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ABSTRACT

Background: Disclosure of HIV positive status of children is an essential component of HIV care services in the long-term
disease management. It is a complex process, and it varies from community to community. Therefore, it is important to under-
stand the disclosure status, determinants, and to explore the reason. Thus, this study aimed to assess disclosure status of chil-

dren, associated factors, and reasons for not to disclose among caregivers in the Northwest part of Ethiopia.

Methods: A mixed approach with a facility based on cross sectional study for the quantitative component was employed.
Similarly, the qualitative component was conducted concurrently with the quantitative one with phenomenological study design.
Four hundred children, and 19 caregivers for both the quantitative and qualitative study were enrolled. Data were collected in
the Northwest part of Ethiopia, Gondar town from January to June 2019. In the same way, simple random sampling technique
was employed to select study participants for quantitative data, and purposive sampling for qualitative ones. In addition, a
structured questionnaire, and in-depth interview guide were used to collect the data. Binary and multivariable logistic regres-
sion was done to identify associated factors for quantitative data whereas the thematic analysis was used for the qualitative

data.

Results: Nearly two-third 262 (65.5%) (95% CI; 61.0-70.0) of the children disclosed their HIV positive status. Age of the child
(Adjusted odds ratio AOR=8.05. 3.98-16.27), age of caregiver (AOR= 1.92, 1.07-3.42), duration on ART (AOR=3.24, 1.66-
6.32), death of family (AOR=1.99, 1.01-3.92), being trained about disclosure (AOR=4.02, 1.83-8.36) and responsible person
for medication of the child (AOR=2.87, 1.43-5.76) were significantly associated to HIV disclosure status. Participants ex-
pressed the view that if children had given adequate information about having HIV, they would not only adhere to medication,

but they also play an active part in the management of their conditions.

Conclusion: Although WHO guideline on HIV disclosure counselling for children and other global HIV disclosure perspec-
tives recommend that all children starting from six year should be disclosed of their HIV status, the HIV disclosure status of
children was low in our study. Age of the child, age of the caregiver, duration on ART, death of family, training about disclo-
sure, and responsible person for the child’s medication was independent determinants of the disclosure. Thus, we recommend

the establishment of effective strategies to promote disclosure in health facilities.
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INTRODUCTION

The Human Immunodeficiency Virus (HIV) pandem-
ic is one of the most severe public health challenges
facing the world since its discovery (1). The World
Health Organization/ WHO/ report showed that ap-
proximately 3.3 million children younger than
15 years were living with HIV of which 88% were
living in Sub-Saharan Africa (2). Sub-Saharan Africa
is the home for 76% acquired immune deficiency syn-
drome /AIDS/- related global morbidity, and 75%
global mortality (3). In Ethiopia, 718,500 people were
living with HIV of which around 398,277 were adults,
and 21,686 children were under the age of 15 who
were taking antiretroviral therapy / ARV/ in 2017 (4).

There are many challenges and emerging complex
issues that HIV infected children are facing. This
disclosure is one of the greatest psychological chal-
lenges that families and health care providers face to
decide on how and when to disclose HIV positive
status to children. Disclosure refers to a child gaining
knowledge of his/her HIV positive status (5-7). Dis-
closure of HIV status remained a major hindrance in
the fight against the spread of HIV in sub-Saharan
Africa (8).

Several studies have documented that disclosure of
HIV diagnosis to infected children has paramount
importance in clinical practice as it offers many clini-
cal and psychosocial benefits to improve the quality
of life of people who are infected with HIV disease
(2, 4, 7, 9-13). The United Nations Educational, Sci-
entific and Cultural Organization /UNESCO’s/ report-
ed that the knowledge of children about their disease
will enable the children to make safe and healthy life
choices about relationships, sex, and reproduction
(14). Besides, evidence showed that informing chil-

dren about their HIV diagnosis can improve adher-

ence to ART thereby increased survival rates, im-
prove personal health maintenance, decrease psycho-
logical effects associated with accidental disclosure,
and foster HIV prevention within the larger popula-
tion (15).

As a result, the American academy of pediatrics and
WHO strongly recommend the gradual process of
giving age-appropriated information to HIV infected
school-age children by considering the child’s cogni-
tive and emotional development (16, 17). Similarly,
the African network for the care of children who are
affected by HIV/AIDS (ANECCA) recommends that

pediatric HIV disclosure start as early as 5-7 years old

(18).

