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ABSTRACT

Globally Mother-to-child transmission (MTCT) of HIV accounts for over 90% of all
pediatrics infection. High level of adherence to antiretroviral drugs 1s needed to achieve
maximal reduction of transmission in pregnancy. The effect of poor adherence among
patients i1s evidenced by rising numbers of HIV positive babies of mother on PMTCT
Programme. The purpose of this research 1s to determine the level of adherence among

HIV infected pregnant women on prevention of mother to child transmission (PMTCT)

on antiretroviral therapy, and to establish the factors that contribute to adherence.

A cross sectional study was conducted in which (268) HIV positive pregnant women
were recruited by systematic sampling method from PMTCT clinic of Federal Teaching '
Hospital Abakaliki. Pre tested interviewer administered questionnaire was used for data
collection. Information on socio-demographic characteristics, Knowledge of PMTCT,
barriers to PMTCT and obstetric characteristics were obtained. Knowledge on PMTCT
was accessed and a score of <4 out of 5 indicated poor knowledge. Adherence lLevel was
calculated using the respondent self- report using (3 day recall) and a value < 95%
indicated poor adherence. Data were analysed using descriptive statistics, Chi square and
logistic regression (p < 0.05).

The mean age was 30.7x 4.2 years. Two hundred and ninetecen (81.7%) of the
respondents were married, 124 (46.3%) were traders and 141(52.6%) had secondary
education. The prevalence of good adherence was 89.2% and 227(89.0%) had good
knowledge of PMTCT. Fear of being identified as HIV positive(21%) pregnancy reclated
illness (13.7%) and forgetfulness (12.5%) were the most common reasons for non

adherence. Partners support (OR=.03, 95%CI=0.01-0.09. P = 0.001), and Duration of

i
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ART (OR=4.39, 95%Cl=1.3-14.5, P=0.019) were found to be significantly associated

with good adherence at Bivariate analysis. However, after controlling for confounders,

only Partner support (OR=0.027, 95%CI=0.01-0.09, P<0.001) retained the association

with good adherence.

The study identified that stigmatization and pregnancy related illness was related to poor
adherence while having Partners support improve adherence to HAART. Interventions

aimed at improving ART adherence in pregnancy shouid focus on these factors to guide

counseling and to design programmecs

Keywords: Adherence, antiretroviral therapy, pregnancy, prevention of mother-to-child

Transmission.

Word count: 349
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CHAPTER ONE

INTRODUCTION

1.1 Background

HIV/AIDS is a major public health problem. Joint United Nation Program for HIV/AIDS
estimated that between 31.4 million and 35.9 million people arc currcntly living with
HIV/AID worldwide of which 23.5 million arc in Sub-Sahara Africa and 3.1 mllion are
in Nigeria (GHO, 2013). Nigeria has a current HIV prevalence of 4.1% with about 3.2
million infected with the virus and estimated .6 million eligible for Anti-retroviral drugs
(FMOH, 2010).

The prevention of mother-to-child transmission (PMTCT) of IV program is one of the
health sector responses to the HIV/AIDS epidemic. Mother-to-child transmission

(MTCT) is the main route of pediatrics HIV infection. It accounts for over 90% of all

pediatrics (children less than 15 years) infection. The risk of transmission ranges {rom

25%-48% in resource limited settings (UNAIDS, 2010) In Nigeria, despite efforts to

strengthen PMTCT interventions, by 2007 only 5.3 percent of HIV positive women were

receiving antiretroviral drugs to reduce the risk of mother-to-child transmission (WHO,
2010). World Health Organisation recommends HAART as a key component of all
effective PMTCT strategies. Without preventive intervention. about 25-40% of infants
bom to HIV-positive mothers will contract the virus (Abdulsalami, 2006)

Adherence momtoring among large number of women on PMTCT programme in most

ART centres in Nigeria is a major concern to achieving ART programme success.
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Factors that affect ART adherence are known to affect PMTCT service uptake. Studies in

Nigeria reveals that the average rate of vertical HIV transmission was 22.5%, but for
babies whose mothers had PMTCT service the rate was 9.6% (Joseph Afle et al., 2011)
and 2.8 (Ikechebelu et al., 2011). Higher transmission rates were associated with vaginal
delivery, breastfeeding and lack of PMTCT services to the mothers. Adherence to ART is
one of the very important factors which determinc trcatment success and occurrence of
viral resistance (Mannheimer at el., 2005).Previous rescarch findings showed adherence

rates of 78.3% (lgwegbe ct al., 2010) and 90.6% (Ekama ct al., 2012) and identified

factors such as high pill-burden, high cost of transport farcs, religion, medical side-

eflects, stigma and discrimination, attitude and poor education as some of the factors
associated with poor adherence to ARV drugs ainong patients (Olowookere et al., 2008;
Igwegbe et al., 2010 and Ekama et al., 2012) It is [urther challenged by various social and
chinical obstacles where inadequate suppression of viral replication by ART are resulting
due to poor adherence to therapy, low potency of the antiretroviral regimens, viral
resistance to antiretroviral medications, and pharmacokinetic interactions causing
inadequate drug delivery (Weiser et al.. 2006). The transmissibility of the antiretroviral

resistant viruses from person to person further compounds the problem of mother to child

transmission of HIV . 1t is a clinical and public health challenge (Oku et al., 2013).

This study is aimed at determining the level of adherence to PMTCT among women on

PMTCT antiretroviral therapy, and to identify the factors that contribute to poor

adherence. The knowledge shall be useful in designing effective strategies to improve thc

level of adherence and ultimately minimize the mother to child transmission of HIV.
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1.2 Problem Statement

Nigeria, with about 3.1 million people living with HIV remained sccond highest
burdened country with HIV pandemic in the world with likelihood of becoming the
leading country with the discase burden if not adequately treated and properly monitored.
An estimated 60,000 new iV infections occurred among infants in Nigeria making her
the country with the largest number of children acquiring HIV through MTCT (UNAIDS,
2013). Without preventive intervention. about 25--40% ol infants born to HIV-positive

mothers will contract the virus (Abdulsalami 2006). Studies in Nigeria reveals that the

average rate of vertical HIV transmission was 22.5%, but for babies whose mothers lad
PMTCT service the rate was 9.6%(Joseph Afe et al., 2011) and 2.8 (Ikechebelu
et.al.,2011). There have been progressive increases 1in PMTCT sites to 250 in 2006, 640
in 2009 and 1,320 by the end of 2012(FMOH,2012). With an cstimated pool of about
228.800 infected pregnant women and 57,000 children infected principally through
MTCT in 2012, Nigeria accounts for over 30% of the global PMTCT gap (FMOH, 2012
and IATT, 2012), The persistently high burden of HIV and MTCT are indications that the
national PMTCT program has only made modest impact. The morbidity, mortality and
socio-economic loss associated with HIV infection i1s a major treat 1o future survival of
the country over the past decade of program implementation, the infant HIV transmission

rate has not fallen to below 2% as portrayed possible by the WHO (WHO, 2007). It is

estimated that without effective interventions, between 67,500 and 125,000 infants will

be infected in a year in the country (FMOH, 2005). The reason for this may be related to

medicatlion adherence
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- Previous studies revealed that adherence among PLHIV in Nigeria and other Africa
countries ranges from 55-85%, (Mills et al., 2011) which is below the expected of greater
or equal to 95%. Poor adherence (< 95%) is found to be an issue among patients on ART
urespective of sex, age. socio-economic status and the health facility (Asekomeh et al.,

2010). A research finding in Nigeria among pregnant women on PMTCT showed non

adherence rates of 21.7% (Igwegbc et al., 2010)

Since 2010, Nigeria has adopted the WI1O option ‘B’ that requires the administration of

triple HAART to all HIV infected pregnant women, majority of the pregnant women and
their infants do not ingest the drugs according to rccommcndation (Mirkuzie et al, 201 1).

It then implies that large missed opportunities occur within the health system despite

| PMTCT guidelines.

