quality Control/Assurance 

Four data collectors, (one laboratory professional and four BSC Nurses), and two supervisors 

(senior health officer) was recruited. To assure the quality of data, training was provided to data 

collectors, nurses, laboratory technologists, and supervisors for one day by the principal 

investigator on the technique of interviewing and sample collection. The principal investigator 

took the responsibility to control the quality of data and take an anthropometric measurement. 

The questionnaire was initially developed in English. Then translates into Amharic, and back 

translate into English by another individual who has good knowledge of both languages to check 

its consistency. A pretest was conducted on 5% of the subjects at Bole woreda 17 health center, 

Bole sub-city. On-site supervision was performed and each copy of the questionnaire was 

checked for completeness and accuracy before data entry. Standard Operating Procedures (SOPs) 

will be used according to the manufacturer’s instructions for laboratory tests.  
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4.11. Data Processing and Analysis 

Before data entry, questionnaires were checked for their completeness. Data were enter into 

Epidata version 3.1 and then exported to SPSS version 26 for further analysis. The descriptive 

analysis like percentage, frequency, and mean was calculated. The bivariable logistic regression 

analysis was used to identify associations between variables. The variables with marginal 

association (p≤0.25) were transfer to multivariate analysis. The Hosmer-Lemeshow test was used 

to check the appropriateness of the analysis model. The possible effects of confounders were 

controlled through multivariate analysis. The association between the explanatory and dependent 

variables was assessed at the p-value of 0.05. The variables that show a p-value <0.05 was 

declared as statistically significant variables in multivariate analysis. The degree of association 

between independent and dependent variables was assessed using an adjusted odds ratio (AOR) 

with a 95% confidence interval. The findings were present in the form of narratives, tables, and 

graphs. 

4.12. Ethical Consideration 

Ethical clearance was obtained from the Ethical Review Committee of Debre Berhan University, 

Asrat Woldeyes health science campus, School of public health and Addis Ababa health bureau. 

The letter was written to the selected sub-city health office and the head of the respective health 

center to get permission to conduct the study. Verbal consent was obtained from study 

participants before they began to fill out each questionnaire. Those unwilling to consent will not 

be obliged and was omitted from the study. The participant of the study was informed they can 

put on an end to the interview at any time. Confidentiality was assured by not taking the names 

of the respondents and was labeled only with a number. Also, information was stored in a 

protected place as a file and it will not be revealed to anyone except the principal investigator.         

4.13. Dissemination of Results 

The final report of the study will be submitted to Debre Berhan University. It will be  sent to 

Addis Ababa Regional Health Bureau and selected Sub-City Health office.  
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5. RESULTS 

5.1. Socio-demographic characteristics 

A total of 621 HIV positive clients on HAART were included into this study with 100% response 

rate. Three hundred thirty two (53.5%) study participants were females. The highest portion of 

age was 37-45 years which accounted 298 (48.0%) of total participants. Two hundred sixty-two 

(42.2%) participants were in marriage. Most of the respondents’ 304 (49.0%) were Orthodox. 

Regarding to residency, 599 (96.5%) of participants were urban resident. Two hundred fifty six 

(41.2%) of study participants had primary school. About 278 (44.8%) respondents were 

government employed (Table 1). 

Table 1: Socio-demographic characteristics of HIV+ clients on ART at Addis 

Ababa, Ethiopia (n=621) 

Variables Categories Frequency Percent 

Sex  Male 289 46.5 

Female 332 53.5 

Age (in years) 15-27 85 13.7 

28-36 163 26.2 

37-45 298 48.0 

>46 75 12.1 

Marital status Single 164 26.4 

Married 262 42.2 

Divorced 104 16.7 

Widowed 91 14.7 

 Religion Orthodox 304 49.0 

Catholic 89 14.3 

Protestant 79 12.7 

Muslim 149 24.0 

Residence Urban 599 96.5 

Rural 22 3.5 

Educational level Not read and write 83 13.4 

Primary school 256 41.2 
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Secondary school 187 30.1 

Higher Education 95 15.3 

Occupation No occupation 5 0.8 

Government employed 278 44.8 

Private employee 128 20.6 

Housewife 68 11.0 

Merchant 109 17.6 

Daily laborer 33 5.3 

 

5.2 Health related characteristics 

Out of 621 study participants, almost 364 (58.6 %%) of the clients were classified as WHO 

Treatment progressive stage I. Based on parasitic infection of study participants, 93 

(15.0%)had history of intestinal parasitic infection and only 8.5 % of study clients had history 

of deworming and 53(8.5%) had history of malaria. (Table 2) 

Table 2: Health related characteristics of HIV + client on ART at Addis Ababa , 

Ethiopia (n =621) 

Variables  Categories Frequency Percent 

Treatment progressive 

stage             

T I 364 58.6 

T II 

T III 

142 

115 

22.9 

18.5 

History of infected 

intestinal parasite      

NO 528 85.0 

YES 93 15.0 

History of Deworming 

 

NO 567 91.3 

YES 53 8.5 

SPP of int. parasite                           E.histoltica 31 5.0 

 G.lamblia 

alumbricoid 

31 

2 

5.0 

0.3 

 H worm 23 3.7 
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5.3. Clinical characteristic and drug regimen 

Out of 621 study participants, 299(48.1%) participants viral load was 201-1000 copies/ml and 

70.7 % of study participants had CD4 count greater than 500 cell/mm
3
. The mean Hgb value was 

13.24 (SD = 1.674 g/ dl). One hundred fifty four (24.8%) of the study clients was co-infected 

with different types of opportunistic infections. Of the total study participants, 253 (40.7%) 

participants lived with HIV 6-10 years.  Majority of study participants 389(62.6 %) currently 

taking TDF based ART regimen (1J = TDF +3TC +DTG). According to ARV treatment status 

601 (96.8 %) of participants were not newly enrolled to ART and 274 (44.1%) switched their 

previous drug regimen (Table 3). 