Despite the ANECCA recommendations and benefits
of disclosure, different quantitative and qualitative
studies reported a low rate of disclosure. The global
proportion of HIV disclosure status in children varies
greatly. Evidence on disclosure among children
showed that only small proportion of children knew
their diagnosis that is ranged from 1.2 to 75% (19).
Similarly, another systemic review study conducted
in a resource-limited setting revealed that the propor-
tion of disclosed children was 0% to 69.2% (20).
Moreover, Some cross-sectional studies conducted
among caregivers in different African countries re-
ported that the disclosure status was 23.3% in Ghana
(14), 29.8 % in Zambia (13), 33% in Namibia (9),
30.9% in Nigeria (21), 65% in Rural Uganda (22),
34% in South Africa (23), 22.3% in Tanzania(24),
64% in Rwanda (25) and in Ethiopia. Furthermore,
previous different studies reported that there was be-
tween 17.4% and 49.4% (2, 11, 26-29) proportion of

disclosure.

Shreds of evidence have also noted that there are sev-
eral factors which are associated with disclosure.

These includes: caregivers related age and education-
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al level (27, 30), residence and family size (27, 28),
sex (14), occupation, marital status, and caregiver’s-
child relation(13). Child-related factors like the age of
the child, sex, and educational status (1-7, 9, 11-15,
18, 19, 21, 22, 24, 26-29, 31-57) , and age at diagnosis
of HIV, duration on ART, WHO clinical stage, histo-
ry of hospital admission, history of opportunistic in-
fection, and history of other medications were among
clinical determinants (26, 28, 44, 57).

In the same way, different studies have also noted
barriers to disclosure such as emotional unprepared-
ness for disclosure, fear of stigma, disclosure being
treated as a once off event rather than as a process,
and caregivers’ lack of skills or knowledge to facili-
tate disclosure (11, 28, 37, 58). Besides, repeated
questions by the child, a need to improve medication
adherence, practicing safe sexual behaviour, disease
progress, and children’s need to know the nature of
their disease (38, 44, 59) were the usual reasons to
caregivers to disclose children’s HIV status. Most
caregivers believe that the child is too young to under-
stand the illness (18, 21, 32, 60) , fear of negative
consequences, stigma/social rejection, caregivers'
knowledge on disclosure, guidance, and fear of a
child’s reaction were in contrary reason to not dis-
close to children’s care giver. (2, 7,21, 27, 44, 57).

Many HIV positive children entered to their adoles-
cence age without knowing about their illness which
can have significant implications for health treatment,
adherence, emotional well - being, and prevention of
the spread of HIV. If this non-disclosure allowed to
continue, it would have negative ramifications for the
entire nation, and it challenges the plan to end HIV
epidemics by 2030. This is because non-disclosure
will lead to non-adherent, and consequently poor
treatment outcomes such as treatment failures, in-
creased drug resistance strains, increased viral load,

and associated risk of HIV transmission to the general

population. Understanding the diverse associated fac-
tors of disclosure, and exploring the reasons for non-
disclosure across different settings is crucial in the
management of HIV infected children. Therefore, it is
imperative to study the magnitude and determinants

of disclosure and reasons for non-disclosure.

METHOD

Study design, setting, and population: A mixed
approach with a facility based on cross sectional study
for the quantitative component was conducted. The
qualitative component was conducted concurrently
with the quantitative one, and it has phenomenologi-
cal study design. Data were collected in the Northwest
part of Ethiopia, Gondar town from January to June
2019. Gondar is located 750 km far from Addis Aba-
ba, the capital city of, Ethiopia to the Northwest di-
rection. Currently, the town has one comprehensive
specialized hospital, and eight government health cen-
ters. Out of the eight government health centres, six
health centres, and the available one hospital give
paediatric ART services. There were a total of 736
children whose age ranged from 6 up to 18 years on
ART in the study area. The source of population for
this study was all HIV infected children while the
study population was children on regular follow up in

paediatric ART clinics.