1.3 Justification

Despite the huge amount of resources expended to prevent mother to child transmission
of HIV pregnant women on HAART have continued to infect their babies partly due to
inadequate adherence to ART medication. The effect of poor adherence among patients is
evidenced by rising numbers of HIV positive babies of mother on PMTCT Program
(Mofesen,2010 and FMOH, 2005).Without an urgent action in Nigeria, the global target
of eliminating new HIV infections among children is unlikely to be reached (UNAIDS,

2013).

For about 10 years of commencing PMTCT in the state the current level of adherence to
HAART among these pregnant women has not been determined and little is known nbout

factors that impact cither negatively or positively upon their adherence levels, Thig studs

1
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will determine the proportion of those who adhere poorly and factors associated with

poor adherence to ART.

Being one of the earliest studies in the PMTCT clinic in Abakaliki Ebonyi state, it will
provide baseline for further research and guide towards formulating evidence based
policy and guidelines that will address adherence challenges for program planners. Most
of the studies conducted on antiretroviral treatment adherence focuses on Adult patients
with few concentrating on pregnant women and their adherence particularly to PMTCT.
It is therefore important to determine the level of adherence to PMTCT antiretroviral
therapy, and to establish the factors that contribute to poor adherence in order to develop

adherence intervention strategies that can further improve the impact of the PMTCT

progran.

1.4 Research Question

The following are the questions this research intended to answer:

1. What is the level of adherence to PMTCT antiretroviral therapy among pregnant

women in Federal Teaching Hospital Abakaliki Nigeria?

2. What is the level of knowledge of PMTCT antiretroviral therapy among pregnant

women in Federal Teaching Hospital Abakaliki Nigeria?

What are the factors responsible for adherence to antiretroviral treatment in

pregnancy?
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1.5 Objectives of the Study

1.5.1 General Objective

To determine the level of adherence to PMTCT among HIV infected pregnant woimmen on

PMTCT antiretroviral therapy, and to establish the factors that contribute to poor

adherence.

1.5.2 Spccific Objectives

. To determtine the level of ART medicalion adherence of pregnant women on

antiretroviral PMTCT therapy in Abakaliki Nigeria.

I

To determine the level of knowledge of PMTCT antiretroviral therapy among the

pregnant women.

3  To identify the factors responsible for adherence in this population.
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CHAPTER TWO

LITERATURE REVIEW

2.1 Overview of HIV and AlDs

Globally, an estimated 35.3 (32.2-38.8) million people were living with HIV in 2012, an
increase from previous years as more people are receiving the life-saving antiretroviral
therapy. There were 2.3 (1.9-2.7) million new 1V infections globally, showing a 33%
decline in the number of new infections from 3.4 (3.1-3.7) million in 2001. At the same
time the nuinber of AIDS deaths is also declining with 1.6 (1.4-1.9) million AIDS deaths

in 2012. down from 2.3 (2.1-2.6) million in 2005 (UNAIDS, 2013).

Sub-Saharan Africa has the most serious HIV and AIDS epidemic in the world. In 2013,
an estimated 24.7 million people were living with HIV, accounting for 71% of the global
total. In the same year, there were an estimated 1.5 million new HIV infections and 1.1
million AIDS-related deaths (UNAIDS, 2014).}1V prevalence for the region is 4.7% but
varies greatly between regions within sub-Saharan Africa as well as individual countries.
For example, Southermn Africa is the worst affected region and i1s widely regarded as the
‘epicenter’ of the global HIV epidemic. Swaziland_has the highest HIV prevalence of any
country worldwide (27.4%) while South_Africa has the largest epidemic of any country -
5.9 millton people are living with HIV. By comparison, HIV prevalence in West and East

Africa is low to moderate ranging from 0.5% in Senegal to 6% in Kenya(UNAIDS,2014).

Nigenia, with the egtimated population of 167 million (NPC, 2009) is second to South
Africa tn the number of people living with HIV. Of all people living with HIV globally,

9% of them live in Nigeria (UNAIDS, 2014). Since 2005, there has been no reduction in
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the number of annual deaths, indicative of the fact that only 20% of people living with

HIV in Nigeria arec accessing antiretroviral treatment (ART). (UNAIDS, 2014)
Unprotected heterosexual sex accounts for about 80% of new HIV infections in Nigeria,
with the majority of remaining HIV infections among key affected populations (NACA,
2014). The epidemiology of HIV in Nigeria is mainly informed by two national surveys.
the Antenatal Clinic (ANC) survey conducted among pregnant women and the National
HIV/AIDS and Reproductive Health Survey (NARHS) which is a general population
based survey. A review of the ANC survey data has shown that IHIV prevalence has
declined and stabilized in Nigeria. The ANC 2010 survey reported a national HIV
prevalence of 4.1% and the States' prevalence ranged {rom [% in Kebbi State to 12.7%
iIn Benue State. NARHS 2013 reported a national HIV prevalence rate of 3.4%, lower
than 3.6% reported in 2007. It is estimated that about 3,229,757 people live with HIV in
Nigeria and about 220.393 new HIV infections occurred in 2013. Approximately 210,000

people died from AIDS-related illnesses in Nigeria in 2013, which is 14% of the global

total.

The development of antiretroviral (ARV) drugs has transformed HIV/AIDS to that of a
chropnic manageable disease. Studies have reported improved quality of life of PLWHA
on ARY therapy (ART), reduced progression of the disease and declining mortality from
the pandemic (Grange et al, 2002; Palella et al, 1998). The Nigerian HIV/AIDS Epidemic
Appraisal repoit in 2014 highlighted the pattern of the HIV epidemic in Nigeria. The
prevalence of HIV infection in Nigeria has steadily declined, from the peak of 5.8% in
2001. 54 in 2003 and 4,1% tn 2010. According to NARHS, 2012, the current K1V

prevalence in the generil population 15 3.4%.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




2.2 The Nigerian ART Program

The human immunodeficiency virus (HIV) was discovered in 1982, but treatment
strategies globally were not introduced until 5 years later. Early regimens consisted of
one or two drugs and often led to treatment failure. Since the advent in 1995 of highly
active antiretroviral therapy (HAART). which consists ol at least three agents, a dramalic
improvement has been seen in the number ol patients attaining undetectable viral loads.
improved CD4 counts, and improved survival. I1owever, early HAART often consisted
of drugs with complex dosing schedules, strict food requirements. treatment-limiting
adverse effects, and the need to take 16-20 pills/day. Thesc treatment barriers often led to
patient non adherence, with subsequent treatment failure and development of resistant

strains. The CD4 count and viral load are the most important surrogatc markers used to

determine if treatment 1s indicated.

Standard antiretroviral therapy (ART) consists of the combination of anticetroviral (ARV)
drugs to maximally suppress the HIV virus and stop the progression of HIV disease. ART
also prevents onward transmission of HIV. Huge reductions have been seen in rates of

death and infections when use 1s made of a potent ARV regimen, particularly in ecarly
stages of the disease. WHO recommends ART for all people with HIV as soon as

possible after diagnosis without any restrictions of CD4 counts.

Almost 12 9 million people were receiving antiretroviral therapy globally at the end of
2013(UNAIDS GAP report 2014), 5.6 million were added since 2010. The rapid increase
in anuretrovirgl access has primarily occurred in a few countrics. Onc third of the

cicace 10 the number receiving anltiretroviral therapy was in South Africs, followed by

a9
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India at 7%, Uganda 6%, and in Nigeria, Mozambique, the United Republic of Tanzania
and Zimbabwe 5%. Three of four people receiving HIV treatment are living in sub-
Saharan Africa. where the need 1s mést acute (UNAIDS GAP report 2014). Twenty-two
million, or threc of five people living with HIV are still not accessing antiretroviral
therapy. The proportions of people who do not have access to treatment arc 58% 56—
60%] in South Africa, 64% [55-72%] in India and 80% [79-82%] in Nigeria.lllV
treatment coverage is only 36% in India and 20% in Nigeria(UNAIDS GAP repoit 2014).
The Federal Government of Nigeria initiated the national ARV program in January 2002
as part of an expanded response to carc and support for PLWHA, Under this program,
10,000 adults and 5000 children were treated with a 3-drug ARV combination; 2 NRTI
(lamivudine + stavudine) and 1 NNRT (nevirapine). The program began in February
2002 involving 25 treatment centers across the 6 geopolitical zones of the country.
Antiretroviral treatment (ART) provision in Nigeria is extremely low, with only 21% of
adults living with HIV receiving treatment in 2013, and 12% of children. Only 19% of
women who are living with HIV and breastfeeding are taking ART (UNAIDS,
2014).Although the number of antiretroviral treatment (ART) sites increased between
2012 and 2013. it is still not enough. With only 820 sites in the whole of Nigeria, it is not
ourprising that people living with HIV are struggling to access clinics where they can get
treatment. ART administration is being decentralized from hospitals to primary health
centres. and from doctors to nurses and community health workers, although there is still

a huge demand for more healthcare professionals (NACA, 2014).

