Journal of Health, Population and Nutrition© The Author(s). 2019
https://doi.org/10.1186/s41043-019-0194-0

Research article

Predictors of mortality among adult people living with HIV/AIDS on antiretroviral therapy at Suhul Hospital, Tigrai, Northern Ethiopia: a retrospective follow-up study

Kebede Haile Misgina1  , Meresa Gebremedhin Weldu1  , Tewodros Haile Gebremariam2  , Negassie Berhe Weledehaweria1  , Haileslasie Berhane Alema1  , Yosef Sibhatu Gebregiorgis1   and Yonas Girma Tilahun3  
(1)College of Health Sciences, Aksum University, P.O. Box 1010, Aksum, Ethiopia

(2)College of Health Science, Addis Ababa University, Addis Ababa, Ethiopia

(3)Center of International Reproductive Health Training (CIRHT), Bahir Dar University, Bahir Dar, Ethiopia

 

 
Kebede Haile Misgina
Email: kebede.haile82@gmail.com

 
Meresa Gebremedhin Weldu (Corresponding author)
Email: mere2010ec@yahoo.com

 
Tewodros Haile Gebremariam
Email: drtewodroshaile@gmail.com

 
Negassie Berhe Weledehaweria
Email: negelsa5960@gmail.com

 
Haileslasie Berhane Alema
Email: haileselasieb@yahoo.com

 
Yosef Sibhatu Gebregiorgis
Email: yosefsibhatu@gmail.com

 
Yonas Girma Tilahun
Email: yonastile@gmail.com



Received: 7 April 2016Accepted: 17 October 2019Published online: 29 November 2019
Abstract
Background
Ethiopia is striving to achieve a goal of “zero human immune deficiency virus/acquired immune deficiency syndrome (HIV/AIDS)-related deaths.” However, little has been documented on the factors that hamper the progress towards achieving this goal. Therefore, the ultimate aim of this study was to determine predictors of mortality among adult people living with HIV/AIDS on antiretroviral therapy (ART).

Methods
A retrospective follow-up study was employed on all adult HIV/AIDS patients who started ART between January 1 and December 30, 2010, at Suhul Hospital, Tigrai Region, Northern Ethiopia. Data were collected by trained fourth-year Public Health students using a checklist. Finally, the collected data were entered into SPSS version 16. Then after, Kaplan-Meier curves were used to estimate survival probability, the log-rank test was used for comparing the survival status, and Cox proportional hazards model were applied to determine predictors of mortality.

Results
The median follow-up period was 51 months (ranging between 1 and 60 months, inter-quartile range (IQR) = 14 months). At the end of follow-up, 37 (12.5%) patients were dead. The majority of these cumulative deaths, 19 (51.4%) and 29 (78.4%), occurred within 3 and 4 years of ART initiation respectively. Consuming alcohol (adjusted hazard ratio (AHR) = 2.23, 95% CI = 1.15, 4.32), low body weight (AHR = 2.38, 95% CI = 1.03, 5.54), presence of opportunistic infections (AHR = 2.18, 95% CI = 1.09, 4.37), advanced WHO clinical stage (AHR = 2.75, 95% CI = 1.36, 5.58), and not receiving isoniazid prophylactic therapy (AHR = 3.00, 95% CI = 1.33, 6.74) were found to be independent predictors of mortality.

Conclusion
The overall mortality was very high. Baseline alcohol consumption, low body weight, advanced WHO clinical stage, the presence of opportunistic infections, and not receiving isoniazid prophylactic therapy were predictors of mortality. Strengthening behavioral and nutritional counseling with close clinical follow-up shall be given much more emphasis in the ART care and support program.
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Background
Human immune deficiency virus/acquired immune deficiency syndrome (HIV/AIDS) is one of the most destructive epidemics the world has ever witnessed and its impact goes beyond public health concerns. It primarily affects the productive population group and undermines the social and economic structures mainly in the developing countries [1]. It has claimed more than 34 million lives until the end of 2014. Currently, nearly 35 million people are living with HIV in the world [2, 3]. Sub-Saharan Africa is the most affected region where 25.8 million people living with HIV. This region also accounts for the overwhelming majority of HIV/AIDS-related deaths and almost for 70% of the new HIV infections that are occurring yearly worldwide [2]. Ethiopia is one of the sub-Saharan Africa countries most severely affected by the HIV/AIDS pandemic. According to 2011 Ethiopian Demographic and Health Survey (EDHS), the overall prevalence of HIV was 1.5% nationally and 1.8% in Tigrai region [4]. In Ethiopia, a total of 793,700 people were living with HIV and approximately 46,000 AIDS-related deaths were documented in 2013 [5].
The rapidly expanding access to antiretroviral therapy (ART) is changing the global HIV epidemic in momentous ways and AIDS-related mortality rates are declining rapidly. So far, the scaling up of ART has averted an estimated of 6.6 million AIDS-related deaths worldwide predominantly in low- and middle-income countries [6]. In addition to prolonging life, ART increases productivity and quality of life among people living with HIV and produces savings to the health care [7–9]. It has also a potential to significantly reduce the risk of HIV transmission and the spread of tuberculosis [6].
Several studies have been conducted on the benefit of ART and clients’ survival in Africa, including Ethiopia, and their findings have shown improvements in survival status [9–12]. Nevertheless, mortality has been high, particularly in the first few months after initiating ART for various reasons [9, 11–17]. Ethiopia is striving to achieve a goal of “zero HIV/AIDS-related deaths” since the past few years. However, little is documented and this study is particularly conducted to assess whether Ethiopia is on the right track to achieve a goal and generate valuable information on factors that hamper the progress towards achieving the goal.
Despite many studies, evidence based up to date information on mortality and predicting factors of the adult people living with HIV/AIDS on ART is lacking and it is urgently needed for prioritizing, designing, and initiating intervention programs aiming at improving survival status. The process of priority setting should start with the assessment and analysis of the situation that adult people living with HIV/AIDS on ART face in their real environment and the data were liable to variation among health institutions. Thus, this study was carried out to provide information regarding mortality and predicting factors among adult people living with HIV/AIDS on ART in their real environment.