Table 3: Clinical characteristics and drug regimens of HIV + client on ART in 

Addis Ababa, Ethiopia (n =621) 

Variables Categories Frequency Percent 

Current CD4 Count <200 28 4.5 

201-350 41 6.6 

351-500 113 18.2 

>500 439 70.7 

Viral Load <200 copies/ml 98 15.8 

201-1000 copies/ml 299 48.1 

> 1000 copies/ml 224 36.1 

Co morbidity NO 467 75.2 

YES 154 24.8 

Year lived with HIV                            

 

 

<1 year 31 5.0 

1-5 year 308 49.6 

6-10 253 40.7 

>10 29 4.7 

Duration of treatment of 

ART 

<5 year 358 57.6 

5-10 year 251 40.4 

>10 year 12 1.9 

Status of ARV treatment Total 616 99.2 

Newly enrolled 20 3.2 

Refill 601 96.8 
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Type of current drug 

regimen 

 

 

1J = TDF +3TC +DTG 389 62.6 

1K = AZT+3TC+ DTG 122 19.6 

TDF/3TC/EFV 52 8.4 

TDF/3TC/NVP 41 6.6 

AZT/3TC/NVP 6 1.0 

AZT/3TC/EFV 11 1.8 

Have you Switched 

your drug regimen 

NO 347 55.9 

YES 274 44.1 

Previous drug regimen 

 

TDF/3TC/EFV 54 8.7 

TDF/3TC/NVP 33 5.3 

AZT/3TC/NVP 102 16.4 

AZT/3TC/EFV 85 13.7 

5.4. Nutrition- related & Anthropometric characteristics 

Three hundred eighty (62.2%) of study participants had normal nutritional status. 335 (53.9%) of 

the respondents does not attended nutritional counseling and awareness. 75(12.1%) participated 

in the supplementary food program like RUTF (Table 4). 

Table 4: Nutrition -related and Anthropometric characteristics of HIV + client on 

ART in Addis Ababa, Ethiopia 

  Variables Categories Frequency Percent 

Nutritional status Over weight 38     6.1 

Normal 380 62.2 

Underweight  203 32.7 

Dietary counseling NO 286 46.1 

YES 335 53.9 

nutritional support No 512 82.4 

Yes 109 17.6 

Organizational support No 512 82.4 

Yes 109 17.6 

Type of support  Economical support 

(money, material, 

9 1.4 



25 

food etc.) 

RUTH 75 12.1 

Economical and 

RUTF 

25      4.0 

5.5. Dietary pattern, tea/coffee intake and dietary diversity 

Findings of this study indicated that 321 (51.7%) of the respondents were consuming regularly.          

416 (67.0%) of respondents had a habit of skipping meal, and 255(41.1%) were consuming less 

than three meals per day. 116 (18.7%) skipped lunch and 82 (13.8%) of them commonly skipped 

dinner. The reasons for skipping meal were loss of appetite 192(30.8%) and just for habit 

90(14.5%).  338 (54.4%) of the participants took tea or coffee immediately (within one hour) 

after meal and 283(45.6 %) respondents who did not took tea/coffee with meal (Table 5).  

Table 5: Dietary pattern, eating habit and dietary of HIV + client on ART in Addis 

Ababa, Ethiopia 

Variables Categories Frequency Percent 

Regular Meal intake                   Yes 321 51.7 

No 300 48.3 

Breakfast Daily 316 50.9 

Three or four times per week 293 47.2 

Once or twice per week 7 1.1 

Rarely 5 0.8 

Lunch Daily 451 72.6 

Three or four times per week 166 26.7 

Once or twice per week 4 0.6 

Dinner Daily 361 58.1 

Three or four times per week 256 41.2 

Once or twice per week 4 0.6 

Habit of skipping 

meals 

No 205 33.0 

Yes 416 67.0 

Tea/coffee 

immediately with a 

No 283 45.6 

Yes 338 54.4 
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meal 

Frequency of eating 

per day 

<3 255 41.1 

>3 366 58.9 

Habit of skipping 

meal                       

Breakfast 217 34.9 

Lunch 116 18.7 

Dinner 82 13.2 

Total 415 66.8 

Reason of Skipping 

Meal                  

Loss of appetite 192 30.9 

No time 26 4,2 

Just habit 90 14.5 

Fasting 85 13.7 

Not prepared on time 22 3.5 

5.6. Magnitude of anemia among HIV positive clients on ART 

From 621 HIV positive clients on ART, 37.5% (95% CI: 31.1- 41.1) of them were anemic and 

majority (41.8%) of them were female. The mean hemoglobin was 13.24 (St. d ± 1.674). 

Table 6: Hemoglobin determination of HIV + positive patient on ART in Addis Ababa, 

Ethiopia (n = 621) 

  Anemia status         Male                         Female                       Total (%)________ 

     Anemic            94 (32.5%)                               139(41.8%)       233(37.5%) 

    Non anemic            195(67.5%)                               193(58.2%)       388(62.5%)______ 

5.7. Multivariable analysis of factors associated with anemia among HIV+, Patients on 

ART. 

Findings of Bivariate logistic regression analysis showed that   nutritional status problems ,Sex , 

marital Status,CD4 count(cells ,level)  Presence of co morbidity ,Viral load (Copies/ml),BMI, 

dietary counseling, frequency of eating/day, nutritional support are candidates  for having  

association with  being anemic (Table 7). 

Findings of multivariate logistic regression analysis showed that sex of respondents (female), 

CD4 T-cell level (<200cell/ul), viral load suppression level (>1000copies), dietary counseling, 
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meal frequency per day (<3/day), nutritional support condition and to nutritional status whose 

BMI is less than 18.5   were significantly associated with anemia (Table 7). 

In this study, female are 1.6 times more likely to be anemic (AOR = 1.608(1.118-2.314) than the 

odds of males. Participants having CD4 Count <200cells/ul 2.9 more likely to be anemic (AOR = 

2.9(1.433–5.861) compared to patients with CD4 count more than 500 
+
cells/ul. Study 

participants whose eating frequency <3/day had 2.232 times more likely to be anemic (AOR 

=2.232(1.562-3.187) than patients who were eating >3/day regularly. 

