Appendix 3.1: Literature search strategy for the general and prison

populations

APPENDICES

Search strategy for the general population

Database

Concepts and terms used

Results

Medline and
Emcare

HIV OR Human Immunodeficiency virus OR AIDS or Acquired
Immunodeficiency Syndrome OR (HIV OR AIDS OR HIV-AIDS OR
Acquired Immunodeficiency Syndrome OR (Human
immunodeficiency virus).tw,kf. AND ART OR Antiretroviral
Therapy OR Highly Active antiretroviral therapy OR (antiretroviral*
OR anti-retroviral* OR HAART OR ART OR anti-hiv).tw,kf. AND
(Angola OR Benin OR Botswana OR Burkina Faso OR Burundi OR
Cape Verde OR Cameroon OR Central African Republic OR Chad
OR Comoros OR Democratic Republic of the Congo OR Congo or
Cote D'ivoire OR Equatorial Guinea OR Eritrea OR Eswatini OR
Ethiopia OR Gabon OR Gambia OR Ghana OR Guinea OR Guinea-
Bissau OR Kenya OR Lesotho OR Liberia OR Madagascar OR
Malawi OR Mali OR Mauritania OR Mauritius OR Mozambique OR
Namibia OR Niger OR Nigeria OR Rwanda OR Sao Tome) and
Principe) OR Senegal OR Seychelles OR Sierra Leone OR Somalia
OR South Africa OR South Sudan OR Sudan OR Tanzania OR Togo
OR Uganda OR Zambia OR Zimbabwe). Refined by: publication year
(01/01/2015-01/04/2019), humans, adults 19 plus years and English
language.

1216

PubMed

(((((((HTV) OR "Human immunodeficiency syndrome") OR
AIDS) OR "Acquired immunodeficiency syndrome") AND ART) OR
"Antiretroviral therapy") OR HAART) OR "Highly active
antiretroviral therapy") AND (Angola OR Benin OR Botswana OR
Burkina Faso OR Burundi OR Cape Verde OR Cameroon OR Central
African Republic OR Chad OR Comoros OR Democratic Republic of
the Congo OR Congo or Cote D'ivoire OR Equatorial Guinea OR
Eritrea OR Eswatini OR Ethiopia OR Gabon OR Gambia OR Ghana
OR Guinea OR Guinea-Bissau OR Kenya OR Lesotho OR Liberia
OR Madagascar OR Malawi OR Mali OR Mauritania OR Mauritius
OR Mozambique OR Namibia OR Niger OR Nigeria OR Rwanda OR
Sao Tome) and Principe) OR Senegal OR Seychelles OR Sierra
Leone OR Somalia OR South Africa OR South Sudan OR Sudan OR
Tanzania OR Togo OR Uganda OR Zambia OR Zimbabwe)). Refined
by: publication date (2015/01/01-2019/07/04), humans, adult 19 plus
years and English language.

1262

Web of
Science

((C((((HIV) OR "Human immunodeficiency syndrome") OR
AIDS) OR "Acquired immunodeficiency syndrome") AND ART) OR
"Antiretroviral therapy") OR HAART) OR "Highly active
antiretroviral therapy") AND (Angola OR Benin OR Botswana OR
Burkina Faso OR Burundi OR Cape Verde OR Cameroon OR Central
African Republic OR Chad OR Comoros OR Democratic Republic of
the Congo OR Congo or Cote D'ivoire OR Equatorial Guinea OR
Eritrea OR Eswatini OR Ethiopia OR Gabon OR Gambia OR Ghana
OR Guinea OR Guinea-Bissau OR Kenya OR Lesotho OR Liberia
OR Madagascar OR Malawi OR Mali OR Mauritania OR Mauritius
OR Mozambique OR Namibia OR Niger OR Nigeria OR Rwanda OR

1708
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Sao Tome) and Principe) OR Senegal OR Seychelles OR Sierra
Leone OR Somalia OR South Africa OR South Sudan OR Sudan OR
Tanzania OR Togo OR Uganda OR Zambia OR Zimbabwe))).
Refined by: publication year (2015-2019) and English language.

Search strategy for prison populations

Medline and
Emcare

HIV or AIDS or HIV-AIDS or Acquired Immunodeficiency
Syndrome or Human immunodeficiency virus or (Acquired
Immunodeficiency Syndrome or Human immunodeficiency
virus).tw,kf AND antiretroviral* or anti-retroviral* or HAART or
ART or anti-hiv or (HAART or ART or anti-hiv).tw,kf. AND prison*
or incarcerate® or imprison* or inmate* or jail* or detention* or
"correctional facilities" or "correctional setting" or "house of
correction" or custody or convict* or detain* or (prison* or
incarcerate® or imprison* or inmate* or jail* or detention*® or
"correctional facilities" or "correctional setting" or "house of
correction" or custody or convict* or detain*).tw,kf. Refined by:
humans, adult 19 plus years and English language.

662

PubMed

(CCQaa>TV M Title/ Abstract] OR "AIDS"[Title/Abstract])
OR "HIV-AIDS"[Title/Abstract]) OR "Acquired Immunodeficiency
Syndrome"[Title/Abstract]) OR "Human immunodeficiency
virus"[Title/Abstract]) AND "antiretroviral*"[ Title/Abstract]) OR
"anti retroviral*"[Title/Abstract]) OR "HAART"[Title/Abstract]) OR
"ART"[Title/Abstract]) OR "anti-hiv"[Title/Abstract]) AND
"prison*"[Title/Abstract]) OR "incarcerat*"[Title/Abstract]) OR
"imprison*"[Title/Abstract]) OR "inmate*"[Title/Abstract]) OR
"jail*"[Title/Abstract]) OR "detention*"[Title/Abstract]) OR
"correctional facilities"[ Title/Abstract]) OR "correctional

setting"[ Title/Abstract]) OR "custody"[Title/Abstract]) OR
"convict*"[Title/Abstract]) OR "detain*"[Title/Abstract]. Refined by:
humans, adult 19 plus years and English language.

365

Web of
Science,
Scopus and
Cinahl

TOPIC: (HIV or AIDS or HIV-AIDS or Acquired Immunodeficiency
Syndrome or Human immunodeficiency virus) AND TOPIC:
(antiretroviral* or anti-retroviral* or HAART or ART or anti-

hiv) AND TOPIC: (prison* or incarcerat® or imprison* or inmate* or
jail* or detention* or "correctional facilities" or "correctional setting"
or "house of correction" or custody or convict or detainee) ." Refined
by: English language.

1283

Cochrane
Library

HIV or AIDS or HIV-AIDS or Acquired Immunodeficiency
Syndrome or Human immunodeficiency virus) in Title Abstract
Keyword AND (antiretroviral* or anti-retroviral* or HAART or ART
or anti-hiv) in Title Abstract Keyword AND (prison* or incarcerate™®
or imprison*® or inmate* or jail* or detention* or "correctional
facilities" or "correctional setting" or "house of correction" or custody
or convict or detainee) in Title Abstract Keyword. Refined by:
English language

33
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Appendix 3.2: A systematic review protocol on risk factors for late linkage
to care and delayed antiretroviral therapy initiation amongst HIV infected
adults in sub-Saharan Africa

NHS |
PROSPERO National Institute for
International prospective register of systematic reviews Health Research

UNIVERSITY o )07k
Centre for Reviews and Dissemination

Systematic review

Fields that have an asterisk (*) next to them means that they must be answered. Word limits are provided
for each section. You will be unable to submit the form if the word limits are exceeded for any section.
Registrant means the person filling out the form.

1. * Review title.
Give the title of the review in English
Risk factors for late linkage to care and delayed antiretroviral therapy initiation amongst HIV infected adults

in sub-Saharan Africa: a systematic review and meta-analyses

2. Original language title.

For reviews in languages other than English, give the title in the original language. This will be displayed with
the English language title.

3. * Anticipated or actual start date.

Give the date the systematic review started or is expected to start.

01/08/2020

4_* Anticipated completion date.
Give the date by which the review is expected to be completed.

31/07/2021

5. * Stage of review at time of this submission.

Tick the boxes to show which review tasks have been started and which have been completed. Update this
field each time any amendments are made to a published record.

Reviews that have started data extraction (at the time of initial submission) are not eligible for
inclusion in PROSPERO. If there is later evidence that incorrect status and/or completion date has been
supplied, the published PROSPERO record will be marked as retracted.

This field uses answers to initial screening questions. It cannot be edited until after registration.

The review has not yet started: No
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International prospective register of systematic reviews Health Research
Review stage Started Completed
Preliminary searches Yes Yes
Piloting of the study selection process Yes Yes
Formal screening of search results against eligibility criteria Yes Yes
Data extraction No No
Risk of bias (quality) assessment No No

No No

Data analysis

Provide any other relevant information about the stage of the review here.

6. * Named contact.

The named contact is the guarantor for the accuracy of the information in the register record. This may be
any member of the review team.

Terefe Fuge
Email salutation (e.g. "Dr Smith" or "Joanne") for correspondence:
Mr Fuge

7. * Named contact email.

Give the electronic email address of the named contact.
fuge0002@flinders.edu.au

8. Named contact address

Give the full institutional/organisational postal address for the named contact.

-Sturt Road, Bedford Park | South Australia 5042GPO Box 2100 | Adelaide SA 5001

-Hossana, South Ethiopia, P.O.Box 159

9. Named contact phone number.

Give the telephone number for the named contact, including international dialling code.
+61(0)872218445/+251916357443

10. * Organisational affiliation of the review.

Full title of the organisational affiliations for this review and website address if available. This field may be
completed as 'None' if the review is not affiliated to any organisation.

Flinders University
Organisation web address:
http:/fwww flinders.edu.au

Page: 2/11

247



PROSPERO National Institute for
International prospective register of systematic reviews Health Research

11. * Review team members and their organisational affiliations.

Give the personal details and the organisational affiliations of each member of the review team. Affiliation
refers to groups or organisations to which review team members belong. NOTE: email and country now
MUST be entered for each person, unless you are amending a published record.

Mr Terefe Fuge. Flinders University
Dr George Tsourtos. Flinders University
Dr Emma Miller. Flinders University

12. * Funding sources/sponsors.

Details of the individuals, organizations, groups, companies or other legal entities who have funded or
sponsored the review.

Flinders University

Grant number(s)

State the funder, grant or award number and the date of award

13. * Conflicts of interest.

List actual or perceived conflicts of interest (financial or academic).
None
The authors declare that they have no known conflicts of interest.

14. Collaborators.

Give the name and affiliation of any individuals or organisations who are working on the review but who are
not listed as review team members. NOTE: email and country must be completed for each person,
unless you are amending a published record.

15. * Review question.

State the review question(s) clearly and precisely. It may be appropriate to break very broad questions down
into a series of related more specific questions. Questions may be framed or refined using PI(E)COS or
similar where relevant.

What contextual and personal factors affect linkage to HIV care and antiretroviral therapy initiation amongst

adults in sub-Saharan Africa?

16. * Searches.

State the sources that will be searched (e.g. Medline). Give the search dates, and any restrictions (e.g.
language or publication date). Do NOT enter the full search strategy (it may be provided as a link or
attachment below.)

We performed a systematic search on databases including MEDLINE, PubMed, Web of Science and
Emcare. The search strategy was designed using the concepts HIV/AIDS, ART and Linkage to HIV Care or
Initiation of ART and name of countries in SSA. Terms related to the concepts were used and combined with
MEDLINE filter. We adapted the search terms to use with other bibliographic databases along with database-
specific filters. Studies conducted in one or more of the sub-Saharan African countries and published in

English language since 2015 and indexed up to 01 April 2021 will be included in the review. We selected a
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period from 2015 for the review as this was the time when most sub-Saharan African countries endorsed the
new “Test and Treat” Strategy. The searches will be re-run just before the final analyses and further studies

retrieved for inclusion.

17. URL to search strategy.

Upload a file with your search strategy, or an example of a search strategy for a specific database, (including
the keywords) in pdf or word format. In doing so you are consenting to the file being made publicly
accessible. Or provide a URL or link to the strategy. Do NOT provide links to your search resuits.

The search strategy for MEDLINE was: HIV or Human Immunodeficiency virus or AIDS or Acquired
Immunodeficiency Syndrome or (HIV or AIDS or HIV-AIDS or Acquired Immunodeficiency Syndrome or
Human immunodeficiency virus).tw, kf. and ART or Antiretroviral Therapy or Highly Active antiretroviral
therapy and "linkage to care" or "presentation to care" or start* or initiate* or (antiretroviral* or anti-retroviral*
or HAART or ART or anti-hiv).tw, kf. and (Angola or Benin or Botswana or Burkina Faso or Burundi or Cape
VVerde or Cameroon or Central African Republic or Chad or Comoros or Democratic Republic of the Congo or
Congo or Cote D'ivoire or Equatorial Guinea or Eritrea or Eswatini or Ethiopia or Gabon or Gambia or Ghana
or Guinea or Guinea-Bissau or Kenya or Lesotho or Liberia or Madagascar or Malawi or Mali or Mauritania or
Mauritius or Mozambique or Namibia or Niger or Nigeria or Rwanda or “Sao Tome and Principe” or Senegal
or Seychelles or Sierra Leone or Somalia or South Africa or South Sudan or Sudan or Tanzania or Togo or
Uganda or Zambia or Zimbabwe).

Alternatively, upload your search strategy to CRD in pdf format. Please note that by doing so you are
consenting to the file being made publicly accessible.

Do not make this file publicly available until the review is complete

18. * Condition or domain being studied.

Give a short description of the disease, condition or healthcare domain being studied in your systematic
review.

Linkage to HIV care and antiretroviral therapy initiation amongst adults in sub-Saharan Africa.

19. * Participants/population.

Specify the participants or populations being studied in the review. The preferred format includes details of
both inclusion and exclusion criteria.

The review will include HIV infected adults (as World Health Organization defines: those older than 19 years
of age) in sub-Saharan Africa. Studies focusing on specialised populations such as, sex workers,
tuberculosis patients and serodiscordant couples will be excluded as such population groups may face

unique challenges in accessing care and confound the results.

20. * Intervention(s), exposure(s).

Give full and clear descriptions or definitions of the interventions or the exposures to be reviewed. The
preferred format includes details of both inclusion and exclusion criteria.

Structural factors pertaining to access to care and other service delivery barriers (e.g. distance to health care
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facility), psychosaocial and personal determinants of late presentation for HIV care and ART initiation (such as
the influence of social support, status disclosure, and perceptions of early treatment initiation) will be
reviewed. In addition, sociodemographic factors (including age, sex, educational status and other

characteristics) will also be assessed in the review.

21. * Comparator(s)/control.

Where relevant, give details of the alternatives against which the intervention/exposure will be compared
(e.g. another intervention or a non-exposed control group). The preferred format includes details of both
inclusion and exclusion criteria.

While no restriction will be made based on whether a study has used comparators, individuals without an

exposure of interest will be considered as a control group when comparisons are made.

22 * Types of study to be included.

Give details of the study designs (e.g. RCT) that are eligible for inclusion in the review. The preferred format
includes both inclusion and exclusion criteria. If there are no restrictions on the types of study, this should be
stated.

We will review observational studies analysing factors affecting linkage to HIV care and/or ART initiation in
the target population. Qualitative and intervention-based studies will not be considered as the aim of the

review is to quantify risk factors in a natural setting.

23. Context.

Give summary details of the setting or other relevant characteristics, which help define the inclusion or
exclusion criteria.

24. * Main outcome(s).

Give the pre-specified main (most important) outcomes of the review, including details of how the outcome is
defined and measured and when these measurement are made, if these are part of the review inclusion
criteria.

Rates of linkage to HIV care and ART initiation over a certain period of time (as defined by individual studies)
will be considered as the main outcomes of the review. No restriction will be made on the inclusion of studies
based on the definition of the outcomes.

Measures of effect

Please specify the effect measure(s) for you main outcome(s) e.g. relative risks, odds ratios, risk difference,
and/or 'number needed to treat.

While there could be variation among studies in measuring time to linkage to HIV care and ART initiation, a
period of time between diagnosis and first visit to ART clinic, and first prescription of HIV medication are

considered as care linkage and ART initiation time, respectively.

25. * Additional outcome(s).

List the pre-specified additional cutcomes of the review, with a similar level of detail to that required for main
outcomes. Where there are no additional outcomes please state ‘None’ or ‘Not applicable’ as appropriate
to the review
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Not applicable.
Measures of effect
Please specify the effect measure(s) for you additional outcome(s) e.g. relative risks, odds ratios, risk

difference, and/or 'number needed to treat.

26. * Data extraction (selection and coding).

Describe how studies will be selected for inclusion. State what data will be extracted or obtained. State how
this will be done and recorded.

One author will perform screening of articles for their relevance to the review question with titles and
abstracts. Full text review will be performed after removal of duplicate and irrelevant articles. Corresponding
authors of primary studies will be contacted for any missing or unclear information. A format adapted from
the Cochrane Systematic Review Checklist for Data Collection Data will be used to extract data. We will use
separate data extraction formats for linkage to HIV care and ART initiation. Information in the data extraction
form include author, year, geographical location, population, method, measurements, exposures, results and

outcomes.

27. * Risk of bias (quality) assessment.

State which characteristics of the studies will be assessed and/or any formal risk of bias/quality assessment
tools that will be used.

Three experts (one of them a review author) will independently perform quality (risk of bias) assessment of
the retrieved articles. We will use the EPHPP Quality Assessment Tool for Quantitative Studies to assess the
quality of review articles by considering the following characteristics; representativeness of participants
(selection hias), study design, control of potential confounders, validity and reliability of data collection
methods and completeness of outcome data (withdrawals and dropouts). Disagreements between the
assessors over the risk of bias in particular studies will be resolved by discussion and will be decided by a

final independent assessment where required.

28. * Strategy for data synthesis.

Describe the methods you plan to use to synthesise data. This must not be generic text but should be
specific to your review and describe how the proposed approach will be applied to your data. If meta-
analysis is planned, describe the models to be used, methods to explore statistical heterogeneity, and
software package to be used.

We will provide a narrative review of the results across studies in terms of various exposures and cutcomes.
Given the difference in definition of the outcomes and exposure variables assess across studies, we
anticipate limited scope for meta-analysis. However, whenever studies have measured the same outcome
and exposure with a comparable definition, we will pool the outcomes using a random-effects meta-analysis
if there is moderate heterogeneity between studies (26-50%) or using fixed-effects analysis model if the level
of heterogeneity is low or none (0-25%), with standardized mean differences for continuous outcomes and

odds ratios for binary outcomes, and calculate 95% confidence intervals and two-sided p values for each
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Wlecoitheletermine heterogeneity between studies in effect measures using Chi® test and I® statistic. I value
of 75% will be considered as high heterogeneity. Sensitivity analysis will be performed based on study
quality, and subgroup analysis to explore heterogeneity in effect estimate based on study quality and type of

exposure. Publication bias will be detected using a funnel plot.

29. * Analysis of subgroups or subsets.

State any planned investigation of ‘subgroups’. Be clear and specific about which type of study or
participant will be included in each group or covariate investigated. State the planned analytic approach.

If the necessary data are available, we will perform subgroup analysis for types of study designs and
outcome measurements. We will also perform subgroup analysis by age and other sociodemographic

characteristics within each study outcome and overall.

30. * Type and method of review.

Select the type of review, review method and health area from the lists below.

Type of review

Cost effectiveness
No

Diagnostic
No

Epidemiologic
No

Individual patient data (IPD) meta-analysis
No

Intervention

No

Living systematic review
No

Meta-analysis
Yes

Methodology
No

Narrative synthesis
Yes

Network meta-analysis
No

Pre-clinical
No

Prevention
No
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Prognostic
No

Prospective meta-analysis (PMA)
No

Review of reviews
No

Service delivery
No

Synthesis of qualitative studies
No

Systematic review
Yes

Other
No

Health area of the review

Alcohol/substance misuse/abuse
No

Blood and immune system
No

Cancer
No

Cardiovascular
No

Care of the elderly
No

Child health
No

Complementary therapies
No

COVID-19
No

Crime and justice
No

Dental
No

Digestive system
No

Ear, nose and throat
No

Education
No

Endocrine and metabolic disorders

National Institute for
Health Research
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No

Eye disorders
No

General interest
No

Genetics
No

Health inequalities/health equity
No

Infections and infestations
Yes

International development
No

Mental health and behavioural conditions
No

Musculoskeletal
No

Neurological
No

Nursing

No

Obstetrics and gynaecology
No

Oral health
No

Palliative care
No

Perioperative care
No

Physiotherapy
No

Pregnancy and childbirth
No

Public health (including social determinants of health)
Yes

Rehabilitation
No

Respiratory disorders
No

Service delivery
Yes

Skin disorders
No

National Institute for
Health Research
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Social care
No

Surgery
No

Tropical Medicine
No

Urological
No

Wounds, injuries and accidents
No

Violence and abuse
No

31. Language.
Select each language individually to add it to the list below, use the bin icon to remove any added in error.
English

There is not an English language summary

32. * Country.

Select the country in which the review is being carried out. For multi-national collaborations select all the
countries involved.

Australia

33. Other registration details.

Name any other organisation where the systematic review title or protocol is registered (e.g. Campbell, or
The Joanna Briggs Institute) together with any unique identification number assigned by them. If extracted
data will be stored and made available through a repository such as the Systematic Review Data Repository
(SRDR), details and a link should be included here. If none, leave blank.

34. Reference and/or URL for published protocol.

If the protocaol for this review is published provide details (authors, title and journal details, preferably in
Vancouver format)

Add web link to the published protocol.
Or, upload your published protocol here in pdf format. Note that the upload will be publicly accessible.
No | do not make this file publicly available until the review is complete

Please note that the information required in the PROSPERO registration form must be completed in full even
if access to a protocol is given.

35. Dissemination plans.

Do you intend to publish the review on completion?

Yes

Give brief details of plans for communicating review findings.?
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36. Keywords.

Give words or phrases that best describe the review. Separate keywords with a semicolon or new line.
Keywords help PROSPERO users find your review (keywords do not appear in the public record but are
included in searches). Be as specific and precise as possible. Avoid acronyms and abbreviations unless
these are in wide use.

Systematic review; meta-analysis; late presentation for HIV care; delayed antiretroviral therapy initiation;

adults; sub-Saharan Africa

37. Details of any existing review of the same topic by the same authors.

If you are registering an update of an existing review give details of the earlier versions and include a full
bibliographic reference, if available.

38. * Current review status.

Update review status when the review is completed and when it is published.New registrations must be
ongoing so this field is not editable for initial submission.
Please provide anticipated publication date

Review_Ongoing

39. Any additional information.

Provide any other information relevant to the registration of this review.

40. Details of final report/publication(s) or preprints if available.

Leave empty until publication details are available OR you have a link to a preprint (NOTE: this field is not
editable for initial submission). List authors, title and journal details preferably in Vancouver format.

Give the link to the published review or preprint.
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Appendix 3.3: Abstract of a paper on systematic review and meta-analysis
of risk factors for late linkage to care and delayed antiretroviral therapy
initiation amongst HIV infected adults in sub-Saharan Africa

Systematic Reviews

Risk factors for late linkage to care and delayed antiretroviral therapy initiation amongst
HIV infected adults in sub-Saharan Africa: a systematic review and meta-analyses

--Manuscript Draft--
Manuscript Number:
Full Title: Risk factors for late linkage to care and delayed antiretroviral therapy initiation amonagst
HIV infected adults in sub-Saharan Africa: a systematic review and meta-analyses
Article Type: Research

Funding Information:

Abstract: Abstract
Background: Late linkage to care and delay in antiretroviral therapy (ART) initiation
threaten the clinical and public health benefits of ART such as: preventing acquired
immunodeficiency syndrome (AIDS) and non-AlDS related morbidities and mortality, as
well as reducing new Infections. The prevalence of both of these poor care outcomes
remains high in sub-Saharan African (SSA) countries. Quantitative synthesises of the
existing data are lacking, which would help ascertain the best evidence-based
interventions. This review aimed to systematically synthesise the available literature on
factors affecting linkage to care and ART initiation amongst HIV infected adults in SSA.
Methods: Systemalic searches were undertaken of the following databases: Emcare,
Medline, PubMed and Web of Science. In our review, we included observational
studies that analysed factors affecting linkage to HIV care and ART initiation amongst
adults (age 219 years) in SSA, and were published between January 1, 2015 and June
1, 2021. All included studies were assessed for risk of bias using the Effective Public
Health Practice Project (EPHPP) Quality Assessment Tool for Quantitative Studies.
RevMan-5 software was used to conduct meta-analyses and Mantel-Haenszel
statistics to pool outcomes with 95% confidence interval and <0.05 level of
significance. The review protocol has been published at the International Prospective
Reqgister of Systematic Reviews (PROSPERO; Number: CRD42021264398).
Results: Forty-six studies were included in the systematic review, of which 18 fulfilled
requirements for meta-analysis. Health care delivery, psychosocial, behavioural and
sociodemographic factors were identified as determinants of late linkage to care and
delay in ART initiation. The meta-analyses showed that people of a younger age group
(<35 years) were 29% (OR: 0.71; 95%Cl: 0.55-0.91,1 2 = 74%) and 45% (OR: 0.55;
95%Cl: 0.49-0.63, 1 2 = 0%) less likely to be linked to care and initiate ART
respectively compared to people of an older age group (235 years). Employed people
and people who travelled for more than an hour to reach a clinic were more than 1.3
(OR: 1.32; 95%CI: 1.14-1.52,1 2 = 14%) and 1.2 (OR: 1.27; 95%Cl: 1.156-1.39,1 2 =
57%) times more likely to be presented late for care, respectively. The likelihood of
linkage to care decreased by 26% (OR: 0.74; 95%CI: 0.62-0.87,1 2 = 25%) for people
who were unable to disclose their HIV status and 50% (OR: 0.50; 95%Cl: 0.42-0.60, |
2 = (%) for those who had a baseline CD4 count >350cellsi/mm 3 compared to CD4
count £350cells/mm 3 , but increased by 65% (OR: 1.65; 95%CI: 1.16-2.34,1 2 =
0%) for those who were diagnosed through health facility-based testing approaches
compared to community-based approaches.
Conclusion: This systematic review and meta-analyses identified a range of risk
factors for late linkage to care and delayed ART initiation amongst HIV infected adults
in SSA including: health service delivery, psychosocial, behavioural and
sociodemographic circumstances. We recommend implementation of patient-centred
intervention approaches to alleviate these barriers,
Key words: HIV, linkage to care, antiretroviral therapy initiation, factors, aduits, sub-
Saharan Africa

Corresponding Author: Terefe Gone Fuge, MSc
Flinders University of South Australia: Flinders University
ETHIOPIA

Corresponding Author E-Mail: terefegone@gmail.com
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Appendix 3.4: A paper on systematic review and meta-analysis of factors
affecting HIV care continuum in prison populations
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Abstract

Background

Incarcerated people are at increased risk of human immunodeficiency virus (HIV) infection
relative to the general population. Despite a high burden of infection, HIV care use among
prison populations is often suboptimal and varies among settings, and little evidence exists
explaining the discrepancy. Therefore, this review assessed barriers to optimal use of HIV
care cascade in incarcerated people.

Methods

Quantitative and qualitative studies investigating factors affecting linkage to care, ART (anti-
retroviral therapy) initiation, adherence and/or outcomes among inmates were systemati-
cally searched across seven databases. Studies published in English language and indexed
up to 26 October 2018 were reviewed. We performed a narrative review for both quantitative
and qualitative studies, and meta-analyses on selected quantitative studies. All retrieved
quantitative studies were assessed for risk of bias. Meta-analyses were conducted using
RevMan-5 software and pooled odds ratios were calculated using Mantel-Haenszel statis-
tics with 95% confidence interval at a p<0.05. The review protocol has been published at the
International Prospective Register of Systematic Reviews (PROSPERO; Number:
CRD42019135502).

Results

Of forty-two studies included in the narrative review, eight were qualitative studies. Sixteen
of the quantitative studies were eligible for meta-analyses. The narrative synthesis revealed
structural factors such as: a lack of access to community standard of HIV care, particularly
in resource limited countries; loss of privacy; and history of incarceration and re-incarcera-
tion as risk factors for poor HIV care use in prison populations. Among social and personal
characteristics, lack of social support, stigma, discrimination, substance use, having limited
knowledge about, and negative perception towards ART were the main determinants of sub-
optimal use of care in incarcerated people. In the meta-analyses, lower odds of ART initia-
tion was noticed among inmates with higher baseline CD4 count (CD4 >500celss/mm?)
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was associated with history of incarceration (OR = 0.40, 95%Cl: 0.35-0.46, I* = 0%), re-
incarceration (OR = 0.09, 95%CI: 0.06-0.13, ?= 64%) and male gender (OR = 0.55, 95%
Cl: 0.42-0.72, I? = 0%). Higher odds of CD4 count <200cells/mm® (OR = 2.01, 95%CI: 1.62,
2.50, I = 44%) and lower odds of viral suppression (OR = 0.20, 95%ClI: 0.17-0.22, ¥ = 0%)
were observed during prison entry compared to those noticed during release.

Conclusion

Given the high HIV risk in prison populations and rapid movernents of these people between
prison and community, correctional facilities have the potential to substantially contribute to
the use of HIV treatment as a prevention strategy. Thus, there is an urgent need for review-
ing context specific interventions and ensuring standard of HIV care in prisons, particularly
in resource limited countries.

Introduction

Global incarceration rates have increased substantially in the last two decades and there are
currently more than 10 million people in prison worldwide [1]. Although there has been a
recent decline in the number of new HIV infections in the general population worldwide, the
virus is disproportionately affecting people in the prison system, Globally, 3.8% of the incarcer-
ated people are estimated to be HIV infected, which is around five times higher than HIV
prevalence in the general population [2]. Risk factors for both incarceration and HIV infection
often overlap and include unemployment, poverty, homelessness, and substance use [3].
Despite the dramatic increase in the size of the incarcerated population and associated HIV
prevalence, HIV care in correctional facilities is often substandard. While there is evidence
that higher rates of linkage to care and subsequent viral suppressions can be achieved in prison
populations [4-6], access to community standard of HIV care is often lacking within most pri-
sons, particularly in low-income countries [7-10]. Factors pertaining to insufficient financing,
insecurity of food, inadequate health staff and facilities [11-15], as well as lack of integration
between community and prison health care systems [6, 16, 17] are considered main structural
barriers to HIV care in correctional facilities. Consequently, delaved initiation of ART defined
as initiating ART at World Health Organization (WHO) clinical stage IIT or IV [18], poor
adherence and associated clinical complications are highly prevalent in prison populations
compared to the general populations [9, 19-21]. Studies have shown that personal and psycho-
social factors are also important in the utilization of HIV care among prisoners. Low awareness
and negative perceptions of HIV and ART, as well as ongoing substance use are known to con-
tribute to poor utilization of HIV care in prison populations [13, 22-25]. In addition, an
increased risk of stress, depression, despair and mental health problems in inmates is associ-
27] and virological failure [4]. In

some countries, HIV infected people in correctional facilities can face torture, violence, stigma

PLOS ONE | https://doi.org/10.1371/journal.pone.0233355 May 18, 2020 2127

260



PLOS ONE Imprisonment and HIV care

and discrimination, from both prison staff and other inmates, which could potentially impede
care utilization and cause poor treatment adherence and outcomes [10, 12, 13, 28].

Prisoners are an inseparable part of the community regarding HIV transmission. Prisoners
interact with the outside society not only after serving their sentences but also during incarcer-
ation through contact with prison staff and family visits. Thus, implementation of ART as an
HIV prevention strategy [18] in correctional facilities is paramount, given the fact that inmates
usually return to the same high risk groups from which they originate, such as people who
inject drugs (PWID), sex workers and men who have sex with men (MSM). As access to HIV
care for these groups can be challenging in the community, correctional facilities should create
an ideal setting to implement such interventions [29].

Utilization of HIV care in correctional facilities varies widely across countries and settings
within a country [30]. However, little is known about this variation in relation to promoting
best practices and the use of evidence-based interventions. There have been few narrative
reviews on prison HIV care with a primary focus on prisons of high-income countries [30-
35]. Uthman et al [24] conducted a systematic review and meta-analyses of global studies
exclusively on ART adherence among prisoners but the review did not encompass other major
care cascade elements such as ART initiation and viral suppression. Iroh et al [6] and Erickson
etal [36] also conducted systematic reviews on HIV care cascade in prison systems, but both
reviews focused on studies in high-income countries, and the latter was specifically focused on
female inmates. Thus, we systematically reviewed global studies investigating one or more of
the main components of HIV care cascade (i.e. ART initiation, adherence and/or outcomes) in
a prison population, with the intention to identify potential barriers to HIV care use and
inform evidence-based intervention strategies for HIV infected people in correctional facilities,
and to put forth further research priorities.

Methods

The reporting of this review was based on the Preferred Reporting Items for Systematic
Reviews and Meta-Analyses guidelines (PRISMA) [37] (see S1 Table). The review protocol has
been published at the International Prospective Register of Systematic Reviews (PROSPERO;
Number: CRD42019135502) [38] (S1 File).

Eligibility criteria

Studies. Both quantitative and qualitative studies were reviewed without restriction based
on type of study design and publication date.

Participants. All studies in participants with a history of incarceration or currently being
incarcerated were considered for review. Studies conducted on specific populations such as
certain ethnic groups or populations identified as at high HIV risk or as vulnerable groups
(e.g. transgender people, men who have sex with men) were excluded in order to reduce
potential confounding, as these groups have been associated with low utilization of care in
community and other settings (39, 40].