Sample size determination: The sample size was
determined using single population proportion formu-
la by considering the following statistical assump-
tions: 95% confidence level, which is proportional
with a study conducted in Bale South East Ethiopia
(28.5%) (2) and a 5% margin of error. Thus, the sam-
ple size was 344, and when it considered determinants
of disclosure, was calculated using EPI info -provided
400 including a 10% non-response rate. Accordingly,
400 were taken the sample size for the quantitative

study.
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The sample size for the qualitative study was deter-
mined based on the saturation level. Nineteen Inter-
views were conducted. Case managers, and HIV
counsellors who were working in selected paediatric
ART clinics during data collection as well as care
givers who came with their children were selected

purposively for In-depth Interviews.

Data collection method and procedures: Data were
collected from four health centres, and from one com-
prehensive specialized referral hospital using struc-
tured questionnaires, and face to face interviews of
the caregivers, and they were supplemented by chart
review. In addition, ten trained Bachelor of Science /
BSc/ nurses were involved in the data collection un-
der close supervision. Furthermore, every study par-
ticipant was introduced briefly about the purpose of
the study. Besides, the participants’ name and any
identifier were not used to ensure the confidentiality
of the participants’ profile. The questionnaire was
prepared in English and then translated to Amharic
then back to English to ensure consistency. Similarly,
audio recorder was used as well as in-depth interview

was conducted, translated, and transcribed.

Variables

Dependant variable: disclosure status

The independent variables were categorized as child
socio-demographic characteristics including: age, sex,
educational status, support from any organization,
caregivers, marital status, occupation, educational
level, residence, family size, caregiver-child relation-
ship. Likewise, clinical factors of a child including:
age at diagnosis time of HIV, history of opportunistic
infection, duration on ART, WHO clinical stage, his-
tory of hospitalization, history of other medications
used, Clinical factors of a caregiver: - HIV status of a
caregiver, duration on ART, caregiver disclosure sta-
tus, support from the health care provider were also

considered.

Operational Definition

Disclosure: 1t was dichotomized as yes when caregiv-
ers asked child whether or not that the child knows
his/her HIV/AIDS diagnosis regardless of who told
the child, and it was no when children are not in-
formed(27, 28).

A “caregiver” was defined as someone who is re-
sponsible for the well-being of the child and who
brought the child to the clinic at the same time who
was knowledgeable about the child’s HIV care behav-
iours(57)

Data processing and analysis: The data were en-
tered into EPI INFO version 7, and then, it was ex-
ported to SPSS version 21 for cleaning, coding, and
analysis. Descriptive analysis was carried out using
text, tables, and graphs. In the same way, binary lo-
gistic regression analysis was used to identify factors
associated with HIV positive disclosure status. Simi-
larly, variables with a p-value of < 0.2 in the binary
logistic regression were entered into multiple logistic
regression models. Likewise, model fitness was
checked by using Hosmer and Lemeshow goodness
of a fit test (p=0.51). Finally, variables with p-value
of < 0. 05 at 95% CI with its AOR were considered as
having a statistically significant association with dis-

closure status.

Regarding qualitative data, recorded interviews were
transcribed verbatim, and they were translated by the
principal investigator. Transcripts were read line-by-
line. Representative quotes covering the range of data
were selected to illustrate the themes. Transcripts
were analysed using the principles of thematic analy-
sis by Atlas ti version 7 software. Themes were iden-
tified within each transcript, and then they were com-
pared. Themes were clustered, and subordinate
themes were grouped under main category headings
and illustrative quotes were again selected for each

theme.

29



Ethiop. J. Health Biomed Sci., September 2022. Vol. 12, No. 2

RESULT

Socio-demographic & clinical factors of
the caregiver: This study included 400
participants with a response rate of 100%.

Among 19 care givers, (83.3%) were females

age. Concerning the educational level of care

giver’s, 42.3% of the respondents have not

attended formal education while 9.8% have

and 57.0% of them were below 38 years of 1).

college diploma and above. The majority of
the caregivers 94.3% were urban dwellers.
Finally, about eighty-seven (21.8%) of care-

givers took training about disclosure (Table

Table 1: Socio-demographic characteristics & Clinical factors of care givers of a mixed-method study of

disclosure on HIV positive children in the Northwest part of Ethiopia, 2019.