HIV Patients on ART of study participants whose viral load suppression level (<1000copies) 

were 72% less likely to be anemic (AOR = 0.280(0.162-0.483) than respondents who has viral 

load suppression more than 1000 copies. Regarding to nutritional status those who had got 

nutritional support  were had 39% less likely to be anemic (AOR = 0.610(0.379-0.981) compared 

to who did not get nutritional support. In addition   those whose BMI is less than 18.5  were  2.39 

more likely to be anemic(AOR= 2.397(1.581-3.635) than compared to  who had normal BMI 

range . Moreover respondents who had got nutritional counseling were  54%  less likely to be 

anemic(AOR= 0.461(0.324-0.656) than compared  to those who did not get nutritional  

counseling  (Table 7). 
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Table 7: Factors associated with anemia among HIV
+
 patients on ART in Addis 

Ababa Health Centers, (n=621) 

Variables Anemia Status(%)    

 Anemic Non anemic COR(95%CI) AOR(95%CI)   P-value 

Sex 

Female 139 193 1 1  

Male 94 195 1.494(1.075-2.076) 1.608(1.118-2.314) 0.01* 

Marital Status 

Single  64 100 1 1  

Married 109 153 0.898(0.602-1.338) 0.879(0.565-1.367) 0.566 

Divorced 28 76 1.737(1.017-2.996) 1.832(0.995-3.374) 0.052 

Widowed 32 59 1.180(0.693-2.010) 1.298(0.709-2.377) 0.398 

CD4 count(cells 

501+ 45 48 1 1  

351 – 500 60 102 1.6 (0.837 – 2.974) 1.6 (0.775 – 3.294) 0.205 

200 – 350 72 101 1.3 (0.693-2.402) 1.4 (0.674 -2.799) 0.380 

<200 56 137 2.2 (1.192 – 4.181)* 2.9 (1.433 – 5.861) 0.003* 

Presence of comorbidity 

NO 163 304 1 1  

Yes 70 84 0.643(0.444-0.931) 0.812(0.531-1.244) 0.339 

Viral load (Copies/ml) 

<1000 182 363 1 1  

>1000 51 25 0.246(0.148-0.410) 0.280(0.162-0.483)

  
0.000* 

BMI 

Underweight 90 109 1 1  

Normal 71 243 2.826(1.924-4.151)

  

2.397(1.581-3.635)

  
0.000* 

Over weight 72 36 0.413(0.253-0.672)

  

0.278(0.163-0.475)

  
0.000* 

Dietary counseling 

Yes 100 235 1 1  

No 133 135 .490(0.352-0.681) 0.461(0.324-0.656)

  
0.000* 

Frequency of eating/day 

<3/day 192 63 1 
1 

 

>3/day 67 299 2.043(1.469-2.841)

  

2.232(1.562-0.187) 0.000* 

Nutritional support 

Yes 62 87 1 1  

No 32 22 0.490(0.260-0.923)

  

0.610(0.379-0.981)

  
0.042* 

 

NB:- P value * = Shows statistically association which is  less than 0.05 . 
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6. DISCUSSION 

The main purpose of the study was to investigate the prevalence of Anemia and its associated 

factors with anemia among people living with HIV/AIDS taking ART. The study found that the 

overall prevalence of anemia was 37.5% (95% CI: 33.8- 41.2). The finding of this study was 

consistent with findings from Welaita Sodo university referral Hospital (36.5%) (3), Debre tabor 

Hospital (34%) (8), and Tikur Anbesa Specialized Hospital (34.6%)(5). However, this figure is 

lower when compared to previous studies conducted at Zewditu Hospital (42.9%)(6), Nigeria 

(57.5%)(15), rural Tanzania(77.4%)(13) and China (51.9%)(17). The prevalence of anemia 

reported in this study was higher than a number of studies conducted in different parts of 

Ethiopia ranging between 20.8 and 23.1% (10, 37) and South Africa (25.8%)(34),Iran 

(10.3%)(18) and Gana (23.8%)(28). The possible reason for the difference observed in 

prevalence of anemia between the current and other studies could be related to the difference in 

socio-demographic characteristics, socioeconomic level, geographical location, immunity, WHO 

clinical HIV/AIDS staging level and other baseline characteristics of the study populations as 

well as altitudinal differences. For instance, most of the study population (54.9%) in China had 

CD4 count less than 200 cells/mm3, while in this study only 4.5 % of the participants had CD4 

count less than 200 cells/mm
3
. This may be an important biological implication to our finding in 

that the mean hemoglobin level increased with increasing CD4 count, and lower CD4 count was 

associated with an increased risk of anemia. 

Having low CD4 count was significantly associated with anemia in this study which consistent 

with the study conducted at Gondar university hospital(16) and Zewditu Memorial Hospital, 

Ethiopia(6). This is due to lyses and decreased production of RBC resulting in low Hgb with the 

advancement of HIV related diseases and deterioration in the formation of hemoglobin due to a 

disrupted erythropoiesis results from the release of inflammatory cytokines and a decreased 

production of hematopoietic growth factors coupled with mal-absorption and impaired recycling 

of iron substance secondary to HIV/AIDS. Further-more, CD4 cells decrease the immunity of 

clients and expose them to opportunistic infections that lead the deficiency of micronutrient like 

iron.  

In this study, women were more likely to be anemic than men. A similar association was seen in 

Northwest Ethiopia, University of Gondar Hospital (43). However, in a study done in Nigeria, 
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sex was no significantly associated with anemia although arithmetically the prevalence of anemia 

was higher in women than in men (15). The probable explanation might be that women in 

childbearing years are particularly susceptible to iron-deficiency anemia because of blood loss 

from menstruation, multiple deliveries and the increased blood supply demands during 

pregnancy. 

In the present study, underweight (BMI<18.5kg/m2) were significantly associated with anemia. 

Similar reports noticed from studies in Addis Ababa university(5), WolaitaSodo University 

Teaching Referral Hospital(3) and South Africa Johannesburg(34).This may be due to the fact 

that the underweight individuals are less aware about the benefit of appropriate nutrition 

consumption and/or have a less socioeconomic and educational condition or may have less 

adherence to ART drug therapy and also due to deficiencies of many micronutrients, including 

iron, folate, B12, and vitamin A, which contribute directly to anemia. 

Study participants who consumed meals less than three per a day were more anemic than those 

who were consuming meals more than three times per a day including snacks. Similar 

association was seen findings from other study in USA(44). This may be due to the fact that 

those individuals consumed meals less than three per day which leads to inadequate nutrient 

intake these contributes directly to anemia. The occurrence of this finding  for HIV positive 

client on ART were recommended to improve their feeding frequency in order to maintain the 

increased demand for nutrients(28). This recommendation was support by the finding of reduce 

risk of anemia among HIV positive client on ART who improved their eating habit. This study 

finding on the increasing frequency of feeding per day was at lower risk of Anemia. Such result 

emphasizes the importance of improve frequency of feeding HIV positive client on ART as a key 

intervention. 
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7. STRENGTH AND LIMITATION 

7.1.  Strengths of the Study 

 This study explored the prevalence of anemia and nutritional status on adult RVI clients 

on ART through use of different mechanism. 