Exposures. Studies exploring structural, social and individual level determinants of HIV
care utilization among prisoners were reviewed. More specifically, studies analysing factors
related to access to and availability of HIV care; psychosocial factors such as depression, social
support, disclosure, stigma and privacy; behavioural factors such as attitudes towards ART;
health and medication related factors including comorbidity, immunological or clinical status;
incarceration related factors such as number and length of imprisonment; and socioeconomic
factors including age, sex, and other characteristics were assessed.
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Comparators. While no restriction was made based on whether a study has used compar-
ators, non-incarcerated people were considered as a control group when comparisons were
made.

Outcome measures. Studies reporting one or more of the following outcomes were
included in the review: linkage to HIV care, initiation of ART, adherence to and outcomes of
ART in terms of change in CD4 count and viral suppression. No restriction was made based
on the definition of the outcomes.

Information sources and search strategy

Systematic searches were carried out on the following databases; Emcare, Medline, PubMed,
Scopus, Web of Science, Cinahl and Cochrane Library. The concepts HIV/AIDS, ART and
Incarceration were used to construct the search strategy. The search strategy used only terms
related to exposure (incarceration) and outcomes. The terms were combined with MEDLINE
filter for the concepts under search. The search strategy for MEDLINE was; HIV or AIDS or
HIV-AIDS or Acquired Immunodeficiency Syndrome or Human immunodeficiency virus
AND antiretroviral® or anti-retroviral® or HAART or ART or anti-hiv AND prison* or
incarcerate® or imprison® or inmate* or jail* or detention® or “correctional facilities” or "cor-
rectional setting” or "house of correction” or custody or convict® or detain®. The search terms
were adapted for use with other bibliographic databases in combination with database-specific
filters for the concepts, where these are available. The search strategy was developed with the
guidance of a qualified librarian. Bibliographies of the retrieved studies as well as previous
meta-analyses were searched for studies that might have been missed by the search strategy
and no further studies were identified. While no restriction was made in terms of geographical
region and year of publication, due to resource and time restrictions, studies published in
English language and indexed up to 26 October 2018 were included in the review. An alert was
set for newly indexed articles for each database and no relevant studies were detected post Oct
2018 with the last alert received on 28 March 2020.

Study selection and risk of bias assessment

Articles were initially screened for relevance with their titles and abstracts. After removal of
duplicate and irrelevant articles, a full text review was performed on the retrieved articles
based on the predefined protocol [38]. One author (TGF) performed the initial screening and
selection of all papers including the quality assessments. Two other authors (GT and ERM)
independently conducted the quality assessments (each assessing half of the studies) initially
undertaken by the first author (TGF). The quality assessment was conducted using the Effec-
tive Public Health Practice Project (EPHPP) Quality Assessment Tool for Quantitative Studies
(see S2 File) by considering the following characteristics; representativeness of participants
(selection bias), study design, control of potential confounders, validity and reliability of data
collection methods and completeness of outcome data (withdrawals and dropouts). Disagree-
ments between the review authors were resolved by discussion, with involvement of a third
review author where necessary.

Data abstraction

Data were extracted using a format adapted from the Cochrane Systematic Review Checklist
for Data Collection (see S2 Table). Separate data extraction formats were used for treatment
initiation, adherence and outcomes categories. Information in the data extraction form
included author, year, geographical location, population, method, measurements, exposures,
outcomes and conclusions. Corresponding authors of two primary studies were contacted for
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missing information on the number of participants with and without ART initiation and/or
non-adherence versus exposure variable of interest.

Data synthesis

We provided narrative synthesis of the findings across all qualitative and quantitative studies
with regard to exposures and outcomes. Due to the variety of outcomes measured and differ-
ences in definition of each outcome across studies, our meta-analyses were limited to 16 of 34
quantitative studies included in the narrative review. Meta-analyses were conducted using
RevMan-5 software [41] for each outcome when two or more studies assessed the exposure
variable. A Fixed Effect Model was employed to pool the outcomes with odds ratios, and calcu-
lated 95% confidence intervals. We used a Fixed-Effect Model due to small numbers of studies
(n<5) involved in the meta-analyses reporting a particular outcome, which made an estima-
tion of between study variance impossible [42]. In addition, in most of the meta-analyses, a
single study had substantially larger sample sizes relative to the other(s) in the model, so that
generalization of the findings could not be claimed beyond the included studies [43]. We
determined heterogeneity between studies with effect measures using Chi” test and I” statistic.
We considered an I? value of 75% as high heterogeneity [44]. Mantel-Haenszel statistics were
applied to calculate pooled odds ratios and results were presented in forest plots.

Results

The search resulted in a total of 2,345 articles. Fig | shows the overall screening process and
number of studies excluded and retrieved. A total of 2,274 articles were eliminated due to
duplication and irrelevance based on title and abstract review. Twenty-nine of the remaining
71 studies were excluded after full text review due to the study not analysing HIV care during
incarceration, not reporting at least one of the HIV care cascade elements i.e. linkage to care,
ART initiation, adherence or outcomes in terms of CD4 count or viral load or being different
reports of the same study. The remaining 42 articles were included in the final review with 16
out of 34 quantitative studies being included in the meta-analyses.

Study characteristics

The main characteristics of included studies are described in Tables 1-3. Thirty (71%) of the
studies were from high-income countries; USA (18), Canada (5) and Europe (7) while the
remaining twelve (29%) were from low-and middle-income countries; Asia (5), sub-Saharan
Africa (5) and Latin America (2). 41% (17) of the studies were cross-sectional [5, 11, 16, 23, 25,

12, 22, 23, 45-50, 55, 65, 66| (Table 1), sixteen on adherence [12-15, 17, 20, 25, 26, 28, 45,51,
56, 67, 68] (Table 2) and twenty on CD4 count or viral load or both [4, 5, 16, 17, 19, 21,
23, 25, 51, 53, 54, 56-64] (Table 3). Nine studies reported more than one element of the HIV
care cascade and hence were included in more than one category [5, 12, 17, 23, 25, 45, 51, 55,
56]. Of the 42 articles, 39 were related to incarceration and HIV care, and the remaining three
were specific to jail incarceration [46, 48, 57]. Twenty-nine studies investigated HIV care dur-
iﬂg incarceralion [S- 9» u'l-,;! L()- ;;- ;:‘) ;SJ 2461 ;x,- ‘ji'ii‘) 59"5;;- Qv g’_‘!'(’ﬁl and seven invcs(i-
gated the impact of history of incarceration and/or the number of incarcerations [16, 17, 20,
21, 49, 57, 63]. Six studies compared HIV care utilization between incarceration trajectories [4,
56, 58-61]; three before and after incarceration [4, 56, 58] and three between incarcerated and
re-incarcerated people [59-61]
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573
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removed
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question: 881
Records screenad Non English articles: 4
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Full text unavailable: 2

Fulltext articles
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n=71) No desired or

meaningful information:
20
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qualitative synthesis
{n=42) Full text articles
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1 (n =26}
Qualitative studies: 8
Studies included in Absence of other
= quantitative synthesis studies measuring the
(meta-analysis) outcome/exposure: 18

(n= 18)

Fig 1. Study flow diagram. Study selection process and reasons for exclusion.

hitps//doi.org/10.1371/fjournal pone.0233355 9001

Methodological quality

The majority of studies (74%) were scored as moderate or above performance with regard to
minimising selection bias, while 38% scored moderate or above performance in terms of the
appropriateness of the study design. Half of the studies (50%) accounted for confounding vari-
ables during analyses. Only eleven studies (32%) reported validity of data collection methods
with four of these scoring ‘strong’ on the EPHPP tool. Risk of bias due to drop-out and with-
drawal was inapplicable in the majority of studies (85%) mainly due to analyses of retrospec-
tive data, but of five studies in which it was applicable, three studies scored moderate or above
performance, While two studies had a strong performance in the measurement of the overall
methodological quality, eight other studies scored as having moderate methodological quality
(see S3 Table).

Measurements

Definitions of linkage to HIV care and a delay in ART initiation varied across studies. Three
studies measured time between diagnosis and linkage to care and/or initiation of ART [5, 47,
50]. Two studies used WHO clinical stagging defining a delay as ART initiation at stage III or
IV [9, 11]. Other studies simply estimated ART coverage and acceptance (i.e. proportion of
prisoners on ART) at a particular period of time [22, 23, 45, 46, 48, 49]. A full description of
the definitions is presented in Table 1.
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Table 1. Characteristics of studies investigating linkage to HIV care and initiation of ART.

Author Year |Country |Populati | Study Design | Measurement Findings Conclusi
Mostashari | 1998 | USA 102 ART eligible Cross-sectional | ART acceptance 75% of the women accepted » Acceptance of first offer of
etal [45] women prisoners ART ART associated with completed
education lower than high
school (OR:3.5, 95%CL:1.2-
10.7) and belief in medication
safety (OR:4.3, 95%CL1.3-13.7)
» Current acceptance of ART
associated with trust in
medication efficacy (OR:3.2,
95%C1:1.2-8.6) and safety (OR:
| 4.3, 95%CLL4-129)
White etal | 2001 | USA 77 HIV infected jail | Cross-sectional | Percentage of ART ART initiation 58% in overall: | Lower baseline CD4 count
[46] inmates initiation 57% in males; 71% in ( <500cells/mm®) associated
females;73% in patients with with higher rate of ART
DM count <500cells/mm’*; initiation (p<0.017)
33% in those with CDM4 count
=500cells/mm®
Altice etal | 2001 | USA 205 HIV infected Cross-sectional | Current ART Acceptance of ART 80% in Mistrust of medication (AOR:
[55] prisoners eligible for acceptance defined as | overall 0.3, P<0.001) and trust in
ART being prescribed ART physician (AOR: 1.08,
at the lime of the P<0.0001) were associated with
interview ART acceptance
Perez- 2002 | Spain 804 non-incarcerated | Cross-sectional | Comparison of ART No descriptive results reported | Incarcerated people utilized
Molina et al and 104 incarcerated utilization between ART three times fewer than
[49] HIV infected incarcerated and non- non-incarcerated people (OR:
individuals | incarcerated people 2,95, 95% CI: 1.5-6.0)
Makombe | 2007 | Malawi 103 HIV infected Retrospective | Estimation of delay in | 93% of the prisoners started Low access to HIV care
etal [9] prisoners cohort (2004- | ART initiation ART at WHO stage [1I or IV (challenge: accessing HIV care
| 2006) from outside prison system)
Guin [65] 2009 | India 10 HIV infected Qualitative Exploration of HIV —_ Barriers to HIV care:
prisoners care service in prison inadequate access to HIV care
and support service; protracted
structural Process Lo access care
from public health facilities
Jafferetal | 2012 | USA 224 newly identified | Cross-sectional | Percentage of detainees | 17% in newly identified; 76% in | Reasons for not starting ART;
[48] and 393 known HIV initiating ART know HIV patients within 14 short stay (49%) and high CD4
infected jail detainees days of jail entry count (39%) in newly identified
people; short stay (38%) and
being treatment naive (17%) in
| known HIV positive people
1. Culbert 2014 [ USA 42 HIV infected male | Qualitative Men's perception of —_—— Delayed treatment initiation
12 and male-to-female and experiences with due to lack of status disclosure
transgendered HIV care and ART and medication privacy in fear
recently released during incarceration of stigma, discrimination and
persons violence by prison officers and
other inmates
Monarca 2015 | Italy 338 HIV infected Cross-sectional | Number of prisoners | 81.4% of the prisoners were on | Refusal (69.2%), ongoing
etal [23] prisoners on ART ART medication assessment (23.1%),
fear of medication side effects,
lack of privacy, religious/ethnic
beliefs (7.7%) were reported as
reasons for not initiating ART
Sgarbietal | 2015 | Brazil 34 HIV infected | Cross-sectional | Number of prisoners | 47% of the prisoners started No statistical analysis
[47] prisoners initiated ART ART within 6-months of performed

diagnosis

{Continued)
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Table 1. (Continued)

Author Year |Country | Population Study Design | Measurement Findings Conclusions
Seth et al 2015 [ USA 841 newly HIV Cross-sectional | Linkage to HIV care 67.5% linked within any time | No statistically significant
[50] diagnosed prisoners defined as attendance | frame after testing; 37.9% associations observed
at first medical linked within 90 days; 72.3% in
appointment after older people { =50years) at any
dingnosis time; 43.8% in younger people
(18-29 years) within 90 days of
. £ . | £ | diagnosis 1
Bick et al 2016 | Malaysia | 221 HIV infected Cross-sectional | Prevalence of ART 34.4% of ART eligible and “Insufficient resource
[11] male prisoners initiation 22.8% with advanced AIDS not | allocation for HIV treatment
started ART and care
Lucasetal |2016 | USA 135 HIV infected Cross-sectional | » Linkage to HIV care | » 99% linkage to care and 91% | Longer duration of time
51 prisoners defined as receivinga | ART initiation within 90 days | (median 28 days) to linkage to
CD4 or viral load test | of diagnosis care in newly diagnosed cases
within 90 days of HIV | » Initiation of ART at CD4 compared to previously
diagnosis count =500¢cells/mm™ 90% in | diagnosed cases (median 0
+ ART initiation previously diagnosed;50% in days) (p<0.0001)
newly diagnosed * opt-out screening and care
approach at prison entry
achieved higher rates of linkage
to care during incarceration
but higher rates of care
interruption after release
Culbertetal | 2016 | Indonesia | 102 HIV infected Mixed method | Number of prisoners A quarter of ART eligible -ART utilization associated
[22 prisoners starting ART prisoners didn't start ART with higher score of attitude
towards ART efficacy and
safety (OR:1.90, 95% CI: 1.03-
1.16)
* Inmates who endorsed the
attitude that ART is inefficient,
unsafe, and causes adverse
effects and stigma were less
likely to use the treatment
Sprague etal | 2017 | USA 25 HIV infected Qualitative Self-reported —_— Delay in receiving diagnosis
[66] women former experiences in results and structural barriers
prisoners accessing HIV care in to see health staff led to delayed
prison treatment initiation

Study 1D (identification), geographical location, population involved, study design and main outcomes of articles included in the analyses of linkage 10 HIV care and

ART initiation

https:/doi.org/10.1371/jourmal.pone. 0233355 1001

All ART adherence studies measured adherence to dose over varying period of time (days,

weeks and months) using different methods (selt-report, pharmacy refill, pill count, and elec-
tronic monitoring cups). Three studies considered adherence to medication schedule as an

the studies. Two studies set optimal adherence at 100% [17, 45] and other two used a threshold
of >95% [15, 20]. Three studies defined non-adherence as missing more than three doses or
schedules in a week [25-27]. The cut-off for viral suppression also varied greatly among stud-
ies, ranging from <40copies/mL [56, 69] to <500copies/mL [17, 21]. Eight studies used
<400copies/mL [4, 19, 58-61, 63, 64] and four used <200copies/mL [5, 16, 57, 62]. In this
review, we dichotomised the outcomes based on the highest cut off values used in the included
studies; adherence < 100% as a threshold for non-adherence and viral load <500 copies/mL
for viral suppression. Most studies measured immunological outcomes as a change in CD4
count between two points in time (e.g. between entry and release from prison). Table 3 shows
definitions of immunological and virological outcomes used by the studies.
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Table 2. Characteristics of studies investigating adherence to antiretroviral therapy.

Author Year |Country | Population Study Design | Measurement Finding Concl

* Mostashari 1998 | USA 102 HIV infected Cross-sectional | Adherence defined as Non-adherence in 38% Satisfaction with patient-

et al [45] female prisoners taking medication for =6 | overall physician relationship (OR:3.0,
days/week, and not 95%CI:1.1-8.5) and seeking
missing any doses per day emotional supports from

others (OR:3.1, 95%CL:1.1-
9.4) associated with adherence

Altice et al 2001 | USA 164 HIV infected Cross-sectional | Adherence defined as Adherence to ART 84% in | Composite variable of
[55] prisoners taking ART taking 80% or more of the | overall medication side effects and
prescribed drugs stopping medication when

side effects occur (AOQR: 0.09,
P = 0.0001), social isolation
(AOR: 0.08, P = 0.0005) and
complexity of antiretroviral
regimen (AOR: 0.33, P =0.01)
were negatively associated

with ART adherence
Palepu et al 200 | Canada | 101 HIV infected Retrospective Adherence defined as Non-adherent (<100%) in | Non-adherence positively
[17] people with history of | cohort (1997~ | number of days patients 40% overall; 10% in associated with a history of
incarceration and 2002) received antiretroviral incarcerated, 3% in non- incarceration (OR 2.40, 95%
1645without history therapy refills divided by | incarcerated CI: 1.54-3.75)
of incarceration number of days of follow-
up in the first vear after
starting therapy
Soto Blanco 2005 | Spain 177 HIV infected Cross-sectional | Non-adherence defined as | Non-adherence in 24.3% Fewer than one family visit in
et al [26] prisoners missing at least 2 doses or | overall;14% in females; 16% | a month (OR:2.21, 95%
schedules in the last 5 days | in males; 58% in those not- | CE1.10-4.46), reporting
visited by people from robbery as a reason for
outside; 35% in those imprisonment (OR:2.36, 95%
reported robbery as a CL:1.01-5.50), difficulty in
reason for incarceration taking medication (OR:3.64,

95%CL:L78-7.43), having
anxiousness and/or depression
(OR:2.43,953%CE:1.15-5.13)
and receiving methadone
treatment (OR:2.74,95%
CI:1.08-6.93) were associated
with non-adherence

Sato Blanco 2005 | Spain 281 HIV infected Cross-sectional | No-adherence defined as | Non-adherence in 54.8% Having difficulty in taking
etal [51] prisoners more than two doses overall; 64.6% in prisoners | medication (OR: 1.94, 95%CI:
missed in the last week, or | lacking support from L.05-3.57}, inability to

more than 2 days of total | officers; 66.7% in prisoners | continue with the medication
non-medication in the last | having difficulty in taking | (lack of self-efficacy) (OR:

3 months medication; 85.7% in 5.37, 95%CIL: 2.06-13.94), lack
prisoners unable to of support from outside prison
continue medication; (OR: 3,97, 95%C1: 1.19-13.23)
63.6% in mentally ill;83.3% | and feeling anxious or
in prisoners lacking depressed (OR: 2.07, 95%Cl:
support from outside 1.18-3.66) were associated
prison with non-adherence

White et al 2006 | USA 31 HIV infected Cross-sectional | Adherence defined asthe | No descriptive results Access to ART (correlation
[52] prisoners proportion of prescribed | reported coefficient (r} = 0.43,
doses taken p < 0.05), attitude towards

taking ART (r = 0.53, p<0.03),
coping scale (r = 0.49,

p < 0.05), emotional wellbeing
(r =037 p < 005} and
physical functioning (r = 0.44,
P < 0.05) associated with
adherence

(Continued)
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Table 2. (Continued)

Author

Year

Country

Population

Study Design

Measurement

Find:
5

Conclusi

Ines et al [25]

2008

Spain

50 HIV infected
prisoners

Cross-sectional

N A Aefinad

10
missing at least 2
medication doses or
schedules in the last 5 days

as

&
Non-adh ce 58% in
overall

Predictors of non-adherence:
previous injecting drug use
(OR: 8.86, 95%CI: 1.52-51.77)

Predictors of adherence:
having job in prison (OR: 5.56,
95%Cl: 1.12-27.02), absence of
HIV-related symptoms (OR:
7.81, 95%C1:1.01-62.5), good
or average acceplance of
treatment (OR: 10,10, 95%CI:
1.23-83.33) and higher
academic background (OR:
5.20, 95%C1: 1.05-26.31)

Small et al [67]

2009

Canada

12 HIV positive and
1DU male prisoners

Qualitative

Experience with ART in
prison

Barriers to adherence:
discrimination leading to
discreetly taking medication
which caused missing of doses;
difficulty 1o obtain medication
due to complicated institution
health care delivery system
particularly during entry; poor
relation with physicians; poor
quality of health staff

Raberson et al
128]

2009

USA

12 HIV infected
WOmMen prisoners

Qualitative

Factors affecting
adherence

Barriers to adherence: stigma.
loss of privacy and long
waiting time due to reception
of drugs through DOTs; bad
treatment by prison officers
and other inmates

Facilitators of adherence:
tailoring drug taking time with
prisoners’ routing; support by
nurses, friends or officers;
using KOP than DOTs;
concern for health, a desire to
live, and evidence of improved
health such as increased CD4
counts

Milloy et al
[20]

2011

Canada

271 HIV infected
1DUs

Retrospective
cohort (1996
2008)

Adherence defined as
number of days ART
dispensed divided by
number days that a patient
eligible for ART

61% median level of
adherence

Non-adherence (adherence
<95%) associated with
number of incarceration; 1-2
incarceration events (OR: 1.49,
95% CI: 1.03-2.05); 3-5 events
{OR: 2.48,95% CL: 1.62-3.65);
=5 events (OR: 3.11,95% CL:
1.86-4.95)

Pa parizos et al

[15]

2013

Greece

93 HIV infected
prisoners

Longitudinal
record review
(2001-2011)

-Adherence defined as
medication intake
according to regimen
(>95%)

Regiment or dose non-
adherence 56% in overall

Age <40 years associated with
non-adherence (p<0.015)

Shalihu etal
[13]

2014

Namibia

18 HIV infected male

prisoners

Qualitative

Identifying barriers to
adherence

Barriers to adherence: lack of
medication privacy leading to
stigma, lack of social support,
low access to food, brutality of
officers causing despair, and
commodification of ARVs by
inmates due to low knowledge
about HIV and ART

(Continued)
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Table 2. (Continued )

Author | Year | Country | Population Study Design Measurement Findings Conclusions
*]. Culbert 2014 | USA 42 HIV infected male | Qualitative Men’s perception of and | ———— Barriers to adherence: delayed
[12] and male-to-female experiences with HIV care prescribing, out-of-stock
transgendered and ART during medications, intermittent
recently released incarceration dosing during lockdowns,
! peron | kol e LA
Seyed 2016 | Iran 17 HIV infected Qualitative Barriers to ART adherence | ———— Barriers to adherence: drug
Alinaghi et al prisoners addiction, negative drug
114] reactions, bad experiences
with staff, psychosocial and
nutritional problems, and poor
| qualiq-I of food
Subramanian | 2016 | Canada | 58 HIV infected Retrospective Adherence defined as Mean adherence 57.3% one | Adherence during
etal [56] prisoners cohort (2007~ number of months for year before incarceration; | incarceration was significantly
2011) which ART was dispensed | 88.7% during incarceration | higher than adherence before
divided by the number of incarceration (p<0.00)
maonths of follow-up
Farhoudietal | 2018 | Iran 7 HIV infected male | Qualitative Barriers and facilitators of | — Barriers to adherence: medical

[68]

prisoners

adherence

factors: drug side-effects,
medication interruption,
taking methadone
maintenance treatment,
physical conditions,
knowledge about CD4 level
and accessibility of
complementary medicines;
social factors: stigma, patient-
physician relationship;
psychological factors:
depression, anxiety, and
disappointment; other factors:
lack of education about ART,
drug use, forgetfulness and
lock ups

Study 1D (identification), geographical location, population involved, study design and main outcomes of articles included in the analyses of adherence to ART

*Studies included in other categories

https/doi.org/10.1371journal.pone. 02333551002

HIV care linkage and ART initiation

Rate of linkage to care and ART initiation among inmates varied widely across geographical
regions and settings (Table 1). Three studies from high income countries (two from the USA
and the other from Italy) reported 75% and above initiation of ART among HIV infected
inmates [3, 23, 45]. Lucas et al [5] in the USA identified 99% care linkage among inmates
within 90 days of diagnosis, However, three other studies in the same country; one national
[50] and two jail studies [46, 48] reported relatively lower rates of linkage to care (66%) and
initiation of ART (58% vs 46%), respectively. Similarly, one study in Spain found three times
lower utilization of ART by incarcerated people compared to their non-incarcerated counter-
parts [49].
There were few of published studies on HIV care use in the prisons of low-and middle-
income countries, however available studies reported substantial delays in treatment initiation.
A national retrospective ART survey in Malawi [9] reported 93% ART initiation among pris-
oners at WHO stage I1I or IV. A cross-sectional study in Malaysia reported that fewer than
50% of ART eligible inmates were initiated on treatment, a quarter of whom developed
acquired immunodeficiency syndrome (AIDS) [11]. Another cross-sectional study in Brazil
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Table 3. Characteristics of studies investigating outcomes of antiretroviral therapy.

Author Year |Country | Population Study Design | Measurement Findings Conclusions
Palepu et al 2003 | Canada | 234 HIV infected Retrospective | Viral suppression Viral suppression in 19% in | Incarceration negatively
21 IDUs cohort (199%6- | defined as having viral | those with history of associated with viral
2001) load of <500copies/mL | incarceration; 40% in those suppression (OR: (.22, 95%
in two consecutive story of CL: 0.09-0.58)
measurements incarceration
“Palepu et al 200 | Canada | 101 HIV infected Retrospective | Viral suppression Viral suppression in 96% of | History of incarceration
[17] peaple with history of | cohort (1997~ | defined as having at people without a history of negatively associated with
incarceration and 2002) least two consecutive incarceration; 89% in people | viral suppression (HR: 0,68,
1645 without history viral load of <500 with a history of incarceration | 95% CI: 0.51-0.89); whereas
of incarceration copies/mL longer time spent in prison
was positively associated with
viral suppression (HR: 1.06,
95% CI: 1.02-1.10)
Springer etal | 2004 | USA 1866 HIV infected Retrospective | » Viral suppression Viral suppression 59% in Significant decrease in viral
[61] prisoners cohort (1997~ | defined as having viral | overall; mean CD4 count load (p<0.0001) and increase
2002) load of <400 copies/ increased by 74 cells/mL and | in CD4 count (p<0.0001)
mL the mean viral load decreased | during incarceration, whereas
» Change in viralload | by 0.93 logl0 copies/mL significant increase in viral
and CD4 count during | during incarceration; mean | load (p< 0.0001) and decrease
incarceration CD4 count decreased by 80 in CIM count (p< 0.0001) at
cells/mL, and the mean viral | re-incarceration
load increased by 1.14 logl0
in re-incarcerated
Stephenson 2005 | USA 15 re-incarcerated Retrospective | = Viral suppression Viral suppression at the Re-incarceration associated
etal [60] and 30 incarcerated | cohort (1997~ | defined as having viral | beginning 53% in re- with poor immunological
HIV infected males | 1999) load of <400 copies/ incarcerated; 50% in non-re- | (p<0.003) and virological
mL incarcerated; 20% in re- (OR: 8.29, 95% CL:1.78, 38.69)
« Change in CD4 count | incarcerated at the end of two | outcomes
over the follow period | and half years follow up; 47%
in non-re-incarcerated; mean
CD4 count at the beginning
224 cells/mm? in re-
incarcerated; 446 cells/mm® in
non-re-incarcerated; 157 cells/
mm’ in re-incarcerated at the
end of the follow up; 560 cells/
mm® in non-re-incarcerated
*Soto Blanco 2005 | Spain 281 HIV infected Cross-sectional | » Viral suppression Viral suppression in 60.5% No individual factors
etal [51] prisoners defined as having viral | overall; mean viral load, logl0 | associated with viral
load of <logy, 1.6 4.69 copies/ml; mean CD4 suppression and mean CD4
copies/mL count, 381 cells/mm’; mean count
» G124 count viral load 4.68 in adherent;
5.12 in non-adherent; mean
CD4 count, 390.55¢ell/mm’ in
adherent; 373.53cells'/mm? in
non-adherent
“Inesetal [25] | 2008 | Spain 50 HIV infected Cross-sectional | » Virological failure Viral suppression 46% in Adherence significantly
prisoners defined as having viral | overall; change in CD4 count | associated with undetectable

load of =50 copies/mL
« Change in CD4 count
after treatment

within 6-months of ART
119.71 £ 29.75 in overall;
mean HIV-RNA levels

1.68 + 0.26 logl0 copies/m L in
adherent patients: 1.33 £ 0.33
log L0 copies/mL in non-
adherent; change in CD4
count 188.21 + 55.83 cells/
mm” in adherent and
70.10 28,84 cells/mm’ in
non-adherent patients

viral load (p< 0.004) and
increase in CDM count
(p<0.048)

(Continued )
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Table 3. (Continued )

Author Year |Country | Population Study Design | Measu t Finding; Conclusions
Westergaard 2011 | USA A37HIV infected Prospective = Virological failure Virological failure 53.3% in Brief incarceration (7-30
etal [63] IDUs cohort (1998- | defined as having viral | those incarceration reported; | days) associated with
2009) load of >400copies/mL | 24.8% in those no virological failure (both at 400
« CD4 count incarceration reported; CD4 | and 10,00¢cepies/ mL cut offs)
count of <200cells/mm? 24% | (OR: 7.7, 95%CI: 3.0-19).
in never incarcerated; 26.5%
in at least once incarcerated;
viral load of > 10,000copies/
mlL 37.4% in never
incarcerated; 43.6% in at least
once incarcerated
Davies and 2012 | South 148 HIV infected Retrospective | » Viral suppression Viral suppression in 73% No statistical analysis
Karstaedt [19] Africa prisoners cohort (2004~ | defined as having viral | overall; median CD4 count performed
2008) load of <400copies/mL | 122cells/mm® during ART
» Change in median initiation; 356cells/mm” after
4 count over the 96 weeks of treatment
ART period
Meyeretal [4] | 2014 | USA 882 HIV infected Retrospective | » Viral suppression Viral suppression 29.8% in Viral suppression correlated
prisoners cohort (2005- | defined as having viral | overall during entry; 70% with female sex (OR:1.81, 95%
2012) load of < 400copies/ during release; 68.% in men; | CL:1.26-2.59) and low
mL 79.1% in women; 63.6% in psychiatric problem (OR:
» Change in CDM4 count | psychiatric patients; 72.1% in | 1.50, 95% C: 1.12-1,99);
between entry and non-psychiatric patients; significant increase in CD4
release mean increase in CD4 count | count (P < 0.001) and
98 cells/pl during decrease in vital load (P<
incarceration; mean decrease | 0.001) during incarceration
in viral load 1.12 log10 during
incarceration
Meyer et al [59] | 2014 | USA 497HIV infected Retrospective | « Viral suppression Viral suppression 70% in Recidivism negatively
prisoners cohort (2005- | defined as having viral | overall before release; 52% in | associated with viral
2012) load of <400copies/mL | recidivists before release; 31% | suppression (p<0.0001);
» Change in viral load in recidivists on re- increase in age (OR:1.04, 95%
and CD4 count incarceration; mean loss of CL:1.01-1.07) and having
between release and re- | CD4 count 50.8 cells/mm?® higher level of medical or
incarceration between release and re- psychiatric comorbidity
incarceration; mean viral {OR: 1,16, 95%C1:1.03-1.30)
rebound 0.4log,, between associated with viral
release and re-incarceration suppression during re-
incarceration
“Monarcaetal | 2015 | laly 338 HIV infected Cross-sectional | « Viral suppression Viral suppression 73.5% in No statistical analysis
23] prisoners defined as having viral | overall; >200cells/mm® 90.6% | performed
load of <50 copies/mL | in overall
» CD4 Count
Meyeretal [58] | 2015 | USA 1,089 HIV infected Retrospective | » Viral suppression Average viral suppression, Significantly more viral
prisoners cohort (2005- | defined as having viral | 32.7% at entry; 70.6% during | suppression rate in women
2013) load of <400 copies release; 80% in females; 68.7% | than men during pre-release
per/mL in males; mean CD4 count, {p=0.002)
« Change in CDM4 count | 344.5¢ells/mm” at entry;
during incarceration 449.5cells/mm” during release
Chanetal [54] | 2015 l-h}gkand T4HIY infected Cross- sectional | Viral suppression Viral suppression 68% in No statistical analysis.
prisoners defined as having viral | overall performed
load of <40copies/mL

(Continted)
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Table 3. (Continued )

Author Year | Country P\nl)ul.:llinn Study De-sign ' Measurement F‘mdinp Conclusions
*Lucasetal [5] | 2016 [ USA 83 HIV infected Cross-sectional | » Viral suppression Viral suppression at late Significant change in viral
prisoners defined as havins viral | assessment 88% in overall; suppression (p-((.l.l’l[)l'l;) and
load of <200 copies/ median increase in CD4 count | CD4 count (p<0.0001) during
mL 160cells/mm” in overall; viral | incarceration
« Change in CD4 count | suppression 43% at initial
during incarceration assessment in newly
diagnosed; 25% in previously
diagnosed; 86% at late
assessment in newly
diagnosed; 81% in previously
diagnosed i
*Subramanian | 2016 | Canada | 58 HIV infected Retrospective | » Viral suppression Viral suppression 50% in CDM count significantly
etal [56] prisoners cohort (2007~ | defined as having viral | overall at prison entry:77.8% | improved during
2011) load of <40copies/mlL | at exit; CD4 count of incarceration (p<0.02)
« Change in CDM count | <200cells/mm® 57.1% at
during incarceration entry;61.9% at exit
Nasrullah etal | 2016 | USA 443 HIV infected Cross-sectional | Viral suppression Viral suppression 55.8% in Recently incarcerated persons
[18] people with history of defined as having viral | incarcerated; 74.2% in non- are significantly less likely to
incarceration and load of <200copies/mL | incarcerated people achieve viral suppression
8077 without history (OR:0,910, 95%CL:01.86, 0.95)
of incarceration
Telisinghe etal | 2016 | South 404HIV infected Retrospective | Viral suppression Viral suppression 94.7% in * Provision of onsite ART
[64] Africa | prisoners cohort (2007- | defined as having viral | ART naive prisoners at 6 service yielded high
2009) load of <400copies/mL | monthi92,5% at 12 month; | percentage of viral
72.1% in ART experienced suppression
| prisoners at 6™ month
Eastmentetal | 2017 [ USA 202HIV infected Retrospective | Viral suppression Proportion of CD4 count Incarceration associated with
[57] people with history of | cohort (2014) | defined as having viral | <200cells’'mm’, 25% in lower CDM count (p<0.001)
jail booking and 6788 load of < 200 copies/m] | people with a history of jail
without history of jail or no viral load report | booking; 7% in people
booking without a history of jail
booking; Viral suppression
62% in people with a history
of incarceration (one year
after release);79% in non-
incarcerated people
Mpawa et al 2017 | Malawi | 262HIV infected Cross-sectional | Viral suppression Viral suppression in 95% No patient characteristics
[53] prisoners defined as having viral | overall associated with viral
| load of <40 copies/mL. suppression
Dos Santos Bet | 2018 | Brazil 25HIV infected Prospective » Viral suppression Viral suppression 46% in No statistical analysis
etal [62] prisoners cohort (2013~ | defined as having viral | overall performed
014) load of < 200 copies/
| mL

Study 1D (identification ), geographical location, population invelved, study design and main eutcomes of articles included in the analyses of ART outcomes (change in
CD4 count and viral load)
*Studies included in other categories

Zldoi.org/10.1371joumal pone. 02333551003

[47] reported less than 50% initiation of ART among HIV infected prisoners with unknown
clinical status within 6-months of diagnosis.
Different personal and structural factors have been identified as factors affecting ART initi-
ation among HIV infected prisoners. Lucas et al [5] and Jaffer et al [48] found longer time of
linkage to care in those who were diagnosed during prison entry compared with those diag-
nosed before prison entry, The same authors [5, 48] and White et al [16] noted higher rates of
ART initiation among inmates with lower baseline CD4 count (<300cells/mm”*). ART accep-
tance in HIV infected inmates was also influenced by their attitudes towards the medication.
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Mostashari et al [45] and Altice et al [55] found a higher rate of ART acceptance among
inmates who perceived ART as safe to take and efficient in improving their health. A similar
finding was obtained by Culbert et al [22] who found that ART utilization among inmates was
associated with more positive attitudes towards medication safety and efficacy.

