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Background: In recent years, the life expectancy of human immunodeficiency virus (HIV)-infected children has 
increased with the availability of highly active antiretroviral therapy (ART). Regardless of the clinical recommen- 
dations encouraging HIV status disclosure, the practice of caregiver disclosure is frequently challenging due to 
many constraints associated with caregivers and healthcare personnel. As studies suggest, disclosure of the 
HIV-positive status of children is low, particularly in sub-Saharan Africa, where the majority of infected children 
reside. Thus the primary objective of this study was to evaluate the prevalence of HIV-positive status disclo- 
sure to infected children and the pertinent factors associated with caregivers of these children. Moreover, unlike 
previous studies conducted in Ethiopia, this study included children residing in orphanages. 

Methods: We assessed HIV-positive status disclosure and associated factors among infected children in 
Hawassa, southern Ethiopia, from 25 May to 20 July 2021. A facility-based cross-sectional study was conducted 
in six public health facilities that provide HIV treatment and care. Data were collected from 355 randomly se- 
lected caregivers using interviewer-administered questionnaires and record reviews. Binary and multiple logistic 
regression was used to explore the association between independent variables and the outcome. The adjusted 
odds ratio (aOR) with 95% confidence interval (CI) was computed to determine the strength of the association 
and a p-value < 0.05 was considered statistically significant. 

Results: Of the 355 children, 132 (37.2%) were informed about their HIV-positive status. Being of young age 
( ≤12 y) (aOR 0.52 [95% CI 0.28 to 0.98]), having caregivers who were not familiar with anyone who disclosed 
children’s HIV status (aOR 0.28 [95% CI 0.16 to 0.49]), children with a family that had a primary education (aOR 
0.46 [95% CI 0.23 to 0.89]) and being a child who has taken ART for < 5 y (aOR 0.47 [95% CI 0.28 to 0.80]) had 
a significant association with non-disclosure of HIV-positive status to infected children. 

Conclusions: The findings show that disclosure of HIV-positive status to infected children is low. This suggests 
the need to provide support and education to caregivers, facilitate experience-sharing sessions between care- 
givers who disclosed the HIV status to infected children and implement age-specific disclosure interventions for 
young children. In addition, it is important to provide support and counselling to the children when their HIV 
status is disclosed. 
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uman immunodeficiency virus (HIV) is still a leading cause 
f mortality and one of the world’s most critical public health 
ssues.1 As of 2022, of the nearly 39 million people estimated to 
e living with HIV worldwide and 630 000 deaths, approximately 
.7 million are children < 15 y of age, with the majority of infected
hildren residing in sub-Saharan Africa.2 Around 613 000 peo- 
le were living with HIV/acquired immunodeficiency syndrome 
AIDS) in Ethiopia in 2020, of which an estimated 42 000 were 
hildren < 15 y of age.3 
Disclosure is the term used to describe the situation in which 

 child is aware of his or her HIV status.4 In recent years, the 
ife expectancy of HIV-infected children has increased with the 
vailability of highly active antiretroviral therapy (ART). How- 
ver, how best to disclose the child’s HIV-positive status within 
nd outside of the healthcare system has been a challenge for 
heir parents, caregivers and healthcare practitioners.5 Disclo- 
ure of HIV status is not a one-time event, but rather a pro- 
ess, involving ongoing discussions about the disease as the 
hild or adolescent matures cognitively, socially, emotionally and 
exually.6 
The World Health Organization (WHO) recommends providing 

hildren with age-appropriate information as early as possible 
nd fully disclosing their HIV-positive status by the age of 12.7 
ailure to disclose HIV status to children can result in delayed ac- 
ess to treatment, non-adherence to treatment and treatment 
ailure.4 Disclosing the child’s HIV-positive status is important to 
revent children from feeling isolated and learning their status 
ccidentally or publicly. There is also evidence that children who 
re given reasons for needing medication are much more likely 
o have better viral suppression and treatment adherence and to 
tay on treatment longer.5 
Despite clinical recommendations that encourage disclosure 