 Data collection tool was pre tested prior to the actual data collection time.  

 The study was more representative 

7.2. Limitation 

 The study lack qualitative study 
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8. CONCLUSION AND RECOMMENDATION 

8.1. Conclusion 

The findings of the study demonstrate that the prevalence of anemia among HIV Positive adult 

patent on ART was 37.5 % which was slightly higher than the previous studies and anemia is a 

moderate public health problem among HIV infected adults on ART at Addis Ababa health 

centers. Under nutrition, presence of co morbidity, CD4 count, viral load, low frequency of 

feeding and gender were significantly associated with anemia. 

8.2. Recommendation 

  For Regional Health Office 

• Comprehensive care and treatment strategy of anemia should be established.  

For Health Centers 

• ART clinic should conduct periodic screening of anemia, a routine checkup of CD4 level 

and viral load among clients with HIV on ART. 

•  Nutritional status of the clients should be checked in each visit and clients on chronic 

care for a long period should be carefully followed. 

• To reduce the prevalence of anemia continuous nutritional education should be given.  

• Continue the interrupted RUTF nutritional treatment for underweight HIV positive client 

on ART and should give attention to adults living with HIV on ART.  

 For Researcher    

• Conducting other longitudinal (cohort/experimental) research is recommended. 

• Further research with advanced dietary assessment method (repeated 24hour recall) is 

recommended so as to assess adequacy of iron. 
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APPENDICES 

ANNEXES I: Information Sheet (English version) 

DebreBerhan University, School of Public Health, the Study of prevalence of anemia and 

associated factors of adult HIV positive client on ART in public health centers of Addis Ababa, 

Ethiopia, 2022 

Good morning/Good afternoon, my name is __________. I am working with AtoWaltawMessele 

and am doing research as partial fulfillment for the requirement of MPH in Nutrition at 

DebreBerhan University College of health science school of public health. 

We are conducting a study about the prevalence of anemia and associated factors of the adult 

HIV-positive client on ART in Public health facilities. The study is aimed to fulfill the 

information gap and provide evidence for program planners, implementers, and decision-makers. 

It also assists in the development of a system for improving the quality of life for HIV-positive 

clients on ART. 

There are no risks or direct benefits to you from participating in the study but your participation 

will contribute to improving ART service in this and other facilities. Please be assured that the 

information will be confidential and you may choose to stop your participation at any time or 

refrain from answering any questions. This will not have any impact on the service you are 

getting now and in the future. Your name will not be used or made public. And this question will 

take about 20-30 minutes. 

Do I have your agreement to participate? 1. YES 2. No. Stop 

For any information you can contact: 

WaltawMessele Tel. 0961013199,  

E-mail: waltawmessele@gmail.com 

 

mailto:waltawmessele@gmail.com
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ANNEXES II: Consent Form 

I have read/listen to the information sheet above and clearly understood the purpose and 

anticipated benefit of the research. I hereby need to assure you with my signature below that 

without any Coercion or forceful act by the research team, have decided to voluntarily participate 

in the study to contribute my part to the effort being made. 

Client unique ID No___________ Signature ___________ Date___________ 

Interviewer’s name___________________ Signature________ Date___________ 

Date of interview______________ Time started________ Time finished__________ 

Supervisor’s Name______________________ Signature________ Date___________ 

 For any information you can contact: 

WaltawMessele Tel. 0961013199, E-mail: waltawmesselee@gmail.com 

I thank you for your cooperation! 

 

 

 

 

 

 

 

 

 

 



40 

 

ANNEXES III: Questionnaire (English version) 

Code ---------------------------- data collector------------------------------supervisor----------------- 

Part 1.Socio-demographic status of the study participant 

Instruction: Ask the following questions carefully and circle the response 

S.

№

  

Variables  Categorical codes  Remarks 

10

1 

Sex of respondent Male -----1 

Female --- 2 

 

10

2 

Age (in years) _________  

10

3 

 Current Marital status? Single-------1 

Married -----2 

Divorced -----3 

Widowed ----4 

Other --------5 

10

4 

What is your religion? Orthodox………….…1 

Catholic………….…. 2  

 Protestant …………... 3 

 Muslim ……….……. 4  

Other (Specify) ____________  5 

 

10

5 

What is your current residency? Urban -------1 

Rural--------2 

 

 

10

6 

 

What is the Educational level you 

attained?  

Not read and write -----------0 

Primary school ----------------1 

Secondary school --------------2  

Higher Education---------------3 

10

7 

What is your current Occupation? 

 

0.  No occupation  

1.  Government employed. 

2. Private employee 

3. Housewife  

4. Merchant 

5. Daily laborer.  

6.  Farmer 

7. Other 
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Part 2. Household socio-economic status (Wealth Index) 

The next questions ask about your household assets, services, and housing conditions 

NO Question  Response Skip 

1. Household assets & services – In answering the questions below please think of assets & 

services available in your household 

201 Television Yes---------1         NO------------0  

202 Radio/tape recorder Yes---------1           NO------------0  

203 Mobile Telephone Yes---------1           NO------------0  

204 Non-mobile/fixed 

telephone 

Yes---------1           NO------------0  

205 Electric stove Yes---------1           NO------------0  

206 Refrigerator Yes---------1           NO------------0  

207 Laundry Machine Yes---------1           NO------------0  

208 Sofa Yes---------1           NO------------0  

209 Bicycle/motorcycle Yes---------1           NO------------0  

210 Car Yes---------1           NO------------0  

211 

 

Domestic servant Yes---------1           NO------------0  

 

2. Housing Condition – please answer the following questions thinking about the housing 

condition of your household 

 

 

212 

How much is your 

average monthly 

income? 

 

________________ Birr(ETB) 

 

 

213 

 

Homeownership 

Private………………………. 1 

Government…………………. 2 

Rent…………………………. 3  

Other (specify) –––––––––––– 4 
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o   Variable  Categorical code  Skip  

301 For how long have you lived with 

HIV? 