Methods
Study design, setting, and participants
This institution-based retrospective study was conducted at Suhul Hospital, Tigrai region, North Ethiopia. It is located in Shire Endaselassie town, which is the capital of the northwest zone of the Tigrai regional state. The hospital provides chronic HIV care and supports services. There were a total of 1349 adult people enrolled into the HIV care and support program in the hospital until December 30, 2014. The study population was all adult people living with HIV enrolled into ART. Hence, all HIV-positive adults on care and support follow-up who had been started ART at Suhul Hospital between January 1 and December 30, 2010 were followed until December 30, 2014. Being naive for ART treatment and being greater or equal to 18 years old was part of the inclusion criteria. Pregnant mothers on prevention of mother to child transmission (PMTCT) and non-pregnant HIV-positive adults on ART with incomplete records were the exclusion criteria.

Measurements
Data were extracted using the checklist from the available standard national medical registers, which have been adopted by the Ministry of Health (MoH) [5]. The registers include Pre-ART, ART, and follow-up registers. Pre-ART register consists of socio-demographic characteristics, living conditions, and membership of community support/HIV support groups, disclosure status, substance abuse, WHO clinical stage, CD4 count, and prophylactic therapy. The ART register contains ART eligibility criterion, ART regimen, body weight, hemoglobin level, functional status, WHO clinical stage, CD4 count, opportunistic infections (OIs), tuberculosis (TB) status, and prophylactic or other medications given. The follow-up register is a medical register completed for all patients at each visit, and on which information regarding progressive body weight change, functional status, WHO clinical stage, TB status, newly diagnosed OIs, prophylactic or other medications given, ART adherence, reason for poor adherence, ART regimen change, the reason for any ART regimen change, drug toxicity or side effect, and laboratory test results documented. Survival status and reasons for any lost to follow-up patients are also documented on the follow-up register by tracing them through HIV-positive peers. Moreover, reasons for patients transferred to another health facility are recorded in the follow-up register. The follow-up data were documented electronically for the majority of the patients in the study hospital. However, the survival details for lost to follow-up patients were not well documented.
The checklist used for recording information extracted from medical registers and the electronic database was adapted from the available standard national medical registers. The checklist included socio-demographic and behavioral characteristics, baseline clinical and immunological profiles, and survival status.
The data were collected by four graduating class public health students under close supervision of two senior public health professionals and the principal investigators. Prior to data collection, training was given to both data collectors and supervisors for 1 day on how to use the checklist and collect data from the medical registers and electronic database. The completed checklists were checked out for completeness, accuracy, consistency, and clarity on a daily basis by the supervisors just by comparing them with the medical registers. A randomly selected 10% of the completed checklists were also checked against the medical registers by the principal investigators.
The main endpoint of this study was death and its time of occurrence in any of the 5-year study period from all causes. Deaths and other outcomes, including a time when patients transferred to another health facility and lost to follow-up, were recorded from the medical registers. Patients who missed appointments for more than 3 months were considered as lost to follow-up. The rest patients who were still alive and followed-up were censored on December 30, 2014.

Data processing and analysis
Data were entered, cleaned, and analyzed by SPSS version 16.0 statistical package for windows. The survival time was calculated in months using the time interval between the date of ART initiation and date of the event (death) for events, date of transfer for transferring out (TO), first date of the first missed appointment for lost to follow-up cases, and the date in which patient completed the follow-up time. Kaplan-Meier and Cox proportional hazards techniques were used to identify predictors of death [18–21]. Kaplan-Meier curves were used to estimate survival probability after ART initiation and log-rank tests were used to compare the survival curves. Bivariate Cox proportional hazards model was fitted for all explanatory variables. A p value ≤ 0.2 was set in the bivariate analysis as criteria to select candidate variables for multivariate Cox proportional hazards model. Finally, multivariate Cox proportional hazards model with the backward LR method was fitted to identify independent predictors of death. Hazard ratio at 95% confidence interval and p value were used to measure the strength of association and identify statistical significant result. Results were considered statistically significant when p value < 0.05.