10
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The National Agency for the Control of AIDS (NACA 2015) report that 747,000 HIV

patients are currently receiving antiretroviral therapy treatment in over 1,050 facilities

across the country

Certain weaknesses in the system exist, which mean many people who receive a positive
HIV diagnosis are not referred on to treatment, or not retained in treatment for very long.

Even when ART can be accessed, drug supplies arc known to run out and lead to stock-

outs (NACA, 2014).

2.3 PMTCT in Nigeria

Since the first cases of mother-to-child transmission (MTCT) of HIV were 1dentified in
the United States in the early 1980s. extensive research has led to a better understanding
of the epidemiology of the global pediatric HIV epidemic, including risk factors [or
MTCT, potential mechanisms of transmission, and the timing of transmission.
Surveillance data from the Joint United Nations Program on HIV/AIDS (UNAIDS) over
the past two decades have documented the heavy burden and impact of HIV on mothers
and infants Jiving in resource-limited settings (UNAIDS, 2014).Sub-Saharan Africa
carries the greatest burden of the epidemic: UNAIDS reported 150,000 pediatric
infections worldwide in 2015; 110,000 new cases occurred in 21 countries in Sub-
Saharan Africa (WHO, 2016) Studies of the use of antiretroviral agents to interrupt HIV
transmission were initiated in the early 1990s in the United States and other resource-
nch countries Coupled with the avoidance of breastfeeding and good access to

comprchensive HIV and pregnancy cate services, these regimens have significant]y

reduced pcn.-;:gux_] Uensmission 1n resourcce-rich countries to one to two percent (Ncsheim

11
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et al, 2012) in the United States, it is estimated that only 123 HIV-infected infants were
born in 2012 (CDC, HIV Surveillance Supplemental Report 2015). Despite substantial
barriers, efforts in resource-limited settings to introduce antiretroviral agents for
perinatal prevention have also resulted in a marked decrease mn perinatal HIV
transmission (mother-to-child transmission [MTCT]}) {rom over 570,000 in 2003 to an

estimated 110,000 in 2015 within the 21 Global Plan priority countries in sub-Saharan

Africa (WHO, 2016).

Human immunodeficiency virus (HIV)/acquired immune defliciency syndrome (AIDS)
iIs a major public health problem in Nigeria .The PMTCT services in Nigeria
commenced as a pilot project in July 2002. The goal, objectives and targets of the
PMTCT program have undergone some review over time in line with national realities
and international demands such as the global initiative {or the elimination of MTCT by
the year 2015 (UNAIDS 2015). The current overall goal as documented in the 2010-
2015 scale-up plan is to contribute to improved matemal health and child survival
through accelerated provision of comprehensive and integrated PMTCT services.
(FMOH. 2010) Since the commencement of PMTCT program. the first scale-up plan -
2005-2009 was developed to direct the initial expansion of the program in the country
(Wainberg, 1998). There have been progressive increases in PMTCT sites to 1,320 by
the end of 2012. (FMOH. 2013). This has however not translated to effective coverage
of the large population of the Nigerian society. It is estimated that in 2009 and 2012
respectively only 12% and 18% of HIV positive pregnant women received ARVs for

PMTCT With gn estimated poof of about 228.800 infected pregnant women and 57.000

|9
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children infected principally through MTCT in 2012 (UNAID, 2012; IATT, 2012),
Nigeria accounts for over 30% of the global PMTCT gap (FMOH,2013).0f the 190,000
pregnant women living with HIV in 2013, only 27% of them received antiretroviral
treatment to prevent the transmission of HIV to their child and 22% ol all new child
HIV infection: globally during 2013 were in Nigeria (51,000) (UNAIDS, 2015).With
only a 19% decline in child HIV infections since 2009, it is clear that Nigeria is not
progressing fast enough with its PMTCT programme. The poor PMTCT coverage and
uptake i Nigeria is a rellection ol factors affecting the supply and demand of PMTCT
services. There were 2,216 sites as at Dec 2012, a far cry [rom the 16,378 sites recquired
for adequate service coverage (PCRP, 2013). Risk factors for MTCT include high
matemal viral load, co-existing Sexually Transmitted Infections, Prolonged Rupture of
Membrane, chorioamnionitis, hemorrhage. invasive delivery procedures, multiple
gestation, prematurity and congenital malformations (WHOQ, 2004).

Studtes in Nigeria showed the average rate of vertical HIV transmission was 22.5%. but
for babies whose mothers had PMTCT service the rates were 9.6%, 2.8% and 2.4%

(Joseph Afe et al, 2011, Ikechebelu et. al.,, 2011 and Agboghoroma et al., 2015). A

study in the south east Nigeria reveal that out of the 104 infants 6 of them (6%) gave a

positive HIV PCR test result while 98 (94%) of them tested negative (Nwaozuzu et al.,

2014)

The main elements of the National PMTCT program are:

H1V Informatton and counseling provided to pregnant women and their spouses.

HIV positive clients receive on-going counseling and support.

ii  Royting rapid HIV testing (with an option to decline) for all women, during the
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period of pregnancy and/or labor.

Antiretroviral (ARV) treatment or prophylaxis to HIV infected women. While
single-dose nevirapine (sdNVP) in labor was the ARV drug intervention in the
first 2-3 years of the program, a more effect combination ARV regimen in form
of highly active antiretroviral therapy or zidovudine (AZT) monotherapy are now
the recommended drugs.

ANC and delivery supervised by a skilled health worker to ensure safe delivery
and prevent MTCT. Though the importance of cesarean section i1s acknowledged,
its use as a public health measure was restricted with the availability of ARV and
lack of access to the service in most health facilities.

Infant feeding counseling on exclusive breastfeeding and breast milk substitute
were the initial practice. Current guidelines emphasize only exclusive breast
feeding while the mother and/or infant are on extended use of ARV drugs.

ARV prophylaxis (NVP or AZT) for the infant for 6 weeks.

Infant follow-up and HIV testing at 18 months at the early stage of the program.
The National PMTCT program has recently introduced polymerase chain
reaction services for early infant diagnosis (EID) at 6 weeks.

Referral of mother. baby and other members of the family for life-long

antiretroviral therapy (ART), other reproductive health services and care and

suppori.
Communijcation activities including community dialog to improve service up-

take and male involvement.

PMTCT logistics and supphics.

Haow 10 esqablish new PMTCT Site-
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xii.  Monitoring and Evaluation (M and E).