 ---------------  

302 Duration of treatment of ART.        -------------- From pt.card 

 

 

303 

 

 

Baseline WHO Clinical stage 

1. I 

2. II 

3. III 

4. IV  

 

From card 

 

 

304 

 

 

Current WHO Clinical stage 

1. I 

2. II 

3. III 

4. IV 

 

305 What is your status of ARV 

treatment? 

1. newly enrolled  

2. refill 

 

 

 

 

306 

 

Type of current drug regimen? 

1. 1J = TDF 

+3TC +DTG 

2. 1K = 

AZT+3TC+ 

DTG 

3. TDF/3TC/EF

V 

4. TDF/3TC/NV

P 

5. AZT/3TC/NV

P 

6. AZT/3TC/EF

V 

 

 

 

From pt card 

 

307 

 

 

308 

 Have you Switched your drug 

regimen?       

 

 

Previous drug regimen? or 

 Mostly taken regimen? 

0. No 

1. yes 

 

 

1. TDF/3TC/EFV 

 2. TDF/3TC/NVP 

If no skip to 

Q309 

 

 

Look card 
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3. AZT/3TC/NVP 

4. AZT/3TC/EFV 

309  Viral Load 2. <1000 

copies/ml 

3. > 1000 

copies/ml 

4.    Not done 

Look from the 

client 

card. 

310 Is there Current or in the past 6 

months Co-morbidity? 

0. No  1. Yes if no skip to 315 

311 What is the current co-morbidity 

client or past Opportunistic 

Infection in the past 6 

months suffering from?  

1.TB  

2. Candidiasis  

3. Toxoplasmosis 

 4. Diarrhea  

5. others 

6. no 

 

Look physical 

 

 

312 Are you taking the anti-TB drug? 0. No 1. Yes  If no skip-stop 

313 Name of anti-TB drug  

_______________

__ 

From pt card 

314 Do you have a history of anemia 

before taking Anti- TB drug? 

NO--------0 

 Yes--------

1 

 

315 Have you been taking an intestinal 

parasite drug (Deworming) every 

six months? 

NO-------0 

Yes-------1 

 

316 Do you have a history of infection 

with an intestinal parasite? 

NO--------0 

Yes---------

1 

 If no skip to 

318 

317 Which SPP. Of intestinal parasite-

infected? 

1.E.histoltic

a 
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PART.4. Section I. Nutrition-related characteristics of HIV positive clients on ART respondents 

NO  Variable Categorical code  Skip 

401  Do you get dietary 

counseling  

No =0          Yes= 1  

402 Do you get nutritional 

support? 

No = 0         Yes = 1  

403 Do you get Organizational 

support other than 

medication 

No = 0 

Yes = 1 

 

404 If yes, What type of 

Organizational support 

1. Economical support (money, material, 

food….)  

2. RUTH  

3. Economical and RUTF 

 

 

PART.5. Section II. Anthropometry status of the HIV-positive client on ART respondents it 

measured and administered by Data collectors.  

NO  Variable              Categorical code  Skip 

405 Height (m) ___________________________ 

 

 

406 Weight(kg)   

1
st
 round_________ 2

nd
 round_______  Average________ 

 

407 BMI (kg/m
2
)   

2.G.lamblia 

3.Alumbric

oid 

4.H worm 

5.S.stercola

ris 
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 _____________________ 

PART.6. Section III. Questions that relate to dietary practices with special reference to eating 

habits.  Instruction: Ask the following questions carefully and circle the response 

The next questions ask about your dietary and health habits within the last year 

NO  Question  Response  Skip 

408 Do you take your meals regularly? Always regular…………… 1    

Irregular…...………….…... 2 

 

409 How many times do you usually eat per 

day? 

NB: This includes meals and snacks of 

all kinds 

One…………………………… 1 

Two………………………….... 2 

Three…...………………… …...3  

 Four and above…………. …... 4 

 

410 How often do you eat Breakfast? 

(Do you miss your Breakfast) 

Daily…………………………... 1 

Three or four times per week.….2   

Once or twice per week………. 3   

Rarely…………………………. 4 

 

 

 

411 

 

How often do you eat Lunch? 

 

Daily…………………………... 1 

Three or four times per week.… 2   

Once or twice per week………. 3   

Rarely...………………………..4 

 

412 How often do you eat dinner? Daily…………………………... 1 

Three or four times per week.… 2   

Once or twice per week………. 3   

Rarely...………………………..4 

 

413 How often do you take snacks? Daily…………………………... 1 

Three or four times per week.… 2   

Once or twice per week………. 3   

Rarely ………………………….4 

 

414 Do you have a habit of skipping meals?  

 

Yes…………………………. 1 

No…………………………. 2 

 If  NO 

skip 417 
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415 Which meal do you usually skip? Breakfast…………………… 1 

Lunch………………………. 2 

Dinner………………………. 3 

 

416 What is the reason for skipping a meal? Loss of appetite……………... 1  

No time……………………… 2  

Just habit……………………. 3 

Fasting……………………… 4 

 Not prepared on time………. 5 

 

417 Do you usually take tea/coffee 

immediately with a meal? (within 1 hrs) 

after meal  

 

Yes………………………. 1 

No………………………… 0 

 

Part 7. Measurement of hematological and immunological findings   

S. o Variable                 Value /Result 

501 HGB (Baseline)  

    _________________________ 

502 HGB(current)  

  __________________________ 

503 CD4 COUNT baseline  

  ___________________________ 

504 Current CD4 Count   

 ____________________________ 

 

                                                        Thank you very much!! 
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ANNEXES IV: Information Sheet (Amharic Version) 

የጥናቱአጠቃሊይመረጃ፡የፇቃዯኝነትመጠየቂያእናቃሇመጠይቅ(የአማርኛትርጉም)  