Results
Baseline socio-demographic characteristics
A total of 295 patients were included in this study. The mean age and standard deviation of the study participants were 35.02 ± 9.35 years. One hundred forty-five (49.1%) were > 35 years old. More than half (54.2%) were females, three-fourth (74.9%) were from urban areas, 269 (91.2%) were Christian in religion, 153 (52.1%) were married, and nearly one-third (31.5%) had no formal education. Of the total patients included in this study, 55 (18.6%), 46 (15.6%), and 46 (15.6%) were housewives, merchants and government employees in occupation respectively. Of the total patients included in this study, 14 (4.7%), 22 (7.5%), and 86 (29.2%) were smoking tobacco, chewing khat (Catha edulis), and consuming alcohol respectively at the initiation of ART (Table 1).
Table 1Baseline socio-demographic and behavioral characteristics of adult people living with HIV on ART at Suhul Hospital, Northern Ethiopia, 2010–2014


	Characteristics
	Frequency
	Percent (%)

	Age

	 < 25
	25
	8.5

	 25–34
	125
	42.4

	 ≥ 35
	145
	49.1

	Sex

	 Male
	135
	45.8

	 Female
	160
	54.2

	Residence

	 Urban
	221
	74.9

	 Rural
	74
	25.1

	Religion

	 Christian
	269
	91.2

	 Muslim
	26
	8.8

	Marital status

	 Married
	153
	52.1

	 Never married
	55
	18.7

	 Divorced
	71
	24.1

	 Widowed
	15
	5.1

	Education

	 No formal education
	93
	31.5

	 Primary
	122
	41.3

	 Secondary
	49
	16.6

	 Above secondary
	31
	10.5

	Occupation

	 Housewife
	55
	18.6

	 Merchant
	46
	15.6

	 Governmental employed
	46
	15.6

	 Farmer
	29
	9.8

	 Daily laborers
	25
	8.5

	 No job
	25
	8.5

	 Commercial sex worker (CSW)
	21
	7.1

	 Self-employed
	19
	6.4

	 Non-governmental employed
	17
	5.8

	 Others*
	12
	4.1

	Household size

	 1–4
	256
	86.8

	 5 or more
	39
	13.2

	Smoke tobacco

	 Yes
	14
	4.7

	 No
	281
	95.3

	Consume alcohol

	 Yes
	86
	29.2

	 No
	209
	70.8

	Chew khat

	 Yes
	22
	7.5

	 No
	273
	92.5


*Student, prisoner, and retired




Baseline clinical and immunological profile
Around 30% of the patients had advanced clinical symptoms (WHO clinical stage III or stage IV) and more than half (59.0%) of the patients had advanced disease (CD4 count of 200 cells/mm3 or below) at the initiation of ART. Concerning to their functional status, 37 (12.5%) patients were either bedridden or ambulatory. Nearly three-fourth (74.6%) and 80 (27.1%) of the adult people living with HIV enrolled on ART were on cotrimoxazole prophylactic therapy (CPT) and isoniazid prophylactic therapy (IPT) at the initiation of ART respectively. Of the total patients included in this study, 120 (42.7%) had < 50-kg baseline body weight and 87 (29.5%) had anemia (hemoglobin level < 11 gm/dl) (Table 2).
Table 2Baseline clinical characteristics of adult people living with HIV on ART at Suhul Hospital, Northern Ethiopia, 2010–2014


	Characteristic
	Number
	Percent (%)

	Weight

	 < 50 kg
	126
	42.7

	 ≥ 50 kg
	169
	57.3

	Hemoglobin level (g/dl)

	 < 11 g/dl
	87
	29.5

	 ≥ 11 g/dl
	208
	70.5

	CD4 count (cells/mm3)

	 ≤ 200
	174
	59.0

	 > 200
	121
	41.0

	WHO clinical stage
	 	 
	 I
	95
	32.2

	 II
	113
	37.3

	 III
	65
	22.0

	 IV
	22
	7.5

	Functional status

	 Working
	258
	87.5

	 Ambulatory
	31
	10.5

	 Bedridden
	6
	2.0

	Opportunistic infections (OIs)

	 Yes
	88
	29.8

	 No
	207
	70.2

	Tuberculosis disease status

	 Absent
	269
	91.2

	 Present
	26
	8.8

	Cotrimoxazole prophylactic therapy (CPT)

	 Yes
	220
	74.6

	 No
	75
	25.4

	Isoniazid prophylactic therapy (IPT)

	 Yes
	80
	27.1

	 No
	215
	72.9

	Fluconazole prophylactic therapy

	 Yes
	9
	3.1

	 No
	286
	96.9

	Eligibility criteria for initiating ART

	 Clinically
	59
	20.0

	 Immunologically
	157
	53.4

	 Both
	79
	26.8

	Type of ART initiated

	 AZT-3TC-NVP
	145
	49.2

	 d4T(30)-3TC-NVP
	109
	37.0

	 d4T(30)-3TC-EFV
	33
	11.2

	 d4T(40)-3TC-EFV
	3
	1.0

	 d4T(40)-3TC-NVP
	5
	1.7

	Disclosed HIV serostatus

	 Yes
	237
	80.3

	 No
	58
	19.7

	HIV serostatus disclosed to (n = 237)