The PMTCT program in Nigeria is confronted with series of chailenges that have
affected its success. The Nigerian PMTCT program started in tertiary institutions as a
pilot program, which would be decentralized to secondary hospitals and then to PHCs.
This decentralization has been slow for a variety of reasons which include: Poor buy-in
at the state and local government levels, Weak health systems, human resotrce
limitations particularly in rural areas and Low utilization of maternal and child health-
care services. Several other challenges such as high [ertility rate, low contraceptive
prevalence rate and a strong culture of breastfeeding with very low rates of exclusive
breast feeding before 6 months have also plagued the program resulting in poor
population coverage. Non-involvement of the private sector, which is a big player in the
provision of health service in Nigeria, is another reason for the poor program impact.
The persistently high burden of HIV and MTCT are indications that the national

PMTCT program has only made modest impact. This may be attributed to the low-level

of coverage across the country and poor adherence. To address this problem, an
accelerated scale-up plan 2010-2015 to rapidly decentralize PMTCT services in the

country was developed and is being implemented (FMOH, 2010; FMOH, 2013).
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2.4 Measurement of adherence to HAART

There 1s no gold standard (o assess the adhercnce, however there have been attempts (o
device workable adherence measuremcnts and the most cornmon methods arc those
outlined (Chesney, 2006, Edwaid et al. 2005).

a) The Direct Observation Therapy (DOT)

The DOT method requires that the health-care workers directly administer medicines to
patients. This method confirms adherence since the health-care worker observes the
patient taking the medicine. It cannol be used to assess patient adherence to ART in IV
care centers due to confidentiality and the huge cost that will be required for the
administering of DOT in such lifelong therapy (Singh ct al., 1996)

b) Patients’ self-reports

It is the most usual. leasible, and less expensive method to assess ART adherence. In
addition, it has an advantage of easy data collection, and it also help to determine why
patients are non-adherence (Gao et al.. 2000).Patient self-report of taking doses
accurately during the past 3 days or the past week is the most practical and readily
available tool for the assessment of a patient’s adherence in the clinical setting and
perhaps the most accurate as only that individual can report his/her actual behavior
(Chesney. 2006). Abbreviated forms of questionnaires can be used, even in busy clinics,
to quickly assess adherence (Lanzafame et al., 2000). Although some patients tend to
overestimate their adherence in self report, several literatures have shown that this

measure LS associated with viral load response (Tumbu et al, 2010). Nevertheless, this

method ha. becn cnticized for methodological reasons such as reliability, recall bias,

yocigh desirability, ar question style (Chesncy, 2000).
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¢) Pill Counts

It is an objective means of evaluating medicine adherence. It involves physical counting
of patient remaining pills by physician, nurse or other health-care practitioner. Pill count
adherence is usually calculated by counting the reinaining doses of medication and
assuming that the remaining pills in excess of what is expected to represent (nissed doses
(Afiong et al., 2011). Adherence assesscd by pill counts correiates better with adherence
measured from electronic bottie caps than seil-reported dose adherence(Aragones €t al.,
2011) However. it has some limitation: when patients remove pills [rom their containers
but do not take them, (i.e. "pill dumping") it lcads (o overestimation of adherence.

d) Pharmacy Relfill Data

Pharmacy refill adherence has become an increasingly important measure of adherence to
antiretroviral medications (WHO, 2012). It can serve as an adherence measure by
providing the dates on which antiretroviral medications were dispensed. In the event that
refills are not obtained in a timely fashion, 1t is assumed that the patient is not taking
medication between refills or is missing doses. [t offers a simple, inexpensive, and valid
method for measuring adherence (Carrieri et al., 2006).

Other methods include; Biological Markers, Therapeutic drug monitoring (TDM),

Medication Event Monitoring System (MEMS), Visual analogue scale (VAS) and Pill

identification test (PIT)
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2.5 Adherence to HAART

2.5.1 Prevalence of HAART

In the context of treatment with medications, adherence is defined as a patient’s ability to
follow a treatment plan, take medications at prescribed times and frequencies, and follow
restrictions regarding food and other medications (Wang et al., 2007). Adhercnce is a
primary determinant of the effectiveness of treatment. (Molassiolis et al., 2002).1t is also
considered as a major predictor of the survival of individuals living with HIV/AIDS
(Steel et al., 2007). More than 95% adherence is requircd in ARl in order 0 prevent the
emergence of resistant viral strains. Iﬁ practice this degree ol adhcrence requires a patient
on a twice-daily regiinen to not miss or substantially delay more than 3 doses of
antiretroviral medications per mnonth. A review by (Vreeman et al., 2008) and colleagues
indicated that the majority of the studies in developing countries report adherence levels
of more than 75% (range 45-100%), (Veeman et al., 2008) while in developed countries
the majority report less than 75% (range 20-100%).(Friedland et al., 2001). Another
systematic review by Mills et al. 2006 and colleagues obtained a pooled estimate of
adequate adherence by Sub-Saharan Africa patients of 77% (95% confidence interval.
68-85%: based on a total of 12.116 patients), whereas the figure for North American
patients was 55% (95% confidence interval 49--62%; based on a total of 17,573 patients)
(Mills er al. 2006). The same study revealed that poor adherence is a major concem
globally despite being better in Sub-Sahara Africa. Studies among PLWH reveal non
adherence rate of 37.1% (Olowookere, 2008) and 37.4% (Shaahu et al., 2008). The

feeling of being healthy, forgetfulness. and unwillingness to disclose HIV status by
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PLWHA were significant barriers to adherence. The adherence rate reported in a study
Ugep cross River was low. 50.4% (Oku et al., 2014).

Adherence to antiretroviral therapy (ART) has been strongly correlated with HIV durable
viral suppression, reduced destruction of CD4 cells, reduced rates of resistance, increased
in survival, and tmproved quality of life (Steel et al., 2007:. Chesney, 2006). The
availability of antiretroviral treatment (ART) has dramatically improved the prognosis
and quality of life for HIV/AIDS patients, and reduccd the rate of discase progression and
death. However. increased acccss to ART has been accompanied by increasing
unsatisfactory adherence levels and the potential risk of drug resistance. Maintaining an
optimal adherence level for a long term poses a significant challenge for both patients and
health care provider (Jani et al., 2004).Suboptimal treatment can lead to drug failure with

the latter resulting in spread of drug resistant mutation. Consequently, it can create

dangerous public health situation and decrease the success of available HIV treatment.
Moreover, if people living with HIV require second-line treatment, it can be ten times
more (Weidle et al., 2006) expensive than first line drugs. It also leads (o increased
hospitalization rate. increased the cost of health care, effects on human resources

productivity, distuption of family and communities and morbidity and mortality in

developing countries (Machtinger et al.. 2006).

2.5.2 Factors associated with HAART Adherence

Adherence 10 ART is a cnitical 1ssue, and evidences from literature has shown that the
factors that influence a patient’s ability to adhere are multiple and complex. There are
vanious factors affecting adherence. which generally are related to characteristics of the

patieny, the rezymen. the clinical setting. the socicty and the relationship between the
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service provider and the patient (Steel et al.,, 2007). Presently, poor adherence to
treatment regimen remains a major obstacle in the fight against HIV/AIDS (Chesney,
2006). Without proper treatment and prophylaxis, HIV/AIDS presents a significant
challenge to global tuberculosis (TB) control. The 1nain reason for skipping doses were

being busy, simply forgetting to take medications and rcligious constraints.

2.6 PMTCT Adherence in Nigeria

2.6.1 Prevalence of PMTCT Adherence

Without preventive intervention, about 25-40% of infants born to HIV-positive mothers
will contract the virus (Abdulsalani, 2006). Following introduction of HAART, (he rates
of mother-to child transmission of HIV infection has practically crashed to less than 2 %
(Homsy, 2006). However, the success of HAART, like any medication, is dependent on
both the intrinsic properties of the drugs and the individual’s ability to take the
medication as prescribed (Hayman. 2009). This is particularly true in the prevention of
mother-to-child transmission, where the consequence of failing to achieve viral
suppression is the transmission of the virus to the baby (Hayman, 2009). Adequate
adherence to the prescribed antiretroviral medications is essential to achieving maximal
viral suppression necessary to prevent MTCT (lgwegbe et al., 2010). As the number of
pregnant mothers on PMTCT continues to increase, the PMTCT program can become
more uccessful with more attention given to patient adherence to the preventive therapy.
Not much research has been done on antiretroviral PMTCT adherence in Nigeria. Studies

10 Nigenia have shown a non adherence rate of 21.7 %( igwegbe ct al., 2010) and 19, 44
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(Ekama et al., 2012) to antiretroviral preventive therapy in HIV positive pregnant
women, with forgetfulness and stigmatization being the most cited reason for non-

adherence.