While there is yet to be strong evidence for specific factors contributing to delayed presen-
tation for care among HIV infected inmates in low-and middle-income countries, lack of
access to standard of care has been proposed as a major barrier to ART initiation. Makombe
et al [9] in Malawi reported limited access to HIV care in prisons as HIV infected inmates
were forced to receive ART services from public health facilities. Bick et al [11] reported mini-
mal resource allocation for prison HIV care in Malaysia compared to care provided in the
community, which resulted in delayed treatment initiation and frequent care interruptions
among inmates. A qualitative study in India [65] supported these findings by exploring pro-
tracted structural processes involved in accessing care from public health facilities which pre-
vented HIV infected inmates from starting ART. Barriers to ART initiation among inmates
appeared to possess different account in the context of prisons of high income countries. Qual-
itative studies from the USA [12, 66] described the importance of institutional and social barri-
ers to care despite the presence of a standard of HIV care being provided in the correctional
facilities. Prisoners dissuaded from disclosing their HIV status being afraid of perceived stigma
and discrimination against, as well as anticipating a violent response by officers and other fel-
low inmates, which rendered them initiate treatment delayed.

Adherence to ART

Studies investigating the impact of incarceration history on ART adherence identified higher
odds of non-adherence in people with a history of incarceration than those without a history
of incarceration [17, 20]. One study in the USA on the other hand compared adherence at
prison entry and exit, finding a significant increase in the level of optimal adherence during
incarceration (57% vs 89%) [56]. Six other studies from different countries estimated preva-
lence of non-adherence among inmates during incarceration [15, 25-27, 45, 52, 70], and the
overall prevalence ranged from 24% [26] to 58% [25] (Table 2).

Structural, social, and behavioural factors were found to affect inmates’ adherence to ART.
Among structural factors, Soto Blanco et al [26] identified higher rates of non-adherence in
individuals who were incarcerated due to robbery offences, presumably due to shorter sen-
tences. White et al [52] found more non-adherence in those who reported inconvenience in
accessing care from the prison health care system. Qualitative studies [12-14, 28, 67] similarly
explained a number of institutional-related factors to affect adherence among inmates includ-
ing lack of privacy during medication pick-ups and use, difficulty in accessing care, and insuf-
ficiency and/or poor quality of food.

Social support within prison and from the outside community was associated with inmates’
adherence to ART. Mostashari et al [45] and Altice et al [55] found optimal adherence in pris-
oners who were able to seek emotional support from others, and those who established good
relationships with their care provider. Qualitative studies emphasized the importance of
inmate-health care provider relationships in enhancing optimal adherence [14, 28, 67, 68].
Other studies [28, 67] also showed that inmates were more likely to use ART when health care
providers were found to be caring and sympathetic towards their clients. Higher ART adher-
ence was observed among inmates who reported ‘cooperative’ prison officers [27], and among
those who were able to engage in jobs in prison [25]. This was concordant with what was
described by qualitative studies [12-14, 28, 67, 68] that alienation of inmates using ART by
prison officers and other inmates resulted in suboptimal adherence. Soto Blanco et al [26] and
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Blanco et al [27] on the other hand identified higher prevalences of adherence in inmates who
were capable of receiving regular visits from people from outside prison.

Behavioural factors and attitudes towards ART were reported to influence adherence. Ines
etal [25] found that the inmate’s belief in ART efficacy and safety had an effect on ART adher-
ence. A study by White et al [70] corroborated the association between the inmate’s belief in
ART efficacy and ART adherence that those who believed that ART would help them live lon-
ger were more likely to be adherent. Two other studies [26, 27] documented higher likelihood
of non-adherence in prisoners with difficulty of 1aking medication and those who could not
consistently follow their medication schedule (commonly reported as having low self-efficacy).

Other behaviour- and awareness-related factors were suggested to influence ART adher-
ence among prisoners: history of injecting drug use, medication refusal, and unintended use of
ARV drugs as a result of having little knowledge about HIV and the health importance of ART
were described as risk factors for non-adherence [13, 15, 25, 68]. Difference in adherence was
also observed among inmates based on age and academic background. Paparizos et al [15]
showed a high probability of poor adherence among inmates aged younger than 40 years com-
pared to older prisoners. Ines et al [25] reported higher adherence among those with a higher
academic background.

Factors related to individual health appeared to affect inmates’ adherence to ART. In their
two consecutive studies, Soto Blanco et al [26] and Blanco et al [27] identified a strong associa-
tion between depression and suboptimal adherence among prisoners, White et al [70] sup-
ported this association using different scales of adherence measurement (i.e. medication
depression on inmates’ adherence as depressed prisoners lacked motivation to use ART due to
being hopeless for recovery. Ines etal [25] on the other hand demonstrated that the presence
of any non-specific symptoms of illness increased the probability of non-adherence. This was
concordant with findings by White et al [70] and Farhoudi et al [68], which showed a relation-
ship between inmates” emotional and physical wellbeing and ART adherence.

ART outcomes
Five studies investigated the impact of incarceration history on viral suppression [16, 17, 21,
57, 63], with two of these simultaneously analysing change in CD4 count over the course of
treatment [57, 63]. In all cases, a statistically significant increase in viral suppression and CD4
count was recorded in people without a history of incarceration compared to those with a his-
tory of incarceration (Table 3). Four studies from high-income countries analysed changes in
viral suppression and CD4 count during incarceration [4, 5, 56, 58]. All studies showed an
increase in both treatment outcomes during the course of incarceration. In the studies that
investigated the association between re-incarceration and ART outcomes [4, 60, 61], a statisti-
cally significant increase in viral load and decrease in CD4 count was observed among people
with episodes of re-incarceration. Eight studies reported the overall rate of viral suppression
during incarceration [19, 23, 25, 27, 54, 62, 64, 69], which ranged from 46% in Spain [25] and
Brazil [62] to 95% in Malawi [69]. Four of these studies reported on CD4 count; two measuring
mean and median CD4 count (381cells/mm™ and 356 cells/mm”, respectively) [19, 27], and the
other two reporting change in CD4 count within 6-months of ART commencement
(119.71 + 29.75 cell/ mm") and the percentage of inmates with CD4 count =200 cells/mm®
(91%) [23, 25].

There was inconsistency among rarely available published studies about specific factors
affecting viral suppression and CD4 count among HIV infected inmates. Ines et al [25] identi-
fied a higher level of viral suppression and an increase in CD4 count in adherent inmates
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compared to non-adherent inmates. However, Blanco et al [27] reported no statistical associa-
tion between adherence and viral suppression or CD4 count, although there were lower viral
load and higher CD4 count in adherent prisoners than non-adherent ones. Meyer et al [4] in
the USA found a negative association between psychiatric disorder and viral suppression
among inmates. Two consecutive studies by these same authors also identified a correlation
between female sex and viral suppression during incarceration [4, 58]. Whilst male and female
inmates had comparable viral suppression at prison entry, females possessed significantly
higher odds of achieving viral suppression during incarceration. In contrast, Mpawa et al [69]
in Malawi found no association between viral suppression and inmate characteristics.

Meta-analyses of factors affecting ART initiation, adherence and outcomes

Meta-analyses for each outcome was employed when at least two studies assessed the exposure
variable. The Fixed Effect Model was applied as the number of studies involved in the meta-
analyses of a particular outcome was low, and considerable difference in size existed between
the studies [42, 43]. The effect of incarceration history on CD4 count was not analysed because
of a high level of heterogeneity between the studies reporting the outcome (I* = 96%). Mantel-
Haenszel statistics was applied to calculate pooled odds ratio and the results are presented
using forest plot as shown in Figs 2A-5B.

Sixteen studies involving 22,190 people were included in the meta-analyses to determine
factors associated with initiation, adherence and outcomes of ART among prisoners. Lower
odds of ART initiation was noticed among inmates with higher baseline CD4 count (CD4
>500celss/mm™) (Fig 2A; OR = 0.37, 95%Cl: 0.14-0.97, 1% = 43%), new HIV diagnosis (Fig 2B;
OR = 0.07, 95%CL 0.05-0.10, I* = 68%), and in those who lacked confidence in ART safety
(Fig 2C; OR = 0.32, 95%CL 0.18-0.56, I” = 0%) and efficacy (Fig 2D; OR = 0.31, 95%CL: 0.17-
0.57, I* = 0%).

Non-adherence was high among inmates who lacked social support (Fig 3A; OR = 3.36,
95%CI: 2.03-5.56, I° = 35%), had low self-efficiency score (Fig 3B; OR = 2.50, 95%CI: 1.64,-
=0%).

Lower odds of viral suppression were associated with a history of incarceration (Fig 4A;

OR = 0.40, 95%Cl: 0.35-0.46, I° = 0%), re-incarceration (Fig 4B; OR = 0.09, 95%CI: 0.06-0.13,
I” = 64%) and male gender (Fig 4C; OR = 0.55, 95%CI: 0.42-0.72, I* = 0%).

Higher odds of CD4 count <200cells/fmm* (Fig 5A; OR = 2.01, 95%ClI: 1.62, 2.50, I = 449%)
observed during prison entry compared to those noticed during release. A study by Lucas et al
[5] was removed from the analyses of viral suppression during prison entry and exit to avoid
severe heterogeneity (Fig 5B).

Discussion

The review offered evidence that despite the prisoners’ acceptance of, and compliance with
ART, issues related to accessibility and availability of standard of HIV care remained a chal-
lenge. Although there existed variation at individual and facility levels [50], HIV infected
inmates were generally capable of timely initiating ART in prison settings where an acceptable
standard of care was available [5, 23, 45]. From the limited available studies of prisons in the
low-and middle-income countries, there remained particular challenges in accessing the stan-
dard of care available to the surrounding community, and this resulted in delayed treatment
initiation and associated health complications [9, 11]. Nevertheless, there was evidence that
inmates could respond well to ART in these settings when an appropriate standard of care was
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Fig 2. Forest plot of associations between ART initiation and baseline CD4 count (a), time of HIV diagnosis (b), belief

in ART safety (c) and efficacy (d). Prisoners with higher baseline CD4 count (CD4 >500cells/mm®) and new HIV
diagnosis, and those who lacked belief in ART safety and efficacy were less likely to initiate ART.

https:/doi.org/10.1371/joumal.pone.0233355.9002

provided [64, 69]. Lower rate of ART initiation was also observed in jail settings which hold
people serving short-term sentences, often for less than one year [46, 48], compared to prisons
or long-term correctional facilities, possibly as a result of the transient nature of the incarcer-
ated population.

Due to the bureaucracies commonly existing in prison systems, HIV infected inmates often
faced challenges in navigating and using ART even in prison settings where the standard of
care was available. Suboptimal treatment provided by health care providers, as well as stigma
and discrimination arising amongst fellow inmates and prison security, contributed to delayed
linkage to care and inadequate adherence to ART [12, 13, 28, 65-67]. In contrast, as supported
by the meta-analyses results, inmates who were able to receive support either from people in
prison (prison-officers, health staff and other inmates) or people external to prison, such as

family and friends, demonstrated good adherence [25-27, 45]. Confidentiality around the use
PLOS ONE | https://doi.org/10.1371/journal.pone.0233355 May 18, 2020 18/27
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Fig 3. Forest plot of associations between non-adherence and social support (a), self-efficacy (b) and depression (c).
Inmates who lacked social support, were unable to consistently use ART (or lacked self-efficacy) and those with
experience of depression were less likely to be adherent to ART.

httpsy//doi.org/10.1371/joumal pone.0233355.0003

of ART seemed to be difficult to maintain in prison, particularly in settings where prisoners
were required to form a line [28] or shuttled in a group to external health facilities to access
care [13]. Therefore, strategies ensuring medication privacy and the availability of social sup-
ports are highly needed in prison systems beyond offering of a high standard of care through
adaptation of the Seek, Test, and Treat (STT) strategy [71] which involves identification and
offering of ART to all HIV infected individuals, to the unique needs of prison settings.

It was found that the inmate’s perception plaid a crucial role in the initiation of and adher-
ence to ART. HIV-infected prisoners may feel healthy during the early phases of their infection
and hesitate to initiate ART. This was shown by the current meta-analyses in which inmates
with high CD4 count and those newly diagnosed for HIV were more reluctant to start ART [5,
48]. However, care providers at times preferred to prescribe medication for those who had
lower CD4 counts [46]. Several studies also reported the same problem in the general popula-
tions as people at the asymptomatic stage often hesitate to decide to start ART due to the per-
ception that they are not sick enough to warrant treatment [72, 73]. Prisoners’ perception of
the safety and efficacy of ART was another important factor affecting their initiation and
proper use of ART. Inmates appeared to accept and adhere well to ART when they perceived
that it improves health without causing harm [22, 25, 45, 70]. Adherence also occurred when
they believed that they possessed the self-efficacy to consistently use the medication for life
[26, 27]. It seems that novel information dissemination strategies including peer education
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Fig 4. Forest plot of associations between viral suppression and incarceration (a), re-incarceration (b) and gender (c).
Incarcerated people were at higher risk of viral non-suppression compared to unincarcerated people but had lower risk
than re-incarcerated people. Higher odds of viral suppression in females than males at exit from prison.
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Fig5. Forest plot of differences in CD4 count (a) and viral suppression (b) at prison entry and exit. Higher odds of
low CD4 count (CD4 < 200cells/mm”*) and viral non-suppression at entry than al exit from prison,
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and engagement of socially concordant navigators [74, 75] are highly required at prison set-
tings to enhance inmates’ awareness of the health benefits of early ART initiation and mecha-
nisms to manage adverse effects of ARV drugs. Effective implementation of international
guidelines to initiate all HIV infected individuals on ART regardless of their clinical back-
ground could also help minimise treatment delays [76].

Other personal and behavioural characteristics were also found to influence inmates’ adher-
ence to ART and subsequent treatment outcomes. Prisoners in some settings possessed limited
knowledge about HIV and the importance of ART and so developed indifference to use the
medication [13, 15]. Further, males, younger inmates, those with a lower educational back-
ground, and those with a history of injecting drug use were at high risk of suboptimal adher-
ence and poor treatment outcomes [4, 1! 8]. Given the high prevalence of these
characteristics in incarcerated people [58,
including provision of adequate educational information about HIV and the importance of
ART are highly recommended.

Mental health problems were another important determinant of ART adherence and out-
comes in prison populations. Due to the high prevalence of depression both in HIV infection
[78] and in incarcerated people [79], prisoners infected with HIV were at increased risk of
bearing the burden of psychiatric problems, which often caused difficulty in maintaining ART
adherence (14, 26, 27, 68, 70|, and led to poor treatment outcomes [4]. Integration of HIV care
and treatment of medically diagnosed depression is therefore likely to be very important.

Although the level of ART adherence and outcomes varied greatly among studies (range;
42%-89% for adherence and 46%-95% for viral suppression), significant improvements were
noted in general during incarceration [4, 5, 56, 58]. The variation might partly be attributed to
the difference in overall quality of care provided across settings but might also be influenced
by differences in study design and case definition, However, the overall improvements in ART
adherence and outcomes during incarceration noted in our systematic review may suggest
effectiveness of ART service in correctional facilities.

History of incarceration was associated with poor ART adherence [17, 20] and outcomes
[16.,17, 21, 57, 63]. A number of factors might have contributed to this including poor quality
of care and other psychosocial as well as structural barriers to care during incarceration. Link-
age to community health care system also remains a challenge for maintaining the HIV care
continuum among people discharged from the criminal justice system [6]. Moreover, re-incar-
cerated people were more likely to face viral rebound and immunological suppression than
incarcerated people mainly due to care interruptions during their previous release [59-61].

7], group specific HIV care intervention strategies

This suggests a need for novel intervention strategies to ensure continuity of care during and
after incarceration through integration of prison and community health care systems.

This review is subject to the following limitations. The majority of studies analysing deter-
minants of ART initiation, adherence and outcomes were in high-income countries which
made international extrapolation of the findings difficult. Causality between variables could
not be claimed as the analyses were mostly made based on retrospective data. We were unable
to ascertain determinants of HIV care use in prison settings in low-and middle-income coun-
tries as almost all the included studies were simple descriptive studies lacking explicit analyses
of the potential factors. The definitions of HIV care cascade elements (i.e. linkage to care, ART
initiation, adherence and outcomes) differed among studies, which might have led to over- or
under-estimation of the effects. The certainty of the evidence could only be established with
low-level of quality as all of the included studies were non-randomized observational studies;
only 29% of the studies had a score of ‘moderately high’ or above in the overall quality assess-
ment and there was inconsistency of effects between the studies (for some of the outcomes)
and imprecision of the results as most of the studies were small studies with few events [80].

PLOS ONE | hitps://doi.org/10.1371/journal.pone. 0233355 May 18, 2020 21/27

279



PLOS ONE

Imprisonment and HIV care

Studies published in languages other than English were excluded from the review due to
resource and time constraints and this might have increased the potential for reporting bias.
Also, there could be missed studies as screening was performed by a single reviewer [81]. A
funnel plot for the detection of publication bias was not reported due to the small number of
studies (n</10) [82] included in the meta-analyses of each exposure variable.

Conclusion

This systematic review demonstrated that prisoners respond well to ART when they are able to
access a standard of care. In addition to the imperative to provide best quality care on an indi-
vidual level, this finding is of critical public health importance regarding using treatment as an
infection prevention strategy as people in prison are at high risk of acquiring HIV infection
and transmitting to others in the outside community after their release. Thus, ensuring access
to a standard of HIV care at prison settings is paramount. Each prison environment appeared
to possess unique circumstances which potentially influence HIV care use, therefore prompt-
ing a need to design context specific interventions focusing on structural, social and beha-
vioural aspects. Further research on specific determinants of HIV care use in correctional
facilities with a particular focus on low-income countries is highly recommended. Addition-
ally, standardized measures for HIV care cascade outcomes including linkage to care, adher-
ence and viral suppression are crucial.
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Appendix 4.1: A systematic review protocol on initiation, adherence and
outcomes of antiretroviral therapy amongst incarcerated people

NHS
PROSPERO National Institute for
International prospective register of systematic reviews Health Research

UNIVERS[TYW

Centre for Reviews and Dissemination

Systematic review

1. * Review title.

Give the working title of the review, for example the one used for obtaining funding. Ideally the title should
state succinctly the interventions or exposures being reviewed and the associated health or social problems.
Where appropriate, the title should use the PI(E)COS structure to contain information on the Participants,
Intervention (or Exposure) and Comparison groups, the Outcomes to be measured and Study designs to be
included.

Systematic review and meta-analysis of initiation, adherence and outcomes of antiretroviral therapy among

incarcerated people

2. Original language title.

For reviews in languages other than English, this field should be used to enter the title in the language of the
review. This will be displayed together with the English language title.

3. * Anticipated or actual start date.
Give the date when the systematic review commenced, or is expected to commence.

01/02/2019

4. * Anticipated completion date.
Give the date by which the review is expected to be completed.

30/09/2019

5. * Stage of review at time of this submission.

Indicate the stage of progress of the review by ticking the relevant Started and Completed boxes. Additional
information may be added in the free text box provided.

Please note: Reviews that have progressed beyond the point of completing data extraction at the time of
initial registration are not eligible for inclusion in PROSPERO. Should evidence of incorrect status and/or
completion date being supplied at the time of submission come to light, the content of the PROSPERO
record will be removed leaving only the title and named contact details and a statement that inaccuracies in
the stage of the review date had been identified.

This field should be updated when any amendments are made to a published record and on completion and
publication of the review. If this field was pre-populated from the initial screening questions then you are not
able to edit it until the record is published.

The review has not yet started: No
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Review stage Started Complete
Preliminary searches Yes Yes
Piloting of the study selection process Yes No
Formal screening of search results against eligibility criteria No No
Data extraction No No
Risk of bias (quality) assessment No No
No No

Data analysis

Provide any other relevant information about the stage of the review here (e.g. Funded proposal, protocol not
yet finalised).

6. * Named contact.

The named contact acts as the guarantor for the accuracy of the information presented in the register record.

Terefe Fuge

Email salutation (e.g. "Dr Smith" or "Joanne") for correspondence:

Mr Fuge

7. * Named contact email.

Give the electronic mail address of the named contact.

fuge0002@flinders.edu.au

8. Named contact address
Give the full postal address for the named contact.

Flinders University, College of Medicine and Public Health, GPO Box 2100 | Adelaide SA 5001

9. Named contact phone number.

Give the telephone number for the named contact, including international dialling code.

+61(0)872218445

10. * Organisational affiliation of the review.

Full title of the organisational affiliations for this review and website address if available. This field may be
completed as 'None' if the review is not affiliated to any organisation.

Flinders University

Organisation web address:

http://www flinders.edu.au

11. * Review team members and their organisational affiliations.
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Give the title, first name, last name and the organisational affiliations of each member of the review team.
Affiliation refers to groups or organisations to which review team members belong.

Mr Terefe Fuge. Flinders University

Dr Emma Miller. Flinders University

Dr George Tsourtos. Flinders University
12. * Funding sources/sponsors.

Give details of the individuals, organizations, groups or other legal entities who take responsibility for
initiating, managing, sponsoring and/or financing the review. Include any unique identification numbers
assigned to the review by the individuals or bodies listed.

Flinders University

13. * Conflicts of interest.

List any conditions that could lead to actual or perceived undue influence on judgements concerning the
main topic investigated in the review.

None

The authors declare that they have no known cenflicts of interest.

14. Collaborators.

Give the name and affiliation of any individuals or organisations who are working on the review but who are
not listed as review team members.

15. * Review question.

State the question(s) to be addressed by the review, clearly and precisely. Review questions may be specific
or broad. It may be appropriate to break very broad questions down into a series of related more specific
questions. Questions may be framed or refined using PI(E)COS where relevant.

How does incarceration impact on initiation, adherence and outcomes of antiretroviral therapy?

16. * Searches.

State the sources that will be searched. Give the search dates, and any restrictions (e.g. language or
publication period). Do NOT enter the full search strategy (it may be provided as a link or attachment.)

Systematic searches will be carried out on the following databases; Emcare, MEDLINE, PubMed, Scopus,
Web of Science, CINAHL and Cochrane Library. The concepts HIV/AIDS, ART and Incarceration will be
used to construct the search strategy. The search strategy uses only terms related to exposure
(incarceration) and outcomes. The terms will be combined with MEDLINE filter for the concepts under
search. The search terms will be adapted for use with other bibliographic databases in combination with
database-specific filters for the concepts, where these are available. The search strategy is developed with
the help of a qualified librarian. While no restriction will be made in terms of geographical region and year of
publication, studies should be published in English language and indexed up to 26 October 2018 to be
included in the review. The searches will be re-run just before the final analyses and further studies retrieved
for inclusion.

The search strategy for MEDLINE is; HIV or AIDS or HIV-AIDS or Acquired Immunodeficiency Syndrome or
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Human immunodeficiency virus AND antiretroviral* or anti-retroviral* or HAART or ART or anti-hiv AND
prison* or incarcerate® or imprison* or inmate* or jail* or detention* or "correctional facilities" or "correctional

setting" or "house of correction" or custody or convict or detainee.

17. URL to search strategy.

Give a link to a published pdfiword document detailing either the search strategy or an example of a search
strategy for a specific database if available (including the keywords that will be used in the search
strategies), or upload your search strategy.Do NOT provide links to your search results.

Alternatively, upload your search strategy to CRD in pdf format. Please note that by doing so you are
consenting to the file being made publicly accessible.

Do not make this file publicly available until the review is complete

18. * Condition or domain being studied.

Give a short description of the disease, condition or healthcare domain being studied. This could include
health and wellbeing outcomes.

Antiretroviral therapy in incarcerated people

19. * Participants/population.

Give summary criteria for the participants or populations being studied by the review. The preferred format
includes details of both inclusion and exclusion criteria.

Studies evaluating HIV care during incarceration or the effect of history of incarceration on ART initiation,
adherence and outcomes will be considered for review. Those studies focusing only on HIV care use before
incarceration or community care linkage after release will be excluded. Studies will be included in the review
if they investigated HIV care utilisation before, during and after incarceration comparatively. Studies
conducted on specific populations such as certain ethnic groups or population with particular characteristics

(e.g. transgender people, men who have sex with men) will be excluded.

20. * Intervention(s), exposure(s).

Give full and clear descriptions or definitions of the nature of the interventions or the exposures to be
reviewed.

Articles exploring structural, social and individual level determinants of HIV care utilisation among prisoners
will be reviewed. More specifically, studies analysing factors related to access and availability of HIV care;
psychosocial factors such as depression, social support, disclosure, stigma and privacy; behavioural factors
such as attitude towards ART; health and medication related factors including comorbidity, immunoclogical or
clinical status; incarceration related factors such as number and length of imprisonment; and sociceconomic

factors including age, sex, and other characteristics will be assessed.

21. * Comparator(s)/control.

Where relevant, give details of the alternatives against which the main subject/topic of the review will be
compared (e.g. another intervention or a non-exposed control group). The preferred format includes details
of both inclusion and exclusion criteria.
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While no restriction will be made based on whether a study has used comparators, non-incarcerated people
will be considered as a control group when comparisons are made. Comparator ‘Not applicable’ for

qualitative studies.

22. * Types of study to be included.

Give details of the types of study (study designs) eligible for inclusion in the review. If there are no
restrictions on the types of study design eligible for inclusion, or certain study types are excluded, this should
be stated. The preferred format includes details of both inclusion and exclusion criteria.

Studies investigating one or more of the following HIV care cascade elements in incarcerated populations will
be included in the review; linkage to HIV care, initiation of ART, adherence to ART and outcomes of ART.
Both quantitative and qualitative studies will be reviewed without restriction based on type of study design

and publication date.

23. Context.

Give summary details of the setting and other relevant characteristics which help define the inclusion or
exclusion criteria.

Global studies focusing on one or more of the major components of HIV care cascade (i.e. ART initiation,

adherence or cutcomes) in the prison population will be included.

24_* Main outcome(s).

Give the pre-specified main (most important) outcomes of the review, including details of how the outcome is
defined and measured and when these measurement are made, if these are part of the review inclusion
criteria.

Studies reporting one or more of the following outcomes will be included in the review; linkage to HIV care,
initiation of ART, adherence to and outcomes of ART in terms of change in CD4 count and viral suppression.
No restriction will be made based on the definition of the outcomes. For qualitative studies, description of

barriers and facilitators of HIV care utilisation among inmates.

Timing and effect measures
Delay in linkage to HIV care or ART initiation measured using different methods such as WHO clinical

staging, CD4 count and determination of time between HIV diagnosis and linkage to care/ART initiation.
Adherence to dose at varying period of time (days, weeks and months) measured using different methods
(self-report, pharmacy refill, pill count, electronic monitoring cups) at different thresholds. Outcomes of ART

measured in terms of CD4 count and viral load at different cut off values.

25. * Additional outcome(s).

List the pre-specified additional outcomes of the review, with a similar level of detail to that required for main
outcomes. Where there are no additional outcomes please state ‘None' or ‘Not applicable’ as appropriate
to the review

None
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greater than 50% will be considered as substantial heterogeneity. We will perform sensitivity analysis based
on study quality, and subgroup analysis to explore heterogeneity in effect estimate based on study quality

and type of exposure. Publication bias will also be detected using a funnel plot.

29. * Analysis of subgroups or subsets.

State any planned investigation of ‘subgroups’. Be clear and specific about which type of study or
participant will be included in each group or covariate investigated. State the planned analytic approach.

If the necessary data are available, subgroup analysis will be performed for different settings (low and high
income countries), types of study designs, measurements and thresholds. Within each study outcome and

overall, we will also perform subgroup analysis by age and number of incarceration episodes.

30. * Type and method of review.

Select the type of review and the review method from the lists below. Select the health area(s) of interest for
your review.

Type of review

Cost effectiveness
No

Diagnostic
No

Epidemiologic
No

Individual patient data (IPD) meta-analysis
No

Intervention
No

Meta-analysis
Yes

Methodology
No

Narrative synthesis
No

Network meta-analysis
No

Pre-clinical
No

Prevention
No

Prognostic
No

Prospective meta-analysis (PMA)
No

Review of reviews
No

Service delivery
No

Synthesis of qualitative studies
No
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Timing and effect measures
Not applicable.

26. * Data extraction (selection and coding).

Describe how studies will be selected for inclusion. State what data will be extracted or obtained. State how
this will be done and recorded.

Articles obtained from database searches will be screened for relevance with their titles and abstracts. After
removal of duplicate and irrelevant articles, full text review will be performed on the retrieved articles.
Corresponding authors of primary studies will be contacted for any missing or unclear information. Data will
be extracted using a format adapted from Cochrane Systematic Review Checklist for Data Collection.
Separate data extraction formats will be used for treatment initiation, adherence and outcomes categories.
Information in the data extraction form include author, year, geographical location, population, method,

measurements, exposures, results and outcomes.

27. * Risk of bias (quality) assessment.

Describe the method of assessing risk of bias or quality assessment. State which characteristics of the
studies will be assessed and any formal risk of bias tools that will be used.

Two review authors will independently perform quality (risk of bias) assessment of the retrieved articles. The
quality assessment will be done using EPHPP Quality Assessment Tool for Quantitative Studies by
considering the following characteristics; representativeness of participants (selection bias), study design,
control of potential confounders, validity and reliability of data collection methods and completeness of
outcome data (withdrawals and dropouts). The criterion of “blindness” will not be considered due to
observational nature of most studies in the field. Disagreements between the review authors over the risk of
bias in particular studies will be resolved by discussion, with involvement of a third review author where

necessary. Risk of bias assessment ‘Not applicable’ for qualitative studies.

28. * Strategy for data synthesis.

Provide details of the planned synthesis including a rationale for the methods selected. This must not be
generic text but should be specific to your review and describe how the proposed analysis will be applied
to your data.

We will provide narrative synthesis of the findings across studies in terms of exposures and outcomes. Due
to variety of outcomes measured and difference in definition of each of the outcome across studies, we
anticipate limited scope for meta-analysis. However, whenever studies have measured the same outcome
and exposure with the same definition, we will pool the outcomes using a random-effects meta-analysis, with
standardised mean differences for continuous outcomes and risk ratios for binary outcomes, and calculate
95% confidence intervals and two sided P values for each outcome. Standard deviations will be adjusted for
studies with small sample size and those in which clustering effects have not been considered.

Heterogeneity between studies in effect measures will be determined using Chi? test and I? statistic. |2
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No

Obstetrics and gynaecology
No

Cral health
No

Palliative care
No

Perioperative care
No

Physiotherapy
No

Pregnancy and childbirth
No

Public health (including social determinants of health)
Yes

Rehabilitation
No

Respiratory disorders
No

Service delivery
No

Skin disorders
No

Social care
No

Surgery
No

Tropical Medicine
No

Urological
No

Wounds, injuries and accidents
No

Violence and abuse
No

31. Language.

Select each language individually to add it to the list below, use the bin icon to remove any added in error.
English

There is not an English language summary

32. Country.

Select the country in which the review is being carried out from the drop down list. For muiti-national
collaborations select all the countries involved.