ይህመጠይቅበአዱስአበባከተማአስተዲዯርበየካክፍሇከተማዉስጥባለየመንግስትጤናጣቢያዎችኤችአይቪቫይረስ

በዯማቸውሊሇባቸውየፀርኤችአይቪመዴሀኒትተጠቃሚሇሆኑየሚሰጠውንአገሌግልትሇማግኘትከሚመጡየዯም

ማነስያሇውንስርጭትእነዱሁምከሱጋርተያያዥስሇሆኑነገሮችሇማጥናትየተዘጋጀነው፡፡ 

እንዯምንአዯሩስሜ__________________ 

ይባሊሌ፡፡በአሁኑሰአትበዯብረብርሀንዩኒቨርስቲጤናሳይንስኮላጅህብረተሰብጤናትምህርትክፍሌየማስተርስዱግሪ

የመመረቂያፅሁፊቸውንከሚያዘጋጁትከአ/ቶዋሌታዉመሰሇጋርበመሆንየፀርኤችአይቪመዴሀኒትተጠቃሚሇሆኑ

የሚሰጠውንአገሌግልትሇማግኘትከሚመጡተጠቃሚዎችየዯምማነስያሇውንስርጭትእነዱሁምከሱጋርተያያ

ዥስሇሆኑነገሮችሇሚዯረገውጥናትመረጃበመሰብሰብሊይእገኛሇሁ፡፡ 

በዚህጥናትሊይመሳተፍበእርሶፍቃዯኝነትሊይየተመሰረተሲሆንመመሇስየማይፇሌጉትንማንኛውንምጥያቄአሇመ

መሇስይችሊለ፡፡በቃሇ-

መጠይቁምቾትካሌተሰማዎትበማንኛውምጊዜመጠይቁንማቋረጥይችሊለ፡፡ይህምበመሆኑዛሬምሆነሇወዯፉትበ

ሚያገኙትአገሌግልትሊይምንምአይነትተፅእኖእንዯሇሇውሌገሌፅሇዎትእወዲሇሁ፡፡ቃሇ-ምሌሌሱከ 20 እስከ 30 

ዯቂቃሉወስዴይችሊሌ፡፡ 

የስምምነትቅጽ 

ከሊይየተፃፇውንየመረጃቅፅአንብቤየጥናቱንአሊማናጥቅምበግሌፅተረዴቻሇሁ፡፡በዚህምመሰረትየጥናትቡዴኑየሇ

ሇበትተፅእኖበሙለፇቃዯኝነትበዚሁጥናትበመሳተፍየአገሌግልትጥራቱንሇማሻሻሌበሚዯረገውጥረትውስጥየሚ

ጠበቅብኝንአስተዋፅኦሇማበርከትመወሰኔንበፉርማዬአረጋግጣሇሁ፡፡የታካሚውመሇያቁጥር 

________________ ፉርማ ________________ ቀን______________ የመረጃሰብሳቢሥም 

____________________ ፉርማ _____________ ቀን______________  

መረጃየተሰበሰበበትቀን________________ የተጀመረበትሠዓት ________   ያሇቀበትሰዓት _______ 

የተቆጣጣሪሥም ______________________ ፉርማ_______________       ቀን______________  

መረጃካስፇሇገዎት፡- ዋሌታዉመሰሇኢ. ሜይሌ:waltawmessele @gmail.com                                  

ስሌክቁጥር: +251961013199 

ስሇትብብርዎከፍተኛምስጋናአቀርባሇሁ 

Annex IV. Questionnaire (Amharic Version) 
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የጤናጣቢያውስም: ________________________   

የታካሚውመሇያኮዴቁጥር: __________________ 

መጠይቁየተካሄዯበትቀን:    ____/ ______/ ______ 

ክፍሌ 1.ማህበራዊመረጃዎችንበተመሇከተ፡፡ 

ሇቀረቡትጥያቄዎችመሌስዎየሆነውንበመሌስሳጥንውስጥያለትንቁጥሮችበማክበብይግሇፁ፡፡ 

 

ተ.ቁ ጥያቄናማጣሪያ የመሌስአማራጨናመሇያኮዴቁጥር ይዘሇሌ 

101  ፆታ ወንዴ……………………………… 1  

ሴት………………………………… 2  

 

102  እዴሜህ/ሽስንትነው?  እዴሜበአመት__________________  

103  የጋብቻዎሁኔታ ያሊገባ/ች ………………………….0  

ያገባ/ች/ …………………………....1  

ከትዲርየተፉታች/የተፊታ……….…2  

ባሌየሞተባት/ሚስትየሞተችበት……….3  

ላሊ……………………………4  

 

104  ሃይማኖትህ/ሽምንዳንነው?  1. ኦርቶዴክስ 

2. ካቶለክ 

3. ፕሮቴስታንት 

4. ሙስሉም 

5. ላሊካሇ (በዝርዝርይግሇጹ) __________  

 

105  በአሁኑጊዜነዋሪነተወበየትነው?  ከተማ---------------1  

ገጠር----------------2  

 

106  የትምህርትዯረጃዎምንያህሌነው? ማንበብናመፃፍየማይችለ………….0 

ማንበብናመፃፍብቻ …………………1 

አንዯኛዯረጃየጨረሱ(1-8ኛ) ………….2 

ሁሇተኛዯረጃየጨርሱ(9-10ኛ) ………3   

መሰናድየጨርሱ (11-12ኛ) 

……………….4   

10+1 

እናበሊይ……………………….….…5  
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107 ሥራዎምንዴነው?/የስራሁኔታ/  ስራአጥ…………………….0 

የመግስትተቀጣሪ …………….1  

የግሌተቀጣሪ…………………….2 

የቤትእመቤት……………………3  

ነጋዳ ………………………….…...4  

የቀንሰራተኛ………………………5  

ላሊ/ ይገሇፅ/______________6  

 

 

ክፍሌ 2. የቤተሰብንየሀብትዯርጃየተመሇከቱጥያቄዎች 

የሚቀጥለትጥያቄዎችየሚኖሩበትቤትውስጥስሇሚገኙንብረቶችናየቤትአሰራርሁኔታይመሇከታሌ 

ተ.ቁ ጥያቄ መሌስ ወዯሚቀጥሇውጥያቄይሂደ 

1. የቤትንብረትእናአገሌግልቶች፡- 

እባክዎየሚቀጥለትንጥያቄዎችቤትዎውስጥስሇሚገኙንብረቶችናአገሌግልቶችእያሰቡይመሌሱ 

201  ቴሊቪዥን አዎ ……1                   

የሇም……..0 

 

202  ራደዮ/ቴፕ አዎ ……1                    

የሇም……..0 

 

203  ሞባይላ/ተንቀሳቃሽስላክ አዎ ……1                     

የሇም……..0 

 

204  የቤት (የመስመር) ስላክ አዎ ……1                    

የሇም……..0 

 

205  የኤሊክትሪክምዳጃ (ስቶቭ ) አዎ ……1                     

የሇም……..0 

 

206  ማቀዝቀዣ (ፍሪጅ)  አዎ ……1                 

የሇም……..0  

 

207  የሌብስማጠቢያማሽን አዎ ……1                  

የሇም……..0  
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208  ሶፊ አዎ …..…1                 

የሇም……..0  

 

209  ብስክላት/ሞተርብስክላት አዎ …..…1                 

የሇም……..0  

 

210  መኪና አዎ .……1                 

የሇም……..0  

 

211  የቤትሰራተኛ አዎ …..…1                 

የሇም……..0  

 

 

2.የቤትአሰራርሁኔታ፡- እባክዎየሚቀጥሇትንጥያቄዎችስሇሚኖሩበትቤትአሰራርናሁኔታእያሰቡይመሌሱ 

212  የቤተሰብዎአማካነኝወርሃዊገቢምንያህላነው?  _______________ ብር  

213  የሚኖሩበትቤትባሇቤትነቱየማን 

ነው?  