2.7 Factors associated with ART Adherence in pregnancy

The factors that inhibit general antiretroviral treatment adherence also relate (o
adherence to PMTCT therapy alongside other peculiar pregnancy rcfated factors such as
moming sickness, GIT upsets, fear of potential elfcct of drug on fctus (Kartikeyan et
al.,2007). and mood changes amongst others. Idcntificd stigma, fcar of knowing onc's
own HIV status, fear of diagnosis. disclosure, infant feeding distribution stigma, lack of
male partners’ support and negative attitudes of health workers, loss to follow up,
inadequate care providers, lack of prenatal care, and weak health infrastructure as barriers
to participation in the PMTCT program (Kebaabetswe, 2007). Some of these factors will

be studied closely in this research as barriers to adherence for those already on PMTCT

therapy.

Adherence to ART is a critical issue. and evidences from literature has shown that the
factor; that influence a patient’s ability to adhere are multiple and complex. Nigeria is
one of the beneficiaries of free ARV drugs through PEPFAR however, a systematic
review apnd meta-analysis of adherence to ART during and after pregnancy in low,
middie. and high tncome countries reported that pregnant women achieved ART
Jdherc,,ce >80% with only 53% of women achieving this during the postpartum pcriod

(Nachega et 3l.. 2012)
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2.7.1 Socio-Demographic and Economic Factors

Important socio-economic nurturing factors for ART adherence were reported by a study
in South Africa to include urban area of residence, adequate physical enviromment
including transport and access to health services. Women initiating ART at later
gestational ages have less time in HIV care and possibly less counseling than women who
start ART earlier in pregnancy therefore, this suggests that women who seek antenatal
care (ANC) and/or initiate ART late in pregnancy are a high-risk population that requires

special attention throughout the postpartum period of breast{ceding

2.7.2 Level of Education

Education empowers women to have autonomy in making important health decisions
without relying on other people. Attending more antenatal care (ANC) sessions offers

more opportunities for health care providers to reinforce issues such as the importance of

ART adherence.

2.7.3 Cultural Beliefs

Local health beliefs may result in decisions to stop ART in favour of traditional

medicine. Stigma and discrimination remain an important factor against quality HIV care,

as 63.6% of women (n a study expressed the reason for missing their drugs as afraid of

being identified as HIV positive (Ekama et al., (2012).
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needed in order for nurses in these settings to perform the appropriate nursing practices to

prevent mother-to-child transmission of HIV.

2.8 The Conceptual Framework

Figure 1 shows the conceptual frame work of possible factors contributing to poor
adherence to ART. These factors are categorized into socio-demographic which include
socio-economic, socio-cultural and patients™ variables such as age. sex, marital status,
level of education and employment status and types. There are also patient related factors

such as forgetfulness, alcohol, side effects, religious constraints and pregnancy related

illness, The provider related factors include being judgmental, unfriendly attitude, lack of
privacy and confidentiality, long waiting time, communication quality and clarity, poor
patient-provider relationship which often lead to lack of trust and confidence by the

patients_All these factors directly and indirectly lead to poor adherence.
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Figure 1: Problem analysis diagram of possible factors contributing to poor

adherence to ART (Veeman et al, 2008)
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CHAPTER THREE
METHODOLOGY

3.1 Study Area

This study was conducted at PMTCT site at Federal Teaching Hospital Abakaliki. The
Federal Teaching Hospital. Abakaliki is a tertiary health care facility established in the
year 2012.The hospital serves as a referral centre for both Government and private health
care facilities within and outside the state. The hospital is located in the Abakaliki
Metropolis, the capital of Ebonyi State of Nigeria. The inhabitants are mainly the Igbos.
Ebonyi State is one of five states in the Southeast geopolitical zone of Nigeria created in
1996 from the old Abakaliki division of Enugu State and old Afikpo division of former
Abia state. It has 13 local governments Areas. Ebonyi state with an estimated population
of about 3 million lies between 7'3'N Longitude 5'4' E with a land mass approximated at
5,932 square kilometers (National Beaureau of Statistics, 2006). The state has boundaries
in the North with Benue State, East wilth Cross River, South with Abta state and West

with Enygu Siate. About 75% of the populations dwell 1n the rural areas with farming as

their major occupation (National Beaureau of Statistics. 2006).

The PMTCT clinic in the hospital 1s the main service provider PMTCT services in

Ebonyi State. It was established in 2012 as a tertiary comprehensive HIV/AIDS health

centre by the Federal Ministry of Health to provide free HIV/AIDS services to pregnant

women living with HIV/AIDS in the country. It currently provides counseling and

testing, treatment and care services for over 10,000 HIV/AIDS patients. The HIV clinic

from received addition suppori from donor Agencies with about 2000 patients on
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PMTCT 1n 2015-The Clinic opens daily from 8:00 a.m. to 5:00 p.m. Monday through
Friday, however the PMTCT clinic runs on Wednesdays. The clinic has a well-trained

and motivated statf. There were few reported cases of defaulters to ART and loss to

follow up.

3.2 Study Design

This 1s a cross sectional study carried out at the PMTCT clinic of Federal Teaching
Hospital, Abakaliki, Nigeria.

3.3 Study Period The period for the preparation and conclusion of the study was from
January. 2016 to July, 2016. The pilot study and pre-test of study materials were

conducted in March, 2016 while the main data collection was carried out in April and

May, 2016.

3.4 Sample Size
Sample size was calculated using the formula: n = (Z°pg/d?)

Where; p = prevalence of ART non adhercnce among pregnant women in Nigeria, i.e.

19.4%, (Ekama et al., 2011) d= Allowable Error (5%), and q=100-p.

Therefore the sample size (n) = Z’pg/d® 1.96*1.96*0.194(1-0.194)/.05*.05 =240

After adjusting for non-responsc rate of 10% a minimum sample size (n =240/0.9) 267

was obtained.
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3.5 Study population

The study population includes all HIV positive pregnant women enrolled in PMTCT at

Federal Teaching Hospital Abakaliki

3.5.1 Inclusion Criteria
HIV positive pregnant women with known gestational age who have received ART
therapy for at least 3 month prior to the study period and are able to give informed

consent.

3.5.2 Exclusion Criteria

Patients who stopped ART on medical ground and Patients who were very sick.

3.6 Sampling Method

Systematic random sampling technique was applied for participants™ selection in the

study. The sampling units were pregnant women who have been on ART at least 3
months prior to study. From the list of patients attending the HIV Clinic obtained from
Medical Records Departinent and based on average daily clinic attendance of 100
patients per day, a total of 25 eligible patients were recruited per clinic day using
systematic random sampling method using a sampling fraction of 1:4. The first patient
was randomly selected; thereafter every other fourth eligible patient was selected each
until the sample size was completed. For those who failed to consent on particular clinic

days, they were subsequently replaced using the same sampling technique on subsequent

clinic days.
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3.7 Data Collection

A pretested structured interviewer administered questionnaire was used (Appendix-1).It
was pretested at the PMTCT clinic Federal Teaching Hospital Abakaliki. The
questionnaire captured information on their self reported adherence levels. their socio
demographic indices as well as their knowledge and perceptions towards antiretroviral
therapy and other factors that may influence their adherence to treatment. Following the
informed consent process. the structured questionnaire was administered by a trained
research assistant who understands the local language very well. Participant specific
identifiers were used to ensure that no participant will be interviewed more than once.

Participants were interviewed in a quiet private room by the research assistant.

3.7.1 Assessment of adherence and Knowledge

The main outcome variable was the Adherence status of the respondents. It was measured
by asking patients to recall their intake of prescribed doses in the last three days prior to
the interview (Ekama et al., 2012). In an attempt to minimize recall bias patients were
asked about their adherence over the previous day, previous 3 days and previous week.

ART adherence was calculated manually using the respondent's sell-report. The

calculated ART adherence level was derived using the [ollowing formula (Ogundahunsi

€l al., 2008 and Onyeonoro et al., 2013).