Variable category Frequency Percent
Age in year <38 228 57.0
>38 172 43.0
Sex Female 333 83.2
Male 67 16.8
Educational level Non formal education 169 42.2
1-8 grade 98 24.5
9-12 grade 94 23.5
College & above 39 9.8
Religion Christian 377 943
Muslim 23 5.8
Residency Urban 377 94.2
Rural 23 5.8
Occupation Private 328 82.0
Government Employer 72 18.0
Marital Status Married 190 47.5
Unmarried 210 52.5
Family Size <4 264 66.0
>4 136 34.0
Relationship First degree relatives 345 86.2
Second degree relatives 55 13.8
HIV status of the care giver Positive 282 70.5
Negative 118 29.5
Care giver disclosure status Yes 291 72.7
No 109 27.3
Support from the HCP Yes 301 75.3
No 99 24.7
Duration on ART of the care giver <2 year 168 59.6
> 2 year 114 40.4
Number of families living with HIV <2 256 64.0
>2 144 36.0
Attended disclosure training Yes 87 21.8
No 313 78.2
Care giver Start ART Yes 312 78.0
No 88 22.0
Responsible Person for a child’s medication  Yes 153 38.3
No 247 61.8
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Socio-demographic & Clinical factors of
the child: Out of 400 children, 206 (51.5%)
were less than 12 years, and 219 (54.8%) of
them were females. In addition, the majority
of the children, 364 (91.0%) had started edu-
cation. Besides, more than half, 224 (56.0%)
of the children had taken ART for less than 6
years, and the majority of them, 363 (90.8%)

were living with their parents.

Furthermore, about one fifth, 77 (19.3%) of
the children had a history of taking medica-
tions in addition to ART, and 118 (29.5%)
had a history of opportunistic infections. In
the same way, out of the total children, 381
(95.3%) had WHO clinical stage I discase,
and 143 (35.8%) had a history of hospitaliza-
tion. In addition, 122 (30.5%) of caregivers

had a family death history (Table 2).

Table 2: Socio-demographic characteristics & Clinical factors of HIV positive children of a mixed-method study of

disclosure in the Northwest part of Ethiopia, 2019.

Variable Category Frequency Percent
Age in years <12 206 51.5
>12 194 48.5
Sex Male 181 45.3
Female 219 54.8
Educational level Non educated 36 9.0
Educated 364 91.0
Organizational Support Yes 110 27.5
No 290 72.5
Death of Family Yes 122 30.5
No 278 69.5
Age at diagnosis of HIV <4 year 208 52.0
>4 year 192 48.0
Duration on ART of the Child <6 Year 224 56.0
>6 Year 176 44.0
WHO clinical stage Stage 1 381 953
Stage 2 19 4.8
History of Opportunistic Infection Yes 118 29.5
No 282 70.5
History of Hospital Admission Yes 143 35.8
No 257 64.3
Number of Hospitalization <2 380 95
>2 20 5
medications used other than HIV Yes 77 19.3
No 323 80.8
Drug Adherence Good 360 90.0
Fair 40 10.0
With Whom the child is currently Living Parents 363 90.8
Relatives 37 93
Responsible person for medications of the child Yes 153 383
No 247 61.8
Place of Follow up Health Center 90 22.5
Hospital 310 77.5
Malnutrition Status Yes 25 6.3
No 375 93.8
How a child knows his/her status Spontaneous 17 6.49
Process 245 93.5
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Proportion of disclosure and reasons for
disclosure of a child’s HIV status: Among
19 caregivers, nearly two-third, 262 (65.5%)
(95% CI; 61.0-70.0) of them had disclosed
the HIV status for the children.

The most prominent reason for the child’s
HIV disclosure is repeated questions by the
child which accounted for 45.4% (Figure 1).

Reasons for disclosure of a child's HIV status

45.40%

11.80%

Child Thoght
tobe

matured

*Other:

- child has reached puberty/started talking about sex.

Figure 1: caregiver’s reason for disclosing their children’s HIV positive status

Factors associated with HIV positive dis-
closure status: After controlling the con-
founders, six variables namely; the age of
the caregivers, age of the child, duration on
ART, death of family, training, and responsi-
ble person for the medication of the child
were found to be significantly associated
with the disclosure status at 95% CI with the
corresponding AOR.