f HIV status, the practice of disclosure is often challenging due 
o many limitations associated with caregivers (parents’ fear of 
isclosure of family secrets, feelings of guilt) and health work- 
rs (lack of training, excessive workload).4 , 8 Studies conducted 
n Ethiopia showed that the prevalence of HIV status disclo- 
ure in Gojjam, Bale and Bahirdar was 33.3%, 28.5% and 31.5%, 
espectively.9 , 10 
The current status of HIV disclosure among children with pos- 

tive status is not known in Hawassa. Furthermore, unlike other 
tudies conducted in Ethiopia, this study included children liv- 
ng in orphanages. The aim of this study was to determine 
he prevalence of HIV-positive status disclosure and factors in 
hildren undergoing ART treatment in public health facilities in 
awassa. 

ethods 
tudy area and period 
 facility-based cross-sectional study was conducted from 25 
ay to 20 July 2021 in six public health facilities in Hawassa, 
outhern Ethiopia. Hawassa is the capital city of the Sidama 
egion, with a total area of 50 km2 and a total population 
f 315 267, located 273 km south of Addis Ababa (latitude 
°3′ N and longitude 38°28′ E; elevation 1708 m [5604 ft] above 
ea level). It has 2 governmental hospitals and 10 health 
entres. Of these, 2 hospitals and 4 health centres provide ART 
ervices. 

articipants 
ll caregivers of HIV-positive children ages 6–15 y who receive 
ollow-up care at paediatric ART and care centres at Hawassa 
ealth facilities were included. Children who came alone or with- 
ut a caregiver or parents were excluded for ethical reasons. 
All government health institutions in Hawassa providing ART 

ervice, i.e. the two hospitals and four health centres, were in- 
luded. The sample size was selected from the targeted ART cen- 
res by using a simple random sampling method. Proportional al- 
ocation of the number of cases to participate in the study from 

ach health facility was considered. 

ample size and sampling procedure 
 single population proportion formula was used to calculate the 
ample size, assuming a 95% confidence level, 5% margin of er- 
or, 10% non-response rate and 33.3% proportion of disclosure 
f HIV status to infected children from a study conducted in east 
ojjam, Ethiopia.9 Accordingly, the total sample size was 374. All 
ublic health facilities in Hawassa that provide ART services were 
ncluded. The calculated sample size was distributed using pro- 
ortional allocation to size based on the number of cases. A sim- 
le random sampling method was used to select caregivers after 
btaining the sampling frame (list of HIV-infected children ages 
–15 y) from the registry book of healthcare facilities providing 
RT services. 

ata collection tools and procedure 
ata were collected using a structured interviewer-administered 
uestionnaire and records review adapted from previous sim- 
lar studies and appropriately contextualized.11 –13 The tool in- 
ludes variables such as sociodemographic characteristics re- 
ated to caregivers and children, disclosure of HIV-positive status 
nd clinical characteristics of both caregivers and children and 
IV-positive status. In addition, the child’s medical record was 
eviewed to determine clinical characteristics such as WHO clini- 
al stage, history of hospitalizations, use of ART, duration of ART, 
urrent viral load status, current CD4 count, level of ART compli- 
nce and prophylaxis. Six nurses who work in paediatric ART clin- 
cs gathered data at the ART centre when caregivers came for 
heir children’s follow-up visits. 

ariables 
ependent variable 

he disclosure was defined when the caregiver, healthcare 
rovider or other person told the child that he/she was infected 
ith HIV.14 

ndependent variables 

ndependent variables included caregiver-related and child- 
elated sociodemographic characteristics and caregiver- 
elated factors such as educational status, family/caregiver 
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Table 1. Sociodemographic characteristics of caregivers and their 
perinatally HIV-infected children, east Ethiopia 

Characteristics Category n (%) 