Adherence (%) = Number of pills (doses) taken x 100 / Number of pills prescribed,

Where number of pills taken = number of pills prescribed- number of pills missed over

one (1) month period. The level of ART adherence for each respondent was classified
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into those with 95% or greater adherence (good) and those with less than 959 adherence
(poor). The good ART adherent patients were defined as those with an adherence of
greater than or equal to 95%.

General knowledge level was computed by respondents’ total correct responses from the
various issues posed to test for knowledge. Respondents who accepted all correct

responses were grouped as having *‘good knowledge".

3.8 Statistical Analysis

Data analysis was performed using Epi-info software (version 7.1.4) and Microsoft Excel
2007 for univariate analysis using frequencies and proportions, Bivariate analysis of
association between adherence and knowiedge of ART, socio-demographic factors.
Partners support and duration of ART were tested using Chi2 (x2) test of statistical
significance. Multivariate analysis (logistic regression) was used to identify independent

predictors of poor adherence among the study group. A p- value of < 0.05 at 95%

confidence interval was taken as statistically significant.

3.8.1 Pependent Variable

Antiretroviral Therapy Adherence

3.8.2 Independent variables

Matemal age, gestational age, level of education, Obstetric history, Previous PMTCT

experience and partners support
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3.9 Ethical consideration.

Ethical approval was obtained from Ebonyi state Ministry of Health. Ethical standards

and best practice were adhered to throughout the conduct of the study

3.9.1 Respect for Persons and their Human Rights

Informed consent was sought from all adult participants. Participants who could not
provide informed consent (very sick patients) did not participate in this study. Shared
confidentiality, anonymity and privacy were fully guaranteed to allay fear of stigma and
discrimination. Participation was voluntary and eligible participants were allowed to

decline to participate in the study.

3.9.2 Beneficence

The study was designed to identify factors that contribute to poor adherence to ART so
that findings appropriately disseminated to government and relevant stakeholders to
guide decisions and policy review and formulations towards improving adherence among
patients on ART. Additionally, study did not constitutc any risk to participants as no
specimen or any formi of invasive procedure was required. Those found to have
adherencc challenge wecre rcferred to the physician and adherence counselors for

appropriate counselling and other relevant interventions.

3.9.3 Justice

Participants had cqual chance of being selected for the study and findings were wtilized

for general improvement in adherence to ART among respondents. Contidentiality,

anonymity and privacy wcre fully guaranteed.

31

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



CHAPTER FOUR

RESULT

4.1 Sociodemographic characteristics of the respondents

The sociodemographic characteristics of the respondents are shown in Table 1. The mean
age was 30.7 = 4.2 years. Majority of the women were aged 30-34 years (42.9%)
followed by those aged 35-39 years. Two hundred and nineteen (81.72%) of the women
were married and 124(42.27%) were Traders [ollowed by hair dresscrs 28 (10.45%) .One
hundred and forty one (52.6%) of the respondents, had secondary education followed by

those with tertiary education 72 (26.7%).Fifty-six (20.90) respondents were unemployed

and 20 (7.46) were civil servants.
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Table 1.The sociodemographic characteristics of HIV infected Pregnant women

accessing PMTCT in IEbonyi state, Nigeria, 2016

Characteristics Percentage (%)
20-24 [6 (5.9)
25-29 85 (31.8)
30-34 115 (42.9)
35-39 52 (19.4)
Marital status
Married 219 (81.7)
Single 49 (18.3)
Occupation
Banker 7(2.6)
Civil servant 20(7.5)
Farmer 100§
Hair dresser 28 (10.5)
Tailoring e
2 (4.
Student LR
24 (46.3
Trader i )
56 (20.9
Unemployed Coke,
Leve! of Education
. 24 (6.9)
No formal Education
. 31 (13.8)
Primary
141 (52.6)
Secondary
72 (26.7)
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4.2 Pregnancy and HIV-related characteristics of the Respondents.

Pregnancy and HIV-related characteristics are summarized in Table 2. Two hundred and
thirty three (86.94%) had partners support and 161{60.07%) had bheen on ARV drugs {or
more than 2 years. Two hundred and twenty threc (83.2 %) commenced ARV drugs in
their index pregnancy and 167 (62.3%) have no previous PMTCT experience. Of the two

hundred and sixty eight respondents 184(68.66%) have gestational ages between 13-28

weeks followed by those whose gestational ages were above 28 weeks.
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Table 2: The distribution of pregnancy and HIV related characteristics of HIV

infected pregnant women accessing PMTCT in Ebonyi state, Nigeria, 2016

Characteristics Number of respondents (%)

Daration of ART

0- 2 Years 107(39.93)
>2years 161(60.07)
Partners Support

Yes 233(86.94)
No 35 (13.06)

Gestational Age

<13 weeks 3(1.12)
13-28 weeks 184(68.66)
>28 weeks 81(30.22)

Previous PMTCT Expcrience
Yes 101 (37.7)

No 167 (62.3)

Time of ART initiation

45(16.8)
Before pregnancy

223(83.2)
Index pregnancy
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4.3 Prevalence of PMTCT Adherence among Respondents

During the three months study period, two hundred and sixty eight eligible HIV-positive
pregnant women assessing the PMTCT services consented and were interviewed. Two
hundred and thirty ntne (89.2%) of the interviewed women reported achieving adherence

level of greater or equal to 95% using 3 day recall method. with a non-adherent rate of

10.8% (Fig 1).
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Proportion of Adherence

mAdherent

m Non adherent

Fig 2: The adherent status of HIV infected Pregnant women accessing PMTCT in

Ebonyi state, Nigeria, 2016.
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4.4 Barriers to ART Adherence among respondents

The reasons given by the 29 respondents for missing or skipping their drugs are shown in
figure 2. Majority of respondents have Fear of being identified as HIV positive (21.0%)
as the main reason for missing drugs followed by Pregnancy related illness (13.7%),

Other common reasons for poor adherence listed by respondents were [Forgetfulness

(12.5%), and Run out of pill (9.69%).
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Figure 3: Reasons for missing drugs among the HIV infected Pregnant women
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- 4.5 Knowledge of PMTCT and ART by the Respondents

All of the two hundred and sixty eight respondents knew that MTCT is possible and as
high as 248 (92.5%) kncw that HAART can prevent transmission of HIV. Two hundred
and fifty four (94.8) respondents were sure that they will take HAART as prescribed
while only 7(2.6%) do not know the consequences of not taking the drugs as prescribed.
Two hundred and sixty one (97.4) respondents knew that HAART can prevent
opportunistic infection (Table 3). On the Knowledge score, 255(95.2%) of the

respondents had good knowledge of PMTCT. Respondent mean knowledge score was 2

+ .04 (Table 4).

A0

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Table 3: Knowledge of PMTCT by HIV infected pregnant women accessing

PMTCT in Ebonyi state, Nigeria, 2016

Variables Frequency Percentage (%)

HIV can be transmitted from

mother to child during

pregnancy

Yes 208 100
No 0

HAART can prevent MTCT

Yes 248 92.5
No ‘ 20 7.5

| will be able to take HAART

as prescribed

Very sure 254 Rk
Not sure 14 2
1 know the consequences of

no! taking drugs

e 261 97.4
N - 2.6
HAART can prevent

opportumstic infections

. 261 97.4
A 5 2.6

il
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Table 4: Knowledge score on PMTCT by HIV infected pregnant women accessing

PMTCT in Ebonyi state, Nigeria, 2016

Variables Frequency Percentage (%)

Knowledge of PMTCT
Good 23535 95.2

Poor 13 4.9

A2
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4.6 Factors associated with ART Adherence

4.6.1 Association between Socio demographic Variabtes and ART Adherence

Table 5, shows the association between Socio demographic Variables and ART
Adherence. Of all the variables, Age (p=0.591), Occupation (P = 0.909), marital staws (£
= 0 .263) and Level of Education (p=0.054), none was found to be significantly

associated with good adherence.
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Table 5: Association between Socio demographic Variables and ART Adherence

HIV infected Pregnant women accessing PMTCT in Ebonyi state, Nigeria, 2016.