Children whose ages were greater than or equal to 12
years were at 8 (AOR=8.05, 95% CI: 3.98-16.26)
times greater to the disclosure compared to children’s

whose age were less than 12 years.

Caregivers whose ages were greater than or equal to
38 years were 2 (AOR=1.92, 95% CI: 1.07-3.42)
times greater probability of disclosing the child’s
status compared to caregivers whose age was less

than 38 years old .

Those children who stayed on ART for greater than
or equal to 6 years were at 3.2 (AOR=3.24, 95% CI:
1.66-6.32) times more odds of disclosure compared
to children whose stay on ART was less than 6 years

Children who have a history of family death have 2
(AOR=1.98, 95% CI: 1.01-3.92) times more proba-
bility of disclosure as compared to children who have

no family death history.

Children who have a responsible person for their
medications were 3 (AOR=2.87, 95% CI: 1.43-5.76)
times greater odds of more disclosure as compared to
children who have no responsible person for their

medications.

Caregivers who took training about disclosure were 4
(AOR=4.02, 95% CI: 1.93-8.36) times greater chance
of disclosinga child’s status as compared to caregiv-
ers who don’t take training about disclosure. (Table
3).

32



Ethiop. J. Health Biomed Sci., September 2022. Vol. 12, No. 2

Table 3: Multivariable binary logistic regression analysis results about disclosure status of HI'V positive
children in the Northwest part of Ethiopia, 2019.

Variable Name

Child HIV disclosure status

COR (95% CI)

AOR (95%CT)

Non disclosed disclosed
Age of the care giver
<38 102 126 1 1
>38 36 136 3.06(1.95-4.80) 1.91(1.07-3.42) *
Age of the child
<12 122 84 1 1
>12 16 178 16.15(9.03-28.9)  8.05(3.98-16.26) *
Marital Status
Married 73 117 0.72(0.47-1.08) 0.74(0.41-1.34)
Unmarried 65 145 1 1
Child’s Educational Status
Non educated 17 19 1 1
Educated 121 243 1.79(0.90-3.58) 1.13(0.46-2.76)
Residency
Urban 127 250 1.80(0.77-4.20) 1.12(0.39-3.26)
Rural 11 12 1 1
Death of family
Yes 31 91 1.84(1.14-2.95) 1.98(1.005-3.92) *
No 107 171 1 1
Care giver Start ART
Yes 117 195 0.52(0.30-0.89) 1.05(0.41-2.73)
No 21 67 1 1
Responsible person for Medication of a child
Yes 17 136 7.68(4.37-13.48) 2.87(1.43-5.75) *
No 121 126 1 1
Training for a care giver about disclosure
Yes 17 70 2.59(1.45-4.62) 4.02(1.93-8.34) *
No 121 192 1 1
Duration on ART of the child
< 6 year 104 120 1 1
> 6 year 34 142 3.62(2.29-5.72) 3.24(1.65-6.32) *
Child’s Age at Diagnosis of HIV
<4 year 89 119 2.18(1.43-3.34) 1.16(0.84-3.12)
>4 year 49 143 1 1
Current caregiver
Parents 133 230 1 1
Relatives 5 32 3.7(1.40-9.72) 4.39(0.99-19.36)
Relationship of Care giver
15T degree relative 125 220 0.54(0.28-1.05) 2.01(0.53-7.54)
2NP degree relative 13 42 1 1
Family Size
<4 89 119 0.71(0.45-1.10) 1.10(0.57-2.12)
>4 49 143 1 1
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Reasons for disclosure or non disclosure: Three
main themes were emerged from the qualitative da-
ta. These are: reasons for non-disclosure, reasons of
the caregivers to come to the child to the health in-

stitution and benefit of disclosure.