	 Wife/husband
	140
	47.5

	 Brother/sister
	41
	13.9

	 Own children
	39
	13.2

	 Parent
	4
	1.4

	 Friends
	13
	4.4




More than half of the patients (53.4%) were enrolled in ART based on immunological eligibility criteria while the rest were enrolled either based on clinical eligibility criteria or based on both clinical and immunological criteria. AZT-3TC-NVP (49.2%) and d4T-3TC-NVP [22] (37.0%) were the most prescribed ART drugs at the ART initiation. Concerning to disclosing HIV serostatus, a total 237 (80.3%) of the patients disclosed their serostatus either to their spouse, sibling, children, friends, or parents (Table 2).
Almost 30% of the total patients included in the present study had at least one opportunistic infection (OI) at the initiation of ART. Tuberculosis was the leading OI (29.6%) followed by Zoster 21 (7.1%), diarrhea 19 (6.4%), and Pneumocystis carinii pneumonia (PCP) 17 (5.8%) (Table 3).
Table 3Opportunistic illnesses among adult people living with HIV at initiation of ART at Suhul Hospital, Northern Ethiopia, 2010–2014


	S. No.
	Opportunistic illnesses
	Frequency
	Percent

	1
	Tuberculosis
	26
	8.8

	2
	Zoster
	21
	7.1

	3
	Diarrhea (chronic/acute)
	19
	6.4

	4
	Pneumocystis carinii pneumonia (PCP)
	17
	5.8

	5
	Bacterial pneumonia
	4
	1.4

	6
	Thrush (oral/genital)
	4
	1.4

	7
	Central nervous system toxoplasmosis
	4
	1.4

	8
	Cryptococcal meningitis
	4
	1.4

	9
	Ulcer (oral/genital)
	2
	0.7

	10
	Other
	13
	4.4





Predictors of mortality
The median follow-up period was 51 months (ranging between 1 and 60 months, IQR = 14 months). At the end of follow-up, 207 (70.2%) adult people living with HIV on ART were alive, 18 (6.1%) were lost to follow-up, 33 (11.2%) were transferred out to other facilities, and 37 (12.5%) were reported to be dead. The mortality rate was 0.28 per 100 person-years of observation. Concerning the time of death, 5 (13.5%), 10 (27.0 %), 19 (51.4%), and 29 (78.4%) of the deaths occurred within the first 1, 2, 3, and 4 years of ART initiation respectively. Little information was available about the possible cause(s) of death. After starting treatment, the mean time to death was 33.03 months (95% CI 27.5, 38.6 months). The overall survival probability among adult people living with HIV on ART declined over follow-up time. The cumulative probabilities of survival at 1, 2, 3, 4, and 5 years of ART initiation were 0.98, 0.97, 0.93, 0.89, and 0.82 respectively (Fig. 1).
[image: A41043_2019_194_Fig1_HTML.png]
Fig. 1Kaplan-Meier survival curve among adult people living with HIV on ART at Suhul Hospital, Northern Ethiopia, 2010–2014




In bivariate analysis, the results of the study revealed that marital status, alcohol consumption, khat chewing, low body weight, advanced WHO clinical stage, functional status, the presence of OIs, active tuberculosis disease, and not receiving isoniazid prophylactic therapy were associated with mortality among the various baseline factors included in the study. Figure 2 shows the Kaplan-Meier survival curves.
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Fig. 2Kaplan-Meier survival functions stratified according to a IPT, b alcohol consumption, c WHO clinical stage, d body weight, and e OIs among adult people living with HIV on ART at Suhul Hospital, Northern Ethiopia, 2010–2014




In the multivariate Cox regression analysis, alcohol consumption, low body weight, advanced WHO clinical stage, the presence of OIs, and not receiving isoniazid prophylactic therapy were significantly associated with mortality. Hence, consuming alcohol at baseline resulted in more than twofold risk of dying (AHR = 2.23, 95% CI = 1.15, 4.32). Patients with low baseline body weight (< 50 kg) were at more than two times increased the risk of death (AHR = 2.38, 95% CI = 1.03, 5.54) compared with their counterparts. Patients who suffered from OIs at ART initiation had more than two times risk of dying (AHR = 2.18, 95% CI = 1.09, 4.37) than those who were free of OIs. Similarly, patients with advanced WHO clinical stage (III and IV) at the initiation of ART were more than two times at risk of dying (AHR = 2.75, 95% CI = 1.36, 5.58) than those who were with less advanced WHO clinical stage (I and II). Furthermore, patients who did not receive isoniazid prophylactic therapy were three times at higher risk of death (AHR = 3.00, 95% CI = 1.33, 6.74) compared with those who received isoniazid prophylactic therapy (Table 4).
Table 4Multivariate Cox regression analysis to determine predictors of mortality among adult people living with HIV on ART at Suhul Hospital, Northern Ethiopia, 2010–2014


	Characteristics
	Survival status
	Crude HR (95% CI)
	Adjusted HR (95% CI)

	Died
	Censored

	Age

	 < 25
	7
	18
	2.28 (0.96,5.42)
	 
	 25–34
	11
	114
	0.70 (0.34,1.48)
	 
	 ≥ 35
	19
	126
	1
	 
	Marital status

	 Married
	13
	141
	1
	 
	 Not married
	11
	44
	2.43 (1.09, 5.41)
	 
	 Divorced/widowed
	13
	73
	1.80 (0.84, 3.89)
	 
	Alcohol consumption
	 	 	 	 
	 No
	21
	188
	1
	1

	 Yes
	16
	70
	2.02 (1.06, 3.88)
	2.23 (1.15, 4.32)

	Chat chewing

	 No
	6
	16
	1
	 
	 Yes
	31
	242
	2.61 (1.09, 6.26)
	 