Australia

33. Other registration details.

Give the name of any organisation where the systematic review title or protocol is registered (such as with
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Systematic review

Yes

Other
No

Health area of the review

Alcohol/substance misuse/abuse
No

Blood and immune system
No

Cancer
No

Cardiovascular
No

Care of the elderly
No

Child health
No

Complementary therapies
No

Crime and justice
No

Dental
No

Digestive system
No

Ear, nose and throat
No

Education
No

Endocrine and metabolic disorders
No

Eve disorders
No

General interest
No

Genetics
No

Health inequalities/health equity
No

Infections and infestations
No

International development
No

Mental health and behavioural conditions
No

Musculoskeletal
No

Neurological
No

Nursing

National Institute for
Health Research
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The Campbell Collaboration, or The Joanna Briggs Institute) together with any unique identification number
assigned. (N.B. Registration details for Cochrane protocols will be automatically entered). If extracted data
will be stored and made available through a repository such as the Systematic Review Data Repository
(SRDR), details and a link should be included here. If none, leave blank.

34. Reference and/or URL for published protocol.

Give the citation and link for the published protocol, if there is one
Give the link to the published protocol.

Alternatively, upload your published protocol to CRD in pdf format. Please note that by doing so you are
consenting to the file being made publicly accessible.

No | do not make this file publicly available until the review is complete

Please note that the information required in the PROSPERO registration form must be completed in full even
if access to a protocol is given.

35. Dissemination plans.

Give brief details of plans for communicating essential messages from the review to the appropriate
audiences.

Do you intend to publish the review on completion?
Yes

36. Keywords.

Give words or phrases that best describe the review. Separate keywords with a semicolon or new line.
Keywords will help users find the review in the Register (the words do not appear in the public record but are
included in searches). Be as specific and precise as possible. Avoid acronyms and abbreviations unless
these are in wide use.

Systematic review; meta-analysis; antiretroviral therapy; initiation; adherence; outcomes; incarceration

37. Details of any existing review of the same topic by the same authors.

Give details of earlier versions of the systematic review if an update of an existing review is being registered,
including full bibliographic reference if possible.
38. * Current review status.

Review status should be updated when the review is completed and when it is published. For
newregistrations the review must be Ongoing.
Please provide anticipated publication date

Review_Ongoing

39. Any additional information.

Provide any other information the review team feel is relevant to the registration of the review.

40. Details of final report/publication(s).

This field should be left empty until details of the completed review are available.

Give the link to the published review.

Page: 10/ 11

295



Appendix 4.2: The preferred reporting items for ystematic reviews and meta-analysis guidelines (PRISMA) 2009
checklist for reporting a systematic review

. : i Reported
Section/topic # Checklist item P
on page #

TITLE

Title 1 | Identify the report as a systematic review, meta-analysis , or both. 1

ABSTRACT

Structured summary 2 | Provide a structured summary including, as applicable: background; objectives; data sources; study eligibility criteria, 1
participants, and interventions; study appraisal and synthesis methods; results; limitations; conclusions and implications of key
findings; systematic review registration number.

INTRODUCTION

Rationale 3 | Describe the rationale for the review in the context of what is already known. 3

Objectives 4 | Provide an explicit statement of questions being addressed with reference to participants, interventions, comparisons, outcomes,
and study design (PICOS).

METHODS

Protocol and registration 5 | Indicate if a review protocol exists, if and where it can be accessed (e.g., Web address), and, if available, provide registration 5
information including registration number.

Eligibility criteria 6 | Specify study characteristics (e.g., PICOS, length of follow-up) and report characteristics (e.g., years considered, language, 5
publication status) used as criteria for eligibility, giving rationale.

Information sources 7 | Describe all information sources (e.g., databases with dates of coverage, contact with study authors to identify additional studies) | 6&7
in the search and date last searched.

Search 8 | Present full electronic search strategy for at least one database, including any limits used, such that it could be repeated. 6

Study selection 9 | State the process for selecting studies (i.e., screening, eligibility, included in systematic review, and, if applicable, included in the | 6
meta-analysis ).

Data collection process 10 | Describe method of data extraction from reports (e.g., piloted forms, independently, in duplicate) and any processes for obtaining | 7

and confirming data from investigators.
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Data items 11 | List and define all variables for which data were sought (e.g., PICOS, funding sources) and any assumptions and simplifications
made.

Risk of bias in individual 12 | Describe methods used for assessing risk of bias of individual studies (including specification of whether this was done at the

studies study or outcome level), and how this information is to be used in any data synthesis.

Summary measures 13 | State the principal summary measures (e.g., risk ratio, difference in means).

Synthesis of results 14 | Describe the methods of handling data and combining results of studies, if done, including measures of consistency (e.g., I? for

each meta-analysis .

297




Appendix 4.3: Study quality assessment tool

QUALITY ASSESSMENT TOOL FOR

S \

QUANTITATIVE STUDIES Effective Pubﬁc\iea!rh Practice Project

COMPONENT RATINGS

A) SELECTION BIAS

(Q1)  Are the individuals selected to participate in the study likely to be representative of the target population?
1 Very likely
2 Somewhat likely
3 Not likely
4 Can'ttell

(Q2) What percentage of selected individuals agreed to participate?
80 - 100% agreement

60 — 79% agreement

less than 60% agreement

Not applicable

Can’t tell

o o LD R —

RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3

B) STUDY DESIGN

Indicate the study design

1 Randomized controlled trial
2 Controlled clinical trial
3 Cohort analytic (two group pre + post)
4  Case-control
5 Cohort {one group pre + post (before and after])
6 Interrupted time series
7 Other specify
8 Can'ttell
Was the study described as randomized? If NO, go to Component C.
No Yes
If Yes, was the method of randomization described? (See dictionary)
Mo Yes
If Yes, was the method appropriate? (See dictionary)
No Yes
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3
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C)

D)

E)

CONFOUNDERS

(a1

(Q2)

Were there important differences hetween groups prior to the intervention?
1 Yes
2 No
3 Can'ttell

The following are examples of confounders:
1 Race
Sex
Marital status/family
Age
SES (income or class)
Education
Health status
Pre-intervention score on outcome measure

0O~ N &= WM

If yes, indicate the percentage of relevant confounders that were controlled (either in the design (e.g.
stratification, matching) or analysis)?

1 B0 —100% (most)

2 60-79% (some)

3 Less than 60% (few or none)

4 Can't Tell

RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3

BLINDING

(a1

(Q2)

Was (were) the outcome assessor(s) aware of the intervention or exposure status of participants?
1 Yes
2 No
3 Can'ttell

Were the study participants aware of the research question?
1 Yes
2 No
3 Can'ttell

RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3

DATA COLLECTION METHODS

(1)

(@2)

Were data collection tools shown to be valid?
1 Yes
2 No
3 Can'ttell

Were data collection tools shown to be reliable?

1 Yes

2 No

3 Can'ttell
RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3
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F)

G)

H)

WITHDRAWALS AND DROP-0UTS

(Q1)  Were withdrawals and drop-outs reported in terms of numbers and/or reasons per group?
1 Yes
2 No
3 Can'ttell
4 Not Applicable (i.e. one time surveys or interviews)

(02} Indicate the percentage of participants completing the study. (If the percentage differs by groups, record the
lowest).

80-100%

60-79%

less than 60%

Can't tell

Not Applicable (i.e. Retrospective case-control)

N = L Ry —

RATE THIS SECTION STRONG MODERATE WEAK
See dictionary 1 2 3 Not Applicable

INTERVENTION INTEGRITY

(Q1)  What percentage of participants received the allocated intervention or exposure of interest?
1 80-100%
2 60-79%
3 less than 60%
4 Can'ttell

(02) Was the consistency of the intervention measured?
1 Yes
2 No
3 Can'ttell

(Q3) Is it likely that subjects received an unintended intervention (contamination or co-intervention) that may
influence the results?
4 Yes
5 No
6 Can'ttell

ANALYSES

(Q1) Indicate the unit of allocation (circle one)
community  organization/institution practice/office individual

(Q2) Indicate the unit of analysis (circle one)
community organization/institution practice/office individual

(Q3)  Are the statistical methods appropriate for the study design?
1 Yes
2 No
3 Can'ttell

(Q4) Is the analysis performed by intervention allocation status (i.e. intention to treat) rather than the actual
intervention received?
1 Yes
2 No
3 Can'ttell

300



GLOBAL RATING

COMPONENT RATINGS

Please transcribe the information from the gray boxes on pages 1-4 onto this page. See dictionary on how to rate this section.

A SELECTION BIAS STRONG MODERATE WEAK
1 2 3
B STUDY DESIGN STRONG MODERATE WEAK
1 2 3
C CONFOUNDERS STRONG MODERATE WEAK
1 2 3
D BLINDING STRONG MODERATE WEAK
1 2 3
E DATA COLLECTION
METHOD STRONG MODERATE WEAK
1 2 3
F WITHDRAWALS AND
DROPOUTS STRONG MODERATE WEAK
1 2 3 Not Applicable
GLOBAL RATING FOR THIS PAPER (circle one):
1 STRONG {no WEAK ratings)
2 MODERATE (one WEAK rating)
3 WEAK (two or more WEAK ratings)

With both reviewers discussing the ratings:

Is there a discrepancy between the two reviewers with respect to the component (A-F) ratings?

No Yes

If yes, indicate the reason for the discrepancy

1 Oversight
2 Differences in interpretation of criteria
3 Differences in interpretation of study

Final decision of hoth reviewers (circle one):

1 STRONG
2 MODERATE
3 WEAK
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Appendix 4.4: Cochrane review format for data extraction

Author
(Year)

Country

Population

Study
Design

Measurement

Types of
exposures

Findings

Conclusions
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HIV care continuum in prisons study

Appendix 4.5: Participant recruitment and follow-up process

Contact Terefe Fuge: +251916357443
fuge0002@flinders.edu.au

Each eligible individual should be offered participation in the study. Medication identification

number must be filled on each questionnaire and laboratory data extraction form.

Participants should be:

HIV-infected
Aged 18 and above years
Mentally and physically healthy enough to understand the purpose of the study and give

written informed consent.

Tools and materials required

Participant information sheet [inserted in a study bag after being read]

Consent form [inserted in a study bag after being signed]

Risk factor survey for ART initiating prisoners [inserted in a study bag after being
completed]

Risk factor survey for ART initiating non-incarcerated people [inserted in a study bag
after being completed]

Risk factor survey for adherence and ART outcomes amongst prisoners [inserted in a
study bag after being completed]

Risk factor survey for adherence and ART outcomes among HIV-infected non-
incarcerated people [inserted in a study bag after being completed]

Laboratory data extraction form [inserted in a study bag after being completed]

Study bag with a locker [kept secured in a locker]

303



Recruitment (Research assistant)

I.

ART initiators

Provide
Information
sheet and
explain study
objective

Participant
refuses to
participate

Participant
agrees to
participate

e Explain
Consent
form

o Participant
signs
consent

Record date, medication
identification number and
gender, as well as the
reason for refusal

Go to step-2

Conduct
treatment delay
risk factor survey

, and signed consent form

Insert information sheet

into a study bag

Extract baseline
CD4 count and
WHO clinical
staging results

o Fill patient
medication
identification
number on
completed survey

e Insert completed
survey into a study
han

\ 4

e Put participant
medication
identification
number, date of
CD4 count test and
WHO staging, and
result sec “I” of
part-1 on
laboratory data
extraction form

¢ Insert completed
laboratory data
extraction form into
a study bag
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II.

ART adherence and outcomes section

Provide
Information
sheet and
explain study
objective

\ 4

Participant
refuses to
participate

e Explain
Consent
form

e Participant
signs
consent
form

Participant
agrees to
participate

Record date, medication
identification number
and gender, as well as
the reason for refusal

Go to step-2

Conduct
treatment non-
adherence risk

factor survey

Insert information sheet
and signed consent form
into a study bag

y

Extract follow-

up CD4 count

and viral load
results

o Fill patient
medication
identification
number on
completed survey

e Insert completed
survey into a study

hAan~

e Put participant
medication
identification
number, date of
CD4 count and viral
load tests, and
results in sec “II” of
part-1 on laboratory
data extraction form

e Insert completed
laboratory data
extraction form into
a study bag
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Participation pathway

I. ART initiators
Measure of treatment delay:
4 A Participant WHO clinical stage
[ agreeg to explgggzegmjrs%n ed determintation, extraction of
: articipate by th ricipant baseline CD4 count result and
Participant starts Infs:(r)rﬁjtgg::get P P y the participan survey for risk factor
7 N\ ART within 14 study objective assessment
months of follow-up expalined
Participant's date of \ \. / | Participant refuses
HIV diagnosis identified to participate
from Pre-ART register [ )
Participant not start
\_ Yy, treatment within 14
months (censored)
\ J
II. ART adherence and outcomes
) Adherence measure, CD4 and
- Participant agrees to Consent form explained and viral load result extraction and risk
participate signed by the participant factor assessment survey

ART patient visits a health
facility for six-monthly care

undertaken

Information sheet provided and
study objective explained

Participant refuses to participate
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HIV care continuum in prisons study
Appendix 4.6: Survey questionnaire for incarcerated people

Date

ART site code -—

Prison code -—

Participant’s medication identification number: -—--

For each question, please circle the number with the most suitable answer to the participant’s
response. Multiple responses are possible for some questions as indicated. If a participant’s
response doesn’t match with any of the options provided, please write the response under the

choice “others’. (Research assistant only)

Research assistant’s name —--Signature------------------
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Part-I: Sociodemographic characteristics

No | Questions Answer Skip
1. | Ageinyears? | —memmmeemeee- years
2. | Gender? 1. Male
2. Female
3. Non-binary
4. Prefer not say
3. | Current marital status? 1. Have partner
2. Have no partner
4. | Highest level of education you 1. No school
have completed? 2. Elementary school completed
3. High school completed
4. College graduate
5. | What is your religion? 1. Orthodox
2. Protestant
3. Catholic
4. Muslim
5. No religion
6. Others (Specify).........
6. | What was your last employment 1. Unemployed
status before current 2. Government employee
incarceration? 3. House wife
4. Farmer
5. Daily labourer
6. Others (specify)-----------
7. | How much was your last monthly
income in Ethiopian birr before EB
current incarceration?
8. | Have you ever considered 1. Yes
yourself to be homeless in any 2. No
part of your life before current
incarceration?
9. | Where was your usual place of 1. Urban
residence before current 2. Rural
incarceration? 3. Unknown
10. | How often do you get visits from per month If no visit,
people outside prison? goto Q12
11. | How often they bring you food 1. Never
while visiting? 2. Sometimes
3. Always
12. | How satisfied are you with the 1. Very dissatisfied
food provided in the prison? 2. Dissatisfied
3. Neutral
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4. Satistied
5. Very satisfied

Part-II: Imprisonment information

How long have youbeen |  ——me-memmmmmmee - months
incarcerated in the current prison
for your present sentence?
How many times have you ever times
been incarcerated?
How long is your current prison months
sentence?
When have you been incarcerated Date
for your current sentence?
Have you ever been imprisoned in | 1. Yes If “No” go
the current prison before? 2. No to Q7
If your answer to Q5 is “Yes”, for months
how long? 1* round--------------- months
27 round-------------- month
Others (specify)---------------
Have you ever been imprisoned in | 1. Yes If “No” go
another prison? 2. No to Q9
If your answer to Q7 is “Yes”, for months
how long?
Part-111: Behavioural and HIV transmission risk factors
Do you smoke cigarettes? 1. Yes If “No” go
2. No to Q3
How many cigarettes a day do 1. 10 cigarettes or less
you smoke? 2.11-20
3.21-30
4. 31 or more
Do you chew khat? 1. Yes If “No” go
2. No to Q5
If your answer to Q3 is “Yes”, 1. Daily
how often? 2. 2-3 times a week
3. Once a week or less
Do you use drugs other than those | 1.Yes If “No” go
required for medical reasons? 2. No to Q7
What type of drug do you use? 1. Heroin
2. Cannabis/hashish
3. Cocaine
4. Others (specify)----------------
Do you share needle and syringe 1.Yes If “No” go
with your friends while using 2. No to Q9

injecting drugs?
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8. | Why don’t you use a new needle 1. Not available
and syringe? 2. Unaffordable
3. I don’t want
9. | Have you got any tattoo while 1.Yes If “No” go
being in the current prison? 2. No to Q11
10. | Have you ever shared tattooing 1.Yes
materials with others? 2. No
11. | Do you share shaver or nail 1.Yes
clippers with your friends? 2. No
12. | Have you had sex in the last 12 1.Yes If “No” go
months? 2. No to Q20
13. | How often do you uses condom 1. Never
during sex? 2. Sometimes
3. Always
14. | If your answer to Q13 is “1” or 1. Not available
“2”, why? 2. Unaffordable
3. I don’t want to use
15. | How many sexual partners have 1. One
you had in the last 12 months? 2. Two
3. More than two
16 | What is the gender of your sexual | 1. Male
partner/s? 2. Female
3. Male and female
17. | What is your sexual partner’s/s’ 1. HIV positive
HIV status? 2. HIV negative
3. HIV(+) and HIV(-)
4. 1don’t know
18. | How long have you been in a 1. Less than one year
relationship with your current 2. One up to two years
partner? 3. More than two years
19. | Have you ever had sexual 1. Yes
relationship with a prisoner? 2. No
20. | Have you ever disclosed your 1. Yes If “No” go
HIV status to people other than 2. No to Q23
health professionals involved in
your care?
21. | If your answer to Q20 is “Yes”, to | 1. One
how many persons? 2. Two
3. More than two
22. | If your answer to Q20 is “Yes”, to | 1. Spouse
whom you disclosed your status? | 3. Offspring
4. Parent
5. Sibling
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6. Relatives
7. Friends
8.0thers (specify)----------------
23. | Do you know anyone else living 1. Yes
in your cell who has HIV? 2. No
24. | Do you know anyone else living 1. Yes
in your family who has HIV? 2. No
3. I don’t know

Part-IV: Health condition of the participant

(A) Psychological distress

During the last 30 days, about how often did

1.

you feel so depressed that nothing
could cheer you up?

. None of the time

. A little of the time
. Some of the time

. Most of the time

you feel hopeless?

. None of the time

. A little of the time
. Some of the time

. Most of the time

you feel restless or fidgety?

. None of the time

. A little of the time
. Some of the time

. Most of the time

you feel that everything was an
effort?

. None of the time

. A little of the time
. Some of the time

. Most of the time

you feel worthless?

. None of the time

. A little of the time
. Some of the time

. Most of the time

you feel nervous?

W N =B WD~ WD~ WD =B WD ~RBR WD -

N

. None of the time

. A little of the time
. Some of the time

. Most of the time

Part-V: HIV care and support

HIV care facility?

1.
2.
3.

Health centre
Hospital

Others (specify)------

How long it usually takes to reach
the health facility from your
residence?

minutes
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How long you usually wait to see minutes
a health professional once you
arrive at the health facility?
How satisfied are you with the 1. Very dissatisfied
treatment by the ART staff? 2. Dissatisfied

3. Neutral

4. Satisfied

5. Very satisfied
How do you agree with the 1. Strongly disagree
statement “places where you can | 2. Disagree
get your HIV medications is very | 3. Neutral
convenient” 4. Agree

5. Strongly agree
How much you trust your care 1. Never
provider to offer you high quality | 2. Not much
medical care? 3. Neutral

4. Somewhat

5. Completely/Mostly
How much you trust your care 1. Never
provider to prescribe the best HIV | 2. Not much
medications? 3. Neutral

4. Somewhat

5. Completely/Mostly
In general, how satisfied are you | 1. Very dissatisfied
with the support provided by the | 2. Dissatisfied
prison health staft? 3. Neutral

4. Satisfied

5. Very satisfied
How satisfied are you with the 1. Very dissatisfied
support provided by the prison 2. Dissatisfied
officers in accessing HIV care? 3. Neutral

4. Satisfied

5. Very satisfied

Part VI: Knowledge and attitude towards HIV and ART

(A) Knowledge of HIV transmission and ART

How is HIV transmitted?

1.Sharing eating/drinking utensils
2.Shacking hands

3. Coughing

4. Having sex without condom

5. Sharing sharp materials

6. From mother to child

7. Insect bite

8. Others (specify)-----------------

More than
one
answer
possible
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2. | Sexual transmission of HIV can 1. Yes
be prevented by using condoms 2. No
3. I don’t know
3. | People who have been infected 1. Yes
with HIV quickly show serious 2. No
signs of being infected 3. Idon’t know
4. | ART consists of drugs to suppress | 1. Yes
the progression of HIV 2. No
3. I don’t know
5. | ART can cause side effects 1. Yes
2. No
3. I don’t know
6. | Early initiation of ART improves | 1. Yes
health and reduces the risk of 2. No
transmitting HIV 3. I don’t know
7. | Missing ART doses can lead to 1. Yes
disease progression and drug 2. No
resistance 3. I don’t know
8. | Missing doses of ART increases 1. Yes
the risk of transmitting HIV 2. No
3. I don’t know

(B) Attitude towards ART

How much do you agree with the following statements:

1.

You should take ART only when
you feel sick

1.
. Disagree

. Neutral

. Agree

. Strongly agree

Strongly disagree

Traditional healers provide more
effective treatments than ART

. Strongly disagree
. Disagree

. Neutral

. Agree

. Strongly agree

Taking ART on schedule prevents
you from being sick

A LW~ B WD~ OGBS WD

9]

. Strongly disagree
. Disagree

. Neutral

. Agree

. Strongly agree

(C) Self-efficacy

How do you agree with:

1.

Felt confident about your ability
to handle your personal problems

1.
2.
3.

Strongly disagree
Disagree
Neutral




4. Agree
5. Strongly agree
2. | Seeking support from prison staff | 1. Strongly disagree
to help with daily activities if you | 2. Disagree
are sick 3. Neutral
4. Agree
5. Strongly agree
3. | Seeking support from someone 1. Never
other than prison staff to help with | 2. Rarely
daily activities if you are sick 3. Neutral
4. Sometimes
5. All/most of the time

Part VII: HIV stigma

How much do you agree with the following statements:

1.

People I care about stopped
calling after learning I have HIV

1.
. Disagree

. Neutral

. Agree

. Strongly agree

Strongly disagree

I have lost friends by telling them
I have HIV

. Strongly disagree
. Disagree

. Neutral

. Agree

. Strongly agree

Some people avoid touching me if
they know I have HIV

. Strongly disagree
. Disagree

. Neutral

. Agree

. Strongly agree

Telling someone I have HIV is
risky

. Strongly disagree
. Disagree

. Neutral

. Agree

. Strongly agree

I work hard to keep my HIV a
secret

. Strongly disagree
. Disagree

. Neutral

. Agree

. Strongly agree

I am very careful who I tell that I
have HIV

LW DO, 0B WD R, OV WNDRFR VDR WNR,ODR WNDRR O WN

. Strongly disagree
. Disagree

. Neutral

. Agree
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. Strongly agree

Most people believe a person who
has HIV is dirty

. Strongly disagree
. Disagree

. Neutral

. Agree

. Strongly agree

Most people are uncomfortable
around someone with HIV

. Strongly disagree
. Disagree

. Neutral

. Agree

. Strongly agree

People with HIV are treated like
outcasts

. Strongly disagree
. Disagree

. Neutral

. Agree

. Strongly agree

10.

I feel guilty because I have HIV

. Strongly disagree
. Disagree

. Neutral

. Agree

. Strongly agree

11.

I feel I’'m not as good a person as
others because I have HIV

. Strongly disagree
. Disagree

. Neutral

. Agree

. Strongly agree

12.

People’s attitudes about HIV
make me feel worse about myself

. Strongly disagree
. Disagree

. Neutral

. Agree

. Strongly agree

A WD~ OB WD~ OGO, WD~ OUPA WNDRFRR OB, WD~ OGRS WN —~W,m

9]

Part VIII: ART initiation (only ART naive patients )

Type of method a participant was
diagnosed for HIV?

1. VCT

2. Opt-out/PICT

3. Opt-in

4. Others (specify)----------

To be
filled by
data
collector
from Pre-
ART
register

When did you get diagnosed?

1. Before incarceration
2. After incarceration

What triggered you to be tested?

1. Partners’ death/illness
2. Being sick or symptomatic
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3. Advice from a health
professional

4. Advice from friend/family

5. Others (specify)-----------------

How many health facility visits
did you attend since diagnosis
until your start of ART?

How many appointments did you If “None”
miss before you start treatment? go to Q6
If you miss any of the 1. Forgetting
appointments, why did you miss | 2. Lack of transportation
them? 3. Fear of stigma

4. Lack of support from prison

staff

5. Others (Specify)-----------------
Since you had been tested HIV Patient report---------------- weeks To be
positive, how long have you From register--------------- weeks confirmed
waited to start ART? from Pre-

ART
register

Why have you waited for the 1. Not aware of ART More than
period of time you mention in Q6 | 2. Feeling healthy one
without starting ART? 3. Fear of drug side effects answer

4. Fear of stigma/discrimination possible

5. Seeking repeated testing

6. Lack of access to care/drugs

7. Being on TB treatment

8. Using other treatment options

9. Others (specify)---------------
What triggered you to start 1. Partner’s/s’ death/illness More than
treatment now? 2. Being sick or symptomatic one

3. Advice from a health answer

professional possible

4. Advice from

partner/friend/family

5. Getting access to ART
6. Others (specify)-------------

Part IX: Adherence to antiretroviral therapy (only for patients on ART for > 6

months)
How long have you been taking months
ART?
Had you been taking ART before | 1. Yes If “No” go
current incarceration? 2. No to Q11
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3. | If your answer to Q2 is “Yes”, for months
how long?
4. | If your answer to Q2 is “Yes”, months
how long did you wait to continue
treatment in the prison?
5. | Why did you wait for the amount | 1. Lack of support from prison
of time you reported in Q4? staff
2. Fear of stigma and
discrimination
3. Lack of access to care
4. Lack of interest in the
medication
5. Others (specify)-----------------
6. | Had you stayed in a jail before 1. Yes If “No” go
coming to current prison? 2. No to Q11
7. | If your answer to Q6 is “Yes”, for weeks
how long?
8. | Did you get ART drugs while you | 1. Yes If “No” go
were in a jail? 2. No to Q10
9. | If your answer to Q8 is “Yes”, days
within how many days did you get
drugs?
10. | If your answer to Q8 is “No”, why | 1. Lack of access to drugs
didn’t you get ART in the jail? 2. Lack of support from jail staff
3. Fear of stigma and
discrimination
4. Lack of interest in the
medication
5. Others (specify)-----------------
11. | How many clinic appointments
did you miss in the last 12
months?
12. | If you missed any of the 1. Lack of support from prison

appointments, why did you miss
them?

staff

2. Fear of stigma and
discrimination

3. Lack of transportation

4. Forgetting

6. Being away from usual
residence

7. Others (specify)-----------------
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13. | How many doses did you miss
yesterday?
14. | How many doses did you miss the
day before yesterday?
15. | How many doses did you miss 3 ---
days ago?
16. | How many doses did you miss 4
days ago?
17. | How closely did you follow your | 1. Never
specific medication schedule over | 2. Some
the last 4 days? 3. Half
4. Most
5. All of the time
18 | Do any of your medications have | 1. Yes If “No” go
special instructions? 2. No to Q20
19. | If so, how often did you follow 1. Never
those instructions over the last 2. Some
4 days?”’ 3. Half
4. Most
5. All of the time
20. | When was the last time you 1. Never
missed any of your medications?’’ | 2. >3 months
3. 1 to 3 months
4.2 to 4 weeks
5. Within past 2 weeks
6. Within past 2 days
21. | If you have missed any of the 1. Forgetting More than
doses, why have you missed it? 2. Being away from usual one
residence answer
3. Being watched by others possible
4. Change in routines
5. Using tradition medicine
6. Run out of pills
7. Drug toxicity
8. Too ill
9. Others (specify)----------------
22. | What do you use to manage your | 1. Mobile phone More than
medication schedule? 2. Watch one
3. Prison meal time answer
4. Radio/TV possible
5. Social time cues like sun light
6. Government work hours
7. School dismissal time
8. Church prayer time
9. Others (Specity)-----------------
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ART Adherence measurement through patient self-report (to be filled by the data

collector)
23. | Number of pills prescribed for the pills
last 4 days
24. | Number of pills taken in the last 4 pills
days
25. | Number of pills taken over the %

last 4 days/number of pills
prescribed x 100

ART Adherence measurement through pharmacy refill (to be filled by the data
collector)

26. | Number of days a client is late for days

ARYV pick-up
27. | The total number of days between days

the two most recent ARV pick-

ups
28. | 1- Number of days a client is late %

for ARV pick-up/ the total
number of days between the two
most recent ARV pick-ups X 100
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HIV care continuum in prisons study
Ambharic version of survey questionnaire for incarcerated people
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HIV care continuum in prisons study
Appendix 4.7: Survey questionnaire for non-incarcerated people

Date--

ART site code -—-

Participant’s medication identification number:
For each question, please circle the number with the most suitable answer to the participant’s
response. Multiple responses are possible for some questions as indicated. If a participant’s

response doesn’t match with any of the options provided, please write the response under the

choice “others’. (Research assistant only)

Have you ever been incarcerated? Yes--------------- NO-------=mmm - (Exclude if ‘Yes’)

Research assistant’s name - —--Signature------------------

336



Part-I: Sociodemographic characteristics

No Questions Answer Skip
I. | Ageinyears? | semmeemmeeee- years
2. | Gender? 1. Male
2. Female
3. Non-binary
4. Prefer not say
3. | Current marital status? 1. Have partner
2. Have no partner
4. | Highest level of education | 1. No school
you have completed? 2. Elementary school completed
3. High school completed
4. College graduate
5. | What is your religion? 1. Orthodox
2. Protestant
3. Catholic
4. Muslim
5. No religion
6. Others (Specify).........
6. | What is your employment | 1. Unemployed
status? 2. Government employee
3. House wife
4. Farmer
5. Daily labourer
6. Others (specify)-----------
7. | How much is your monthly
income in Ethiopian birr? EB
8. | Have you ever considered | 1. Yes
yourself to be homeless in | 2. No
any part of your life?
9. | Where is your usual place of | 1. Urban
residence? 2. Rural
3. Unknown
Part-I1: Behavioural and HIV transmission risk factors
1. | Do you smoke cigarettes? I. Yes If “No” go to
2. No Q3
2. | If your answer to QI is | I. 10 cigarettes or less
“Yes”, how many cigarettes | 2. 11-20
a day do you smoke? 3.21-30
4. 31 or more
3. | Do you chew khat? 1. Yes If “No” go to
2. No Q5
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4. | If your answer to Q3 is| 1. Daily
“Yes”, how often? 2. 2-3 times a week
3. Once a week or less
5. | Do you use drugs other than | 1.Yes If “No” go to
those required for medical | 2. No Q7
reasons?
6. | If your answer to QS5 is | I. Heroin
“Yes”, What type of drug do | 2. Cannabis/hashish
you use? 3. Cocaine
4. Others (specify)-----------
7. | Do you share needles and | 1.Yes
syringes with your | 2. No
friends/family members
while using injecting drugs?
8. | If your answer to Q7 is | 1. Notavailable
“Yes”, why don’t you use a | 2. Unaffordable
new needle and syringe? 3. I don’t want
9. | Have you ever got any | 1.Yes If “No” go to
tattoo? 2. No Q11
10. | If your answer to Q9 is| l1.Yes
“Yes”, Have you ever shared | 2. No
tattooing materials with your
friends/family members?
11. | Do you share shaver or nail | 1.Yes
clippers with your | 2. No
friends/family members?
12. | Have had sex in the last 12 | 1.Yes If “No” go to
months? 2. No Q19
13. | If your answer to QI2 is | 1. Never
“Yes”, how often do you use | 2. Sometimes
condom during sex? 3. Always
14. | If your answer to Q13 is “1” | 1. Not available
or “2”, why? 2. Unaffordable
3. I don’t want to use
15. | How many sexual partners | 1. One
have you had in the last 12 | 2. Two
months? 3. More than two
16 | What is the gender of your | 1. Male
sexual partner/s? 2. Female
3. Male and female
17.| What is your sexual | 1. HIV positive
partner’s/s’ HIV status? 2. HIV negative
3. HIV(+) and HIV(-)
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4. 1don’t know
18. | How long have you been in a | 1. Less than one year
relationship ~ with  your | 2. One up to two years
current partner? 3. More than two years
19. | Have you ever disclosed | 1. Yes If “No” go to
your HIV status people other | 2. No Q22
than health professionals
involved in your care?
20. | If your answer to QI9 is | I.One
“Yes”, to how many | 2. Two
persons? 3. More than two
21. | If your answer to Q20 is | l. Spouse
“Yes”, to whom you | 3. Offspring
disclosed your status? 4. Parent
5. Sibling
6. Relatives
7. Friends
8.0thers (specify)------------
22. | Do you know anyone else | 1. Yes
living in your family who has | 2. No
HIV? 3. I don’t know

Part-I11: Health condition of the participant

(A) Psychological distress

During the last 30 days, about how often did.......

1.

you feel so depressed that
nothing could cheer you up?

1

. None of the time

. A little of the time
. Some of the time

. Most of the time

you feel hopeless?

. None of the time

. A little of the time
. Some of the time

. Most of the time

you feel restless or fidgety?

. None of the time

. A little of the time
. Some of the time

. Most of the time

you feel that everything was
an effort?

. None of the time

. A little of the time
. Some of the time

. Most of the time

you feel worthless?

W N~ WN B WN~ B WD~ W

. None of the time
. A little of the time
. Some of the time
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. Most of the time

you feel nervous?