Factors Adherence (%) Non Adherence (%) X’ -value
Age(years)
20-29 i (A 9 (9) 0.29 0.591
30-39 148 (88.1) 20(11.9)
Occupation
Employed 179 (89.1) 22 (10.9) 0.01 0.909
Unemployed 60 (89.6) 7 (10.5)
Marital status
Married 198(90.4) 21 (9.6) 1.25 0.263
Single 41 (83.7) 8 (16.3)
Level of
Education
< Primary 53(96.36) U
Secondary 120(85-11) 21(14.9) i S
Terntiary 66(91.67) 6 (8.3)

Dow ot

—
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4.6.2 Association between Knowledge of PMTCT and ART Adherence among

Respondents

Table 6: shows the association betwecen Knowledge of PMTCT among Respondents and

ART Adherence. There was no significant association between Knowledge and ART

Adherence (p=0.931).
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Table 6: Association between Knowledge of PMTCT and ART Adherence of HIV

infected pregnant women accessing PMTCT in Ebonyi State, Nigeria, 2016

Variable Adherence Non adherence X* P-value
Respondents (%)  Respondents (%)

Knowledge of

ARV/PMTCT

Good 227(89.0) 28(10.9) 007 0.931

Poor 12(92.3) 1(7.7)
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4.6.3 Association between Obstetrics characteristics and ART Adherence

Table 7: shows the association between Obstetric characteristics and ART Adherence. Of
the variables. gestational age (p=0.983) was not significantly associated with ART
adherence. Duration of ART (P =0.019) and Partners support (P =0 .001) were found 1o

be significantly associated with good adherence.

A7
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Table 7.Association between Obstetrics characteristics and ART Adherence of HIV

infected pregnant women accessing PMTCT in Ebonyi state, Nigeria, 2016.

Factors

Adherence

ﬂ—

Non adherence X~ P-value
Respondents (%)  Respondents (%)
Gestational age
<28 weeks 71(89.9) 8(10.1) 0.00 0.983
>28 weeks 168 (88.9) 21 (1 L1.D)
Duration of
ART
0-2years 78 (88.6) 10 (11.3) 5.46 0019
Above 2years 137 (97.2) 4 (2.8)
Partners
Support
Yes 218(93.6) 15(6.4) 67.2 < 0.001
No 6(30) 14(70)

i —
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4.7 Binary logistic Regression. Analysis of Factors Associated with ART Adherence

during pregnancy

After subjecting the variables found to be significantly associated with good adherence 10
multiple logistic regresstons whtle controlling for other potential confounders. only
partners support (OR=0.027; 95%CI: 0.01-0.08.P < 0.05) retained thc association with
good adherence. Those that do not have partner support arc threc times less likely to

adhere to ART in pregnancy than women with partners supporl

A9
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Table 8: Binary logistic Regression Analysis of Factors Associated with ART

Adherence during pregnancy

Variables OR 95% conlidence  Interval P-value
Lower Upper

Duration of ART

>2 1

Y 0.3 0.06 1.92 0.219

Partners support

Yes 1

No 0.03 001 0.08 < 0.001

o B oo e e oo o S o
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CHAPTER FIVE

DISCUSSION, CONCLUSION AND RECOMMENDATION

5.1 DISCUSSION

In this study, 89.2% reported good adherence. The higher adherence among IV positive
pregnant women suggests that women arc always willing 1o protect their offspring from
harm. The non-adherence rate among HIV-positive pregnant women was 10.8%. This s
lower than 21.7% reported in South east Nigeria (Igwegbe et al.,2010) and comparable to

19.4% reported in south west Nigeria (Ekama et al., 2011).It is much lower than 37.1%

and 37.4% reported by Olowookerc ct al., and Shaahu et al., respectively, from

Southwestern Nigeria, among people living with HIV. Considering that our study and

that of Igwegbe et al., (2010) and Ekama €l al., (2011) were among pregnant women

unlike the 1wo studies by Olowookere et al.. and Shaahu et al. It seems that adherence is

better in pregnancy The differences 1n adherence levels from other studies might have

been that there is no gold standard in the measurement of this parameter and the

of service delivery provided (O the patients. Ekama et al., 2011,
y

difference in the qualit
ence level was that all the services rendered

posited that likely reasons for improved adher

ich includes free. regular and uninterrupted supply of

10 these patients were at no cost wh

d medical laboratory tests and financial support.
) drugs.

qu‘a’lily aptiretroviral (ARV

nique used in this study, may be prone to

' ch
reporling. the (€

Despite concems that self-
wn in several studies to demonstraté a strong
0

h
palient’s recall bias, it has been 3

10gi and clinical oulcomes in HIV treatment
l'mmunoo 1C.

ALt ic.
ssociation o Vvirolog 2001). Self-reported adherence has also

: rk at €l..
(Mannheimer et al., 2004 3nd Nicuwke
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shown to c '
been orrelate with plasma concentrations of ARV drugs and quality of life

(Mannheimer et al., 2004). Furthermore, the usefulness of other methods such as

electronic monitori j — ,
oring, pill counts, medication refi]] rale, monitoring for an expected

therapeuti .
MESE DIEOMERIURIL T therapeutic drug level detcrmination and biologic markers
assay), and direct observation have been flawed because most are cxpensive, laborious,

or impractical for routine usc in clinica! settings (Arnsten ct al., 2001).

The majority of the respondents were married and aged 30-34 years .This could be as a
result of late marviage that is prevalent in this environment. Muny of the respondents had
al least secondary school cducation this could be duc to poverly as majority ol the
inhabttants are subsistence farmers. The socio-demographic characteristics such as age,

sex., and marital status in this study did not significantly affect adherence levels amongst
our study population. This corroborates the findings of some other authors (Ekama el al.,

2011, Mohammed., 2014, and Kleeberger., 2001),however is al variance with the findings

of others who reported that older age and being single were associated with good

adherence (Uzochukwu et al..2009) and being employed was associated with good

adherence (Afolabi et al..2009) . ow educational level of the respondents, and their

. creased likelihood oOf non-adherence (o therapy

bUSbands' were associlated with

(Igwegbe et al.2010).

good knowledge about ART/PMTCT. Given that

The mﬂjomy of the I'CSpondenlS had
o attend health facilities for regular health

ired t
pregiant woman are generally reqtire |
kers and the Health education which is

heglth carc wOr

thecks, the contacts with the
d havc contributed to the good knOWlCdgc

- coul
Iouline dunng the amcnﬂ!ﬂl pcrmd
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recorded in this stu R 34 1. I TR
study. This finding is similar 10 report from Lagos (Ekama et al 2011)

Nnewi (Igw '
ewi ligwegbe et al, 2010), Ne-ife (Olowookere et al., 2008), and Jos (Falang et al

2012). Other researchers :
from some African countries have also reported higher level of

knowledge about
ge about ART/PMTCT among study respondents, A Study in Ghana reported

96.7% among pregnant women accessing PMTCT service (Boating et al., 2013).

It would be expected that high knowledge of ART among study participants would have
influence on adherence. There was no association between adherence and level of
knowledge in this study.. This finding was similar to report [rom Lagos (Ekama et al.,
2011) but in contrast to the report from Nnewi (Igwegbe el al. 2010) and Ghana (Boateng
et al,.2013) The respondents having good knowledge of PMTCT could be partly duc to
the institution of counseling as part of the PMTCT programme. Patient’s knowledge of

PMTCT and ARTs influenced their motivation and uptake of antiretroviral for PMTCT.

The main factor associated with poor adherence was Fear of being identified as HIV
positive. This finding is not surprising as stigmatization and discrimination against people

living with HIV are common in our society. Similar findings were documented in

Nigeria (Ekama et al., 2011, Olowookere et al., 2008) and Ethiopia (Amberbir et al.,

2008). Stigma and discrimination remain an important factor militating against quality

' ien against sti

' tiretroviral drugs and uptake of other
improve adherence to an g p

discrimination if we must
related illnesses was noticed in this study.