1. የግሌ 

2. የመንግስት 

3. ከግሇሰብኪራይ 

5. ላሊካሇይገሇፅ------------  

 

 

 

ክፍሌ3:የህክምናሁኔታእናየኤችአይቪህክምናመግሇጫ 

(ይህንንየሚሰራውመረጃሰብሳቢውየታካሚወችንየህክምናካርዴበማየትነው)  

 

 

ተ.ቁ 

 

ጥያቄናማጣሪያ 

 

የመሌስአማራጭናመሇያኮዴ

ቁጥር 

 

ይዘሇሌ 

301  ከኤችአይቪጋርሇምንያህሌጊዜኖረዋሌ?  ____________________   
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302  ከፀርኤችአይቪመዴሀኒትህክምናቆይታ ____________________  ከካርዴይወሰዴ 

303  የመነሻየህክምናዯረጃ(Baseline WHO  Clinical 

stage) 

ዯረጃ1(Stage-I) …..1 

ዯረጃ2(Stage-II) ….2 

ዯረጃ3(Stage-III) ….3   

4..ዯረጃ4(Stage-IV)…4  

 

 

ከካርዴ 

304  የአሁኑየህክምናዯረጃ 

 

( Current WHO  Clinical stage) 

ዯረጃ1(Stage-I) …..1 

ዯረጃ2(Stage-II) ….2 

ዯረጃ3(Stage-III) ….3   

4..ዯረጃ4(Stage-IV)…4 

 

ከካርዴ 

305  የፀርኤችአይቪመዴሀኒትህክምናሁኔታምዴንነው? አዴስየጀመር(newly 

enrolled)………1 

በዴጋሜየሚወስዴ 

(refill)…………….....2  

 

306  በአሁኑሰአትእየወሰደትያሇውየፀርኤችይቪመዴሀንት

አይነትምዴንነው?  

1. 1J =TDF/3TC/DTG 

2. 1K = AZT/3TC/DTG 

3. TDF/3TC/EFV  

4. TDF/3TC/NVP  

5. AZT/3TC/NVP  

6. AZT/3TC/EFV  

 

 

307  እየወሰደያለትየፀርኤችአይቪመዴሀኒትየተቀየርነው?  

(Had you Switched drug regimen?)  

አዎ………. 1 

አይ…………

0  

መሌስዎአይከሆነወ

ዯተ.ቁ  309 
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30

8  

ከአሁንበፉትእየወሰደያለትየፀር 

ኤችአይቪመዴሀኒትአይነት 

(Type of Previous drug regimen?)  

 

1.TDF/3TC/EFV  

2.TDF/3TC/NVP  

3.AZT/3TC/NVP  

4.AZT/3TC/EFV  

 

30

9  

በዯምውስጥያሇየኤችአይቪቨይርስመጠን 1.<1000 Copies/ml  

2.> 1000 Copies/ml 

3.በቁጥር 

________________ 

ከካርዴ 

31

0  

በአሁኑጊዜወይምበሇፈት 6 

ወራትየሚሰቃዩበት(የሚያመወት)  ተጨማሪህመምአሇ 

አዎ……………..

. 1  

አይ/የሇም………

…0  

መሌስዎአይከሆነ

ወዯተ.ቁ  312  

31

1  

አሁንሊይወይንምባሇፈት 6 

ወራትውስጥየነበርተጏዲኝበሽታ 

1.ሳንባነቀርሳ (TB)  

2.የፇንገስበሽታ 

(Candidiasis)  

3.ቶክሶፕሉስሞሲስ 

(Toxoplasmosis) 

 4. ተቅማጥ 

5.  የሇም 

6. 

ላሊካሇይግሇፁ___________

________ 

 

31

2  

የፀር-ቲቢመዴሀኒትይወስዲለ አዎ…………. 1 

አይ……………

0  

መሌስዎአይከሆነ 

ወዯተ.ቁ 315 

31

3  

የፀር-ቲቢመዴሀኒትስም _____________________

__  

ከካርዴ 
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31

4 

የፀር-ቲቢመዴሀኒትከመጀመርወበፉት 

የዯምማነስነበርወት 

አዎ…………. 1 

አይ……………0 

 

31

5 

ከአሁንበፉትየአንጀትትሊትሌበሽታመከሊከያክኒንወስዯውያ

ውቃለን?(Have you been taking intestinal parasite 

drug (Deworming) 

አዎ………………… 1 

አይ…………………0 

 

31

6 

የሆዴውስጥጥገኛትሊትሌበሽታታመው 

ወይምተይዘውያውቃሌ? 

አዎ…………. 1 

አይ……………0 

መሌስዎአይከሆነ 

ወዯተ.ቁ 318 

31

7 

ተይዘውወይምታመውካወቁየትኛውአይነትየሆዴውስጥጥ

ገኛትሊትሌ/በሽታነው 

1.E. histolytica (አሜባ) 

2. G.lambila (ጃርዴያ) 

3. A. lumbrcoid (አስካሪስ) 

4.H.worm 

(ሁክወርም/መንጠቆትሌ) 

5. S. 

stercolaris(ስትሮግልይዴ) 

6. 

ሊካሇይግሇፁ____________

_ 

 

 

ክፍሌ 4፡ንዑስክፍሌ.I. ምግብእናከሱጋርተያያዥየሆኑነገሮች፡፡ 

 

40

1  

የአመጋገብምክርይወስዲለ?  

(Do you get dietary counseling) 

አዎ …………1      

አይ…………0  

 

40

2  

የምግብዴጋፍያገኛለ አዎ …………1      

አይ…………0  

 

40

3  

ከመዯሃኒትበተጨማሪየዴርጅትእርዲ

ታያገኛለ?  