. None of the time

. A little of the time
. Some of the time

. Most of the time

B W N~

Part-IV: HIV care and support

HIV care facility? 1. Health centre
2. Hospital
3. Others (specity)-----------
How long it usually takes to --- minutes
reach the health facility from
your residence?
How long you usually wait to --- minutes
see a health professional
once you arrive at the health
facility?
How satisfied are you with | 1. Very dissatisfied
the treatment by the ART | 2. Dissatisfied
staff? 3. Neutral
4. Satisfied
5. Very satisfied
How do you agree with the | 1. Strongly disagree
statement “places where 2. Disagree
you can get your HIV 3. Neutral
medications is very 4. Agree
convenient” 5. Strongly agree
How much you trust your | 1. Never
care provider to offer you | 2. Not much
high quality medical care? 3. Neutral
4. Somewhat
5. Completely/Mostly
How much you trust your | 1. Never
care provider to prescribe the | 2. Not much
best HIV medications? 3. Neutral
4. Somewhat
5. Completely/Mostly

Part V: Knowledge and attitude towards HIV and ART

(A) Knowledge of HIV transmission and ART

How is HIV transmitted?

1.Sharing eating/drinking utensils
2.Shacking hands

3. Coughing

4. Having sex without condom

5. Sharing sharp materials

More than one
answer possible
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6. From mother to child
7. Insect bite
8. Others (specify)-----------
2. | Sexual transmission of HIV | 1. Yes
can be prevented by using | 2. No
condoms 3. I don’t know
3. | People who have been | 1.Yes
infected with HIV quickly | 2. No
show serious signs of being | 3. I don’t know
infected
4. | ART consists of drugs to | 1. Yes
suppress the progression of | 2. No
HIV 3. I don’t know
5. | ART can cause side effects | 1. Yes
2. No
3. I don’t know
6. | Early initiation of ART | 1. Yes
improves health and reduces | 2. No
the risk of transmitting HIV | 3. I don’t know
7. | Missing ART doses can lead | 1. Yes
to disease progression and | 2. No
drug resistance 3. I don’t know
8. | Missing doses of ART | 1. Yes
increases the risk of | 2. No
transmitting HIV 3. I don’t know

(B) Attitude towards ART

How do you agree with:

1.

You should take ART only
when you feel sick

. Strongly disagree
. Disagree

. Neutral

. Agree

. Strongly agree

Traditional healers provide
more effective treatments
than ART

. Strongly disagree
. Disagree

. Neutral

. Agree

. Strongly agree

Taking ART on schedule
prevents you from being sick

. Strongly disagree
. Disagree

. Neutral

. Agree

. Strongly agree

DN B W N =W B WD~ OU”K WND —

(C) Self-efficacy
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How do you agree with:

1. | Felt confident about your | 1. Strongly disagree
ability to handle your | 2. Disagree
personal problems 3. Neutral

4. Agree
5. Strongly agree

2. | Seeking support from family | 1. Strongly disagree
members to help with daily | 2. Disagree
activities if you are sick 3. Neutral

4. Agree
5. Strongly agree

3. | Seeking  support  from | 1. Never
someone other than family | 2. Rarely
members to help with daily | 3. Neutral
activities if you are sick 4. Sometimes

5. All/most of the time

Part VI: HIV stigma

How do you agree with the following statements:

1.

People I care about stopped
calling after learning I have
HIV

1.
. Disagree

. Neutral

. Agree

. Strongly agree

Strongly disagree

I have lost friends by telling
them [ have HIV

. Strongly disagree
. Disagree

. Neutral

. Agree

. Strongly agree

Some people avoid touching
me if they know I have HIV

. Strongly disagree
. Disagree

. Neutral

. Agree

. Strongly agree

Telling someone I have HIV
is risky

. Strongly disagree
. Disagree

. Neutral

. Agree

. Strongly agree

I work hard to keep my HIV
a secret

DN B W N WU B WD~ UK WD~ OB WD~ O & WDN

. Strongly disagree
. Disagree

. Neutral

. Agree

. Strongly agree
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6. | I am very careful who I tell | 1. Strongly disagree
that [ have HIV 2. Disagree
3. Neutral
4. Agree
5. Strongly agree
7. | Most people believe a person | 1. Strongly disagree
who has HIV is dirty 2. Disagree
3. Neutral
4. Agree
5. Strongly agree
8. | Most people are | 1. Strongly disagree
uncomfortable around | 2. Disagree
someone with HIV 3. Neutral
4. Agree
5. Strongly agree
9. | People with HIV are treated | 1. Strongly disagree
like 2. Disagree
Outcasts 3. Neutral
4. Agree
5. Strongly agree
10. | I feel guilty because I have | 1. Strongly disagree
HIV 2. Disagree
3. Neutral
4. Agree
5. Strongly agree
11. | I feel I’'m not as good a | 1. Strongly disagree
person as 2. Disagree
others because I have HIV 3. Neutral
4. Agree
5. Strongly agree
12. | People’s attitudes about HIV | 1. Strongly disagree
make me feel worse about | 2. Disagree
myself 3. Neutral
4. Agree
5. Strongly agree
Part VII: ART initiation (only ART naive patients )
1. | Method a participant got | 1. VCT To be filled by
diagnosed for HIV? 2. Opt-out/PICT data collector
3. Opt-in from Pre-ART
4. Others (specity)---------- register
2. | What triggered you to be | 1. Partners’ death/illness

tested?

2. Being sick or symptomatic

3. Advice from a health professional
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4. Advice from friend/family
5. Others (specify)-----------

How many health facility
visits did you attend since
diagnosis until your start of
ART?

How many appointments did
you miss before you start
treatment?

If “none” go to

Q6

If you miss any of the
appointments, why did you
miss them?

1. Forgetting

2. Lack of transportation
3. Fear of stigma

4. Being busy in other activity
5. Others (Specity)-----------

Since you had been tested | Patient report--------- weeks To be
HIV positive, how long have | From register--------- weeks confirmed from
you waited to start ART? Pre-ART
register
Why have you waited for the | 1. Not aware of ART More than one
period of time you mention | 2. Feeling healthy answer possible
in Q6 without starting ART? | 3. Fear of drug side effects
4. Fear of stigma/discrimination
5. Seeking repeated testing
6. Lack of access to care/drugs
7. Being on TB treatment
8. Using other treatment options
9. Others (specify)---------------
What triggered you to start | 1. Partner’s/s’ death/illness More than one
treatment now? 2. Being sick or symptomatic answer possible
3. Advice from a health professional
4. Advice from partner/friend/family
5. Getting access to ART
6. Others (specify)-------------
Part VIII: Adherence to antiretroviral therapy (only for patients on ART for > 6
months)
How long have you been --- months
taking ART?
How many clinic -

appointments did you miss in
the last 12 months?

If you missed any of the 1. Being busy in other activity
appointments, why did you

miss them?

2. Fear of stigma and discrimination
3. Lack of transportation
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4. Forgetting
6. Being away from usual residence
7. Others (specify)---------mnmn-mn--

4. | How many doses did you ---
miss yesterday?
5. | How many doses did you -—-
miss the day Dbefore
yesterday?
6. | How many doses did you ---
miss 3 days ago?
7. | How many doses did you ---
miss 4 days ago?
8. | How closely did you follow | 0. Never
your specific medication | 1. Some
schedule over the last 4 days? | 2. Half
3. Most
4. All of the time
9. | Do any of your medications | 1. Yes If “No” go to
have special instructions? 2. No Q11
10. | If so, how often did you | 1. Never
follow those instructions | 2. Some
over the last 3. Half
4 days?”’ 4. Most
5. All of the time
11. | When was the last time you | 1. Never
missed any of  your | 2. >3 months
medications?’’ 3. 1 to 3 months
4.2 to 4 weeks
5. Within past 2 weeks
6. Within past 2 days
12. | If you have missed any of the | 1. Forgetting More than one
doses, why have you missed | 2. Being away from home answer possible
it? 3. Being watched by others
4. Being busy in other activity
5. Change in routines
6. Using tradition medicine
7. Using holy water
8. Run out of pills
9. Drug toxicity
10. Too ill
11. Others (specify)----------------
13. | What do you use to manage | 1. Mobile phone More than one

your medication schedule?

2. Watch
3. Radio/TV
4. Social time cues like sun light

answer possible
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5. Government work hours

6. School dismissal time

7. Church prayer time

8. Others (Specify)-----------------

ART Adherence measurement through pill count (to be filled by data collector)

14.

Number of pills prescribed -—- pills
for the last 4 days

15.

Number of pills taken in the -—- pills
last 4 days

16.

Number of pills taken over --- %
the last 4 days/number of
pills prescribed x 100

ART Adherence measurement through pharmacy refill (to be filled by the data
collector)

17.

Number of days a client is --- days
late for ARV pick-up

18.

The total number of days | -------------- days
between the two most recent
ARYV pick-ups

19.

1- Number of days a client is --- %
late for ARV pick-up/ the
total number of days between
the two most recent ARV
pick-ups X 100
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HIV care continuum in prisons study
Ambharic version of survey questionnaire for non-incarcerated people
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HIV care continuum in prisons study
Appendix 4.8: Laboratory data extraction form

I.  Participant initiating ART

Participant medication identification number

Baseline CD4 count result cells/mm?
Date of baseline CD4 count test (dd/mm/yy)
Baseline WHO clinical stage (circle one) Al B.1I C.1II D. 1V

Date of baseline WHO stage determination (dd/mm/yy)

II.  Participant on ART at least for 6 months

Participant medication identification number

Follow-up CD4 count result cells/mm?
Date of follow-up CD4 count test (dd/mm/yy)
Viral load result copies/ul

Date of viral load test(dd/mm/yy)
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Appendix 4.9: Diagnostic findings of regression models used for the

analysis of cohort data

Model Type of test Result

Cox proportional hazards model (5.2-5) Proportional-Hazards assumption (ph) 1.000*
test

Logistic regression model-1 (5.2-6) Hosmer-Lemeshow  goodness-of-fit 0.4369*
(gof) test

Logistic regression model-2 (5.2-8) Hosmer-Lemeshow  goodness-of-fit 0.1596%*
(gof) test

Fractional regression model-1 (5.2-9) Akaike’s information criteria (AIC) 0.4959*
Bayesian information criterion (BIC) -269.68"

Fractional regression model-2 (5.2-10) Akaike’s information criteria (AIC) 0.5933¥
Bayesian information criterion (BIC) -216.71°

Logistic regression model-3 (5.2-11) Hosmer-Lemeshow  goodness-of-fit 0.9550*
(gof) test
Ordinal Hosmer-Lemeshow goodness- 0.3443*

Ordered logistic regression model (5.2-13) | of-fit (gof) test
Proportional odds assumption (omodel) 0.2328%*

test

*P-value; ¥ the value of Akaike’s information criterion (AIC); * the value of Bayesian information criterion (BIC)
The null hypothesis for the gof and ph tests is that the model fits the data well.

A small AIC and more negative BIC values indicate the model fits the data well.

The null hypothesis for omodel test is that the relationship between each pair of outcome groups is the

same.
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Appendix 4.10: Missing completely at random (MCAR) assumption test
result for variables with missing values in the cohort study

Variable with missing values Type of test P-value
-Monthly income

-Baseline CD4 count Missing completely at random (MCAR) test (mcartest) | P=0.001
-Follow-up CD4 count

-Viral load

*The null hypothesis of the mcartest is that missing pattern is MCAR.
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Appendix 4.11: Diagnostic results for multiple imputation (MI)
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Figure 4.12-1: Multiple imputation diagnostic plots for baseline (a) and follow-up (b) CD4

count and plasma viral load (c) results

*The assumption of the diagnostic plots is that the distribution of the imputed and completed values should be

comparable with the distribution of the observed values.

*The distribution of the imputed values for these datasets is not displayed due to limited number of observations

with missing values in each category.

* The diagnostic test findings displayed above represent the first imputation out of twenty imputations

iteratively undertaken for each of the variables.
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HIV care continuum in prisons study
Appendix 4.12: Prisoners and service providers interview guide

Date--

Institution’s code —

Participant’s code —-

Place of interview: —

Name of interviewer: ---- —- --Signature -----------
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(A) Prisoners interview

Welcome and brief introduction about the study

Personal information: age, gender, educational and marital
status

Where you were first diagnosed for HIV? Would you
describe how you got diagnosed? (Probe: steps a participant
followed to get HIV diagnosis in the prison)

How long did you wait to get HIV treatment? Why did you
stay for this amount of time without treatment? (Probe:
personal and institutional barriers to access ART while
starting treatment)

What is the level of importance that you attach to ART for
your health? (Probe: ART benefits, risks of treatment
interruption )

Describe the way you are receiving ART drugs in the prison?
Are you satisfied with it? If not why? (Probe: processes and
length of time required to access drugs, distance between
clinic and prison/cell, means of transportation, people
involved)

Describe any challenges you might be facing in accessing
ART drugs and why the challenges exist? (Probe: challenge
due to lack of cooperation, transportation, distance, lack of
drugs, lack of privacy and associated stigma/discrimination)

Have you ever faced HIV related stigma and discrimination
in the prison? If yes, how would you describe it? (Probe:
particularly associated with accessing and taking drugs)

Describe the level of privacy in taking ART drugs in the
prison and the amount of confidentiality offered by health
staff and officers?

10.

In general, how would you describe the prison officer’s
attitude towards HIV positive inmates? (Probe: related to
routine treatment compared to HIV negative inmates)

11.

How would you describe the ART staff’s attitude towards
HIV positive inmates? (Probe: compared to community
based HIV positive people)

12.

What support do you get from prison health staff? How do
you describe it? (Probe: in terms of HIV diagnosis, treatment
initiation, accessing ART and counselling/support to sustain
adherence (schedule))

13.

How would you describe care and support provided by
prison officers to HIV infected inmates to get HIV care?
(Probe: when a patient seeks support and during health
facility visit)
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14.

How would you describe the quality of care you receive in
public health facility in terms of ART drug availability, time,
respect, privacy and confidentiality?

15. | Do you have any suggestions about what could be done to | --------------

improve the ART service in prison?
(B) Prison officers interview

1. | Welcome and brief introduction about the study

2. | Could you describe your role in HIV care in the prison (if
any)?

3. | Could you describe any challenges that might exist for HIV =~ | --------------
positive inmates in accessing ART drugs and why they
exist?

4. | How would you describe the prisoners’ interest to attend =~ | --------------
clinic appointments and collect medications?

5. | If any, what support are you providing for HIV positive =~ | -=-=-------—--
prisoners with and without ART and how?

6. | Is there anything you would suggest that could be done to | -------------
improve ART service in the prison?

(C) Prison health staff interview

1. | Welcome and brief introduction about the study

2. | Would you describe your role in HIV care in the prison (if | -------------
any)?

3. | How long have you been doing this job?

4. | What training have you received regarding HIV care?

5. | How would you describe HIV care in the prison in terms of | -------------
diagnosis, treatment initiation and adherence support?

6. | How are TB infected inmates being identified in the prison? | --------------

7. | Would you describe what challenges exist for HIV positive | --------------
inmates in accessing ART drugs, receiving CD4 and viral
load tests? If there is any, why do you think they exist?

8. | How would you see prisoner’s knowledge about and trust in | --------------
ART? Is there any action being taken to scale up inmates
knowledge and trust in ART?

9. | How would you see privacy issues for HIV positive inmates | --------------
in taking ART drugs and protection of confidentiality?

10. | How would you describe HIV related stigmaand | -=—-=----—---
discrimination in the prison?

11. | What kind of support do you provide for HIV positive =~ | —--—==-mmmm--

prisoners and how? If so, is there a standard document for
that?

a. not started ART

b. on ART

367




12.

Would you describe what is being done to prevent HIV in
the prison?

13.

Would you describe what is being done to ensure continuity
of HIV care including ART for prisoners arriving in, and
leaving prison?

14.

How would you describe training level of prison officers
about the importance of continuity of HIV treatment?

15.

What would you suggest to be done in order to improve
ART service in the prison?

(D) ART service providers interview

Welcome and brief introduction about the study

Would you describe your role in HIV care?

How long have you been doing this job?

What training have you received regarding HIV care?

Rl Il el B e

Are ART drugs always available in the health facility? (If
not, how often and why?)

How reliable are the laboratory services in the health
facility? Are CD4 and viral load tests done on time? Are
results delivered on time? (If not, please explain why?)

How do you identify HIV positive prisoners? (Probe:
coordination between prison health staff and ART staff)

How do you link HIV diagnosed prisoners in to care?

What kind of support do you provide for HIV positive
prisoners and how? If so, is there a standard document for
that?

a. not started ART

b. on ART

10.

How would you evaluate HIV positive prisoners’ HIV care
utilization compared to community people in terms of
attending appointments, treatment initiation, drug pickups
and adherence compared to people from the community?

11.

What are the main challenges you face in supporting HIV
positive prisoners to get HIV care compared to people from
the community?

12.

How would you describe prisoner’s interest to visit a public
health facility? (Probe: any frustration, complain, or
treatment refusal)

13.

How would you see prisoner’s knowledge about and trust in
ART compared to people from the community?

14.

What would you suggest to be done in order to improve
ART service in the prison?

(E) Prison and health administrators interview

l.

Welcome and brief introduction about the study
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Would you describe your role in HIV care in prison/s?

Is the prison authority taking part in the HIV/AIDS
coordination activities in the zone? If so, how? Can you
show evidence/document for that?

Is the prison HIV care issue part of the HIV action
framework and monitoring and evaluation system at zonal-
level? If so, how?

Does the prison authority involve in all aspects of treatment
scale-up, from applications for funding to

development, implementation, and monitoring and
evaluation of treatment roll-out plans? If so, how?

What policies, guidelines and systems are available
specifying that people with HIV or AIDS are allowed to
keep their HIV medication upon them, or are to be provided
with their medication, upon arrest and incarceration and at
any time they are transferred within the system or to court
hearings?

How would you describe training level of prison officers
about the importance of continuity of HIV treatment?

Does the prison have any partnerships with health clinics,
hospitals, NGOs, universities and civil society organizations
to provide health care and other services for prisoners? If so,
please explain how?

How would you describe prison health care staff’s training
level in the comprehensive management of HIV and AIDS,
including the provision of antiretroviral therapy?

10.

How would you evaluate the existing strategy of
antiretroviral therapy service in the prison? (Probe: HIV
diagnosis, treatment initiation, access to ART and adherence
support)

11.

What would you suggest to be done in order to improve
ART service in the prison/s?
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HIV care continuum in prisons study

Ambharic version of prisoners and stakeholders interview guide
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Appendix 4.13: Ethics approval from Flinders University, Social and
Behavioural Research Ethics Committee (SBREC) for cohort study

Dear Terefe,

Your conditional approval response for project 8173 was reviewed by the Chairperson of the Social
and Behavioural Research Ethics Committee (SBREC) and was approved. The ethics approval notice

can be found below.

APPROVAL NOTICE

Project No.:

8173

Project Title: Outcomes of Antiretroviral therapy in correctional facilities in comparison with
community settings: A cohort study in Southern Ethiopia

Principal Researcher:

Email:

Mr Terefe Fuge

fuge0002@flinders.edu.au

Approval Date: | 20 December 2018 Ethics Approval Expiry Date:

5 March 2023

The above proposed project has been approved on the basis of the information contained in the
application, its attachments and the information subsequently provided with the addition of the

following comment.

Additional comments:

1. Please ensure that copies of the correspondence granting permission to conduct the research
from the two organisations listed in the conditional approval notice are submitted to the
Committee on receipt. Please ensure that the SBREC project number is included in the
subject line of any permission emails forwarded to the Committee. Please note that data
collection should not commence until the researcher has received the relevant permissions
(item D8 and Conditional approval response — number 10).

RESPONSIBILITIES OF RESEARCHERS AND SUPERVISORS

1. Participant Documentation
Please note that it is the responsibility of researchers and supervisors, in the case of student
projects, to ensure that:

| all participant documents are checked for spelling, grammatical, numbering and formatting
errors. The Committee does not accept any responsibility for the above mentioned errors.

| the Flinders University logo is included on all participant documentation (e.g., letters of
Introduction, information Sheets, consent forms, debriefing information and questionnaires —
with the exception of purchased research tools) and the current Flinders University letterhead
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is included in the header of all letters of introduction. The Flinders University international
logo/letterhead should be used and documentation should contain international dialling codes
for all telephone and fax numbers listed for all research to be conducted overseas.

U the SBREC contact details, listed below, are included in the footer of all letters of
introduction and information sheets.

This research project has been approved by the Flinders University Social and Behavioural Research Ethics
Committee (Project Number ‘INSERT PROJECT No. here following approval’). For more information regarding
ethical approval of the project the Executive Officer of the Committee can be contacted by telephone on 8201
3116, by fax on 8201 2035 or by email human.researchethics@flinders.edu.au.

2. Annual Progress / Final Reports
In order to comply with the monitoring requirements of the National Statement on Ethical
Conduct in Human Research (2007-Updated 2018) an annual progress report must be submitted
each year on the (approval anniversary date) for the duration of the ethics approval using the
report template available from the Managing Your Ethics Approval SBREC web page. Please
retain this notice for reference when completing annual progress or final reports.
If the project is completed before ethics approval has expired please ensure a final report is
submitted immediately. If ethics approval for your project expires please submit either (1) a final
report; or (2) an extension of time request and an annual report.

Student Projects
The SBREC recommends that current ethics approval is maintained until a student’s thesis has

been submitted, reviewed and approved. This is to protect the student in the event that reviewers
recommend some changes that may include the collection of additional participant data.

Your first report is due on or on completion of the project, whichever is the earliest.

3. Modifications to Project
Modifications to the project must not proceed until approval has been obtained from the Ethics
Committee. Such proposed changes / modifications include:

| change of project title;

| change to research team (e.g., additions, removals, principal researcher or supervisor change);

| changes to research objectives;

| changes to research protocol;

| changes to participant recruitment methods;

| changes / additions to source(s) of participants;

| changes of procedures used to seek informed consent;

| changes to reimbursements provided to participants;

| changes / additions to information and/or documentation to be provided to potential
participants;

| changes to research tools (e.g., questionnaire, interview questions, focus group questions);

| extensions of time.

To notify the Committee of any proposed modifications to the project please submit a Modification
Request Formavailable from the Managing Your Ethics Approval SBREC web page. Download
the form from the website every time a new modification request is submitted to ensure that the
most recent form is used. Please note that extension of time requests should be submitted prior to
the Ethics Approval Expiry Date listed on this notice.

Change of Contact Details

Please ensure that you notify the Committee if either your mailing or email address changes to
ensure that correspondence relating to this project can be sent to you. A modification request is not
required to change your contact details.
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4. Adverse Events and/or Complaints
Researchers should advise the Executive Officer of the Ethics Committee on 08 8201-3116
orhuman.researchethics@flinders.edu.au immediately if:

| any complaints regarding the research are received,
| aserious or unexpected adverse event occurs that effects participants;
| an unforseen event occurs that may affect the ethical acceptability of the project.

Kind regards
Andrea

Ms Andrea Mather (formerly Fiegert) and Ms Rae Tyler

Ethics Officers and Executive Officers, Social and Behavioural Research Ethics Committee

Ms Andrea Mather | Monday - Friday T: +61 8201-3116 | E: human.researchethics@flinders.edu.au
Ms Rae Tyler | Monday, Wednesday and Friday mornings T: +61 8201-7938 | E: human.researchethics@flinders.edu.au
A/Prof David Hunter | SBREC Chairperson T: +61 7221-8477 | E: david.hunter@flinders.edu.au

Dr Deb Agnew | SBREC Deputy Chairperson T: +61 8201-3456 E: deb.agnew@flinders.edu.au

SBREC Website Social and Behavioural Research Ethics Committee (SBREC)

Research Development and Support [Union Building Basement

Flinders University
Sturt Road, Bedford Park | South Australia | 5042
GPO Box 2100 | Adelaide SA 5001

CRICOS Registered Provider: The Flinders University of South Australia | CRICOS Provider Number 00114A

This email and attachments may be confidential. If you are not the intended recipient, please inform the sender by reply email and delete all

copies of this message.
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Appendix 4.14: Ethics approval from Flinders University, Social and
Behavioural Research Ethics Committee (SBREC) for qualitative study

Dear Terefe,
Y our conditional approval response for project 8362 was reviewed by the interim Chairperson of the

Social and Behavioural Research Ethics Committee (SBREC) and was approved. The ethics approval
notice can be found below.

APPROVAL NOTICE

Project No.: 8362

Project Title: HIV care in prison, initiation, adherence and outcomes of antiretroviral therapy
among inmates in Southern Ethiopia

Principal Researcher: Mr Terefe Fuge

Email: fuge0002@flinders.edu.au

Approval Date: 8 July 2019 Ethics Approval Expiry Date: 5 March 2023

The above proposed project has been approved on the basis of the information contained in the
application, its attachments and the information subsequently provided with the addition of the
following comment.

Condition:

1. Prisoners receiving Emergency Medical Care
The Chairperson advises that no prisoner attending the clinic for emergency medical care
should be recruited to participate in this project. Please ensure that this condition is adhered
to throughout the life of this research project.

RESPONSIBILITIES OF RESEARCHERS AND SUPERVISORS
1. Participant Documentation
Please note that it is the responsibility of researchers and supervisors, in the case of student
projects, to ensure that:
| all participant documents are checked for spelling, grammatical, numbering and formatting
errors. The Committee does not accept any responsibility for the above mentioned errors.
the Flinders University logo is included on all participant documentation (e.g., letters of
Introduction, information Sheets, consent forms, debriefing information and questionnaires —
with the exception of purchased research tools) and the current Flinders University letterhead
is included in the header of all letters of introduction. The Flinders University international
logo/letterhead should be used and documentation should contain international dialling codes
for all telephone and fax numbers listed for all research to be conducted overseas.
U the SBREC contact details, listed below, are included in the footer of all letters of
introduction and information sheets.
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2.

This research project has been approved by the Flinders University Social and Behavioural Research Ethics
Committee (Project Number ‘INSERT PROJECT No. here following approval’). For more information regarding
ethics approval of the project the Executive Officer of the Committee can be contacted by telephone on 8201 3116,
by fax on 8201 2035 or by email human.researchethics@flinders.edu.au.

Annual Progress / Final Reports

In order to comply with the monitoring requirements of the National Statement on Ethical
Conduct in Human Research 2007 (updated 2018) an annual progress report must be submitted
each year on the 8 July (approval anniversary date) for the duration of the ethics approval using
the report template available from the Managing Your Ethics Approval web page.

Please note that no data collection can be undertaken after the ethics approval expiry date listed
at the top of this notice. If data is collected after expiry, it will not be covered in terms of ethics.
It is the responsibility of the researcher to ensure that annual progress reports are submitted on
time; and that no data is collected after ethics has expired.

If the project is completed before ethics approval has expired please ensure a final report is
submitted immediately. If ethics approval for your project expires please either submit (1) a final
report; or (2) an extension of time request (using the modification request form).

First Report due date: 8 July 2020

Final Report due date: 5 March 2023

Student Projects
For student projects, the SBREC recommends that current ethics approval is maintained until a student’s thesis has been submitted,

assessed and finalised. This is to protect the student in the event that reviewers recommend that additional data be collected from
participants.

Modifications to Project
Modifications to the project must not proceed until approval has been obtained from the Ethics
Committee. Such proposed changes / modifications include:
| change of project title;
| change to research team (e.g., additions, removals, researchers and supervisors)
| changes to research objectives;
| changes to research protocol;
| changes to participant recruitment methods;
| changes / additions to source(s) of participants;
| changes of procedures used to seek informed consent;
| changes to reimbursements provided to participants;
| changes to information / documents to be given to potential participants;
| changes to research tools (e.g., survey, interview questions, focus group questions etc);
| extensions of time (i.e. to extend the period of ethics approval past current expiry date).

To notify the Committee of any proposed modifications to the project please submit a Modification
Request Form available from the Managing Your Ethics Approval SBREC web page. Download
the form from the website every time a new modification request is submitted to ensure that the
most recent form is used. Please note that extension of time requests should be submitted prior to
the Ethics Approval Expiry Date listed on this notice.

Change of Contact Details
If the contact details of researchers, listed in the approved application, change please notify the Committee so that the details can

be updated in our system. A modification request is not required to change your contact details; but would be if a new researcher

needs to be added on to the research / supervisory team.

Adverse Events and/or Complaints
Researchers should advise the Executive Officer of the Ethics Committee on 08 8201-3116
or human.researchethics@flinders.edu.au immediately if:
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| any complaints regarding the research are received;
| aserious or unexpected adverse event occurs that effects participants;

| an unforeseen event occurs that may affect the ethical acceptability of the project.

Kind regards
Andrea

Andrea Mather and Rae Tyler

Executive Officers, Social and Behavioural Research Ethics Committee
Research Development and Support

P: (+61-8) 8201 3116 | andrea.mather@flinders.edu.au

P: (+61-8) 8201 7938 | rac.tyler@flinders.edu.au

Flinders University
Sturt Road, Bedford Park, South Australia, 5042
GPO Box 2100, Adelaide, South Australia, 5001

http'//www flinders.edu.au/research/researcher-support/ebi/human-ethics/human-ethics_home.cfm

H Flinders

ln-l:nh I'.lrnl'.'\-p-w

Proactively supporting our Reseatch

CRICOS No: 00114A This email and any attachments may be confidential. If you are not the intended recipient, please inform the sender by

reply email and delete all copies of this message.
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Appendix 4.15: Ethics approval from Southern Nations, Nationalities and

People’s Regional Heatlh Bureau (SNNPRHB) for cohort and qualitative
studies
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Appendix 4.16: Letter of permission from Southern Nations, Nationalities
and People’s Regional State (SNNPR) Prison Commission
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Appendix 4.17: Letter of introduction, information sheet and consent form
for cohort participants
Letter of introduction

Dear Sir/Madam/Name
This letter is to introduce Mr Terefe Fuge who is a PhD student in the Department of
Medicine and Public Health at Flinders University. He will produce his student card, which
carries a photograph, as proof of identity.

He is undertaking research leading to the production of a thesis or other publications on the
subject of HIV care for prisoners. Successful HIV care needs early finding of infected people
followed by timely linkage to treatment in order to reduce progression of the virus. However,
it is generally known that people in prison are underprivileged and often lack standard of
health care including HIV treatment. Therefore, he is investigating differences in linkage to
HIV treatment and its outcomes between people in the outside community and people in
prison in Southern Ethiopia.

He would like to invite you to assist with this project by agreeing to respond to verbally
administered questionnaire which covers certain aspects of this topic. No more than half an
hour on one occasion would be required.

Be assured that any information provided will be treated in the strictest confidence and none
of the participants will be individually identifiable in the resulting thesis, report or other
publications. While no identifying information will be published, anonymity cannot be
guaranteed as other people will know who has participated. You are, of course, entirely free
to discontinue your participation at any time or to decline to answer particular questions.

Any enquiries you may have concerning this project should be directed to me at the address
given above or by telephone on (+61 8 7221 8445) or e-mail (emma.miller@flinders.edu.au)
Thank you for your attention and assistance.

Yours sincerely

Dr Emma Miller

This research project has been approved by the Flinders University Social and Behavioural
Research Ethics Committee (Project Number: 8173). For more information regarding
ethical approval of the project the Executive Officer of the Committee can be contacted by
telephone on 8201 3116, by fax on 8201 2035 or by email
human.researchethics@flinders.edu.au.
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Ambharic version of letter of introduction
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Participant information sheet

Title: ‘HIV care continuum in prison: initiation, adherence and outcomes of antiretroviral
therapy amongst prisoners in South Ethiopia’
Researcher(s)
Mr Terefe Fuge
College of Medicine and Public Health
Flinders University
Sturt Road, Bedford Park | South Australia 5042
GPO Box 2100 | Adelaide SA 5001
Tel: +61872218445/+251916357443
Email: fuge0002@flinders.edu.au
Supervisor(s)
1. Dr Emma Miller
College of Medicine and Public Health
Flinders University
Sturt Road, Bedford Park | South Australia 5042
GPO Box 2100 | Adelaide SA 5001
Tel: +61872218445
Email: emma.miller@flinders.edu.au
2. Dr George Tsourtos
College of Medicine and Public Health
Flinders University
Sturt Road, Bedford Park | South Australia 5042
GPO Box 2100 | Adelaide SA 5001
Tel: +6187221 8418
Email: george.tsourtos@flinders.edu.au

Description of the study

This study is part of the project titled ‘HIV care continuum in prison: initiation, adherence and
outcomes of antiretroviral therapy amongst prisoners in South Ethiopia’. HIV care process
needs early finding of infected people followed by timely linkage to treatment in order to obtain
successful viral suppression. However, it is generally known that people in prison are
underprivileged and often lack standard of health care including HIV treatment. Therefore, this
project will look at differences in linkage to HIV care and outcomes of antiretroviral therapy
between people in the outside community and people in prison in South Ethiopia. Ultimately,
the researcher hopes to reduce any gaps in care between the two settings. This project is
supported by Flinders University, in the College of Medicine and Public Health.

Purpose of the study

This project aims to find out the difference in antiretroviral therapy outcomes including starting
treatment after diagnosis, ability to take treatment and treatment failure between prisoners
and the general population, with the intention of revealing contributing factors for each. It will
also investigate prisoners’ and stakeholders’ views towards currently existing prison
antiretroviral therapy system and the way forward to improving the service.
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What will | be asked to do?