	Weight

	 < 50 kg
	23
	103
	2.13 (1.09, 4.14)
	2.38 (1.03,5.54)

	 ≥ 50 kg
	14
	155
	1
	1

	Opportunistic infections
	 	 	 	 
	 No
	17
	190
	1
	1

	 Yes
	20
	68
	3.20 (1.68, 6.13)
	2.18 (1.09, 4.37)

	WHO clinical stage

	 I/II
	16
	192
	1
	1

	 III/IV
	21
	66
	3.47 (1.81, 6.68)
	2.75 (1.36,5.58)

	Functional status

	 Working
	26
	232
	1
	 
	 Ambulatory/bed ridden
	11
	26
	3.28 (1.62,6.64)
	 
	Isoniazid prophylactic therapy (IPT)
	 	 	 	 
	 No
	29
	186
	2.65 (1.19, 5.87)
	3.00 (1.33, 6.74)

	 Yes
	8
	72
	1
	1

	Tuberculosis disease status

	 Absent
	29
	240
	1
	 
	 Present
	8
	18
	3.22 (1.47, 7.05)
	 





Discussion
This retrospective follow-up study gives an insight into mortality and its predictors among adult people living with HIV/AIDS enrolled on ART. In this study, a total of 37 (12.5%) deaths occurred during the follow-up period. This was similar to studies in Ethiopia, Uganda, Nepal, and South Africa [23–30]. Regarding the mortality time, 5 (13.5%), 10 (27.0 %), 19 (51.4%), and 29 (78.4%) of the deaths occurred within the first, second, third, and fourth years of ART initiation respectively. The mean time to death was 33.03 months (95% CI 27.5, 38.6 months). Though the overall mortality was still very high, the mortality in the first year is lower compared with other studies in Ethiopia and other developing countries [11, 22, 23, 28, 30, 31], in which it was found to be within the range of 22.9% to 92.6%. However, a finding of the current study is still similar to the finding of a recent meta-analysis [32], in which the pooled estimated 1-year probability of death from studies conducted in Africa was 17% (95% CI 11 to 24%) [32]. The implication is that the current progress of reducing HIV/AIDS-related death is not promising to achieve the goal of “zero HIV/AIDS-related death” in the near future.
Moreover, there was a high loss to follow-up of patients in the present study, which is similar to the finding of a study done by Bucciardini et al. [33]. The main reasons documented by tracing the lost to follow-up patients include migration to another area for searching work, coming from another area which is far from the hospital fearing stigma and lack of money for transportation. The other interesting point is that the survival status of the lost to follow-up patients may be different from the worst-case scenario (death) because their clinical characteristics were similar to those who were alive at the end of the follow-up. So, it is not acceptable to carry out a sensitivity analysis called “the worst-case scenario Cox proportional hazard model” in which all lost to follow-up patients were assumed as “died” immediately after their last contact with the hospital. This is a different scenario which needs tracing back when such a case happens, perhaps they may stop the treatment or they may go into traditional medicine. In addition to the high lost to follow-up, there was a high transfer to other facilities in this study. The most common reasons mentioned for transfer to other facilities were a family reason, search for work, and poor approach of service providers.
In this study, baseline alcohol consumption, body weight, WHO clinical stage, OIs, and not receiving isoniazid prophylactic therapy were independent predictors of mortality among HIV/AIDS patients enrolled on ART. HIV/AIDS patients who enrolled on ART with a baseline body weight of < 50 kg were more than two times at higher risk of dying. This finding is in line with several other studies conducted in Cameroon, Nepal, South Africa, Tanzania, and Ethiopia [12, 22, 28–31, 34]. The possible explanation for this could be lower body weight is a proxy indicator of poor nutritional status, which weaken the immunity and favors the flourishing of OIs like TB that aggravates morbidity and speeds mortality among HIV/AIDS patients on ART [11, 12, 34].
Furthermore, the risk of mortality has been significantly higher among those who were suffering from advanced WHO clinical stage (stage III or IV) of the disease at ART initiation compared with their counterparts. This is in agreement with the findings of studies done in Nepal, Cameroon, Zambia, South Africa, and Ethiopia [7, 10, 12, 22, 23, 28, 29, 31]. This could be due to the fact that advanced clinical stage is an indication of much-weakened immunity, which results in OIs, the major causes of mortality among HIV-infected patients. However, this finding is not in line with the finding of other studies in Ethiopia, Tanzania, Botswana, and in many low-income countries [7, 11, 17, 30]. The inconsistency might be due to the difference in time of initiating ART. That is, the great majority of people living with HIV included in the previous studies initiated ART lately in the advanced clinical stage which could mask the difference. Moreover, this could be due to the difference in time the studies conducted and the duration of follow-up.
The presence of OIs among HIV/AIDS patients enrolled on ART was also another independent predictor of mortality; HIV/AIDS patients who experienced OIs were about three times at higher risk of dying compared with their counterparts. This finding is in agreement with studies conducted in many developing countries, which showed OIs such as tuberculosis, Pneumocystis carinii pneumonia, and toxoplasmosis as the main causes of mortality in patients with HIV infection on ART [14, 15, 27, 35, 36]. This may be due to late enrollment, lack of close follow-up of people living with HIV enrolled on ART, and management of patients with OIs promptly.
Furthermore, patients who did not receive isoniazid prophylactic therapy at the initiation of ART or before in the course of HIV/AIDS care and support have been found to be more than three times at higher risk of dying when compared with those who received IPT. This finding is supported by the study conducted in Debre Markos referral hospital, Ethiopia [24]. This could be due to the fact that isoniazid prophylactic therapy prohibits reactivation and re-infection of tuberculosis among HIV patients. It has been also proven by many studies to be one of the ultimate tuberculosis preventive strategies [15, 36]. This implies that isoniazid prophylactic therapy seems to be a more plausible alternative in the prevention of tuberculosis in the resource-limited settings such as Ethiopia.
However, there was no association between tuberculosis and mortality in this study opposite to the findings from other similar studies conducted elsewhere [25, 27, 31]. The possible reason for this might be patients who died were not under isoniazid prophylactic therapy and there is evidence that taking isoniazid prophylactic therapy delays infection from TB which is the most common killer among people living with HIV/AIDS. The other probable reason could be the prevalence of tuberculosis is lower (8.8%) in this study; despite HIV/AIDS and tuberculosis, co-infection occurs in nearly 50% of people living with HIV/AIDS in Ethiopia. So, the low prevalence of tuberculosis might mask the association.
Alcohol consumption has been found to be another significant predictor of mortality in this study. HIV/AIDS patients on ART who consumed alcohol were more than two times at higher risk of death compared with those who did not consume alcohol. This lends support to recent findings of systematic review study done by Azar et al [37–39]. This could be due to the reason that alcohol use alone can be associated with decreased ART uptake, adherence, and viral suppression [37–42]. This suggests that behavioral factors such as alcohol consumption should be given due emphasis in the HIV care and support program.
Finally, it is worth mentioning some weaknesses of this study. First, mortality might be underestimated, since patients lost to follow-up probably include individuals dying at home without being reported. In addition to this, since secondary data was used for this study, it was impossible to include some key variables such as economic status and psychological distress that need to be included in this study. There was also incompleteness of records for some of the patients enrolled on ART. On the plus side, because the study was done during the time when Ethiopia is striving to achieve its recently planned “zero HIV/AIDS-related goal,” the findings may give better insights into the problems that shall be considered to achieve the goal.