Reasons for non-disclosure: Participants who
were living with HIV infected children reported that
they faced being discriminated by the community.
Besides, some participants who shared experiences
of children who were living with HIV were given
nicknames and not allowed to play with other kids in
the school. In addition, caregivers mentioned their
reasons for not disclosing to the child in several
ways as follows:

<<Her friends said, “We do not go with you, because
you are so sick.” They stigmatized her in the kebele,
and then I told her, ‘you do not have to give atten-
tion to what they say. You would rather listen to me
and avoid them as friends’>> / biological mother of
10 — year, non-disclosed child//

<<I have one neighbour and she told said to my
child, ‘I don’t drink and ate with you, and I do not
use your property/material/. Even I don’t drink a cup
of water that you touch.’ After this event, I did not
send my child to my Neighbours. Besides, in the
village, they said ton my child, ‘you have HIV/
AIDS. You are so sick.” So, I said to my child no
matter it is not known by your forehead>>/ biologi-
cal mother of 11- year non-disclosed child/.

<< Why you didn’t tell me early? Ohh, why you did
not abort me? Why you did birth to me? Ohh, am
sorry I don’t want to be birth>>/ case manager of 12
- year disclosed child/

<<I don’t disclose her status because she may die as
soon as she heard her HIV status because she may
shock, and she may take aggressive action on her-
self. Also, she may develop psychological trauma.
>>/ biological mother of 12- year non-disclosed
child/.

Reasons for caregivers to bring the children who
don’t know their HIV status to the health institu-
tion: << Sick. Since she is sick especially she has
ear pain. I tell her to have to go to the health centre
to get medication for her ear pain and for her heart
pain>>/ biological mother of 12 -year non-disclosed
child/

<<I come to the clinic with my child by saying we
have an appointment. Our medication appointment
is reached>>/biological mother of 8 years non-
disclosed child/.

Benefit of disclosure

For medication adherence: Most of the study par-
ticipants have the view that disclosing the diagnosis
would provide HIV-infected children with a reason
to take daily medications. Thus, they believed that it
would impact positively on medication adherence.
One participant stated, - <<since I told her, she al-
ways comes to attend the psychosocial meeting of
the hospital. So, now her cognitive ability is devel-
oped, and she takes her medication appropriate-

ly>> / case manager of 10 — year disclosed child/

For empowering children to take responsibility for
their health: Study participants expressed their
view that if children were given adequate infor-
mation about having HIV, they would not only ad-
here to medication, they would also play an active
part in the management of their conditions such as:
reminding parents of allergies, the timing of medica-
tions, and timing of reviews. This view was exem-
plified in this quote: <<Previously she was not vol-
unteer to come to the hospital. Now, she is a volun-
teer. Once upon a time when I had been sick, she
said to me, ‘my mother your medication time is
reached so please take it.” Even she said to me when
the medication box voices, she said, ‘my mother,
please do not voice the box what are you doing my
mother?’ She asked me.>> /biological mother of 8

years disclosed child/
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For responsible adolescent sexual behaviour: Ado-
lescence is considered generally as a stage in life that
is characterized by experimentation in sexual and
other areas. Most respondents indicated that irrespon-
sible sexual behaviour by infected children at this
stage could have direct consequences on viral trans-
mission. An important way of dealing with this, ac-
cording to most respondents, was to make infected

adolescents awarded of their HIV status.

For instance, one of the participants explained that,
<< Ya, a child of 15-years old searches peer friends
for sexual friendship. So, if you told in this age, he
may suicide himself so disclosing early is the best
one for me. But if you disclose at the age of nine or
ten years, the child lives with his parents, and asks
them for the future of his life. Generally, I recom-
mend that let us tell to the child according to their
cognitive skill how they accept the status. Now a
day’s children are so fast, they see period/ye wor
abeba/ at the age of eleven, so it is better to disclose
them early I think so>>/ biological mother of 10 -

year non disclosed child/

DISCUSSION

This study tried to determine the proportion of dis-
closure, and associated factors on children aged 6 -
18 years old. The study revealed that (65.5%) (Cl=
61.0-70.0) of HIV positive children knew their HIV

status.

This finding was in line with a study in Rwanda
(64%) and Uganda (65%) (22, 37). This might be due
to majority of care givers attended psychosocial sup-
port groups and received support from the health care

provider during the study period.