You are invited to attend a one-on-one interview to complete a survey with a trained research
assistant who will ask you about your living situation, HIV risk factors, history of imprisonment
(if prisoner), and HIV care use. The interview will take 30 minutes. Your treatment monitoring
CD4 count and viral load test results will be extracted from laboratory register.

What benefit will | gain from being involved in this study?

While there may be no direct benefit to you, the sharing of your experiences may contribute
to improving access to quality antiretroviral therapy where it is needed, including correctional
facilities. Due to the involvement of stakeholders at different levels, it is hoped that
opportunities will be created to reduce problems related to access and utilisation of
antiretroviral therapy in prisons in the future.

Will | be identifiable by being involved in this study?

We will be using your medication identification number from the health facility where you are
currently receiving HIV care for data collection and feedback provision. The medication 1D will
be de-identified at the end of data entry and will be replaced by specific study identification
number. All information and results obtained in this study will be stored in a secure way, with
access restricted to relevant researchers.

Are there any risks or discomforts if | am involved?

The researcher anticipates minimal risk from your involvement in this study, however, given
the nature of the project, some participants could experience emotional discomfort. If any
emotional discomfort is experienced please contact Mr Wondesen Abebe through phone no:
+251916032070 for support/counselling that may be accessed free of charge by all
participants. If you have any concerns regarding anticipated or actual risks or discomforts,
please raise them with the research assistant.

How do | agree to participate?

Participation is voluntary. You may answer ‘no comment’ or refuse to answer any questions,
and you are free to withdraw from the interview at any time without any effect on your care,
now or in the future. A consent form accompanies this information sheet. If you agree to
participate please read (or listen, while the consent form is read out) and sign the form and
give it back to the research assistant.

Recognition of contribution / time / travel costs

If you would like to participate, in recognition of your contribution and participation time, you
will be provided with a $AUD1.00 (20 Ethiopian birr) voucher. This voucher will be provided to
you face-to-face on completion of the interview.

How will | receive feedback?

On project completion, outcomes of the project will be available from the health facility where
you are currently receiving HIV care.

Thank you for taking the time to read this information sheet, and we hope that you will accept
our invitation to be involved.

This research project has been approved by the Flinders University Social and Behavioural
Research Ethics Committee (Project Number: 8173). For more information regarding
ethical approval of the project the Executive Officer of the Committee can be contacted by
telephone on 8201 3116, by fax on 8201 2035 or by email
human.researchethics@flinders.edu.au.
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Amharic version of participant information sheet

pan/® 36

ARGk CON: “PUI F4T, AUPT NAT AL N, LY LT ABMARCE AMANE AT IR PUNTRT M,

MMt AL PAM. +6F: NLMN AFTER P
ADL/PT
At 4L 11
PUNIRTT UNL+HAN M DAE
§ATLCH RLNCAT
Nan: +61447005828/+251916357443
AT 2A: fuge0002@flinders.edu.au
+&MmmL/PF
1. &/C ™ TAC
PUNTRTT UNZ+HAN MG hAE
§ATLCH RLACAT
NaN: +61 8 7221 8445
AT 2A: emma.miller@flinders.edu.au
2. 2/C BCE ALTHN
PUNTRTT UNZ+AN M hAE
§ATRCH RLNCAL
Nan: +6187221 8418
AT RA: george.tsourtos@flinders.edu.au

PG+ oA,

2U MGF “PU T, AP NAT AL A, ARLY1T ABMARCT AMANE AT8 LI PUNTRT R Mt
AR PAM. +BF: NN ATPAL” PMMA TCENT Ahd 10 MM PAT AR N, UNIRT PALLAT
+MEPF ALHIL NDP+ ALF UAIRT ATREMG MAFAT EMLPA: TIC 07T ATLM FDPM
/@, P +RI° P TF APT PhT AL N, UNTRT ADLHT PAMPPT® TOCT (IPC AdeTF PMT FIICT
NECANTFM BATPAA: AALTIIR AG+ NN ATER L T/ P +&RIPT NAYCa P +&ID M NAb
NALLM IC P P4 APT aPhnd PAMT PAT AR N, UNIPT APCNFET AMPPIPT +PLHM, PR DM,
PMT FoCF ARTT PMTA= AMTM NUA+ UHNF a®hhd PAMLY T91FMY9° PhT AR N, UR9PT
A1A%AF AACPADMMTY AR PATIA: AMG+ 26 PRI PEATRCH RLACAL PUAIRSGY
UNZHAN MS DAE 0

PGk AAM

2U MG} a9/ P +&RgRg NAQLay f +RIP Meke NA NNLLA IC PMF 4 NPT aPhnA PAMY PAT
A N, UNTPT APCNFT AMPPIPT +PLHM P M. PMS FICT ARIF ATIMNTHT PFICEY
amIAG AMDP PFAM 1O NHTICT® DG+ NNLLA JIC PTULFE F4TMPF AT NALCA ANAT
AU NAAD PAT AR L URTPT ATAIART PATMY ANTLPF NACT® F94.7 NHAPYT AdP&F+ NPME
/e NAANTM. PAR&ETY APMenPT TRANF BENNAA:
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9Y A8 AMPPAU?

ACH PAAMY PAMTM. £8% NA AEEC Uit ALLMNT ML AA AD AT8+AAE U53Y NATY, POD TR
NULPFT PACTIF 2R (F¢-T, hP1/T) AT NART AL A, URTPT AMPPI® N, PNY LM, PEFAGT
PATMLEP AL AT8A+S NARNCT +INHPA: PATPMELR 30 LbP PTULE LUPTA: NtenTILTP
PhT AL M UAIPT BN F P PANLTC FRLAPE BNt T9ATIR PCD4 A viral load ®~MuF NAPHI
AL BMASA:

MGk AL NAA+4L P T MPIo 9oy LY JM-?

goyge AT et PP MPIR NLFLZMIR ACH PAFT ATRE MNL A PAT AR M UNIRS
N,PNLAINTF Uk 09T P +RMFT (RIPC ATA AT ATIARA TAP 428 LELPAx
NteRTLIR PATAN A NALCA ANAT NHAPP £28 DG+ AR NATLA+S PA9Z P +RFT PAT
A8 [, UATRT ToIC ME4F FCFIR NAD: ARAN: A$Y £ FAA NAT ATTRTAT:

MGk AL NA+L MYt 2IAMA?

a/8 AANANG PRT+Y 9N AN AAMT PAR+ HYE NALF A%t PAT AR N, UN9RT
A7t NLTTFNT PURIRT +RID PURIRT AP HIN @MY ATMPTAT: PURIRT AP HI @ha.
am/Bm. ®L NIPTHC NN NBA NAA €MC PM+NT P M4 RUTA: NHU mFTF PFRANAT
MITMI® aLE P0G+ @Mt NN&E+E D1ee BUTIE NHMNP MRAR N+INQ AR TPT HIE
NF P aem BIPTA:

MGk AL NATE 2% +8F LLCHANTA?

AMTIM MG AL NARA+E PR LCANT F8F NMIR HP+E ATLLT LITA: 11C 17 NG+ 9201 P+
AT8TLE +AFLPTF N FFM ATh £FAA: MLTMID ALY PATRT +8%F N.PIMIF ANDFT NHU
A& A 4251916032070 AT MIEMAT ANN NA®- 19 9PNC AT £I& ATA%AT P'F:. a9 Fmge
LATMFT 190 NFC ANDFTY ALBF AMTM. PAMLE:

MGk AL AA+E AHMaYEy 18T a9A§ ATFAAL?

+ATED g Na-x N&SLTTT AL PHARALt jm ACPMEBd APAN PATIR dHAFT aRADAR
PMLLATTT M PR APHAA ATE IR CPMERT NEATFT AGF U PORRLF Ao 197 Aot 2UT
NMLA9® NG MI° P LT FF ATAIT AR AT NPT MLLT PTRRCANT FRTI° ALY 6T
REPCIP: PHATR NTRIRTT MA & NHU A28 & IC ANC +NFFA: DT+ AR AGRA+& N+Hagae
ANDFTY PATRIRYF S8 AR PAMT A8 NLTN ATNND- AALTR AINN NLIN ARTPMD- & AL
N&LT™ NBA AR, 28T £aPA(r:

ANDF TH/FANT 03T A DMt
MGk AL APA+& &2 L5 NP ANDF THT FANT 0M& T APAMT PUA 20 PATER.L NC
L2AMmZFA: Ne AN PAPMERT ATLMLN &FAGT PALAD LUPTA=

90, AN AL LEMNA8A?

PGt MNEL AL PG AMPAL Mt AT PAT AR N, UNTPT A4 TF N, LT FHNT PMT
+2g° ATNLYF PR LCAT BUPTA:

Pan/ZBE MY & NATNM/AINN NABIR M. A8 ALY APAPATTY MG+ AL AT8NA+T4 PelNTATTY
INH ATLMPNA +N4 ATLCIA T
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Participant consent form

‘HIV care continuum in prisons: initiation, adherence and outcomes of antiretroviral
therapy amongst prisoners in South Ethiopia’

L e e e e e e e e e e e e e eeeeee e aaeereaear being over the
age of 18 years hereby consent to participate as requested in the
....................................... for the research project on with the title listed above.
1. | have read the information provided.
2. Details of procedures and any risks have been explained to my satisfaction.
3. lam aware that | should retain a copy of the Information Sheet and Consent Form for
future reference.
4. | understand that:
e | may not directly benefit from taking part in this research.
¢ Participation is entirely voluntary and | am free to withdraw from the project at any time;
and am free to decline to answer particular questions.
¢ While the information gained in this study will be published as explained, my
participation will be anonymous and my individual information will remain confidential.
e Whether | participate or not, or withdraw after participating, will have no effect on any
treatment, sentencing or service that is being provided to me.
e | may ask that the interview be stopped at any time, and that | may withdraw at any
time from the session or the research without disadvantage.
e My medication identification number will be used for data collection and feedback
provision
Participant’s signature..............coooiiiiii Date........coooeeeinini
| certify that | have explained the study to the volunteer and consider that she/he
understands what is involved and freely consents to participation.
ResearChers Name. ... ... ——

Researcher’'s signature...............ccoooiiiiiin, Date......coooviiiiiian.
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Ambharic version of participant consent form
Pt +ATE NI TT PR

PAGE CON: “PUN F&-, AP NAT AL N ARLYLF AEMARCT AMANL A8 9P
PURIRT M Mt AL PAML +65: NENN ATER.P”

D ettt 0Lame n18 gant
NAL NPT NAL COMt AL NTMPAD MTTH AR ATPA+E AONTRY LT dmfe NADL TPAN
A7A94 U=

1. P+AM%T aoZ8 ay3NN7y

2. PGET HCHC Le*T +LeHM™ ANA+ NATLTA +8FF NAR.PZNT AN 1AL AR/ 7
3. PanZBq PAIRIRYF $RF NPT APMEL 1H TIMPATT AR PH ATLIFA aBL8+7T

4. A18U9° NHU $DAM PHHZHSGFT YANT A28+ Al IIMAU:

. MGHR AL NAATL $H+E MPIR ATLMATY

. +ATEM g N4 NEPLETF AL PHIRAL+ CRPEYGT ACPM Lk ARAN
PARGR AoATT ADADAN PARAL ATM-Y M P ADHAA AF8 9P AP ML ey
NEANT A9F U PaRe/m d-X 195%F A8 AT:

. goygD 37N Y e+ PAR7T M A/ 8 N+7A8M APAN: PAY F+90 NP9
MGk AL MA+L, IPAMNLC ARPRYT a9YY£Y PO A6 TG FM-9P Ao/ P
PO Mg ao(Pr7y

. MG AL NATEIR NAATEID MLID MG+ NARYA NLCM LU NTILLD
NTRLEMI° PaRITFD A1 AL ALTIR NPT MELT PIRRCANT
goygR A2 +&OF ATLAAD-:

. MTEY ATNYLE A78.LAF AT INLARAN ATPAMT PUNTIRT APAP Mg
MPID AL ATLMMMA

B A ol IR L b T

PATHET AAT A+AFLM NHINMQ AN BALEETT +AFLMID +PLHM, PATT 180T

NaeZ8%F N197% &P LAY FFMmY ADARTFMY hZ,IIMA L

8 AN T L o [P UP P OO
PAMLE £GT ACT oneeeieeeniieeeeeeeeeeeeneeenens N
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Appendix 4.18: Letter of introduction, information sheet and consent form
for qualitative interview participants

Letter of introduction (For prisoner participants)

Dear Sir/Madam/Name

This letter is to introduce Mr Terefe Fuge who is a PhD student in the Department of
Medicine and Public Health at Flinders University. He will produce his student card, which
carries a photograph, as proof of identity.

He is undertaking research leading to the production of a thesis or other publications on the
subject of HIV care for prisoners. Successful HIV care needs early finding of infected people
followed by timely linkage to treatment in order to reduce progression of the virus. However,
it is thought that people in prison may not always have the highest standard of health care
including HIV treatment. Therefore, he is investigating differences in linkage to HIV treatment
and its outcomes between people in the community and people in prison in Southern
Ethiopia.

He would like to invite you to assist with this project by agreeing to be involved in an
interview which covers certain aspects of this topic. No more than one hour on one occasion
would be required though some components of the interview may take longer to complete
than the anticipated time.

Be assured that any information provided will be treated in the strictest confidence and none
of the participants will be individually identifiable in the resulting thesis, report or other
publications. While no identifying information will be published, anonymity cannot be
guaranteed as other people will know who has participated. You are, of course, entirely free
to discontinue your participation at any time or to decline to answer particular questions.

Since he intends to make a tape recording of the interview, he will seek your consent, on the
attached form, to record the interview, to use the recording or a transcription in preparing the
thesis, report or other publications, on condition that your name or identity is not revealed,
and the recording will not be made available to any other person.

To partly compensate you for your time, you will receive 50 Ethiopian birr after the interview
ends, which will be provided in cash.

Any enquiries you may have concerning this project should be directed to me by post at the
address given above or you can contact a prison nurse to have your inquiry redirected to me
by telephone on (+61 8 7221 8445) or e-mail (emma.miller@flinders.edu.au).

Thank you for your attention and assistance.

Yours sincerely
Dr Emma Miller

This research project has been approved by the Flinders University Social and Behavioural
Research Ethics Committee (Project Number: 8362). For more information regarding
ethical approval of the project the Executive Officer of the Committee can be contacted by
telephone on 8201 3116, by fax on 8201 2035 or by email
human.researchethics@flinders.edu.au.
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Ambharic version of letter of introduction
PMAME P LNENAFLMLPT)

ANC/ANCH AT/ O/C/F
U N8N N&ATLCH RLNCAL NUATRTT UNLHAN MT F/F N&EA BT AT 8 3¢ PR AT +44
187 ATAHPDSP P+94, 100 AN +TLTET PLI1M HIE NET P84 R FDEP ANCT RITA:

+asm NP +29F PAT AL A, URTRT ATAT AL meF PhY8A: MM PhAT AL M
Un9RT PALLAT +MePT ALHIL ND&+ ALT UNIPT ATREM4G MAFAT EMEPA:. 116 17
ALY MM, /T P +RIP P TF APTF Pt AR N UNTPT AMZTT PAMPPT® FIC TP AT
PMS FICTF NLCANTO LA+PAA= NALII® +a94@ a92a9 P +2gPq NAjray P +2g0 M eps Nk
NALLA JC PPG APT dOhRA PAMLY PRT AL M. URIPT APCNHT AMPPICT +PLHM
aq M+ PMS FICTF AR PMTAs

+@im. ACH NATE N9GT NWLNAD Nt AL N UNTPT HE P NTHIE A PMESP AL ATDA+E
N@ATaRt +NNC ATLPLCTF NANNCT LINHFA: FPTAANTID AT8TLE M PRPTF ht100+a-
1H NAL A.MAS. 7Y LFANA:

ACH PACPMER AL PR AMF AOZE NNE+HE MYt NIPAML P9, PH ARPRIT TITMID 9757
PARAL OBCE ATLARLP/M ATIR PG+ MMt AF+9Pge Py Paran/4p dUré (LHIE a71d
NIRY9° AeYF GRPAN ATLMELIAR AZIIMAedAlr: NI aRFIR NPT NEART 1H +ATEPT
Pan®/m A8 9P ARADAN AR 2L ARTT M PR PADHAA Ot 1977 Adehs:

+MLMm. PAPMLRT ADT+ ATRLMF NNAT @PEF NATLAT AT PG+ Mt T
NTLIAS UiF ATRaRl P §U&T AUTRT ATRTMPI° PCAT &PLYTF NOU-& EMEPA: PHP SO,
a/8 NFPIIR AR AAA AD- ALHAAGTP:,

MG AL AMA+E &L PR ANRT 1HT FANT 0M&T AGPAMT PUA 50 PATPRL 1NC
eNMFA= Ne AR -LL+7 AL &TAGT PAND L UPTA=

NG AL PAtT MITMITC M PR MLID ANTLPT NG NA NTMPNM 7N F AL A MEIR AICHTE
7°Cr  NMEZO  mPPF+ NhAh  €MmC (61 8 7221  8445), LI A-0RLA
(emma.miller@flinders.edu.au) A78.2CH ML LFAA:

ATNNC AZ AECE ATPAITAL!
nNHATR S JC

A/C KT AL
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Dear Sir,

This letter is to introduce Mr Terefe Gone who is a PhD student in the Department of
Medicine and Public Health at Flinders University. He will produce his student card, which
carries a photograph, as proof of identity.

He is undertaking research leading to the production of a thesis or other publications on the
subject of HIV care for prisoners. Successful HIV care needs early finding of infected people
followed by timely linkage to treatment in order to reduce progression of the virus. However,
it is generally known that people in prison are underprivileged and often lack standard of
health care including HIV treatment. Therefore, he is investigating differences in linkage to
HIV treatment and its outcomes between people in the community and people in prison in
Southern Ethiopia.

He would like to invite you to assist in this project, by granting an interview which covers
certain aspects of this topic. No more than 45 minutes on one occasion would be required
though some components of the interview may take longer to complete than the anticipated
time.

Be assured that any information provided will be treated in the strictest confidence and none
of the participants will be individually identifiable in the resulting thesis, report or other
publications. While no identifying information will be published, anonymity cannot be
guaranteed as other people will know who has participated. You are, of course, entirely free
to discontinue your participation at any time or to decline to answer particular questions.

Since he intends to make a tape recording of the interview, he will seek your consent, on the
attached form, to record the interview, to use the recording or a transcription in preparing the
thesis, report or other publications, on condition that your name or identity is not revealed,
and the recording will not be made available to any other person.

To partly compensate you for your time, you will receive 100 Ethiopian birr after the interview
ends, which will be provided in cash.

Any enquiries you may have concerning this project should be directed to me at the address
given above or by telephone on (+61 8 7221 8445) or e-mail (emma.miller@flinders.edu.au).

Thank you for your attention and assistance.

Yours sincerely
Dr Emma Miller

This research project has been approved by the Flinders University Social and Behavioural
Research Ethics Committee (Project Number: 8362). For more information regarding
ethical approval of the project the Executive Officer of the Committee can be contacted by
telephone on 8201 3116, by fax on 8201 2035 or by email
human.researchethics@flinders.edu.au.
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PMAME P LNBNANALCA AhAT)

ANC/ANCHAT/O/C/1T

2U N8N N&ATRCH RLACA L NUATRTST UNLHAN MS T/ NEA PT AT & FT9¢ PP AT +l4,
187 ATNHPDP P+94, 10 AAAMT +TLTET PLI1M HIE NET P84 R FDEP ANCT RITA:

+@sMm NP +2t PAT AL N, UNTPT AT7AT AL mTT PhY8A: MM PhT AL N
Uhoes PALLAT TMePT ALHIL NOP+ ALT UhIRT AT8.EM4 MNFAT EMLPA: 11C 17
AL FMPMm, /M P +£9P P T APTF PAT AL N UNTPT AMZTT PAMPPI® F9C T2 C AT
PMS FICT NECANTO EN+PAA: NAPIIR +TLM- a9/ P +&gnq NagLay f +292 Mmepe N
hALZA IC PTG NPT ddhhd PAMT PAT AL N UNIRT ARCNHT AMPPIRT +PEHM
@ am+T PMS FOCTF ARTT PMTA:

+m@mim ACH NACN ATPNT Lo NMLNAD NAT AL N UNIRT HEP NHHIE A APMED AL
AMA+&E NARATDT TNNC AT LECT NARNCT £INHFA: FPTAANTI® AT8TAF D PEPT
N+7a0+@- 1H NAL AONS. 77 &FAA:

ACH PATPMER AL PAYLAMT A8 NN&+E MIPR NFPAMC PARLH ARUPHIT TR M T977$7
PAYAL AOCE ATLMEFLM ATTR PRGHE MMT NF+IRge Py paran/4p gU¢ AHIE T77¢
NFRYTR ALY MRAN ATEMEIAE AlJIMAetAl: NCAD APFIR NPT NEATT 1H +ATEPT
Paaklm A8 IR ARaPAN PR AT M PR PAPHAA O™ 197F Adets:

+@sm, PAMLET AMG+ ATLPMF NNAT &8+ NATLAT AT PHG+ @Mt T97Y$7
N L1746 Ui AdDdn/ & HURES AUFADF A2 MPIR LAY &P LTIF NOUE LML PA: P+ BM,
an/8 990 AAN AAA AM AR+AAGTR:,

MmeE AL AMA+E &PLF NUPF AARF 1HT FANT 0@PT ACAMT PUA 100 PAFEAL NC
LAMFA: NG AN @-LL+TY ALl &FAGT PaRAM LIPTAx

NMG+ AL PATT MITMITC M P MLI® ANFPPF N& N N+MPNM AL A MLI® NNAN *DC
(+61 8 7221 8445), ®LI® A -aD LA (emma.miller@flinders.edu.au) A PLCAAT BFAA:

ATNNC AZ AECE ATPAITAU!
nNHATRF JC
A/C AT TAC
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Participant information sheet (For prisoner participants)

Title: ‘HIV care continuum in prisons: initiation, adherence and outcomes of
antiretroviral therapy amongst prisoners in South Ethiopia’

Researcher(s)

Mr Terefe Fuge

College of Medicine and Public Health

Flinders University

Sturt Road, Bedford Park | South Australia 5042
GPO Box 2100 | Adelaide SA 5001

Tel: +61872218445/+251916357443

Email: fuge0002@flinders.edu.au
Supervisor(s)

1. Dr Emma Miller

College of Medicine and Public Health

Flinders University

Sturt Road, Bedford Park | South Australia 5042
GPO Box 2100 | Adelaide SA 5001

Tel: +61872218445

Email: emma.miller@flinders.edu.au

2. Dr George Tsourtos

College of Medicine and Public Health

Flinders University

Sturt Road, Bedford Park | South Australia 5042
GPO Box 2100 | Adelaide SA 5001

Tel: +6187221 8418

Email: george.tsourtos@flinders.edu.au

Description of the study

This study is part of the project titled ‘HIV care continuum in prisons: initiation, adherence and
outcomes of antiretroviral therapy amongst prisoners in South Ethiopia’. HIV care process
needs early finding of infected people followed by timely linkage to treatment in order to obtain
successful viral suppression. However, it is generally known that people in prison are
underprivileged and often lack standard of health care including HIV treatment. Therefore, this
project will look at differences in linkage to HIV care and outcomes of antiretroviral therapy
between people in the community and people in prison in Southern Ethiopia. Ultimately, the
researcher hopes to reduce any gaps in care between the two settings. This project is
supported by Flinders University, in the College of Medicine and Public Health.

Purpose of the study

This project aims to find out the difference in antiretroviral therapy outcomes including starting
treatment after diagnosis, ability to take treatment and treatment failure between prisoners
and the general population, with the intention of revealing contributing factors for each. It will
also investigate prisoners’ and stakeholders’ views towards currently existing prison
antiretroviral therapy system and the way forward to improving the service.

What will | be asked to do?

You are invited to attend a one-on-one interview with a researcher who will ask you a few
questions regarding your views about HIV care utilization information including compliance
with medication and challenges in accessing drugs, care and support. The researcher expects
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that the interview will take no more than 60 minutes. But some components of the interview
may take longer to complete than the anticipated time. The interview will be audio recorded
using a digital voice recorder to help with reviewing the results. Once recorded, the interview
will be transcribed (typed-up) and stored as a computer file at least for 5 years from the date
of publication. On project completion, a summary of the outcomes of the project will be
available on request from your health care centre and may then provide feedback via a postal
address.

What benefit will | gain from being involved in this study?

While there may be no direct benefit to you, the sharing of your experiences may contribute
to improving access to quality antiretroviral therapy where it is needed, including correctional
facilities. Due to the involvement of stakeholders at different levels, it is hoped that
opportunities will be created to reduce problems related to access and utilization of
antiretroviral therapy in prisons in the future.

Will | be identifiable by being involved in this study?

We will be using participant code for data collection and your name for feedback provision
through postal address. Your name will be de-identified at the end of data entry and will be
replaced by specific study identification number. All information and results obtained in this
study will be stored in a secure way, with access restricted to relevant researchers. While no
identifying information will be published, anonymity cannot be guaranteed as other people will
know who has participated.

Are there any risks or discomforts if | am involved?

The researcher anticipates minimal risk from your involvement in this study, however, given
the nature of the project, some participants could experience emotional discomfort. If any
emotional discomfort is experienced please inform the condition to a prison nurse to contact
Mr Wondesen Abebe through phone no: +251916032070 for free counselling and support
services. If you have any concerns regarding anticipated or actual risks or discomforts, please
raise them with the researcher. While information will be treated with the strictest confidence
by the researcher, any illegal activities disclosed during the research process will be reported
to relevant authorities. Similarly, while upmost care will be taken not to reveal your identity,
any mistreatment disclosed will be reported to relevant staff at health facilities and prisons.

How do | agree to participate?

Participation is voluntary. You may answer ‘no comment’ or refuse to answer any questions,
and you are free to withdraw from the interview at any time without any effect on your care,
now or in the future. A consent form accompanies this information sheet. If you agree to
participate please read (or listen, while the information is read out) and sign the form and give
it back to the researcher or you can give audio recorded consent of participation.

Recognition of contribution / time / travel costs

If you would like to participate, in recognition of your contribution and participation time, you
will be provided with a $AUD2.5 (50 Ethiopian birr) cash. This money will be provided to you
face-to-face on completion of the interview.

How will | receive feedback?

On project completion, outcomes of the project will be available on your request from the
prison health centre, so that you can forward your feedback to the principal researcher via
post.

Thank you for taking the time to read this information sheet, and we hope that you will
accept our invitation to be involved.

This research project has been approved by the Flinders University Social and Behavioural Research
Ethics Committee (Project number: 8362). For more information regarding ethical approval of the
project only, the Executive Officer of the Committee can be contacted by telephone on (08) 8201
3116, by fax on (08) 8201 2035, or by email to human.researchethics@flinders.edu.au.
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Ambharic version of participant information sheet

P/ $H(PF-TPT)

PGk CON: “PUY ¢, AU NAT AR N, AP LY1LF AETACCT ADAAL ATE LT
PURRT D MMt AL PAD, +65: NN AFTEA P
AD/PF
i A
PURIRETT UNZHAN M hAE
§ATLCH RLNCAT
Nan: +61447005828/+251916357443
ATL4A: fuge0002@flinders.edu.au
+EMmmL/PF
1. &/C A™ TAC
PURIRETT UNZHAN MST hAE
§ATLCH RLNCAT
Nan: +61 8 7221 8445
A.TL24A: emma.miller@flinders.edu.au
2. R/CBCE RLEN
PURIRETT UNZHAN M hAE
§ATLCH RLNCAT
Nan: +6187221 8418
AT RA: george.tsourtos@flinders.edu.au

PMG 4 AR Ah,

2U mGF “PU 4, AT NAT AL N CREYLF ABEMADCT AMANE AT8 IR PUNTRT M. MMt
AL PAM. +8F: NN AFPAL” PMA TEENT ANA 10 MM PhT AL A UNIRT PALLAT
+MEPT NLHIL NOP+ ALY UNIPT AT8EM4E MAFAT EMLPA= 11C 97 ATLM ;DM
aq/m P +RI° PRI APTF PAT AL A UNTPT ADLTT PAMPPI® F9C7T 6L AT PMT Fo10CF
NBCANTF@M LATPAA: NALTIIR MG+ NN ATER P 92 P +£9°F NA9Caq P +£9° Mo N
NALLA IC PTG NPT APhNA LAY PAT AL N URTPT APCNTT AMPPIRT +PLHM, PaR APy,
PMS TICT ARIT PMTA= AMIM NUA+ UHNT dPYhd PAMLY LFMYR PhT AL N, Uh9T
ATA% T AAGRARMMT AR PATHA: AMG+ &J& PRI PEATLCH RLACAL PURIRTT
UNHAN MT PAE @

PMG+H AAM

24U MGH ey p +egog hagrag p gD M N NALAN: IC PTRPE: NPT P hNA PARLY PAT
A ML UNTPT APCNFE AMPPIPT +PLHM PAODM. PMS FICT ARIT ATIMGHT PFICETY
MING ATDP PFAME j@r: NHERTILID MG+ NALLN IC PIUPE F4MPT AT NALCA ANAT
AU NAAML PhT A2 1, URTPT ATAAT PATMLY ANTLPF NACTP F914.7 NHAP T ATPEFF NPME
ae/9 NAANTOL PAREFY hdMenPT JoANF L8NNAA:
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oY R84 AMPPAU-?

ACH AMTLM- /T 0 +RMF AL NAAGL PAT AR N, UNTRT AMPPI® N+AL PARLY1T APCNTT
AONNE ATE IR B I&8T ATANNN HEP NLNLLM. PEFART O-L0F AR AT8A+S NANNCT
+INHPA: +ATFEM §2.9° N&PLLTTT AL P+HAAL+ M- ML 2k TPTIIR ATNT ATSTLE D PRPTF
ht7ae+m, 16 NAL ADNS NFATR NATE AT NAL ATRTELLE 2700 FA: ™-LB+ AMGT PaRF
H72 NhAT £+8A: P+e8a- 2970 ML oG +PLC NTPTHC M-NM LPaPMA: £9P6 P9, MEM,
PtPlm L& NHAFLM FANAT TR NHZITM NBA NF 10 §U$ AULT NANF 9P +&gP
P7NF ALGA PLCAT RUTA: MLFMIT® 9NLARAN RAMT NEATTE N7NF AT @DC 159
AR RFAN:

mGk AL NA AL, P LM mPIR IO TM-?

goygR AT em+E PP IR NLFLMIR PACH PATY ATRL NL A PAT AL M URIPT
NT.PNEAINT Uk P92 P +2HFT (IR ATAT T ATIRAA TAP 428 L5/ PA=
NteTLIR PATAN A+ NALCA ANAT NHAPP B2 MG+ AR NATLA+E PA9Z P +RFT PA T
AL [, URTRT FoIC ME4ATF FLFIR NAD- ARAN: @Y £ FAA NAT ATTRTAT:

MGk AL NA+L MYt LIAMA?

a/Em NARAL &« PAANAN AT PMmG+T 912 ARAN N7NF N ATPAR PARF {8 N9Pt7
PIRIMPID LUPTA: AZEM L NIoT+C h+AAL NEA NATPF 9o AA PmeH dDAP &m(
AATRTIMPI® AT PaRAZH LUPTA= NHU mFF PALANAN MIFMID ao/8 Py s+ @Mt
NN&E+E mree LUTIHE N+MNP AN NHINO AN TPTF HIE NF P baem & (PTA:

MGk AL NATE 7% +8F LLCHANTA?

AMTO AHU MG AR NARA+E P9 2CNNT F8F NMIR HP+E ATLLY PIRTA: 116 17 NG+
goRLPF AT8TE HAFLPTF N FFM ATh £FAA: ARLFMID AL PNTRT 8% NP INIRT
ANNTT NHU AZEA +251916032070 AT AYEMAT ANN NAG- 19 IPAC AT £I6 AT1A%1AT P F:,
MIFMmI° PA+AFT 19C NFC ANDFT AADTM. PAM.E::

MG+ AL APA+E A4y 1L, oA AFAAU-?

TATRM ag NOh N§SLETT AR P+aPAZ+ 1M ACPMEd RAR PATGR AT doappp
PALLATTT D P AOHAA ATE TR APMERT NEATFF N%GF Lk PARR/T ak 197 Adets: RUTY
NRLZI9° NG MID PaY PTFF ATA%AT AR AUT9R NPT @LLTF PIRLCANT: 9RI9R AL1F ehg
RREPCIR: PHATER NIRRT MA % NHU A28 &% IC ANC +AFFA: DGR AL ATPA+E N+hagae-
ANDEY PATRIRIF SR AL PAMLY ABZE NLFN ATNING: AALIR AINN NI ALTPMO: $2. AL
NELA™ NBA ARMTLOL LAPA(M: MEIP MG+ AL ACPA+E ADNTRIREET (b ARAL LFAk:
ANDT LH/FANT O3S A AT

MG+t AL AMPA+E §$ L5 NP ANDLT THT FANT 0M&T ACPAMT PUA 50 PATER.L NC
EAMFA= NG AN -LL+T ATLMLN &FAGT PTRAM RUPTAS

9L AN AT LONSA?