1.አዎ መሌስዎአይከሆነወ

ዯተ.ቁ  404 



54 

2.አይ 

40

4  

መሌሶአዎከሆነምንአይነትእርዲታያገ

ኛለ 

1.የኢኮኖሚእርዲታ 

(የገንዘብ፣የምግብ፣ቁሳቁስ….)  

2.ሇህክምናአገሌግልትየሚውሌየተዘጋጀምግብእ

ንዯፕሊፒኔት 

 3.ሁሇቱንም 

 

 

 

ክፍሌ 5፡ንዑስክፍሌ II: የሰውነትክብዯትሌኬትእናየተመጣጠነየአመጋገብሁኔታ (Anthropometry status of 

HIV positive client on ART respondent (ይህየሚሰራውበመረጃሰብሳቢውነው)፡፡ 

 

ተ.ቁ 

 

ጥያቄናማጣሪያ 

 

የመሌስአማራጭናመሇያኮዴቁጥር 

405  ቁመት (ሜ)         _______________________________________ 

406 ክብዯት (ኪግ)  የመጀመሪያዙር _____ሁሇተኛዙር _________ አማካይ 

________ 

407  ቢኤምአይ (Body Mass Index, BMI)                    ________________________ 

ክፍሌ 6፡ንዑስክፍሌ III. 

የሚቀጥሇውጥያቄየአመጋገብስርዓት፣የምግብሁኔታእናሌምዴንይመሇከታሌሇቀረቡትጥያቄዎችመሌሰዎየሆነው

ንበመሌስሳጥንውስጥያለትንቁጥሮችበማክበብይግሇፁ፡፡ 

ተ.ቁ ጥያቄናማጣሪያ የመሌስአማራጭናመሇያኮዴቁጥር ይዘሇሌ 

408 ምግብሰዓትህንጠብቆትመገባሇህ/ሽ?  1. ሁሌጊዜሰዓቴንጠብቄእመገባሇሁ 

2. ሰዓቴንአሌጠብቅም 
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409  መዯበኛምግብህንበቀንስንትጊዜትመገባሇህ/ሽ ?   

መክሰስንጨምሮ 

1. አንዴጊዜ 

2. ሁሇትጊዜ 

3. ሶስትጊዜ 

4. አራትጊዜእናከዚያበሊይ 

5. እርግጠኛአዯሇሁም 

 

410  ሁላጊዜቁርስትመገባሇህ/ሽ?      1.በየቀኑ 

2. በሳምንትአንዳ/ሁሇትጊዜ 

3. በሳምንትሶስት/አራትጊዜ 

4. አሌፎአሌፎ 

 

411  ሁላጊዜምሳትመገባሇህ/ሽ?      

 

1.በየቀኑ 

2. በሳምንትአንዳ/ሁሇትጊዜ 

3. በሳምንትሶስት/አራትጊዜ 

4. አሌፎአሌፎ 

 

412  ሁሌጊዜእራትትመገባሇህ/ሽ?  1.በየቀኑ 

2. በሳምንትአንዳ/ሁሇትጊዜ 

3. በሳምንትሶስት/አራትጊዜ 

4. አሌፎአሌፎ 

 

413  ከመዯበኛየምግብፕሮግራምህ /ሽ 

ውጪምንያህሌጊዜመክሰስህን/ሽንትመገባሇህ/ሽ.?  

1. በየቀኑ 

2. በሳምንትአንዳ/ሁሇትጊዜ 

3. በሳምንትሶስት/አራትጊዜ 

4. አሌፎአሌፎ 

 

414 ሳትመገብየምትዘሇውምግብፕሮግራምሌምዴአሇ አዎ …………1      

አይ…………0 

መሌሰወአይከሆነወዯተራቁጥር  

416 

415 የምትዘሇውምግብካሇ, ብዙጊዜየሚሆነዉየትኛውነው? 1.ቁርስ 

2. ምሳ 

3. እራት 
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416 ምግብህንበሰአቱየማትመገብበትምክንያትምንዴንነው?  1. የምግብፍሊጎትአሇመኖር 

2. የጊዜአሇመኖር 

3. ሇምዴሆኖብኝ 

4. በጾምምክንያት 

5. የምግብበሰአቱአሇመዘጋጀት 

 

417  ከምግብጋርሻይወይምቡናየመጠጣትሌምዴአሇዎት?  1. አዎ 

2. አይ 

 

ክፍሌ 4፡ንዑስክፍሌ.I. ምግብእናከሱጋርተያያዥየሆኑነገሮች 

401 የአመጋገብምክርይወስዲለ? አዎ …………1      

አይ…………0 

 

402 የምግብዴጋፍያገኛለ አዎ …………1      

አይ…………0 

 

403 ከመዯሃኒትበተጨማሪየዴርጅትእርዲታያገኛሇ? 1.አዎ 

2.አይ 

መሌስዎአይከ

ሆነወዯተ.ቁ4

05 

404 መሌሶአዎከሆነምንአይነትእርዲታያገኛለ 1.የኢኮኖሚእርዲታ 

(የገንዘብ፣የምግብ፣ቁሳቁስ….) 

2.ሇህክምናአገሌግልትየሚውሌየ

ተዘጋጀምግብእንዯፕሉፒኔት 

 3. ሁሇቱንም 

 

 

 

ክፍሌ 7:የሄማቶልጂ፣የበሽታመከሊከሌአቅምሌኬት(ሲዱ4) ፤ሄሞግልቢን (HGB)የሊብራቶሪዉጤቶች 

(ይህንንየሚሰራውመረጃሰብሳቢውየታካሚውንየህክምናካርዴበማየትእና HGB ሌኬትበማሰራትነው)   

 

ተ.ቁ ጥያቄናማጣሪያ መሌስ ይዘሇሌ 

501  ሄሞግልቢን (HGB) ሌኬት/ Hemoglobin (Hg)   ___________________   

502  መነሻየሲዱ4(CD4) ዯረጃ/ Baseline CD4 count./    ___________________  ከካርዴ 

503 የአሁኑሲዱ4 (CD4) ዯረጃ/ Current CD4 Count    ___________________  ከካርዴ 

 

 ስሇትብብርዎከሌብእናመሰግናሇን!!! 