In addition , the finding of this study was greater
compared to other studies conducted in Bahir Dar
(31.5%) (28), Addis Ababa (16.3%) (31), and South

east Ethiopia (28.5%) (2). The probable reason for
the higher prevalence of disclosure in our study could
be due to a inclusion of large number of older school-
aged children in the study. Evidence showed that the
school-aged children who are on education are highly
collated with increased awareness towards disclosure
of HIV status (24, 44). This has been supported by
our findings where the proportion of school-age chil-
dren in our study was 48.5% whereas the proportion
of school-age children in Addis Ababa, Ethiopia was
22.6 %. Specifically, the studies conducted in Bahir
Dar and Bale included children aged 10-14 years old
with 51.9%, and 54.5 % respectively. Time differ-
ence between the studies could be another possible
reason for the observed difference. For instance, the
study in Addis Ababa and Bahir Dar, Ethiopia was
conducted in 2012 and 2013, respectively. As time
passes, awareness is created, and different stakehold-

ers work on areas to improve the disclosure status.

However this finding was greater as compared to
studies conducted in Nigeria (30.9%) (18) ,Namibia
(33%) (9) , Zambia (29.8%) (13) , Ghana (23.3%)
(14) , Tanzania (22.3%) (24), South Africa (34%)
(42) and Kenya (26%) (57). It can be due to differ-
ences in the period and increased awareness of the
benefit of the disclosure of caregivers. Moreover, in
this study, first degree relatives were the main care-
givers in the sample. So, they are highly forced to
disclose their child’s status, and it is known that first
degree relatives are more likely to disclose their chil-
dren and orphans (13, 14)

According to our study, age of the child, age of the
caregiver, death of family, duration on ART, respon-
sible person for the child’s medication, and training
were associated factors of disclosure status of HIV

positive children.

The odds of being disclosed of HIV positive status

with a child whose age was greater than or equal to
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12 years was 8 times as compared to children whose
age was less than 12 years. Similarly, findings in
other African countries reported that children were
more likely to know their HIV diagnosis result when
they are older. Also, it is supported by a qualitative
study done in Tanzania and Ghana (36, 51). A quali-
tative component of this same study further lends
support to this finding reporting that most caregivers
considered children below the age of 12 years as
being incapable of understanding their illness. More-
over, this might be the caregivers' belief that the
child is immature to understand the illness. In addi-
tion, this could be due to older children’s repeatedly
asking to know the reason why they are taking medi-
cation. Furthermore, a majority of older children
were also in school, and they may have had a chance

to learn about HIV.

The odds of disclosure of HIV positive statuses
among children who were taking ART medication,
and who were greater than or equal to 6 years were 3
times more disclosed compared to their counterparts.
This finding was consistent with studies conducted in
Bahirdar and Bale Ethiopia, Ghana, and Uganda (2,
28,47, 61). This could be children who stay on ART
for a longer period has regular clinic visits, and they
contact health care professionals regularly. As a re-
sult, caregivers and children get on-going counselling
which helps to facilitate disclosure. Another possible
justification could be children who stay on ART for
long period makes children ask why they are taking
medication while they are well. This may lead to
decreased adherence. Therefore the care giver's last
option becomes disclosing HIV status to the child. In
addition, when the children stay on ART for a long
time, they might have a chance to ask questions
about the medications that they are taking. The chil-
dren might ask why they take the medication while
they seem healthy. This is also supported by the

qualitative component of our study.

This study also found that the death of the family is
significantly associated with disclosure. Disclosure
among children who have a history of family death
was 2 times more likely to disclose as compared to
children who have not family death history. This
finding is similar to a study conducted in Zambia
(13). This could be when a family of the child lost
the child raised questions to the present caregiver.
Moreover, the majority of HIV infected children ac-
quired the virus from their families. Since disclosure
often leads to family secrets that lead to the child to

be disclosed.

The age of the caregiver was also another independ-
ent determinant factor for disclosure. The odds of to
disclose the child’s HIV status among caregivers
whose age was greater than or equal to 38 years was
2 times than the counterpart. This was similar to a
study conducted in South Africa (27, 41). This could
be as the age of the caregiver increased, understand-
ing of the benefit of disclosure also increased. So,

their disclosure ability may be increased.

The odds of disclosure to the child among caregivers
who took training about disclosure were 4 times
greater to disclose as compared to caregivers who do
not take training about disclosure. It was supported
by a qualitative study done in Tanzania (51). The
possible justification was training can help caregivers
to grasp the bigger picture. When they know more,
they are more confident, and thus have greater mo-
rale to disclose or may enhance their readiness to
disclose. Moreover, improved training on paediatric
HIV disclosure would alleviate the discrepancies that
exist among caregivers whose responsibility is to
disclose the HIV infected child.