PPTE NG AL PPTE AMPAL MT ALY NANT PA9L P +29° P7AF AL A PARLLNT
LT

panZsm & NAINM/AINN AASTRM: AB) ACTT APTRATTT DG+ AR AT8.A+4 PPLNTAFT
INH ATLMPNA +N& ATRCIAY:
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Participant information sheet (For service provider participants)

Title: ‘HIV care continuum in prisons: initiation, adherence and outcomes of
antiretroviral therapy amongst prisoners in South Ethiopia’

Researcher(s)

Mr Terefe Fuge

College of Medicine and Public Health

Flinders University

Sturt Road, Bedford Park | South Australia 5042
GPO Box 2100 | Adelaide SA 5001

Tel: +61872218445/+251916357443

Email: fuge0002@flinders.edu.au
Supervisor(s)

1. Dr Emma Miller

College of Medicine and Public Health

Flinders University

Sturt Road, Bedford Park | South Australia 5042
GPO Box 2100 | Adelaide SA 5001

Tel: +61872218445

Email: emma.miller@flinders.edu.au

2. Dr George Tsourtos

College of Medicine and Public Health

Flinders University

Sturt Road, Bedford Park | South Australia 5042
GPO Box 2100 | Adelaide SA 5001

Tel: +6187221 8418

Email: george.tsourtos@flinders.edu.au

Description of the study

This study is part of the project titled ‘HIV care continuum in prisons: initiation, adherence and
outcomes of antiretroviral therapy amongst prisoners in South Ethiopia’. HIV care process
needs early finding of infected people followed by timely linkage to treatment in order to obtain
successful viral suppression. However, it is generally known that people in prison are
underprivileged and often lack standard of health care including HIV treatment. Therefore, this
project will look at differences in linkage to HIV care and outcomes of antiretroviral therapy
between people in the community and people in prison in Southern Ethiopia. Ultimately, the
researcher hopes to reduce any gaps in care between the two settings. This project is
supported by Flinders University, in the College of Medicine and Public Health.

Purpose of the study

This project aims to find out the difference in antiretroviral therapy outcomes including starting
treatment after diagnosis, ability to take treatment and treatment failure between prisoners
and the general population, with the intention of revealing contributing factors for each. It will
also investigate prisoners’ and stakeholders’ views towards currently existing prison
antiretroviral therapy system and the way forward to improving the service.

What will | be asked to do?

You are invited to attend a one-on-one interview with a researcher who will ask you a few
questions regarding your views about HIV care utilization information including patients’
compliance with medication and challenges in accessing drugs, care and support.
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Participation is entirely voluntary. The researcher expects that the interview will take no more
than 45 minutes. But some components of the interview may take longer to complete than the
anticipated time. The interview will be audio recorded using a digital voice recorder to help
with reviewing the results. Once recorded, the interview will be transcribed (typed-up) and
stored as a computer file at least for 5 years from the date of publication. You will be invited
to comment on transcripts of the interview, and will also be provided with a summary of the
study findings. You will be able to provide feedback by email, phone or mail.

What benefit will | gain from being involved in this study?

While there may be no direct benefit to you, the sharing of your experiences may contribute
to improving access to quality antiretroviral therapy where it is needed, including correctional
facilities. Due to the involvement of stakeholders at different levels, it is hoped that
opportunities will be created to reduce problems related to access and utilization of
antiretroviral therapy in prisons in the future.

Will | be identifiable by being involved in this study?

We do not need your name and you will be anonymous. Any identifying information will be
removed, and your comments will not be linked directly to you. All information and results
obtained in this study will be stored in a secure way, with access restricted to relevant
researchers. While no identifying information will be published, anonymity cannot be
guaranteed as other people will know who has participated.

Are there any risks or discomforts if | am involved?

The researcher anticipates few risks from your involvement in this study, however, given the
nature of the project, some participants could experience emotional discomfort. If any
emotional discomfort is experienced please contact Mr Wondesen Abebe through phone no:
+251916032070 for free counselling and support services. If you have any concerns regarding
anticipated or actual risks or discomforts, please raise them with the researcher. Moreover,
while information will be treated with the strictest confidence by the researcher, any illegal
activities disclosed during the research process will be reported to relevant authorities.

How do | agree to participate?

Participation is voluntary. You may answer ‘no comment’ or refuse to answer any questions,
and you are free to withdraw from the interview at any time. Whether or not you decided to
participate will have no negative impacts on your current or future employment. A consent
form accompanies this information sheet. If you agree to participate please read and sign the
form and give it back to me.

Recognition of contribution / time / travel costs

If you would like to participate, in recognition of your contribution and participation time, you
will be provided with a $AUD5.00 (100 Ethiopian birr) cash. This money will be provided to
you face-to-face on completion of the interview.

How will | receive feedback?
On project completion, outcomes of the project will be given to you through email so that you
can forward your feedback to the principal researcher.

Thank you for taking the time to read this information sheet, and we hope that you will
accept our invitation to be involved.

This research project has been approved by the Flinders University Social and Behavioural Research
Ethics Committee (Project number: 8362).

For more information regarding ethical approval of the project only, the Executive Officer of the
Committee can be contacted by telephone on (08) 8201 3116, by fax on (08) 8201 2035, or by email
to human.researchethics@flinders.edu.au
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PAD/ZE $H(PNALCA ANAT)

PGk CON: “PUD F4T0, APPY NhT AL N, ARLYLF AEMRARCT AMANL A8 9P

PUNIRT@M MMt AR PAM, +6F: NEMN AFER P
ADL/PT
At L 11
PUNIRTT UNL+HAN M hAE
§ATLCNH RLNCA T
Nan: +61447005828/+251916357443
AT L2A: fuge0002@flinders.edu.au
+&MmmL/PF
1. &/C ™ TAC
PURIRETT UNZHAN M hAE
§ATLCH RLACAT
NaN: +61 8 7221 8445
AT 24A: emma.miller@flinders.edu.au
2. 2/C BCE A LTHN
PUNTRTT UNZ+AN M hAS
§ATLCNH RLNCA T
Nan: +6187221 8418
AT RA: george.tsourtos@flinders.edu.au

PMG 4 AR Aeh,

2U MmGF “PUY FLM RPY NAT AL N, YT ABMARCT AMANE AT8 IR PUAIRTM. MMt
AL PAM +6F: NLMN ATPAL” PA TCEAT ANA 10 M PAT AL M UATRT PALLAY
+MEPT NLHIL NOP+ ALF UNTPT AT8EME MAFAT EMLPA= 11C 07 ATLM ;DM
@/ P +&9° P 7R APT PhT AL N UNTCT AMZHT PAMPPIR FoICT T2 C AdeF PMuT FoCF
NBCANTF@M LATPAA: NALTIIR MG+ NEMN ATER P 92 P +£9°F NagCaq P +£9° Mo N
NALZA IC PTG APF a0hnd PAMY PAT AR N UNTRT APCNTT AMPPICT +PLEHM, Paq Dy,
PMS ToICT ARYT PMTA: AMTM NUA+ UHNT dYhd PAMLY 91FMY9° PhAT Ae N, Uh9T
A1AT AACRPARMMT AR PATIA= AMG+ £J& PRZI10» PEATRCH RLNCAL PURIPTS
UNZ+HAN MG PAS 10

PMG+H AAM

24U MGH ay/m p +egog hagrag P +dgn mep N NALAN: IC PTRFPE NPT P hRA PARLY PAT
A ML UNTPT APCNFT AMPPIPT +PLHM PARADM. PMS FICT ARIT ATIMGHT PFICETY
MING ATDP PFAME j@r: NHERTILID MG+ NALLN IC PIUPE F4MPT AT NALCA ANAT
AUT NAADL PhT A8 1, URTPT ATAIAT PATMLY ANTLPF NACTP F914.7 NHAPYF ATPEFF NPME
a e/ NAANTOL PARETY APMenPT AN L8NNAA=

9o R84 AMPPAU?
ACH AMTLM- TP +2MF AL NAAGL PAT AR A, UNTRT AMPPI® N+AL PARLY1T APCNTT
ADANE ATEUTR £J&F ATANNN HEP NLNYLLM PEFAGT M-LF AL ATE A+ NARNCT
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tINHPA: +ATEM. §2.9° NP LY AL PHARALT 1M -2 Lk T2 AN T ATBTRE D PRPT
Nt7ae+@, 16 NAL ADNS NFAT® hACN ATPAT Lo NAR ATLMMLLE RI1ADFA: = M-BL+
ARG PADF YL NNAT EPBA: P+8M- £9R0 ML UG TP L NTPT+C M-N LPaDMA: LIRE-
PO M4, PbPZ/m. BU-E NHAFLM TAAAT IR NHLITM NBA NF 0. 8U4 NA-TRLA AL AP
PaLCAT BUPTA: M5 MR o)NZAAN APAMT NEATTF NA-TRLA AL A terefegone@gmail.com
aAn SFAN:

MGk AL NAA+4L P EM MmPID g0y LY TM-?

goygR AT em+E PP IR NLFLMIR PACH PATY ATRL TNE A PAT AL M URIRT
NT,PNLAINTF Uk 09T P +RMFT (TP ATA AT ATIARA TAP 428 LELPAx
NteRTLIR PATAN A NALCA ANAT NHAPP £28 MG+ AR NATLA+E P92 P +RFT AT
A8 [, UNTRT o0 ME4F FCFIR NAD: ARAN: A$YN £ FAA NAT ATIRTAT:

MGk AL NMA+L MY+ LIAMA?

am/Bm NARAL €MC PANAN NALT 7787 PTRIAR AB2E AEMALIR: M8 mg™ 37797
P74 a8 NA P M4 AT ACH PARAM-FIR YA NYTH IC N&E-I° ALITEIR: NHU DT+
PALANAN MIT @I a8 Py Phg+ @Mt NN&+HE mree LU N+MNe AR N+INM
ADLPF HIE NF Paqbdem (PG4

MGk AL NATE 927 +8F LLCANTA?

AMTO AHU MG AR NARA+HE P9 2CNNT F8F NMIR HP+E ATLLY PIRTA: 116 17 NG+
goRLLT AT8TE HAFLPTF N FFM ATh £FAA: ARLFMID ALY PNTRT 8% NP INIRT
ANNTEY NHU AZEA +251916032070 A% ATEDAT ANN NAG 19 IPAC AT £I6 A1A%1 T P Fx:,
aFMI° PA+AFF 191C NFC ANDFTT AR LM, PAMLR:

MGk AL APA+§ ONMaYEY X0 G amaAd X TFAAU?

+ATED g NOA NESLTTT AL PHMDAZt jMr: ACPMELd dDAN PATGR dYAFT dDADAR
PALLATTT M PR AOHAA ATE IR PMERT NEAFT NSGF Urh PaRR/F 0ok 1977 Adets RUTY
NEZA9D NMLFMmID Paq P FF MmPamPge RG890 4PF AL ALY NPT L4t
PARLCANT gR9° ARYF G ARFCIR: PHATE ARIRYF MA & NHU d0ZE $& IC ANC
+ARFA: MG AL ATA+E NHATHA ANNFT PRI S8, AL PAMLY A28 NN ATNIND: 5.
AL NLLA™ NBA AARTM, LAPA(:

AND.F LH/7ANT 0. F AP AMT
MG AL ATPA+HE &P LT NPF ANRTF THT FANT OM.$T ACPAMT PUA 100 PAFEA.L NC
LAMFA: NG AN M-LL+T ATLMLN &FAET PARAM LUPTA:

AN AN ATET LMNGA?

PG+ MNP AL PAGHh AMPAL Mt NA-TRLA ALELNP P LCAHT LUPTA:

PaRZEmy $& NAINM: AZD ACTT ALARATYT MG+ AL AT8.A+TE PPZNTIATT I9NH ATRM PN
+Né& ATECIAY=

403


mailto:terefegone@gmail.com

Participant consent form (Prisoner participants)

‘HIV care continuum in prisons: initiation, adherence and outcomes of
antiretroviral therapy amongst prisoners in South Ethiopia’

over the age of 18 years hereby consent to participate as requested in the
....................................... for the research project with the title listed above.
1. | have read/understood the information provided.
2. Details of procedures and any risks have been explained to my satisfaction.
3. | agree to audio recording of my information and participation.
4. | am aware that | should retain a copy of the Information Sheet and Consent
Form for future reference.
5. lunderstand that:
e | may not directly benefit from taking part in this research.
e Participation is entirely voluntary and | am free to withdraw from the project at
any time; and can decline to answer particular questions.
e The information gained in this study will be published as explained, and my
participation will be anonymous and confidential.
e Whether | participate or not, or withdraw after participating, will have no effect
on any treatment, sentencing or service that is being provided to me.
e Whether or | participate or not, or withdraw after participating, will have no
effect on my current employment
e | may ask that the audio recording be stopped at any time, and that | may
withdraw at any time from the session or the research without disadvantage.
Participant’s
L3 = T 1
Participant’s
signature.........ccoooiiiiiiii e Date.......ccovvvevnnnnee.
| certify that | have explained the study to the volunteer and consider that she/he
understands what is involved and freely consents to participation.
Researcher’s

Researcher’s
signature.........coveiiiiiiiiie Date........cocvieviininnns
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Ambharic version of participant consent form
Pst HATE NP IT PR(AFEMPT)

Pngh CON: “PUN F4M, UPY NAT AL N ALY 1F ABMARLT AMANL A8 U9
PURIRT M. MMt AL PAM. +65: NENN ATEA.P”

A et 0£Mme N18 9a™F NAL NPT
NAL COMN AL NtMPNAB MTTF AL ATRA+E ALY ¢hde NAD, TRAN- ATATAU:

1. +AM%7 a°Z8 aINNTY

2. PG HCHC LRFT +PRHM ANA+ PayTA F82F NTQ.LZNT AN TAR ARLLTY
3. PATPMLE NNAT AT8 P9 dAPHTaq£T
4. Pan/Bq PNIRIRYt $RF NT APMEL 1LH TM$AYTT AR PH ATLITFA APl 847
5. A18U9R NHU eMAM P+HZHEGFT YANT D284 Al ITMAL:
. MGt AL NAPA+L, dM+E MEIP AT LAY
. +ATEM g (A4 NESLTTF AL PHARAZ+ APPRIT ACPMEE ARAN PATID
AT ARADAN PARALATD-T M PE ADHAA ATR IR AP ML eY NANT NS Uik
pang/F aop 497 AT8AT:

. go39° A7 NG+ PRI TM. aB28 N+IABM ARAR: P9 F+9° NUPTII° MG+ AL
MA+L, FPADC URIT M Y1+Y P46 MTTFOIR L5 PT P9 Mé. ABP'rY
o MGt AL NATE&ID NANTEID MEID MG+ NARYA NRCHIR LYY NTHLLD

NTYLE I PARITFD ATAFT AR AT NLUT L4 T PIRLLCANT Foy9
ARTF +&OF ATRAAD-:
. PA OMLERT NEAN NTF TEI° ATLIPFAT L/ ATLINFA A8 IR hha+h

AT TIAA ATLICTFA AHUIR 929 Paq 2CANT +O0F AATRF 4T

R I F A o B L T

PRT+HT AAT AtAFLM NHING ARAN A8 ETT +AFLMI +PLHM. PATT F80-TF NADL 8T

N197t &L LTIFFOT AIAGFD-T Al ITMAL:

A D 10D Lottt eeeeee et eeeaeaeaesa e ea e ean serererererereaens

g G o R . T
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Participant consent form (Service provider participants)

‘HIV care continuum in prisons: initiation, adherence and outcomes of
antiretroviral therapy amongst prisoners in South Ethiopia’

over the age of 18 years hereby consent to participate as requested in the
....................................... for the research project with the title listed above.
1. | have read/understood the information provided.
2. Details of procedures and any risks have been explained to my satisfaction.
3. | agree to audio recording of my information and participation.
4. | am aware that | should retain a copy of the Information Sheet and Consent
Form for future reference.
5. lunderstand that:
e | may not directly benefit from taking part in this research.
e Participation is entirely voluntary and | am free to withdraw from the project at
any time; and can decline to answer particular questions.
e The information gained in this study will be published as explained, and my
participation will be anonymous and confidential.
e Whether | participate or not, or withdraw after participating, will have no effect
on any treatment, sentencing or service that is being provided to me.
e Whether or | participate or not, or withdraw after participating, will have no
effect on my current employment
¢ | may ask that the audio recording be stopped at any time, and that | may
withdraw at any time from the session or the research without disadvantage.
Participant’s
L3 =T 1
Participant’s
SigNature........ccvvviiiiiii Date........ccoovevninnnnee
| certify that | have explained the study to the volunteer and consider that she/he
understands what is involved and freely consents to participation.
Researcher’s

Researcher’s
signature.........cooviiiiiiiiiiir (D F- | - T

406



PRTTE +ATE NI 1T PR (ANALCA AhAT)

Pangh CON: “PUN F4M, UPY NAT AL N, ALY 1F ABMARLT AMANL A8 U9
PURIRT M MMt AL PAM. +65: NLNN ATER.P”

D e 0&MR N18 9t NAL NUY
NAL COM AL NtMPAD MTF AR ACPA+& APAMA4T ek NADL ARAN ATATAU

1. ®+AM%7 a°Z8 aINNY

2. MG HCHC 124G +PRHM ANA+ P FA +82F NTQ.LZNT AN TAR ADL/TY
3. 2AMEER NNAT AT P8 ADHTHaR£Y
4, Pan/Bq PNIRIRYt $RF NT APME LH TMPAYTT AR PH ATRICTFA aBL8+7
5. AT18UF9R NHU eMAM P+HHZHEFT YANT aB28+T A ITMAL:
. MGk AR NMPA+TL, $M+E MPIe A7LHATT
. +ATE@ g (A4 NESLTTF AL PHAPAZ+ APPRIT ACPMEE ARAN PATID
AT ARARAN PARALATDT M PR APHAA A8 IR AP ML eT NLANT ST Uik
pan®/F a-X 497F ATBAT:

. goyge 4707 NG+ P9, 77M. 08 N+IABM- ARAN: P9 490 NUTIR MG+ AL
MA+4, FPAME UPRTT T Y+Y P76 TTFO-9° M/ EPF P99 Mé. B PrY
. MGk AL NATEIE NAATEID MEID ME+T NAPYA NRLMID LUT NTILLT
NMLEMI® PARITFD ATAITT AL ALT9R NPT @L4LT PIRLCANT gog™
A2 +20F ATLAADH:
. A MLRY NEAN A%T IR ATLIPTAG TR/ m ATLIRTA A8 9D e+
AT TAA ATRIPTA AHUIR 979 Paq 8CANT +E0F AATRFS.T
PHEAFE ACT oo L3 T
PAGET AAT AtAFLM NHINM TPAN: TAZEEYT +AFLMIR +PLHM. PATY 180T NADL8 T
N197t & LTIFFOY MIASFDY Al ITMAL=
PRAMILEE DITP oot eeee et e er et e e s saaa e e e s s ssesaessessestens
PAMEE LCTY ooennieeiieeeeeeeeeeeereieeeeerenans L 3 TR
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Appendix 5.1: Quality assessment results for quantitative studies included
in the systematic review

Article Selection | Study | Confoun- | Data Withdraw | Global
Bias Design | ders Collection | als and Rating
Methods Drop-Outs
A. Linkage to care/ART Initiation Studies
Lucas et al (2016) +/- - - - X -
Mostashari et al (1998) +/- - - - X -
Monarca et al (2015) +/- - - - X -
White et al (2001) +/- - +/- - X -
Bick et al (2016) - - - - X -
Sgarbi et al (2015) +/- - - - +/- R
Makombe et al (2007) +/- +/- - - +/- -
Culbert et al (2016) +/- - + + X +/-
Jaffer et al (2012) +/- - - - X -
Pérez-Molina et al +/- - +/- - X -
(2002)
Seth et al (2015) +/- - - - X -
Altice et al (2001) +/- - + +/- X +/-
B. ART adherence Studies
Soto Blanco et al* (2005) +/- - +/- +/- X +/-
Milloy et al (2011) - +/- + + X 1/
Soto Blanco et al® (2005) +/- - +/- +/- X +/-
White et al (2006) - - - + i -
Palepu et al (2004) + +/- + + X +
Paparizos et al (2013) - - - - X -
Ines et al (2008) +/- - - +/- X -
Subramanian et al (2016) - - - +/- X -
C. ART outcomes studies
Davies and Karstaedt +/- +/- - - X -
(2012)
Eastment et al (2017) - - - - X -
Meyer et al (2015) +/- +/- + - X +/-
Meyer et al (2014) +/- +/- + +/- X +
Mpawa et al (2017) +/- - +/- - X -
Nasrullah et al (2016) + - + - X -
Palepu et al (2003) - +/- +/- - X -
Stephenson et al (2005) +/- +/- +/- - X +/-
Springer et al (2004) +/- +/- - - X R
Chan et al (2015) - - - - X -
dos Santos Bet et al +/- +/- +/- - - -
(2018)
Westergaard et al (2011) - +/- + +/- - R
Telisinghe et al (2016) + +/- - - X -
Meyer et al (2014) +/- +/- +/- - X +/-

+ Strong; +/- Moderate; - Weak; x Not applicable

Global rating: Strong: No weak rating; Moderate: one weak rating; Weak: two or more weak ratings
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Appendix 5.2: Abstract of a paper on factors affecting optimal adherence
to antiretroviral therapy and viral suppression amongst HIV-infected
prisoners in South Ethiopia

AIDS Research and Therapy

Multilevel of factors affected optimal adherence to antiretroviral therapy and viral
suppression amongst HIV-infected prisoners in South Ethiopia: a prospective cohort

Manuscript Number:
Full Title:

Article Type:
Funding Information:

Abstract:

Corresponding Author:

study
--Manuscript Draft--

ARTY-D-21-00101

Multilevel of factors affected optimal adherence to antiretroviral therapy and viral
suppression amongst HIV-infected prisoners in South Ethiopia: a prospective cohort
study

Research

Objectives

Maintaining optimal adherence and viral suppression in people living with HIV
(PLWHA) is essential to ensure both preventative and therapeutic benefits of
antiretroviral therapy (ART). Prisoners bear a particularly high burden of HIV infection
and are highly likely to transmit to others during and after incarceration. However, the
level of treatment adherence and viral suppression in incarcerated populations in low-
income countries is unknown. This study aimed to determine the prevalence of non-
adherence and viral failure, and contributing factors amongst prisoners in South
Ethiopia.

Methods

A prospective cohort study was conducted between June 1, 2019 and May 31, 2020 to
compare the level of adherence and viral suppression between incarcerated and non-
incarcerated PLWHA. The study involved 74 inmates living with HIV (ILWHA) and 296
non-incarcerated PLWHA.. Background information (including sociodemographic,
socioeconomic, psychosocial, behavioural, and incarceration related characteristics)
was collected using a structured questionnaire. Adherence was determined based on
the participants’ self-report and pharmacy refill records. Plasma viral load
measurements undertaken within the study period were prospectively extracted to
determine viral suppression. Univariate and multivariate regression models were used
to analyse data.

Results

While prisoners had a significantly higher pharmacy refill adherence compared to non-
incarcerated PLWHA (B9% vs 75%), they had a slightly lower dose adherence (81% vs
83%). The prevalence of viral failure (VF) was also slightly higher (6%) in ILWHA
compared to non-incarcerated PLWHA (4.4%). The overall dose non-adherence (NA)
was significantly associated with missing ART appointments, level of satisfaction with
ART services, patient’'s ability to comply with a specified medication schedule and
types of methods used to monitor the schedule. In ILWHA specifically, accessing ART
services from a hospital compared to a health centre, an inability to always attend clinic
appointments, experience of depression and a lack of social support predicted NA. VF
was significantly higher in males, people of age 31to 35 years and in those who
experienced social stigma, regardless of their incarceration status.

Conclusions

This study revealed that HIV-infected prisoners in South Ethiopia were more likely to
be non-adherent to ART doses and to develop viral failure compared to their non-
incarcerated counterparts. A multitude of factors were found to be responsible for this
requiring multilevel intervention strategies focusing on the specific needs of prisoners.

Terefe Gone Fuge, MSc, PhD candidate

ETHIOPRIA
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Various structural factors influenced early a@
antiretroviral therapy initiation amongst —
HIV infected prisoners: a qualitative

exploration in South Ethiopia

Terefe Gone Fuge’, George Tsourtos and Emma R. Miller

Abstract

Background: Early initiation of antiretroviral therapy (ART) reduces the development of acquired immunodeficiency
syndrome (AIDS), non-AlDS related comorbidities and mortality, and prevents transmission. However, the
prevalence of delayed ART initiation amongst prisoners in sub-Saharan African countries is high and the
contributing factors to this are relatively unknown.

Methods: Qualitative interviewing was employed to understand the prisoners’ lived world with regard to initiating
ART and associated barriers and facilitators in the South Ethiopian prison system. We interviewed seven (five male
and two female) inmates living with HIV (ILWH) and eleven stakeholders who had a role in human
immunodeficiency virus (HIV) care provision for incarcerated people. A phenomenological approach was used to
analyse the interview data in which meaning attributed to the lived experiences of the participants was abstracted.

Results: In this study, participants discussed both barriers to, and facilitators of, early ART initiation during
incarceration. The barriers included a lack of access to voluntary counselling and testing (VCT) services, poor linkage
to care due to insufficient health staff training, uncooperative prison security systems and loss of privacy regarding
disclosure of HIV status. Insufficient health staff training and uncooperative prison security systems bath contributed
to a loss of patient privacy, ultimately resulting in treatment refusal. Although most participants described the
importance of peer education and support for enhancing HIV testing and treatment programs amongst prisoners,
there had been a decline in such interventions in the correctional facilities. Service providers suggested
opportunities that a prison environment offers for identification and treatment of HIV infected individuals and
implementation of peer education programs.

Conclusions: Our study identified crucial barriers to and facilitators of early ART initiation amongst prisoners, a key

HIV priority population group. Interventions that address the barriers while strengthening the facilitators may
enhance a greater utilisation of ART.

Keywords: Antiretroviral therapy, Initiation, Prisoners, South Ethiopia, Qualitative interviewing
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Background

Incarceration rates have been increasing rapidly in sub-
Saharan African (SSA) countries including Ethiopia [1,
2]. Socioeconomic and political circumstances such as
unemployment, economic inequalities and widespread
conflict (leading to an imprisonment of political oppo-
nents and related offenders) are important drivers of in-
carceration in the countries [3, 4]. In Ethiopia, there are
currently 113,727 people in prison giving an imprison-
ment rate of 127 per 100,000 population, which is one of
the highest rates in East Africa [2].

The prevalence of human immunodeficiency virus
(HIV) in prison populations of SSA countries is much
higher than in the general population [5-7], with preva-
lences up to 13 times higher reported in some countries
[5]. In Ethiopia, the prevalence of HIV in prison popula-
tions is more than four times higher than in the general
population [8]. While there have been reports of unpro-
tected homosexual practices, including rape and sex bar-
tering in the SSA prisons [9-13], pre-incarceration
unprotected heterosexual intercourse is the main risk
factor for HIV infection in prisoners [9, 11, 14, 15].

Early antiretroviral therapy (ART) initiation; i.e. com-
mencing ART immediately after the infection occurs
[16] or as World Health Organization (WHO) defines:
initiating ART at higher CD4 count and/or lower clinical
stages [17] not only reduces the development of ac-
quired immunodeficiency syndrome (AIDS) and non-
AIDS related comorbidities and mortality [18, 19], but
also prevents transmission of HIV infection in the com-
munity by reducing viral concentration in people living
with HIV (PLWH) [20, 21]. Imprisonment provides a
unique opportunity to implement comprehensive HIV
care programs including timely ART initiation, as
PLWH who may otherwise not access health care can be
readily reached. High treatment initiation rates have
been reported in prison settings, although this is only
where there exists an established structure for HIV care
[22-24].

In many nations, however, inmates living with HIV
(ILWH) often have delayed treatment initiation despite
bearing the highest burden of infection and the potential
for HIV transmission in the community upon release.
Various structural, social and individual level factors
have been reported to adversely influence ART initiation
for prisoners. Identified structural factors include: a lack
of standard HIV care in the prison system [25-29], lack
of trust in health care providers [30, 31], loss of privacy
[32], discriminatory treatment by prison staff and pro-
tracted processes involved in clinic visits [26-28, 32-34].
Social factors, such as stigmatisation by prison officers
and fellow inmates, are also found to adversely influence
treatment initiation for prisoners [32, 35]. Moreover, a
lower been

likelihood of treatment initiation has
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reported in prisoners who believe that ART is unsafe
and ineffective in treating HIV [30, 35, 36].

Specific factors contributing to delayed ART initiation
amongst prisoners in low- and middle-income countries
are unclear. The few available studies that have investi-
gated this issue [25-29] suggested that suboptimal HIV
care in the prison system might have caused delay in
ART initiation. The purpose of this study was therefore
to explore barriers to, and facilitators of, early treatment
initiation amongst HIV infected prisoners within the
context of South Ethiopia.

Methods

Study setting

South Ethiopia, which is also administratively called
Southern Nations, Nationalities and People’s Region
(SNNPR), is home to 23 of 126 prisons present in
Ethiopia [37]. According to SNNPR Prison Commission
data [38], the annual imprisonment rate in the region
wasl04 per 100,000 population as of March 2020, with a
total prison population of 24,628.

Four SNNPR prisons and respective public health care
facilities offering ART services for the prisoners were in-
cluded in the current study. The prisons were selected
based on the number of inmates they house and socio-
cultural diversity amongst their prisoner populations.
The prisons are located in the central part of Ethiopia
and accommodate people originating from diverse areas
of the region and the country. This is believed to en-
hance the representativeness of information beyond the
included prisons. The prisons had a daily average num-
ber of approximately 5500 inmates, with an average daily
entry of 15 persons in each prison [38]. The prisons
serve both male and female prisoners in separate units.
The majority of prisoners were male, accounting for an
average of 96% of the total prison population.

All four prisons had health clinics that were equipped
with basic health care materials and health care staff, in-
cluding psychologists. The prison health care staff
mostly consisted of nurses, health officers and laboratory
technicians who provided basic care, including first level
diagnostic and treatment services for emergency cases
and acute illnesses commonly encountered in Ethiopia
such as malaria and tuberculosis. None of the clinics op-
erated comprehensive ART services. However, they oc-
casionally offered voluntary counselling and testing
(VCT) services and referred identified HIV-infected in-
mates to nearby ART facilities for treatment initiation
[39].

Design

Qualitative in-depth interviewing using a phenomeno-
logical approach was undertaken to explore the lived ex-
periences of HIV infected prisoners regarding ART

412



Fuge et al. BMC Public Health (2021) 21:1463

initiation in the prison context. In-depth semi-
structured interviews were also employed to explore the
service providers’ experiential account of the existing
HIV care provision strategy.

Participants

Our aim was to purposively target ILWH and relevant
service providers who met study eligibility criteria.
ILWH participants were those who were 18years or
older and had initiated ART after prison entry. In
addition, the prisoner participants were required to be
fluent in Amharic language (a widely spoken language in
Ethiopia) in order to maintain verbal fluency and clarity
of ideas to the interviewer.

The service provider group included adults (=18 years
of age) who were members of prison health care staff,
ART service providers, prison officers, and prison and
health administrators. Participants of this group were se-
lected based on their role in the process of HIV care
provision. The prison health care staff were health pro-
fessionals working within the prison health care system
and had experiences of performing HIV test and linking
HIV infected prisoners to care, whereas the ART service
providers were those who were providing HIV treatment
for incarcerated and non-incarcerated people at the se-
lected public health care facilities. The prison officers
were members of prison security who were often in-
volved in the facilitation of prisoners’ HIV care acces-
sing. The prison administrators were the higher officials
of the prisons managing the overall administrative issues
of the institutions including HIV care, whereas the
health administrators were health agents in the respect-
ive Zonal Health Departments who were providing tech-
nical as well as material support for the prison health
care system. All service provider participants had over 6
months”  working experience in their respective
positions.

Data collection

The interaction between the interviewer and participants
was open-ended, in order to create sufficient room for
reflections [40, 41], however an interview guide was used
to preserve the focus of the discussions on issues and
processes related to ART initiation in the prison context
(see Additional file 1). The interview guide was con-
structed in relation to the literature review and the re-
search question. The interview guide for prisoners asked
questions related to physical and social environments
promoting and hindering early ART initiation, and per-
sonal contexts regarding inmates’ understanding and
perception towards ART. Service provider participants
were asked to provide accounts of what they had noticed
during their engagement with the provision of HIV care
for incarcerated people.
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Eighteen participants from the four selected prisons
and respective supporting health care facilities partici-
pated in the in-depth interviews including: seven (five
male and two female) prisoners, two prison health care
staff, three ART service providers, two prison officers,
two prison administrators and two health agents. The
number of participants was determined based on theor-
etical saturation and a diversity of participants with re-
gard to prison settings, role in the provision of care as
well as range of experience [42].

Prisoners were interviewed in a private secured place
by the principal researcher (TGF); either in a prison
clinic or a room near to it. Due to security concerns in
prison settings, prison health care staff guided the re-
searcher to contact the prisoners in order to obtain con-
sent for voluntary participation when they made their
regular clinic visits. The principal researcher retrieved
clinic appointments of all eligible prisoners from medical
registers prior to the commencement of the interviews.
This was believed to minimise a potential bias due to
the involvement of the health staff in the participant se-
lection process. In addition, the health staff played no
role during consent and interviewing processes. Service
provider participants were interviewed in their respective
offices in private. Prisoner interviews took up to 60 min
whereas that of the service provider took a maximum of
50min. All interviews were audio recorded and field
notes were taken on observations (tacit knowledge),
comments, unclear ideas and emerging insights [40, 43].
The principal researcher initially transcribed the audio
recorded interview data in Ambharic language and then
translated into English for analysis.