Conclusion
In conclusion, the findings of this study point out that there was still high mortality. The final Cox proportional hazards model identified alcohol consumption, low baseline body weight, advanced WHO clinical stage, opportunistic infections, and not receiving isoniazid prophylactic therapy as predictors of mortality. Hence, early initiation of ART, isoniazid prophylactic therapy, and close clinical follow-up with behavioral and nutritional counseling and support as well should be given due emphasis on the ART care and support program. Further study that explores on the clients who lost to follow-up and methods of tracing is recommended.

Acknowledgements
Aksum University is acknowledged for supporting this research work. We are also grateful for the data collectors and the study participants for their valuable contribution.
Funding statement
Aksum University is funder of this research work. The sponsor of the study had no role in study design, data collection, data analysis, or interpretation, but did review this report prior to submission for publication. The corresponding author had full access to all the data in the study and had final responsibility for the decision to submit for publication.


Authors’ contributions
KH was responsible for the conception, design, data collection, analysis, interpretation, and writing of the manuscript. TH, NB, MG, YS, HB, and YG were responsible for the data analysis, interpretation, and manuscript preparation. All authors read and approved the final manuscript submitted for publication.

Availability of data and materials
All the data supporting the findings is contained within the manuscript, no additional data are needed.

Ethics approval and consent to participate
Ethical clearance and official letter were obtained from the Aksum University College of Health Sciences. Permission letter was then received from the hospital administration. As this was a retrospective study using secondary data, informed consent from individual patients was neither relevant nor feasible. Names and ART code numbers were not included in the study so as to ensure confidentiality.

Consent for publication
Not applicable

Competing interests
The authors declare that they have no competing interests.


[image: Creative Commons]Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
Celentano D, Beyrer C. Public health aspects of HIV/AIDS in low and middle income countries: epidemiology, prevention and care: Springer Science & Business Media; 2008.

2.
Ansa GA, Sifa JS. Tuberculosis and HIV integration in sub-Saharan Africa. Asian Pacific Journal of Tropical Disease. 2015;5(11):841–9.Crossref

3.
UNAIDS. The Gap report. Geneva, Switzerland: Joint United Nations Programme on HIV/AIDS; 2014.

4.
Central Statistical Agency FMoH, ICF International. Ethiopia Demographic and Health Survey. Addis Ababa. Ethiopia and Calverton, Maryland, USA: Central Statistical Agency and ICF International; 2011.

5.
FDRE FHPCO. Federal Democratic Republic of Ethiopia, Federal HIV/AIDS Prevention and Control Office. Report on progress towards implementation of the UN Declaration of Commitment on HIV/AIDS: Addis Ababa, Ethiopia, Mracrh 2012. Available from: http://​www.​unaids.​org/​sites/​default/​files/​country/​documents/​ETH_​narrative_​report_​2014.​pdf.