Caregivers 
Sex Male 158 (44.5) 

Female 197 (55.5) 

Relationship with child Biological parent 208 (58.6) 
Non-biological parent 147 (41.4) 

Occupation Unemployed 15 (4.2) 
Government employee 152 (42.8) 
Merchant 144 (40.6) 
Farmer 31 (8.7) 
Other a 13 (3.7) 

Religion Christian 252 (71) 
Muslim 103 (29) 

Ethnicity Sidama 111 (31.3) 
Oromo 86 (24.2) 
Amhara 60 (16.9) 
Wolayta 72 (20.3) 
Other b 26 (7.3) 

Marital status Married 134 (37.7) 
Single 41 (11.5) 
Widowed/widower 157 (44.2) 
Divorced 23 (6.5) 

Residency Urban 261 (73.5) 
Rural 94 (26.5) 

Children 
Sex Male 183 (51.5) 

Female 172 (48.5) 

Child educational 
status 

Not started education 14 (3.9) 
< 5 229 (64.5) 
Grade ≥5 112 (31.5) 

Birth order 1 164 (46.2) 
2 142 (40) 
3 31 (8.7) 
4 7 (2.0) 
5 11 (3.1) 

Loss of family member 
to HIV 

Yes 146 (41) 
No 209 (59) 

Parent/s lost Mother only 47 (32.2) 
Father only 59 (40.4) 
Both mother and father 40 (27.4) 

a House wife, daily laborer. 
b Gurage, Hadiya, Gedeo. 

 

 

 

Table 2. Clinical characteristics of children living with HIV, Hawassa 
health facilities, southern Ethiopia, 2021 

Characteristics Category n (%) 

HIV-positive children 
Current viral load High 59 (16.6) 

Low 296 (83.4) 
Total 355 (100)

Duration on ART (years) < 5 150 (42.3) 
≥5 205 (57.7) 

Current CD4 count < 200 22 (6.2) 
200–500 82 (23.1) 

> 500 251 (70.7) 

ART adherence Good 292 (82) 
Fair 34 (10) 
Poor 29 (8) 

History of hospitalization Yes 261 (73.5) 
No 94 (26.5) 

Caregivers 
HIV status Positive 240 (67.6) 

Negative 78 (22) 
Unknown 37 (10.4) 

Duration on ART (years) < 5 67 (29.4) 
≥5 161 (70.6) 

Caregiver disclosed status Yes 131 (54.6) 
No 109 (45.4) 

If yes, to whom disclosed Spouse 28 (21.4) 
Children 15 (11.5) 
Relative 78 (59.5) 
Other 10 (7.6) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

type/relationship, family/caregiver HIV status, biological family
status (dead or alive) and caregiver/family disclosure status. 

Data quality control 

The questionnaire was first prepared in English and then trans-
lated into local languages (Amharic and Sidaamu Afoo) by
216
language experts and back-translated into English to check its
consistency. Two days of training on the objectives, content and
procedures of data collection were carried out for data collec-
tors. Of the total sample, 5% was pre-tested at Leku Hospital be-
fore the actual data collection date and some amendments were
made accordingly. Both the principal investigator and the hired
supervisors were responsible for providing on-the-spot supportive
supervision and conducting daily reviews of the questionnaires. 

Data processing and analysis 

Data were coded, cleaned and entered into a computer using Ep-
iData version 3.1 and exported to SPSS version 20 (IBM, Armonk,
NY, USA) for analysis. Frequency and percentage were used to
summarize descriptive statistics. The outcome variable disclosure
was dichotomized into two categories: disclosed (yes = 1) and not
disclosed (no = 0). A bivariate, crude odds ratio (OR) with 95%
confidence interval (CI) was determined to identify the associ-
ation between each independent variable and the outcome vari-
able using binary logistic regression. The degree of association
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Table 3. HIV status disclosure of children and their caregiver’s at Hawassa health facilities, southern Ethiopia 

Variables Category n (%) 

Caregiver perceived importance of disclosure Yes 192 (54.1) 
No 163 (45.9) 

Caregiver perceived reason for not disclosing (n = 163) Child is too young 62 (38) 
Child may not keep secret 28 (17.2) 
Fear of child self-discrimination 43 (26.4) 
Family child relationship may be affected 22 (13.5) 
Child may feel hopeless 8 (4.9) 

Caregiver perceived reason for disclosing Child thought to be matured 114 (59.4) 
Repeated question by the child 19 (9.9) 
Good adhere to medication 38 (19.8) 
Right to know about his/her disease condition 8 (4.2) 
Self-care and prevent unknowingly transmission 7 (3.6) 
To share responsibility and to get relief 6 (3.1) 

Caregivers preferred age of disclosure (years) < 10 39 (11) 
10–12 82 (23.2) 
≥ 13 233 (65.8) 

Who is responsible for disclosure Caregiver/parents 177 (50) 
Joint caregiver and health professionals 100 (28) 
Health professionals 78 (22) 

Does the child ask you about his/her health condition 
or why he/she is taking ART drug? 

Yes 189 (53.2) 
No 166 (46.8) 

If the child asked about taking ART what was your 
response? (n = 189) 

I deflect the information 97 (51.3) 
I tell him a lie 55 (29.1) 
I tell him he/she has HIV 30 (15.9) 
Other a 7 (3.7) 

Did the child miss taking of his/her pills in the last 
2 weeks 

Yes 73 (20.6) 
No 282 (79.4) 

If yes how many doses he/she miss? 1 58 (79.5) 
2 9 (12.3) 
3 6 (8.2) 

Reason for missing the pills Forgetfulness 42 (57.5) 
Child refused to take 13 (17.8) 
Other b 18 (24.7) 

HIV disclosure to child Yes 132 (37.2) 
No 223 (62.8) 

Age at disclosure (years) 11.35 ±1.207 
Who made the disclosure (n = 132) Mother 27 (20.5) 

Father 28 (21.2) 
Health care provider 71 (53.8) 
Other family member 6 (4.5) 

Was the disclosure before or after starting ART Before 22 (16.7) 
After 110 (83.3) 

a I am also taking it, good to kill germ. 
b When relative (guest) came to their home, move to other place for ceremonies (wedding). 
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Table 4. Factors associated with child HIV status disclosure at Hawassa health facilities, southern Ethiopia, 2021 

Disclosure status 
(N = 355) 

Variables Categories 
No 

(n = 223) 
Yes 

(n = 132) Crude OR (95% CI) aOR p-Value 

Child age (years) > 12 53 44 1 1 
≤12 170 88 0.624 (0.388–1.003) 0.524 (0.280–0.980)* 0.043 

Residence Rural 69 25 1.918 (1.140-3.225) 0.655 (0.349-1.230) 0.188 
Urban 154 107 1 1 

Caregiver knows someone 
who disclosed 

Yes 61 73 1 1 
No 162 59 0.304 (0.194-0.478) 0.277 (0.158-0.485)** 0.000 

Presence of social support No 110 45 1.882 (1.205-2.938) 0.975 (0.529-1.797) 0.936 
Yes 113 87 1 1 

Child birth order 1 87 77 3.983 (0.835-19.002) 2.955 (0.523-16.707) 0.220 
2 97 45 2.088 (0.433-10.059) 1.959 (0.340-11.303) 0.452 
3 26 5 0.865 (0.142-5.270) 1.128 (0.151-8.421) 0.906 
4 4 3 3.375 (0.396-28.745) 7.137 (0.650-78.417) 

9 2 1 1 

Loss of family member by 
HIV 

No 140 69 1.540 (0.996-2.382) 1.477 (0.836-2.610) 0.179 
Yes 83 63 1 1 

Caregiver educational status No formal education 54 63 2.419 (1.437-4.071) 1.736 (0.946-3.186) 0.075 
Primary 85 28 0.691 (0.392-1.219) 0.455 (0.232-0.892)* * 0.022 
Secondary or above 84 41 1 1 

Caregiver relationship with 
child 

Biological parent 145 63 1 1 
Non -biological 78 69 2.036 (1.313-3.157) 1.493 (0.875-2.546) 0.141 

Child viral load status High 179 117 1 1 
Low 44 15 0.522 (0.278-0980) 0.681 (0.331-1.401) 0.297 

Child asked questions about 
their health status 

Yes 101 70 1 1 
No 122 62 0.733 (0.476-1.129) 0.823 (0.475-1.427) 0.488 

Child duration on ART (years) 6–15 148 57 2.596 (1.668–4.042) 2.127 (1.250–3.619)* 0.005 
1–5 75 75 1 1 

Significantat *p < 0.05 and **p < 0.001. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

between independent and dependent variables was assessed us-
ing an adjusted odds ratio (aOR) with 95% CI. Finally, variables
with a p-value < 0.05 in the multivariable logistic regression were
considered statistically significant. 

Result 
Sociodemographic characteristics 
A total of 355 caregivers of children living with HIV participated in
the study with a response rate of 94.9%. A total of 144 (37.7%)
of the caregivers were married and 261 (73.5%) were urban res-
idents. The mean age of the caregivers was 39.61 ±7.45 y and
233 (65.6%) were 30–44 y of age. Among the children living with
HIV, 183 (51.5%) were male, and the majority, 229 (64.5%), were
below fifth grade. The mean age of the children was 11.4 ±2.4 y
(Table 1 ). 
 

218
Clinical characteristics of children and caregivers 
In this study, 240 (67.6%) of the caregivers were HIV positive,
with 161 (70.6%) having been on ART for > 5 y and 131 (54.6%)
had disclosed their HIV status to family members or others. Of
the 355 reviewed records, 188 (53%) HIV-infected children were
diagnosed when they were < 5 y of age, and the majority (289
[81.4%]) were in WHO clinical stage I (Table 2 ). 

Disclosure status of HIV-positive children 
Of the 355 children, only 132 (37.2%; 95% CI 32.1 to 42.1) were
fully informed of their HIV serostatus and more than half (71
[53.8]) were disclosed by their healthcare provider. A total of 86%
of the disclosed children were 12–15 y of age, with the remainder
between 9 and 11 y of age. The mean age of the children at
the time of disclosure was 11.29 ±1.21 y. More than half of
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aregivers (54.1%) said it was important to disclose to their 
hildren their HIV status (Table 3 ). 

actors associated with children HIV status disclosure 
n the binary logistic regression analysis, the age of the child, the 
hild’s duration on ART, the caregiver’s educational status and 
he caregiver’s knowledge of someone who did disclosure were 
tatistically associated with HIV-positive disclosure status. After 
ontrolling for confounders, a caregiver was 48% less likely to 
isclose if the age of the child was ≤12 y (aOR 0.52 [95% CI
.28 to 0.98]). The likelihood of disclosure of children’s HIV sta- 
us was reduced by about 72% among caregivers who did not 
now someone who disclosed children’s HIV status compared 
ith their counterparts (aOR 0.28 [95% CI 0.16 to 0.49]). More- 
ver, children with a family who had a primary education were 
5% less likely to disclose than those with a family who had a 
econdary or above education (aOR 0.46 [95% CI 0.23 to 0.89]). 
imilarly, children who had been on ART drugs for < 5 y were 53%
ess likely to be aware of their HIV status than children who had 
een on ART for ≥5 y (aOR 0.47 [95% CI 0.28 to 0.80]) (Table 4 ). 

iscussion 

his study showed that 132 (37.2%) HIV-positive children knew 

heir serostatus. Factors positively associated with disclosure in- 
lude the age of the child, the child’s duration on ART, the care- 
iver’s education status and the caregiver’s knowledge of some- 
ne who disclosed. 
Our findings are in line with a study done in north Gondar 

39.5%)15 and east Gojjam, Ethiopia (33.3%).9 Studies with simi- 
ar findings were also reported from India (36.7%)16 and Malawi 
36%).17 
The magnitude of disclosure in this study was higher com- 

ared with studies done in Kenya (26%) and South Africa 
27%).18 , 19 This might be attributed to the higher mean age of 
hildren. As children become older, they start asking questions 
egarding their health status and why they take medication. In 
ddition, caregivers often believe that older children are cogni- 
ively and emotionally prepared to accept their disease.20 How- 
ver, when compared with studies conducted in India (51.3%) 
nd Uganda (56%), the magnitude of disclosure in this study is 
ow.8 , 21 The disparity might be explained by the fact that two of 
hose studies recruited children 16–18 y of age, for whom disclo- 
ure is both encouraged and practical.8 
In this study, children ≤12 y of age were 48% less likely to be

isclosed compared with their counterparts. This finding is con- 
istent with studies conducted in Ethiopia and Uganda.14,22, 23 This 
ight be because caretakers believe that children > 12 y of age 
re mature enough to understand the disease and hence have a 
etter chance of receiving information about the consequences 
f having HIV.18 Children with a family that did not know some- 
ne who disclosed were 72% less likely to disclose than those 
ith caregivers who knew someone who did. This finding is sim- 
lar to that in studies conducted in Ethiopia and the USA.14 , 24 
his is because caregivers’ knowledge of people who disclosed 
ay allow them to share an experience regarding the disclosure 
R
rocess with other caregivers, which may eventually encourage 
isclosure. Also, knowing someone who is in another person’s 
hoes may be beneficial to alleviate emotional stress following 
isclosure.25 
Consistent with a study done in Ethiopia, children with a fam- 

ly with primary education were 55% less likely to disclose than 
hose with a family with secondary education or above.4 This is 
ecause educated individuals may be better prepared to manage 
he disclosure process since they are more aware of the benefits 
f disclosure.26 
In line with the findings reported by Alemu et al., children 
ho had taken ART for > 5 y were positively associated with 
isclosure.27 , 28 This might be a result of long-term ART use, which 
ncourages children to inquire about their health and the medi- 
ations they take.4 

imitations 
elying solely on caregivers for disclosure status reporting poses 
 limitation, as they may have overreported due to social desir- 
bility bias. The study was also influenced by recall bias, although 
fforts were made to minimize it by cross-referencing caregiver- 
rovided information with the child’s medical records. 

onclusions 
e found that disclosure of HIV-positive status to infected chil- 
ren is low. This highlights the importance for healthcare workers 
n HIV/AIDS care and treatment units to guide caregivers on effec- 
ively providing age-appropriate information about HIV-positive 
tatus to infected children. Additionally, healthcare providers 
hould address any concerns and misconceptions caregivers may 
ave regarding serostatus disclosure. These measures are crucial 
or ensuring that children living with HIV receive the necessary 
upport and understanding to navigate their health conditions 
ffectively. 

uthors’ contributions: KT (the principal investigator) conceived the idea 
or this study, developed the proposal, supervised fieldwork and was 
nvolved with the analysis, interpretation and writing. SM, LA, DAbebe, 
Admassu and MD contributed to the conceptualization of the study, 
ethodology, writing the final draft and review and editing of the 
anuscript. 

cknowledgments: We want to express our sincere gratitude to Hara- 
aya University, College of Health and Medical Science, for giving us the 
pportunity to perform this research. We would like to forward our deep- 
st appreciation and thanks to our colleagues for their unlimited advice, 
onstructive suggestions and motivation that helped us in this study. 

unding: None. 

ompeting interests: None declared. 

thical considerations: Ethical approval was obtained from Haramaya 
niversity, College of Health and Medical Sciences, Institutional Health 
esearch Ethics Review Committee (IHRERC/312/2020). Data collection 
219



K. Tari et al.

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

f R
n L
um
began after obtaining informed voluntary written and signed consent
from all caregivers. 

Data availability: This study includes all necessary data. However, the
corresponding author can provide further information upon request. 

References 
1 Govender RD, Hashim MJ, Khan MA, et al. Global epidemiology of
HIV/AIDS: a resurgence in North America and Europe. J Epidemiol Glob
Health. 2021;11(3):296–301. 

2 UNAIDS. Global HIV & AIDS statistics—Fact sheet. Geneva: UNAIDS;
2021. 

3 USAIDS. Ethiopia Fact Sheet – HIV/AIDS. Washington, DC: USAIDS;
2019. 

4 Tucho WA, Tekelehaimanot AN, Habte MB. Disclosure status and as-
sociated factors among children on antiretroviral therapy in Ethiopia.
Pediatr Health Med Ther. 2021;12:299–306. 

5 Sabharwal S, Mitchell JW, Fan VY. Should there be a disclosure man-
date for physicians caring for perinatally infected adolescents who
don’t know their HIV serostatus? AMA J Ethics. 2018;20(8):743–9. 

6 Elizabeth Glaser Pediatric AIDS Foundation. Disclosure of HIV status
toolkit for pediatric and adolescent populations. Washington, DC: Eliz-
abeth Glaser Pediatric AIDS Foundation; 2016. 

7 World Health Organization. Guideline on HIV disclosure counselling
for children up to 12 years of age. Geneva: World Health Organization;
2011. 

8 Kodyalamoole NK, Badiger S, Kiran NU, et al. Pattern of paedi-
atric HIV status disclosure in coastal Karnataka. Indian J Med Res.
2018;147(5):501–6. 

9 Tamir Y, Aychiluhem M, Jara D. Disclosure status and associated fac-
tors among children living with HIV in east Gojjam, northwest of
Ethiopia 2014. Qual Prim Care. 2015;23(4):223–30. 

10 Lencha B, Ameya G, Minda Z, et al. Human immunodeficiency virus
infection disclosure status to infected school aged children and asso-
ciated factors in bale zone, southeast Ethiopia: cross sectional study.
BMC Pediatr. 2018;18:1. 

11 John-Stewart GC, Wariua G, Beima-Sofie KM, et al. Prevalence, percep-
tions, and correlates of pediatric HIV disclosure in an HIV treatment
program in Kenya. AIDS Care. 2013;25(9):1067–76. 

12 Abebe W, Teferra S. Disclosure of diagnosis by parents and caregivers
to children infected with HIV: prevalence associated factors and per-
ceived barriers in Addis Ababa, Ethiopia. AIDS Care. 2012;24(9):1097–
102. 

13 Bikaako-Kajura W, Luyirika E, Purcell DW, et al. Disclosure of HIV status
and adherence to daily drug regimens among HIV-infected children
in Uganda. AIDS Behav. 2006;10(4 Suppl):85–93. 

14 Shallo SA, Tassew M. HIV positive status disclosure and its associated
factors among children on antiretroviral therapy in West Shoa Zone,
Western Ethiopia, 2019: a mixed method cross-sectional study. J Mul-
tidiscip Healthc. 2020;13:507–17. 

© The Author(s) 2024. Published by Oxford University Press on behalf o
article distributed under the terms of the Creative Commons Attributio
permits unrestricted reuse, distribution, and reproduction in any medi
220
15 Negese D, Addis K, Awoke A, et al. HIV-positive status disclosure
and associated factors among children in north Gondar, northwest
Ethiopia. ISRN AIDS. 2012;2012:485720. 

16 Sanjeeva G, Pavithra H, Chaitanya S, et al. Parental concerns on disclo-
sure of HIV status to children living with HIV: children’s perspective.
AIDS Care. 2016;28(11):1416–22. 

17 Kalembo FW, Kendall GE, Ali M, et al. Socio-demographic, clini-
cal, and psychosocial factors associated with primary caregivers’
decisions regarding HIV disclosure to their child aged between 6
and 12 years living with HIV in Malawi. PLoS One. 2019;14(1):
e0210781. 

18 Vreeman RC, Scanlon ML, Mwangi A, et al. A cross-sectional study of
disclosure of HIV status to children and adolescents in western Kenya.
PLoS One. 2014;9(1):e86616. 

19 Madiba S, Mokgatle M. Fear of stigma, beliefs, and knowledge about
HIV are barriers to early access to HIV testing and disclosure for peri-
natally infected children and adolescents in rural communities in
South Africa. S Afr Fam Pract. 2017;59(5):175–81. 

20 Hayfron-Benjamin A, Obiri-Yeboah D, Ayisi-Addo S, et al. HIV diag-
nosis disclosure to infected children and adolescents; challenges of
family caregivers in the Central Region of Ghana. BMC Pediatr. 2018;
18(1):1. 

21 Namasopo-Oleja SM, Bagenda D, Ekirapa-Kiracho E. Factors affecting
disclosure of serostatus to children attending Jinja Hospital paediatric
HIV clinic, Uganda. Afr Health Sci. 2015;15(2):344–51. 

22 Mengesha MM, Dessie Y, Roba AA. Perinatally acquired HIV-positive
status disclosure and associated factors in Dire Dawa and Harar, East-
ern Ethiopia: a health facility-based cross-sectional study. BMJ Open.
2018;8(8):e019554. 

23 Atwiine B, Kiwanuka J, Musinguzi N, et al. Understanding the role of
age in HIV disclosure rates and patterns for HIV-infected children in
southwestern Uganda. AIDS Care. 2015;27(4):424–30. 

24 Marhefka SL, Valentin CR, Pinto RM, et al. “I feel like I’m carry-
ing a weapon.” information and motivations related to sexual risk
among girls with perinatally acquired HIV. AIDS Care. 2011;23(10):
1321–8. 

25 Wiener L, Septimus A, Grady C. Psychosocial support and ethi-
cal issues for the child and family. In: Pizzo PA, Wilfert CM, edi-
tors. Pediatric AIDS: the challenge of HIV infection in infants, chil-
dren and adolescents. Baltimore, MD: Williams and Wilkins. 1998:
703–27. 

26 Nichols J, Steinmetz A, Paintsil E. Impact of HIV-status disclosure
on adherence to antiretroviral therapy among HIV-infected chil-
dren in resource-limited settings: a systematic review. AIDS Behav.
2017;21(1):59–69. 

27 Alemu A, Berhanu B, Emishaw S. Challenges of caregivers to disclose
their children’s HIV positive status receiving highly active antiretrovi-
ral therapy at pediatric antiretroviral therapy clinics in Bahir Dar, North
West Ethiopia. J AIDS Clin Res. 2013;4:11. 

28 Abegaz BF, Walle TA, Tilahun AD. HIV positive status disclosure and
associated factor among HIV infected children in pediatric ART clin-
ics in Gondar town public health facilities, North West Ethiopia, 2018.
J Infect Public Health. 2019;12(6):873–7. 

oyal Society of Tropical Medicine and Hygiene. This is an Open Access 
icense ( https://creativecommons.org/licenses/by/4.0/), which 
, provided the original work is properly cited. 

https://creativecommons.org/licenses/by/4.0/

	Introduction
	Methods
	Study area and period
	Participants
	Sample size and sampling procedure
	Data collection tools and procedure
	Variables

	Result
	Sociodemographic characteristics
	Clinical characteristics of children and caregivers
	Disclosure status of HIV-positive children
	Factors associated with children HIV status disclosure

	Discussion
	Limitations

	Conclusions
	References