To ensure reliability and credibility of the interview
data, the interview guide was initially piloted with indi-
viduals from the target population (two for prisoner par-
ticipants and one for each category of service provider
participants) at institutions other than the study sites.
This allowed identification of elements that supported
the objectives of the study, inclusion of relevant con-
cepts that had not been considered previously and modi-
fication of those which were found to be
incomprehensible to the participants. The pilot inter-
views also enabled the interviewer to explore unantici-
pated circumstances involved in the interviewing process
within prison context [41]. Rapport was established with
both prisoner and service provider participants through
sharing of the interviewer's experience in issues related
to HIV care while retaining the distance essential to ex-
plore their views.

Analysis

Analysis of data was conducted iteratively throughout
the interviewing process. The analysis employed a phe-
nomenological approach so as to contextualise abstract
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meanings attributed to the lived experiences of the par-
ticipants regarding ART initiation in the prison system
[44, 45]. Meaning was attached to a particular
phenomenon by participants, but inferred using relevant
antecedent theories [44].

Data were initially understood through repeated read-
ings of transcripts and review of field notes for tacit in-
formation [40]. Themes were first drawn from the data
through detection of shifts in meaning and comparison
of emerging themes within and between transcripts [40,
45, 46]. There was consensus, after discussion and de-
bate, on most of the themes identified from triangulating
perspectives and interpretations between three analysts
(a male postgraduate student (TGF), one female aca-
demic (ERM) and one male academic (GT)). The themes
were coded and juxtaposed in a chronological order of
events and conceptual relationships using NVivol2
qualitative data analysis software [47].

Interpretations were made by comparing emerging
concepts horizontally within and between the different
categories of participants (i.e. amongst prisoner partici-
pants and between prisoner and service provider partici-
pants), prison settings and phenomena, and vertically
between the themes (emic categories) and theoretical
concepts (etic categories) in terms of recurrence, pat-
terns and relationships [40, 48].

Reflexivity was considered important for the analysis
regarding the influence that the primary researcher (a
male Ethiopian post graduate student who had no previ-
ous experience of imprisonment) may have had during
his interactions with prisoner and service provider par-
ticipants, and while analysing and interpreting the inter-
view data. The researcher belonged to the same ethnic
background and shared many of the same cultural prac-
tices from which most of the prisoner participants origi-
nated, which might have given him to some extent an
insider role to access the culture and ask participants
more meaningful questions [49, 50]. While the potential
difference in socioeconomic and educational status be-
tween the researcher and prisoner participants might
have impacted the trustworthiness of data, the re-
searcher’s previous research experiences in the same set-
tings [51] offered him an opportunity to understand the
research context [49, 50]. The researcher constantly
maintained a journal of the research process encompass-
ing experiences, emotions and change in attitudes to-
wards participants and how this could impact data [52].
Data were interpreted by triangulating the perspectives
of two other researchers (non-Ethiopian male and fe-
male academics) which could potentially reduce bias due
to the researcher’s view of prisoner participants in terms
of accessing HIV care within the context of the study
setting [50, 53]. Participants were provided with the
summary of the results and asked to verify the accuracy
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of the results (member-checking) when data interpret-
ation was completed [41, 50, 54]. Whereas prisoner par-
ticipants were provided with the results through their
prison’s postal address, an email address was used for
service provider participants. All participants verified the
accuracy and agreed with the results.

Results

Participant characteristics

Prisoner participants had a median age of 36.5 years.
Most (five) of the prisoners reported elementary school
(1-8th grade) as their highest educational attainment.
Five inmates had been incarcerated for more than 1 year
and another five were diagnosed with HIV after prison
entry. Of prisoner participants who reported their likely
mode of infection, the majority reported engaging in un-
protected heterosexual intercourse prior to their impris-
onment. Most (five) reported one or more years'
experience of living with HIV (with an overall median
experience of 2.8 years) and using ART.

All prison health care staff and ART service providers
had tertiary qualifications in health care. The prison
health staff had nine or more years’ experience of work-
ing within the prison health care system, whereas the
ART service providers had over 6 months’ experience of
providing ART services. Prison officers, on the other
hand, had two or more years' experience of managing
inmates’ visits to external health care facilities to access
HIV care. Prison and health administrators were also ex-
perienced officials who had been managing and provid-
ing technical and material support for the prison health
care system for four or more years.

While prisoners discussed best practices and chal-
lenges they experienced during initiating ART from
structural, sociocultural and personal perspectives, ser-
vice provider participants added diverse points of view
to prisoners’ perspectives and described the pros and
cons of the existing HIV care provision strategy for in-
carcerated people. Accordingly, we identified four
themes as barriers to, and two themes as facilitators of,
early ART initiation after analysing the in-depth inter-
view data. Included under each theme are selected
quotes that are representative reflections for the majority
of participants. Pseudonyms (letters) are used instead of
real names of the prisons, health care facilities and
health departments in order to prevent potential identifi-
cation of persons providing the information.

Barriers to early ART initiation

Lack of access to HIV testing

The prison systems lacked testing facilities which
would support early identification of HIV infected
prisoners and linkage to care. New cases were
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detected only passively through ad hoc campaigns
undertaken by external agencies, and when inmates
requested testing due to severe sickness, suggesting
an advancement of the infection. One prisoner
reported:

“My weight had been reduced severely but unfortu-
nately I hadn't realised that. I hadn’t known but
something started to appear on my thigh [Showing
his thighl; um----something like weight loss, and it
had just started making me dizzy when I had walked
for a while, and tingling on the endings, then I was
told I had the virus after being tested. They called
me to the clinic, there is a clinic if you have seen it,
and they called me there and gave me a piece of ad-
vice and took me to the hospital.” (Male prisoner,
age: 30’s-40’s; Prison 'B’).

Other prisoners also reported having waited until
an external agency came to the prison and performed
testing, although they had noticed some possible signs
of the infection and so wanted to have the diagnosis:

‘I got tested when [external] health professionals
undertook a testing campaign. 1 was so sick long be-
fore | was aware of my status. There were times
when lesting campaigns were undertaken. A lot of
inmates still want to have the test but they [prison
health staff] often say ‘We don't have test kits"” (Fe-
male prisoner, age: 50's-60’; Prison ‘B’).

Service provider participants supported the reports of
inmates that there were inconsistencies in HIV testing
services. This meant that inmates often undertook de-
layed testing at external health care facilities despite
exhibiting symptoms suggestive of infection. Alterna-
tively, they could incidentally be diagnosed through ad
hoc testing campaigns undertaken by external agencies.
A prison officer acting as a treatment facilitator
described:

——————— at least when they [prisoners] repeatedly come
to our clinic with the same case, we take them
straight to the hospital when their condition remains
unimproved. No one has been dispatched from here
to begin treatment there. But once, people from the
Region [a health agency from the Regional State]
took their blood for HIV testing and sent back the re-
sult via the Post Office.” (Male prison officer, age:
30's-40’s; Prison ‘B’).

Health agencies lacked faith in prison health care
staff to undertake HIV testing despite the fact that
they had been trained, and so denied test kits. Thus,
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HIV diagnostic services were external to the prison
health care system and provided exclusively by public
health care facilities. This represented a missed op-
portunity for prison health care staff to offer testing
services and utilise the trust they had built with in-
mates through regular contacts, to perform the task.
A prison nurse reported the following:

“--- we had a training on the new kits because you
have to have training whenever a new kit is
launched, but they [health agents] were not happy to
provide us the new kits assuming that we hadn’t had
the training. They said, 'We will do it ourselves.’ 1
don’t mean they shouldn't perform testing but it
would be better if it was performed by the prison it-
self because it is with us whom the prisoners make
contact with, every day; it is us whom they trust
more. It's better when a person gets served by the
professional whom he trusts more.” (Female prison
nurse, age: 20's-30's; Prison ‘C’).

Another prison nurse regretted that she was not able
to undertake entry HIV testing for incoming prisoners
due to an insufficiency of test kits, despite the fact that
the majority of prisoners were eager to have the test:

——————— It should have been [regarding offering pris-
oners voluntary HIV testing at entry], but we didn’t
do that. By the way, all prisoners are voluntary to
have HIV test, I can say. Many of them ask for test-
ing when they come to the OPD (Outpatient Depart-
ment). Seventy-five percent of them are very willing
but I don’t have test kits, I am short of test kits. I just
tell them, ‘Remind me when kits are available!"” (Fe-
male prison nurse, age: 30’s-40's; Prison ‘B’).

Prison officials confirmed a poor level of diagnostic
services available in prisons and explained the process
of testing prisoners for HIV. According to these par-
ticipants, HIV testing occurred only rarely and usually
in conjunction with international events such as on
“World's AIDS Day” or when external agencies car-
ried out testing campaigns. A prison administrator
elaborated on what he observed at his prison regard-
ing HIV testing activities:

“Mostly--—- is it on the 22" of November? [referring
to World’s AIDS Day]; it occurs on the 22" of No-
vember, and when there is a request by the Regional
[Prison] Commission for an overall testing [program]
including the staff, and wmm--—--in collaboration
with the Zonal Health Department; they support us
test kits.” (Male prison administrator, age: 40's-50's;
Prison 'C).
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ART service providers and health agents also de-
scribed that HIV diagnoses were made external to the
prison health care system. They reported that the major-
ity were conducted through incidental campaigns orga-
nised by outside agencies in the general community
which gave no guarantee that inmates who were about
to be released could access. Prison health care staff
played little or no role on this, apart from referring pris-
oners to outside health care facilities when their health
worsened. One ART service provider stated:

“It is not actually the health professionals there [at
the prison] who undertake testing and link positive
cases, rather it is often through campaigns carried
out by the City Health Unit, the Hospital or part-
ners.” (Female ART service provider, age: 30’s-40;
Health Facility ‘A’).

Health agents felt a responsibility for making sure that
every prisoner who volunteered for HIV testing received
an opportunity ahead of his/her release. However, they
were uncertain how effective they were in relation to the
prison health care staff’s performance:

“We do nothing! [regarding pre-release HIV testing]:
We don’t know when he gets out. We never know; we
never know [Laughs]! We have no any plan to test
people who get out of prison, to be honest. We can't
work being there as a routine work. Unim-----they
[prison health care staff] don't ask us for help re-
garding educating people who come out of the
prison.” (Male health agent, age: 40's-50's; Health
Department ‘A’).

In prison settings where onsite HIV testing rarely oc-
curred, it was found to be only secondary to other health
care activities. This impacted on the identification of
HIV infected prisoners especially among new arrivals as
the prison health care staff often gave a priority to other
medical duties. A prison nurse described the situation
and she recommended the presence of a separate office
equipped with its own trained professionals to provide
an effective diagnostic service:

“eee-they [new prison entrants] often come after
Spm from police stations; there is a high work load
even if you want to perform [HIV]testing. It requires
its own separate office and a professional who would
undertake this work only. Many people may arrive
at a time, more than a dozen of people! On one
hand, it is not suitable to host them as there are
people being served here [at the clinic]. I think it
would be nice if there was a separate room and HIV
trained professional who would perform this job;
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would be effective in identifying people who enter
here every day.” (Female prison nurse, age: 30’s-40's;
Prison ‘B’).

Inability of health staff to make timely care linkage
Prisoners who were able to be detected as HIV infected,
either through testing campaigns or an opt-in diagnosis
at a prison clinic, were not always provided their test re-
sults at the testing sites. They were often kept waiting
for long periods of time. Prisoners described the circum-
stance that they were referred to a nearby public health
care facility to learn about their HIV status, despite hav-
ing the test in the prison:

“The prison nurse made some part of the examin-
ation and told me that they had no kits to undertake
a complete diagnosis so that he referred me to the
nearby health centre. I had been told there that 1
was infected with HIV.” (Male prisoner, age: 30’s-
40’s; Prison ‘D).

Another prisoner who tested positive in a campaign by
external agencies said:

foemeeees Then they [prison health care staff] called
mie to the clinic as it was a secret, they didn’t tell me
anything except offering me an enveloped paper.
Then they sent me there [to a hospital] and they
[ART service providers at the hospital] had coun-
selled me a lot and asked some questions.” (Male

prisoner, age: 30's-40's; Prison ‘B’).

ART service providers at external health care facilities
described similar situations and found prisoners who
were referred through such a system were confused
about their test results after they realised that they were
HIV infected. The service providers related the prison
health staff’s inability to declare test results with an in-
sufficiency of skills related to provision of appropriate
counselling and referral services:

‘T have experienced something like this: He [a pris-
oner] was diagnosed there [at prison clinic] and we
Sound him positive here and he said, 1 was diag-
nosed there but I have not been told this!” We just
thought that it might be due to a counselling prob-
lem by the health staff and we counselled him and
let him start the treatment.” (Male ART service pro-
vider, age: 40's-50’s; Health Facility ‘B’).

Another ART service provider gave an account of a
prison health care staff member's failure to offer proper
post-test counselling adding their pejorative description
of inmates’ being infected with HIV:
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“Umm---there was a prisoner who had newly been
identified as HIV infected; I think there is some
problem with the prison health staff; I don't know
whether it is due to a knowledge gap or being fright-
ened; they don't clearly let them know about their
HIV status. Umm---they don't tell them they have
HIV virus rather they say like, Your blood is turbid!’
We found the guy when he came to the Eye Clinic.”
(Female ART service provider, age: 20'5-30's; Health
Facility 'C’).

A prison nurse acknowledged the problems associated
with not letting inmates know their test results, and the
fact that she never declared HIV test results to HIV
positive prisoners; rather she referred them to nearby
public health care facilities:

“I mean, we don’t even let him [a prisoner] know his
test result, although not recommended. We advise
him, 'T have tested you here but better you go to the
health centre because they have more advanced test-
ing equipment so that you can be more certain
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immediately linked to care. For instance, if a positive
case is found in a community campaign, one can
easily bring him here, and health professionals can
also easily bring them if found here in the hospital.
However, the situation at the prison is really hard.”
(Female ART service provider, age: 30's-40's; Health
Facility ‘A’).

A prison nurse also described the presence of consid-
erable delays in care linkage while attempting to assem-
ble patient inmates to send them to external health care
facilities en masse:

“If they [prisoners] are found to be positive today, I
will call them today. However, the number of people
matters when we send them to the hospital. If not
urgent, I will suspend patients who have an appoint-
ment today for tonorrow to include them. If so, I'll
look at the appointment and say, Tl send you on
this day!” I say, Stay ready! it won't be longer than
a maximum of a week.” (Female prison nurse, age:
30’5-40's; Prison ‘B’).

about your result” Then they test him again and
offer him ART.” (Female prison nurse, age: 20'5-30’s; Uncooperative prison security system
Prison 'C’). Prison security’s denial of inmate requests for external
health care facility visits played a role in causing de-
ART service providers noticed significant delays even lays in care linkage. It tended to discourage newly
when such referrals were made that were not in accord-  identified HIV-infected prisoners from pursuing ART
ance with standards of effectiveness and timing adhered initiation and even to deny that they were infected.

to by other non-ART community health care facilities:

“Among individuals who had been tested there [in
prison], there are people who came after a month,
two months, and even after four months. It is very
difficult and requires a strong referral system. We
have inter-ward and inter-facility linkage systems;
other district health facilities do it in that way and
we would have done the counselling here if they had
told us the results even if they wouldn't let the client
know his result; if they let us know even using a piece

of paper, or just sent it to us through the Post Office.”

(Male ART service provider, age: 40’s-50's; Health
Facility 'B’).

One prisoner described how he noticed his friend dis-
suading himself from ART initiation because of the
emotional trauma he experienced as a result of prison
security’s procrastination about his health care facility
visit:

“One day, they [prison security] gave him [newly
identified HIV infected inmate] an appointment and
let him be back. He became very offended since then.
You didn't take me out at my appointed time so [
don’t want to go again!” he refused. They had de-
clined to take him to the health centre a couple of
times due to a cloudy weather. He got frustrated be-
cause of this and he was even saying, I don’t have

the virus!" [Laughs].” (Male prisoner, age: 40’s-50';
Another ART service provider compared care linkage Prison ‘B’).
efforts made by the prison health care system and com-
munity non-ART sites, identifying a high likelihood of A health agent also reported a prison officers’ de-
delays among incarcerated people even if the diagnosis nial of external health care facility visits as a barrier

was performed by similar health agencies: to accessing care amongst HIV infected prisoners:
“The issue of care linkage is the usual complaint. “Sometimes these people [HIV-infected prisoners]
Prison campaigns have been undertaken and positive may not come [to an external health care facility] by
cases were identified; but if it was in the community, themselves because they have low access to outside
there would have been a high chance of being environment. At times the prison officers refuse to
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bring them to the health facilities.” (Male health
agent, age: 50’s-60’s; Health Department ‘C’).

Loss of privacy regarding HIV status

Prisoners sometimes refused to be initiated on ART due
to concerns about loss of privacy during procedures at
external health care facility visits, as well as negative atti-
tudes displayed by prison officers during the process.
One prison nurse shared her experience in relation to
this while assisting newly identified HIV infected in-
mates to start ART, proposing onsite ART services as an
ideal approach to avoid such difficulties:

————————— This was the main reason why the guy we
talked about earlier refused to start treatment. He
had been tested here and the prison officers tried to
take him to the health centre. He replied, T don’t
want to go there!’ It is a very bureaucratic procedure.
They should be tested and start their treatment here
at the OPD (Outpatient Department). It reduces
mistreatment for the prisoners.” (Female prison
nurse, age: 20'5-30's; Prison ‘C').

Another prison nurse described the occurrence of
privacy loss during call-backs of HIV positive inmates to
let the inmates know their test results, because of the in-
volvement of a third party (prison officers and other
prisoners):

------ If so [referring to being tested positive], welll
call [back] and let them [prisoners] know. But when
they are called out alone, other inmates become sus-
picious. If you say to someone [a police officer], ‘Get
a person with this number!” he himself will be suspi-
cious. There is something like, 'He was called be-
cause he has the virus!™ (Female prison nurse, age:
30's-40'; Prison ‘B).

On some occasions, HIV positive prisoners were not
directly informed about their test results, but prison offi-
cers were informed about the results prior to taking
them to public health care facilities. On these occasions,
prisoners were unaware of why they had been escorted
to the external health care facility until informed by the
ART service provider. One ART service provider
described:

‘It was one of the guarding police who told me, 'He
[a prisoner] has tested positive [Whispering]!: ‘He
came here after being diagnosed there [at prison
clinic]!” The man didn’t know, but the guarding po-
lice knew. The prisoner says nothing. It's just the per-
son pulling him in and out.” (Male ART service
provider, age: 40’s-50’s; Health Facility ‘B’).
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Facilitators of early ART initiation

Peer education and support

Participants discussed the importance of peer educa-
tion and support for having an early diagnosis and
status disclosure to access care in the prison environ-
ment. Peer support of ILWH was identified as an es-
sential source of information and a means through
which the more experienced IL\WH convince newly
diagnosed inmates to start treatment. As a prisoner
who had been using ART in prison for about 4 years
said:

“We are the ones to help them [HIV infected pris-
oners who refused to be initiated on ART]. If we se-
niors advise them, they will take it easy and start
their medication. Otherwise, they fear to ask and
may get worst.” (Male prisoner, age: 40’s-50’s; Prison
B).

Although ILWH highlighted the significance of sharing
their experience of living with HIV and indicated their
intention to perform the course of action, it appeared to
be challenging for them to participate in peer education
activities that were seldom held in the correctional facil-
ities. They encountered an interference by people with-
out HIV experience in the educational programs that
was apparently unnoticed by prison officials. A prisoner
discusses:

“Yes, it [referring to World'’s AIDS Day] is celebrated
here once in a year, but when that occurs, it is
mainly city gangsters who engage in the ceremonial
activities. They just interfere in every activity, they
know how to dance, how to talk, and then they will
be paid! They are the ones who dance and teach, no
one who lives with HIV has ever come in. There is
no one to coordinate us. They [prison officials] still
remain unresponsive.”

‘I am willing personally [to share his life experience
with others]. I don’t even teach at a ceremony, why
not they print my name out in newspapers! I will
teach them “Why and how it occurs!” But it was not
given to me, it was given to the gangsters. They don't
know the extent that I know about the situation, it is
just an intrusion.” (Male prisoner, age: 30'5-40’s;
Prison 'B’).

A prison nurse who had previously run an HIV pre-
vention office described the cessation of HIV education
programs at her institution despite the commitment of
ILWH to educate fellow inmates. She attributed blame
for the interruption to a disregard for the program by
prison administration and health agencies:
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“There had been tea-coffee programs. We used to be
provided with two-percent of the total institutional
budget for a monthly tea-coffee program; an exciting
program! Umm----the Zonal Mainstreaming Officer
used to attend the program [I don’t know who is in
charge of the Office currently; might have been chan-
ged], and provide us with brochures, music CDs, and
teaching leaflets. The prisoners [living with HIV] also
used to write a poem, and it was really a vibrant
ceremony. It has been interrupted now, otherwise it
was an exciting activity.” (Female prison nurse, age:

20'5-30's; Prison ‘C’).

Prison health care staff did not always feel it was their
responsibility to undertake HIV education programs:

“It’s just like you sit in the clinic and do the work
you are supposed to do, but there is nothing else you
can feel as a responsibility [regarding HIV educa-
tion]. We didn’t have love and unity. There was no
thought to each other within the team rather fault
finding. Then you would go out having done your
work to which you are accountable for. That has cre-
ated the gap.” (Female prison nurse, age: 305-40's;
Prison ‘B’).
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USAID have been shifted to other issues leaving the
country to deal HIV issues on its own.

While the national government announced HIV had
been reduced, be it for political purpose or not, but
it still remains at the epidemic stage. According to
the international definition, the prevalence of more
than 1% in the general population is considered as
an epidemic. But there are cities in our country with
a prevalence of more than 5%. Hosanna [the City
where his office located] itself has documented over
2%, the land where HIV was assumed to be absent.
In this sense, the government and the people got dis-
tracted. It has set to do that again but it is not going
to be effective by the government’s only capacity. Al-
though the government is saying, ‘HIV will be
stopped by 2030 it's getting harder.” (Male health
agent, age: 40’s-50’s; Health Department ‘A’).

A prison administrator added:

“Generally, as there has been a decline in HIV re-
lated activities, particularly in relation to the recent
slogan, ‘Our achievements on decline’; there must be
awareness creating work to enhance this through

umm----drama, un------ conversations and other

Both prison and health administrators blamed sup- means to create knowledge amongst high risk groups
porting agencies and the government for a reduction in such as drivers, soldiers, and others groups like pris-
allocation of resources related to HIV prevention and oners; both men and women need to know that it
control activities. It was assumed that the infection had [HIV infection] occurs due to lack of precautions to
meaningfully declined in the community, which eventu- protect oneself.” (Male prison administrator, age:
ally evoked restriction of funds by donor agencies. Hav- 40’s-50's; Prison 'C’).
ing announced the decline of the infection in the
community, the government did not appear to have the In addition to the decline in the emphasis on HIV-

capacity to implement the programs on its own, which  related issues at national level, prison administrations
had previously been operated by donor agencies in the and health agencies failed to work collaboratively or
main. However, the infection continued to spread at an  demonstrate appropriate understanding that prisoners
epidemic level, particularly among the most at risk pop- are among the most at risk populations for HIV
ulations. A health agent described the active HIV pre-  transmission:

vention and control programs that previously existed at

the Zonal level, and the anticipated risks that health “Not that much in this regard [participation in the
agencies would likely face in attempting to achieve the development and implementation of HIV related
goal of ending the AIDS epidemic by 2030 if funds by plans at the Zonal level]; they don’t invite us in what
donor agencies remained restricted: [HIV related plans| they have developed” (Male

prison administrator, age: 40's-50's; Prison "C’).
“There is no one to be asked [for funds] like before.

Everyone is short of funds. HIV has been assumed to The same prison official discussed the apparent gap in
decline but it has not actually; it has been dissemin- HIV education activities existing between his institution
ating like a wild fire [Laughs]! A lot had been done and health agencies, and his perception that it was partly
at schools, districts and neighbourhood level includ- attributable to the prison administration’s lack of
ing prisons. Following these all efforts, the Ethiopian mandate to make direct contact with health agencies. He
government declared that HIV had been reduced by proposed he was forced by the circumstance from in-
70%; [consequently] the budget has declined consid- volvement in the implementation of HIV-related pro-

erably since then. The Global Fund and supports of grams at Zonal level:
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“As I said it before, we have no a mandate to dir-
ectly attract NGOs (non-governmental organisations)
to our institution or contact Regional Health Bureau
because we are responsible to the Regional Prison
Conumission. It should be decentralised but still they
are the ones who contact NGOs to give us holistic
trainings wherever they come from. For instance, you
came here after having reported to the Regional
Prison Commission! So?” (Male prison administra-
tor, age: 40’s-50's; Prison ‘C’).

Imprisonment as an opportunity for early ART initiation
Service provider participants discussed the prospects
that incarceration could offer for early treatment of HIV
infection. A health agent viewed incarceration as an op-
portunity to identify and initiate ART for HIV-infected
individuals who otherwise might have been difficult to
reach:

“For instance, sometimes you may not find HIV-
infected people at health facilities but you may find
them at prisons. They may refuse to start ART as
they might have tested [positive] at private clinics.
Thus, prisons provide a good opportunity to capture
such cases which would benefit the patient as well as
the community at large.” (Male health agent, age:
50'-60's; Health Department 'C’).

One prison nurse appreciated the importance of vicari-
ous experiences of the valuable outcomes of ART that a
prison environment offered ILWH. She provided more
weight to positive and negative outcomes in fellow
ILWH in changing their behaviour than education pro-
vided by health care providers. In her perception, it
helped ILWH understand the health benefits of ART
and decide to initiate:

“It is not because we have educated them [prisoners]
correctly or advised them, ‘the medication does this
in your body, it reduces viral load, it boosts your im-
munity’, but they learn from the people inside. For
example, I've experienced this: many had just been
so drained and their body got back to normal after
they had started the medication. Many others have
learned from this. They believe that ‘Mr ‘X was like
this so mothing happens to me!” (Female prison
nurse, age: 30’s-40's; Prison ‘B’).

One female prisoner reported having HIV diagnosis
after prison entry, which she was incapable of perform-
ing before imprisonment even if she was suspicious
about being infected due to her partner’s death related
to HIV:
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‘I was not diagnosed even after his [her husband’s]
death, when | was outside prison. Then this crime
was committed, came into prisow; it was after my
prison entry that I got diagnosed.” (Female prisoner,
age: 50's-60's; Prison ‘B’).

Discussion

In this study, we identified and explored various barriers
to and facilitators of early ART initiation amongst pris-
oners in South Ethiopia. Among the barriers identified,
there was a lack of enduring strategies and resources
that ensure access to HIV testing which led prisoners to
commence ART only at advanced stages of their infec-
tion. Ensuring access to voluntary and confidential HIV
testing for prisoners is an essential component of efforts
to reach universal access to HIV prevention, treatment
and care [55]. This enables the HIV key population to
undergo early diagnosis, which is an important pre-
requisite for timely ART initiation [17], improved treat-
ment outcomes [18, 19] and reduced risk of infection for
others [20, 21].

Participants reported that HIV testing was usually only
available upon the prisoners’ request (also known as
opt-in or risk-based approach). Such approaches are less
effective in correctional settings resulting in delayed
diagnosis and linkage to care, and provide a little oppor-
tunity to reach prisoners before they return to the com-
munity [56-58]. In South Ethiopia, the majority (86%) of
prisoners return to the community within less than 2
vears of imprisonment [51], which could make an effect-
ive implementation of opt-in approach challenging. A
number of other institutional and social factors also
affect prisoners’ ability to request testing. As stated by
some prisoner participants, they often faced refusal from
health care providers and prison officers when they tried
to seek testing. In addition, due to widespread social
stigma and discrimination against HIV both in the com-
munity and prison settings, individuals who suspect they
may be infected with HIV are generally less likely to re-
quest testing [55, 59-62].

In contrast, several intervention studies suggest the ef-
fectiveness and feasibility of implementing VCT in
prison settings in high- and low-income countries. For
example, opt-out based provider initiated counselling
and testing (PICT) approach has been associated with
higher testing rates in many prisons when integrated
into routine prison health care systems [23, 24, 58, 63].
This approach is also known to increase rates of linkage
to care and ART initiation especially in HIV infected
prison entrants [23]. Adaptation of the Seek, Test, and
Treat (STT) strategy [64] which involves identification
and offering of ART to all HIV-infected individuals, may
further ensure universal access to testing and treatment
services for all infected prisoners.
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Insufficient training for prison health staff on pre- and
post-test counselling resulted in delay in the feedback of
test results and linkage of HIV-infected prisoners to ex-
ternal ART sites. ART service providers confirmed
greater delays in care linkage for prisoners relative to
people who were tested at non-ART sites in the commu-
nity. Training of prison health staff is an essential step in
scaling up access to HIV testing, care and treatment for
prisoners [55]. This is supported by public health recom-
mendations in international guidelines in relation to
training and reassigning tasks to lower level health care
workers to enhance testing coverages in HIV key popu-
lations [17, 65]. Such approaches are also found to be ef-
ficient and effective in increasing testing rates in prisons
in low-income countries, particularly when coupled with
peer education programs [63].

Given the congregated living conditions in the prisons
(up to 150 inmates accommodated together in a cell
measuring 100m?) (51], patient privacy was lost on vari-
ous occasions. Loss of privacy occurred while declaring
test results and transportation to external health care fa-
cility to access care, which led prisoners to refuse treat-
ment. Prison officers’ negative perceptions towards HIV
infected prisoners during the process of external health
care facility visits also contributed to loss of privacy and
delays in care linkage. That they allowed third parties to
be privy to prisoners’ HIV status through openly feeding
back test results, indicates that prison health care staff
lacked skills in ensuring patient privacy and
confidentiality.

Studies in low-income countries also reported acces-
sing HIV care from external health care facilities and the
associated prison officers’ uncooperativeness as major
causes for loss of privacy and missing clinic appoint-
ments amongst HIV infected prisoners [66]. Conversely,
higher rates of linkage to care and ART initiation were
achieved through an onsite ART approach in many
prisons [22, 23, 67], which was also supported by most
service providers in this study. There are no legal
grounds to ensure medical privacy for prisoners in
Ethiopia, and it seems to be a difficult task given the cir-
cumstances related to accessing care in groups and a
congregated living environment. However, provision of
appropriate counselling for prisoners during diagnosis
and reducing social stigma by creating awareness about
HIV amongst members of the prison community may
encourage consented discloser. Training in patient priv-
acy and confidentiality for prison staff who are involved
in the provision of HIV care could improve undisclosed
inmates trust and, consequently, uptake of ART [55].

The majority of participants described the importance
of peer education and support programs for early diag-
nosis and treatment of HIV infection in prisoners. Such
programs not only offered ILWH an opportunity to
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share each other's experiences of living with HIV in a
prison environment, but also served as a route to influ-
ence those who lacked motivation to commence treat-
ment. At the time of the interviews, however, there had
been a gradual decline in HIV education and social sup-
port initiatives in the prisons. This was explained as be-
ing due to a lack of resources and administrative
support, and poor collaboration between prison author-
ities and external health agencies.

Social support and education initiatives involving peers
are highly recommended in correctional settings to en-
hance HIV testing and to access care [14, 68]. Prisons
represent important organisational contexts to identify
HIV infected individuals and implement peer education
programs to enhance early treatment initiation [69].
Prison HIV prevention and control programs should be
an integral part of community information, education
and communication programs, and prison authorities
should establish strong linkages with these community-
based health agencies, in addition to developing plans to
assure appropriate resource for supporting well orga-
nised peer support and education programs [68].

This study explored important factors influencing
early ART initiation among prisoners, but does have
some notable limitations. Most prisoner participants had
been using ART for many years and this might have af-
fected their recall in relation to their experiences when
initiating ART. At the time of the study, there were no
identified HIV-infected prisoners who had not already
initiated on ART, which may have impacted on identifi-
cation of all barriers to treatment in this setting and rep-
resents an area for future studies. While a number of
crucial concepts emerged through consultation with ser-
vice providers regarding the effectiveness of the existing
HIV care provision strategy, incorporating higher level
health agencies (e.g. representatives from the Regional
Health Bureau and Ministry of Health) might have deep-
ened our understanding of the policy perspectives of
HIV care in the prison settings. Although most struc-
tural factors identified and explored in this study have
been interpreted as strongly influencing prisoners in-
fected with HIV, a quantitative survey with a large sam-
ple size is now required, based on these qualitative
results, to provide a representative sample regarding the
determinants of early ART initiation.

Conclusions

Participants in this study discussed both barriers to, and
facilitators of, early ART initiation in prisoners. The bar-
riers include a lack of access to HIV testing services,
poor linkage to care due to insufficient health staff train-
ing, uncooperative prison security systems and loss of
privacy regarding HIV status. Insufficient health staff
training and uncooperative prison security both
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contributed to loss of patient privacy, which resulted in
treatment refusal. Although most participants described
the importance of peer education and support for en-
hancing HIV testing and treatment programs amongst
prisoners, there had been a decline in such interventions
in the correctional facilities due to lack of resources and
administrative support. Service providers identified op-
portunities offered by the prison environment for identi-
fication and treatment of HIV-infected individuals and
implementation of peer education programs. Timely ini-
tiation of ART amongst inmates is likely to be enhanced
through interventions that ensure access to voluntary
and confidential (opt-out based) HIV testing and care,
peer education and support programs, and training of
health care providers and other prison staff who are in-
volved in HIV care provision.
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