6.
Organization WH. Global update on HIV treatment 2013: results, impact and opportunities. 2013.

7.
Braitstein P, Brinkhof M, Dabis F, Schechter M, Boulle A, Miotti P, et al. Mortality of HIV-1-infected patients in the first year of antiretroviral therapy: comparison between low-income and high-income countries. Lancet. 2006;367(9513):817–24.Crossref

8.
Chan K, Wong K, Lee S. Universal decline in mortality in patients with advanced HIV-1 disease in various demographic subpopulations after the introduction of HAART in Hong Kong, from 1993 to 2002. HIV medicine. 2006;7(3):186–92.Crossref

9.
Coetzee D, Hildebrand K, Boulle A, Maartens G, Louis F, Labatala V, et al. Outcomes after two years of providing antiretroviral treatment in Khayelitsha, South Africa. Aids. 2004;18(6):887–95.Crossref

10.
Stringer JS, Zulu I, Levy J, Stringer EM, Mwango A, Chi BH, et al. Rapid scale-up of antiretroviral therapy at primary care sites in Zambia: feasibility and early outcomes. Jama. 2006;296(7):782–93.Crossref

11.
Johannessen A, Naman E, Ngowi BJ, Sandvik L, Matee MI, Aglen HE, et al. Predictors of mortality in HIV-infected patients starting antiretroviral therapy in a rural hospital in Tanzania. BMC Infect Dis. 2008;8(1):52.Crossref

12.
Sieleunou I, Souleymanou M, Schönenberger AM, Menten J, Boelaert M. Determinants of survival in AIDS patients on antiretroviral therapy in a rural centre in the Far-North Province, Cameroon. Trop Med Int Health. 2009;14(1):36–43.Crossref

13.
Zachariah R, Fitzgerald M, Massaquoi M, Pasulani O, Arnould L, Makombe S, et al. Risk factors for high early mortality in patients on antiretroviral treatment in a rural district of Malawi. Aids. 2006;20(18):2355–60.Crossref

14.
Etard J-F, Ndiaye I, Thierry-Mieg M, Gueye NFN, Gueye PM, Laniece I, et al. Mortality and causes of death in adults receiving highly active antiretroviral therapy in Senegal: a 7-year cohort study. Aids. 2006;20(8):1181–9.Crossref

15.
Lawn SD, Myer L, Harling G, Orrell C, Bekker L-G, Wood R. Determinants of mortality and nondeath losses from an antiretroviral treatment service in South Africa: implications for program evaluation. Clin Infect Dis. 2006;43(6):770–6.Crossref

16.
Ferradini L, Jeannin A, Pinoges L, Izopet J, Odhiambo D, Mankhambo L, et al. Scaling up of highly active antiretroviral therapy in a rural district of Malawi: an effectiveness assessment. Lancet. 2006;367(9519):1335–42.Crossref

17.
Wester CW, Kim S, Bussmann H, Avalos A, Ndwapi N, Peter TF, et al. Initial response to highly active antiretroviral therapy in HIV-1C-infected adults in a public sector treatment program in Botswana. JAIDS J Acquir Immune Defic Syndr. 2005;40(3):336–43.Crossref

18.
Kaplan EL, Meier P. Nonparametric estimation from incomplete observations. Journal of the American statistical association. 1958;53(282):457–81.Crossref

19.
Cox PR. Regression models and life Tables (with Discussion). J Royal Stat Soc. 1972;Series B(34):187–220.

20.
D C. Modeling survival data in medical research. 2nd ed. London: Chapman & Hall/CRC; 2003.

21.
Hosmer D, Lemeshow S, May S. Applied survival analysis. Hoboken NJ: John Wiley & Sons; 2008.Crossref

22.
Biadgilign S, Reda AA, Digaffe T. Predictors of mortality among HIV infected patients taking antiretroviral treatment in Ethiopia: a retrospective cohort study. AIDS Res Ther. 2012;9(1):15.Crossref

23.
Alemu AW, San SM. Determinants of survival in adult HIV patients on antiretroviral therapy in Oromiyaa, Ethiopia. Global Health Action. 2010;3.Crossref

24.
Abebe N, Alemu K, Asfaw T, Abajobir AA. Survival status of hiv positive adults on antiretroviral treatment in Debre Markos Referral Hospital, Northwest Ethiopia: retrospective cohort study. The Pan African medical journal. 2014;17.

25.
Kebebew K, Wencheko E. Survival analysis of HIV-infected patients under antiretroviral treatment at the Armed Forces General Teaching Hospital, Addis Ababa, Ethiopia. Ethiop J Health Dev. 2012;26(3):186–92.

26.
Jerene D, Næss A, Lindtjørn B. Antiretroviral therapy at a district hospital in Ethiopia prevents death and tuberculosis in a cohort of HIV patients. AIDS Res Therapy. 2006;3(1):10.Crossref

27.
Moore DM, Yiannoutsos CT, Musick BS, Tappero J, Degerman R, Campbell J, et al. Determinants of early and late mortality among HIV-infected individuals receiving home-based antiretroviral therapy in rural Uganda. J Acquir Immune Defic Syndr (1999). 2011;58(3):289.Crossref

28.
Bhatta L, Klouman E, Deuba K, Shrestha R, Karki DK, Ekstrom AM, et al. Survival on antiretroviral treatment among adult HIV-infected patients in Nepal: a retrospective cohort study in far-western Region, 2006–2011. BMC Infect Dis. 2013;13(1):604.Crossref

29.
Mutevedzi PC, Lessells RJ, Heller T, Bärnighausen T, Cooke GS, Newell M-L. Scale-up of a decentralized HIV treatment programme in rural KwaZulu-Natal, South Africa: does rapid expansion affect patient outcomes? Bull World Health Org. 2010;88(8):593–600.Crossref

30.
Tadesse K, Haile F, Hiruy N. Predictors of mortality among patients enrolled on antiretroviral therapy in Aksum Hospital, Northern Ethiopia: a retrospective cohort study. PloS one. 2014;9(1):e87392.Crossref

31.
Poka-Mayap V, Pefura-Yone EW, Kengne AP, Kuaban C. Mortality and its determinants among patients infected with HIV-1 on antiretroviral therapy in a referral centre in Yaounde, Cameroon: a retrospective cohort study. BMJ Open. 2013;3(7):e003210.Crossref

32.
Gupta A, Nadkarni G, Yang W-T, Chandrasekhar A, Gupte N, Bisson GP, et al. Early mortality in adults initiating antiretroviral therapy (ART) in low- and middle-income countries (LMIC): a systematic review and meta-analysis. PloS one. 2011;6(12):e28691.Crossref

33.
Bucciardini R, Fragola V, Abegaz T, Lucattini S, Halifom A, Tadesse E, et al. Retention in care of adult HIV patients initiating antiretroviral therapy in Tigray, Ethiopia: a prospective observational cohort study. PloS one. 2015;10(9):e0136117.Crossref

34.
Mageda K, Leyna GH, Mmbaga EJ. High Initial HIV/AIDS-related mortality and-its predictors among patients on antiretroviral therapy in the Kagera Region of Tanzania: a five-year retrospective cohort study. AIDS Res Treat. 2012;2012.

35.
Benson CA, Kaplan JE, Masur H, Pau A, Holmes KK. Treating opportunistic infections among HIV-infected adults and adolescents: recommendations from CDC, the National Institutes of Health, and the HIV Medicine Association/Infectious Diseases Society of America. MMWR Recommendations and reports: Morbidity and mortality weekly report Recommendations and reports/Centers for Disease Control. 2004;53(RR-15):1–112.

36.
Lawn SD, Bekker L-G, Wood R. How effectively does HAART restore immune responses to Mycobacterium tuberculosis? Implications for tuberculosis control. Aids. 2005;19(11):1113–24.Crossref

37.
Azar MM, Springer SA, Meyer JP, Altice FL. A systematic review of the impact of alcohol use disorders on HIV treatment outcomes, adherence to antiretroviral therapy and health care utilization. Drug and alcohol dependence. 2010;112(3):178–93.Crossref

38.
Amedee AM, Nichols WA, Robichaux S, Bagby GJ, Nelson S. Chronic alcohol abuse and HIV disease progression: studies with the non-human primate model. Current HIV research. 2014;12(4):243.Crossref

39.
Bagby GJ, Amedee AM, Siggins RW, Molina PE, Nelson S, Veazey RS. Alcohol and HIV Effects on the Immune System. Alcohol Research: Current Reviews. 2015;37(2).

40.
Braithwaite RS, Conigliaro J, McGinnis KA, Maisto SA, Bryant K, Justice AC. Adjusting alcohol quantity for mean consumption and intoxication threshold improves prediction of nonadherence in HIV patients and HIV-negative controls. Alcohol Clin Exp Res. 2008;32(9):1645–51.Crossref

41.
Braithwaite RS, Bryant KJ. Influence of alcohol consumption on adherence to and toxicity of antiretroviral therapy and survival. Alcohol Res Health. 2010;33(3):280.PubMedPubMedCentral

42.
Chander G, Lau B, Moore RD. Hazardous alcohol use: a risk factor for non-adherence and lack of suppression in HIV infection. J Acquir Immune Defic Syndr (1999). 2006;43(4):411.Crossref



Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


OEBPS/A41043_2019_194_Fig2_HTML.png
1.00

0.95-

0.90

0.80

0.75-

070

Cum Survival
°
8
8
1

INH prophyla>

-

o
2
8

2000 40,00 60.00

survival time in months

1.00

0959

85

Cum Survival

-

050

075

070

(b)

T T T m
000 2000 4000 60.00

survival time in months

1.00-

0.5

0.0

Cum Survival
°
&
1

0.80-

075

070

A

0.00 20.00 40,00 80.00
survival time in months

=Fvae: 1.00-
~—+- yes-censor
~+ no-censore
oss-|
00|
£
& oes
£
3
0s0-]
075
o70]
ok =% %0 o0
survival time in months
(d)
alcohol use
~yes 1.00
o
- yes-censored
- no-censored
095
090
®
2
H
5
& 085
E
3
o
080
075
070
T T T T
000 2000 40.00 60.00
(e) survival time in months

WHO clinical stage
—m

ey
—Il-censored
—- WV-censored

basaline waight
—m<s0

“Soraso

- <s0-censored
—Sor = S0.censored

ol
—Myes
—no
~+- yes-censored
~+=no-censored





OEBPS/sidebar.gif





OEBPS/cc-by.png
() _®





OEBPS/contact.gif





OEBPS/A41043_2019_194_Fig1_HTML.png
Cum Survival

1.00

0.95

0.90

0.857

0.50

10

T T T
20 30 40

survival time in months

50

60