Another significant variable was assigned responsi-
ble person for the child’s medication. The odds of
disclosure of HIV positive status among children

having a responsible person for their medication
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were 3 times greater than their counterparts. This was
supported by a mixed study conducted in Kenya (38).
The possible reason is that if the child has a responsi-
ble person for his/her medication, takes medications
appropriately. As a result, the child asks why he takes
this medication regularly, and the responsible body
may be in forced to disclose his/her status. In addi-
tion, most HIV-infected children acquire their infec-
tion through vertical transmission, and HIV-infected
parents can feel guilt and fear that the child will lose
respect for the parent following disclosure. Disclo-
sure to the child can also result in simultaneous dis-
closure of parental status and may unveil other family
secrets. Therefore, HIV-infected parents are faced
with issues that make disclosure emotional and chal-
lenging. However, if there is a responsible person,

this issue may not happen.

This study revealed four themes which are associated
with paediatric HIV disclosure status. The most com-
mon reasons of non-disclosure reported by caregivers
in this study include: child is too young, fear of ina-
bility of the child to keep secret, fear of negative
emotional and psychological consequences, and stig-
ma. These were in line with a systemic review study
that includes most of the resource-limited settings
including Ethiopia and a qualitative study done in
Zambia (20, 46). In addition, it was also in line with
a study conducted in Addis Ababa and South Africa
(31),(44). The participants also mentioned that the
child could not understand the information, and they
may disclose it to other people. This was in line with

a study conducted in Bale, Ethiopia (2).

The most frequent reason for disclosure was a child
was consistently asking questions about the reasons
why he/she was taking medication. It was consistent
with some studies conducted previously in different
countries such as in South Africa, Zambia, Nigeria,
and Bale, Ethiopia (2, 21, 44, 46).

The study found that caregivers who had disclosed in
this study reported seeing some benefits in doing so.
After knowing their HIV diagnosis, children dis-
played good adherence practices to their ART medi-
cation, and their overall acceptance of living with
HIV. Some of the caregivers reported that their chil-
dren started their ART medication with minimal su-
pervision while others reported that they had less
difficultly in persuading their children to go for a
medical check-up. Knowing more about the disease
assisted children to know more about their illness, the
effects of missing doses, and acceptance of their HIV
diagnosis. This finding was consistent with a study
conducted in Ghana (62).

Studies showed that communication of caregivers
with their infected children was characterized by de-
ceit, and the use of false names to describe their ill-
ness. In this study, caregivers who had not disclosed
told their children inaccurate information about their
illness. Providing deceptive information is a strategy
used when caregivers feel unprepared for full disclo-
sure. This was parallel with a qualitative study con-
ducted in Botswana (45).

Another major barrier to the disclosure of HIV status
was the stigma which is associated with the illness.
They have of the view that in their communities, HIV
is seen as a sickness caused by the supernatural pow-
ers as a result of either punishment or breaking com-
munal taboos. Once people get to know of your HIV
status, you are labelled, and people will not be will-
ing to interact with you. This will affect people’s
participation in community activities. In order to
avoid these negative attributions and labelling, care-
givers decide not to disclose the status to the chil-
dren. This was in line with a study conducted in Gha-
na (36) and a qualitative study conducted in Botswa-
na (45).

Limitation: This study has a limitation. Since dis-
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closure was determined based on the caregiver’s re-
port, the study may be suffered by a social desirabil-
ity bias. Besides, there may be recall bias that might
have affected this study.

CONCLUSION

Although WHO guideline on HIV disclosure counsel-
ling for children and other global HIV disclosure per-
spectives recommend that all children starting from
six year should be disclosed of their HIV status, the
HIV disclosure status of children was low in our
study. Age of the child, age of the caregiver, duration
on ART, death of family, training, and responsible
person for the child’s medication was significantly
associated with disclosure. The caregivers have ex-
plored multi-factorial reasons for disclosure of HIV
status of a child. It is better to plan interventions and
strategies to improve disclosure of HIV status to chil-

dren in health Institutions.
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