HIV_related services, The effect of pregnancy
findings suggest the need for QObstetricians to

_ . Our
3 3 major reason for missing drugs:
e in their first an

medications. Other rcasons rcported were

d second trimesters and advisc them on

Ioulnely evaluate patients who ar
their
What (0 do regarding the aking Of ¢
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foreetfulness, Los 1N T .
ge s of pill, tired of taking too many drugs and feelings that the drugs will

Sekoni et al and Kasumu et al.

The finding from our study showed that women who had been on ART for up to two
years were more likely to be adherent to their ARV drugs. Patients who commenced
Antiretroviral therapy newly usually.cxperiencc severc side eflect and therelore do not
comply with treatiment compare to those who had lieen on therapy for a long time. This is
consistent with a study in Zambia that reported a higher adherence rate for those on ART
for a long time, and a lower non adherence rate ol 16.3% (Carlucci ct al., 2008) but
contrast to the study in Nnewi (Igwegbe ct al., 2010) that observed that women who had

been on ART for up to two years and beyond were more likely to be non-adherent.

The multivariate logistic regression showed that those who have partners support were
more likely to have 2 95% adherence to HAART. The findings of having partners

support as a factor associated with good adherence after controlling for potential

confounders 1s in agreement with previous studies (Nachega et al., 2006). With the

disclosure of H[V. status to partners. who in most cases is the husband, he will not only
r the spouse. We, therefore, need to

. ' tus to get the maxima
eNCOyrage these women, to disclose their sta g
¢ women should not be forced to disclose their status,

It is imporiant, however. (o nNote tha

S HIV disclosure has been reported (0 ©€ ol anied by partner violence
status Gl d to b omp d P
dcclinc To) disclose should be counscled and

(Ezechi et al., 2009). Instcad women el

disclose Encouraging the Womcen to come along with g
o QIsCIB3E, S
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The data collected from tlye study was nol representative of the general population and
findings might not be generalized as the study was lacility based. There is no gold
standard for measuring adherence and each measure of adherence has its unique
limitations Adherence was calculated using self-rcport, some of the respondents might
have over- or under- reported their adherence to ART duc to challenge of rcmembering

the number of tines they miss their dosages .

3.2 CONCLUSION

A high level of adherence was found among pregnant women on HAART in this study.

Partners support was found to be strongly associated with good adherence. The major

réasons cited by participants for missing medications were forgetfulness, stigmatization

and pregnancy related illness. There was a high knowledge of PMTCT and HIV/AIDS

among the respondents. There were no sjgnificam associations between adherence and

S0ciO-economic characteristics and knowledge of PMTCT. The knowledge of these

d and addrcssed during adherence counseling

ientified factors should be properly utilize
ammes should also be regular and sustained

Progl’amme:., The adherence COUﬂSCling progr

) ..« optimal benefits.
for al] patierils on antiretroviral therapy for 1ts OP
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5.3 RECOMMENDATIONS

l.

_Ut

Pre
shant women on PMTCT should be carefull Y monitored by health workers for

pregnancy related illness as these have been shown to affect adherence to PMTCT

therapy.

Stigma and discrimination are major stumbling blocks in antiretroviral treatment
adherence; this can be reduced through f[ainily and community education by

Govemiment agencies e.g. NACA and NGO:s.

Federal Ministry of Health and Ebony State Ministry of Health nced to be aware
of these key barriers to adherence so as (0 develop and ensure compliance to

social policy which encourages patients to achieve good adherence.

Priorities should be given to improving adherence by providing Health Education

on the need to take HAART and the benefits and side-effects of the drugs during

Antenatal and post natal visits.

disclose their status to their partners. as
These women should be encouraged (o

' d ce.
partners support has been shown to Improve d heren
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APPENDIX I

PMTCT ADHERENCE QUESTIONNAIRE

To determine the level of adherence of pregnant mothers to PMTCT tn [Federal Teaching

Hospital Abakaliki.

Participant research number

Date

Please tick (¥) one box for each question where there are check boxes. If you do not wish

to answer a question, please draw a linc through it.

A. Socio-demographic data

Age (years).......ooveveenn.n.

Month of pregnancy...............

Previously has been on HAART? Yes No

On HAART because of PMTCT Yes No

Date of initiation of PMTCT therapy.............

If yes. Date of initiation of HAART..... ..............

Education level: No formal Education Primary Secondary Tertiary
Employment status- Ye€s No Occupation...........c...u.... N S
Marital status-Single [ )Married Divorced Window
Du you drink alcohol Yes No

Beerg Wines Other

If yes, what do you drink?

f4
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How often do you drink in a week?...... ...

B. Knowledge of PMTCT

1. How sure are you that:

Please check one box for each question,

a. You will be able to take all Anti-HIV medications as directed? 1)Yes 2) No
3)don't know

b The anti-HIV medication will prevent HIV transmission to your baby il well

taken?1)Yes 2) No 3)don’t know

¢ Have you at least once got some information (advices) about the consequences of

not taking your treatment regularly? 1)Yes 2) No 3)don’t know

d Do you know ARV drugs can prevent your chance of getting opportunistic
infections like TB and skin infections? I) Yes [ ] 2) No [ | 3) don’t know [ )

e Use of condom during sexual intercourse by patient on Anti-retroviral drugs is not
required to prevent getting infected with another strain of IMIV? Yes [ ] i1) No [} iii)
don't know [ ]

C Adherence Level
3 Durning the last seven (07) Days have you missed to take your medicament? 1=

Yes 2 = No

a How many time(s)? ...veoree-
b. How many tablets ase not taken? «oveveneneenes

L" i{O“ nm’] ! wblcu '.crc pre-;Cll'JCd pcl da i L] o iy feeadOoeeow

4. Did you miss any of your ARV me
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5.Do you have your partners support Yes/No

6. In the past month, how often have you missed taking your medications because you:

Reasons for missing drugs. Please tick Yes or No [or each question.

a. Wanted to avoid side effect?.............. 1)Yes 2)No

b. Not fully understanding how and when (o take the medication? 1)Yes 2)No

c. Lost pills? 1)Yes 2)No

d. Did not like the attitude of the health Workers?...............1DYes 2)No

e. Had a bad event happen that you [elt was related to taking the pills? 1)Yes 2)No
f. Forgot?1)Yes 2)No

g. Ranout of pills? 1)Yes 2)No

h. Tued of taking too many pills? 1)Yes 2)No

1. Felt the drugs may harm your baby? 1)Yes 2)No

j.  hausea, or some pregnancy related Health problems got in the way? ])Yes 2)No

K. Fear of being discovered as HIV positive 1)Yes 2)No

oooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo
ooooooo
.............

1. Others specify

Thank you very much for completing these questions
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APPENDIX I1

INFORMATION CONSENT FORM

TITLE OF RESEARCH: Factors associated with adherence o antiretroviral drugs

among pregnant woinen in Abakaliki South Eastern Nigeria.

PRINCIPAL INVESTIGATOR: DR. AGBOEZE JOSEPH

Dear patient,

This is to kindly request your participation in a study that is aimed at determining the
Factors associated with adherence to antirctroviral drugs in Abakaliki southeastern
Nigeria. A trained interviewcr will spend about 10 minutes with you to help you
complete a structured questionnaire. You will be required to answer the questions as

truthfully as possible.

CONFIDENTIALITY: You are hereby assured that the information you give and the

result of the test performed on you will be treated with absolute confidentiality.

VOLUNTARINESS: Participation in this study is voluntary. You will not suffer any
consequences whatsoever, or be denied any treatment that you require, should you decide
not to participate in the study. If you have any questions concerning your rights as a
participant, please contact the principal investigator on 08035033814. You may also
contact the ethical committee of FETHA Abakaliki through the office of the Chief

Medical Director (CMD). If you decide you no longer wish to participate in the research,

you may withdraw your consent at any time.

AGREMENT: Your signature on this form indicate that you fully understand this study

and bave decided to participate.

]?;jn;'(:'p;m! witness InlCWiCWCl' Da[c
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APPENDIX III

WORK PLAN

February

March April

May

June

July

Submission of
proposal & Ethical

clearance

v

Training of research

Assistants

Field
testing/validating

the Questionnaire

—

Collection of data

Data analysis and

thesis submission

68

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT






