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ABSTRACT

Background

Human immunodeficiency virus (HIV) is one of the most significant health and
development challenges of the millennium. As of 2013 approximately 35 million people
were living with HIV worldwide. The final stage of the disease is AIDS: acquired immune
deficiency syndrome, which takes from 2 to 15 years to develop. It is acknowledged that
there is a strong relationship between HIV and nutrition. Malnutrition can be caused by
reduced appetite, depression, and some common opportunistic infections among people living
with HIV (PLHIV), such as oral thrush. Malnutrition in its turn contributes to
immunosuppresion and results in a quicker progression to the stage of AIDS.

Aim of the study

This study aims to explore nutrition-related knowledge, attitudes, and practices (KAP)
of people living with HIV in Armenia. The specific research questions are the following:
What is the level of nutrition-related KAP among PLHIV in Armenia? Is there an association
between nutrition-related knowledge, attitudes, and actual practice among PLHIV in
Armenia?

Methodology

The student investigator utilized quantitative cross-sectional survey study design with
interviewer administered questionnaire. The surveyed population included PLHIV who were
beneficiaries of the “Real World, Real People” NGO, “Armenian network of positive people”
NGO and “Day Care Center” of Armenian Apostolic church. The student investigator used
convenience sampling approach to recruit PLHIV in the survey. The survey questionnaire
has been developed based on the questionnaires used in previous studies conducted on the
topic of nutrition internationally and in Armenia.

Results

During the period of data collection 111 beneficiaries were surveyed, out of which 77
beneficiaries were from RWRP, 30 from daycare center and four from Armenian network of
positive people. The mean percent knowledge score of nutrition was 68.76%, while the mean
percent attitude score was 71.20%. Adjusted linear regression showed statistically significant
association between practice and attitude scores (p=0.043).

Conclusion

This was the first study to explore nutritional knowledge, attitude and practices of
people living with HIV in Armenia. The study found high level of knowledge and positive
attitude, but inadequate consumption of certain food groups among people living with HIV.
Larger-scale investigations should be conducted to explore the nutrition-related KAP and
nutritional status of people living with HIV in Armenia with the focus on barriers to healthy
nutrition in this population.



INTRODUCTION/LITERATURE REVIEW

HIV/AIDS and its global burden

Human immunodeficiency virus (HIV) is one of the most significant health and
development challenges of the millennium. It affects human immune system causing the
organism to be more susceptible to illnesses and opportunistic infections. As of 2013
approximately 35 million people were living with HIV worldwide *. The final stage of the
disease is AIDS: acquired immune deficiency syndrome, which takes from 2 to 15 years to
develop. In the stage of AIDS the immune system becomes weaker and opportunistic
infections may develop. Among other symptoms are weight loss, diarrhea, fever and cough L.
About 39 million people died from AIDS related causes since 1981, when the first case was

reported L.

The standard treatment for HIV includes the administration of three or more
antiretroviral drugs which halt the replication of HIV, known as the highly active
antiretroviral therapy (HAART) 2. In 2013 the antiretroviral treatment was available for 12.9
million people 2. The treatment substantially improves the life expectancy and health related
quality of life2. According to World Health Organization (WHO) guidelines antiretroviral
treatment has to be initiated when CD4 cell count reaches 350-500 cells/mm?3. Treatment
ensures higher CD4 cell count in 2 years follow-up, and even in the most severe cases of
HIV, about 80% of people have a chance of survival 3. The treatment also decreases the
probability of clinical event by 27% and the probability of contracting tuberculosis by half

(51%) @,



HIV and nutrition

It is acknowledged that there is a strong relationship between HIV and nutrition®.
Malnutrition can be caused by reduced appetite, depression, and some common opportunistic
infections among people living with HIV (PLHIV), such as oral thrush. Malnutrition in its
turn contributes to immunosuppresion and results in a quicker progression to the stage of
AIDS. On the other hand, good nutrition leads to stronger resistance to the disease, promotes
higher quality of life, increases compliance to and effectiveness of antiretroviral treatment,
protects the organism from immunosuppression, and delays the stage of AIDS >*. That is
why it is of vital importance for people living with HIV to maintain proper nutrient intake.
Since HAART influences the normal metabolic processes, therefore affecting nutritional
intake of patients, nutrition and diet are particularly important for those who are undergoing

the therapy® .

In 2001 UN special assembly and in 2006 the political declaration on HIVV/AIDS both
recognized the significance of nutrition in HIV/AIDS. In 2003 WHO defined nutrient
requirements for PLHIV’. The WHO document specified energy requirements, which should
be 10-30% higher compared to those of healthy people in order to maintain growth and
development of patients with HIV. In the asymptomatic stage of HIV the energy
requirements are 10% higher than those of healthy people, while during the symptomatic
stage and also in the phase of AIDS energy requirements get 20-30% higher than in healthy
individuals. For children and infants with HIV there is a requirement for 50-100% higher
energy intake’. For the daily intake of macro- and micronutrients WHO recommended to
have intake of protein equivalent to 12-15% of total energy intake. There is no substantial
evidence to suggest that fat intake should be increased in people living with HIV.

Concerning micronutrient intake there is a strong recommendation for iron-folate



supplementation, which is needed to ensure prevention and treatment of anemia. Intake of
the rest of micronutrients, such as vitamin A or zinc should not exceed recommended daily
allowance (RDA) levels’. Other micronutrients such as vitamins C, E and B complex are
quite beneficial, as they improve immune system, prevent diarrhea among children with HIV

and improve pregnancy outcomes.

Another guide, published recently in July 2014 by UNAIDS summarized and gave
more specific details of the above-mentioned guidelines for nutrition of PLHIV. It stated that
patients in asymptomatic stage need 10% increase in their energy intake. However, it also
mentioned that if physical activity is reduced, there is no need for the energy increase, as it is
compensated. It also mentioned that in the symptomatic stage, as well as for pregnant and
lactating women the energy requirements are 20-30% higher. The guide also specified that
children in asymptomatic stage of HIV also need 10% increase in energy intake, while in the
symptomatic stage energy requirements are 50-100% higher. The guide also stated that as the
energy requirements rise, the protein and fat intake should also be increased. The guide did

not include specific portion sizes for daily intake of micro- and macro- nutrients &,

According to Canada food guide of 2007 HIV patients must ensure daily nutrient
intake of fruit and vegetables (at least 7 servings), 6-8 servings of grain products, 2-3
servings of dairy and 2-3 servings of meat products® (1 serving is equal to ¥ cup or 8 table
spoons). The above-mentioned recommendations are similar to the guidelines on healthy
eating for general population that have been published by Health Canada organization in

2011. 10,

Carter et al. provided the most recent healthy eating guide for people living with HIV
through the National AIDS manual (NAM)*. Authors acknowledged the importance of

healthy nutrition among PLHIV both before treatment initiation and during the therapy in



terms of supporting body’s immune system and treatment outcomes'. NAM proposes a
balanced diet which would ensure proper nutrient intake!. According to these guidelines the
diet should include starchy food, such as bread, pasta, potatoes, rice, etc, which should
comprise one third of food intake each day so as to have proper intake of carbohydrates,
minerals, vitamins and fibre 1. It also recommends to include fruit and vegetables in the diet
with a portion size of 80g each day ! and milk and dairy products. For those who cannot
tolerate milk other sources of calcium such as apricots, dark green leafy vegetables, nuts, etc.,
are recommended. The guide also recommends high intake of fish, meat and eggs, as they
are valuable sources of proteins. At least 15% of food intake each day should include
proteins. Also, it is of importance to include food that is high in unsaturated fats. In general,

food and drinks that are high in fat or sugar should be consumed in the smallest portions®?.

Nutrition-related knowledge, attitude and practice among PLHIV

The appropriate level of knowledge and attitude towards nutrition among PLHIV is an
important factor that might influence the actual nutrient intake. Several studies explored the
level of knowledge about and attitude towards nutrition, and actual food intake in PLHIV 12,
The study conducted in San Paulo, Brazil measured the prevalence of consumption of main
food ingredients among PLHIV on highly active antiretroviral therapy (HAART)*. The
researchers interviewed 540 participants by applying 24 hour food recall. The questionnaire
included questions concerning both macronutrient intake (protein, total fat, saturated fat,
carbohydrate and dietary fiber) and micronutrient intake (sodium, calcium and cholesterol) 2,
They found that there was inappropriate intake of saturated fat, cholesterol, calcium, dietary
fiber and sodium. The study also revealed high prevalence of obesity(34%), which could lead

to the development of other non-communicable diseases 3.



A study conducted by Anand et al, measured nutrition related knowledge, attitude
and practices (KAP) in the population of HIV-positive people in India **. The researchers
showed that the level of knowledge on nutritional aspects of the disease was moderate with
the 80% of participants answering 4 out of 7 knowledge questions correctly'4. More
specifically, respondents’ knowledge was classified poor if out of 15 questions 0-5 answers
were correct (12%), average if 6-10 answers were correct (71.2%) and good if 11-15 answers
were correct (16.8%). The authors suggested that the relatively low percent of respondents
with poor knowledge could be explained by their frequent exposure to counseling sessions on
the matters of nutrition in the treatment centers!*. The overall attitude towards nutrition and
HIV was positive*. On the other hand, the application of knowledge to actual food practices

was low4,

Another study conducted by Bukusuba et al. among women living with HIV in
Eastern Uganda explored nutritional knowledge, attitude, and practices, and revealed that
about 62% of study participants had inadequate dietary quality 2. Most of the participants in
the study understood the importance of nutrition in health!?, yet only 21.8% of them had 3 or
more meals per day, 39.8% had a dietary diversity of 6 and more food groups in the last 24
hours'?, and 60.2% of study participant reported consumption of less than 6 food groups. The

latter indicates poor dietary quality 2.

Situation in Armenia

From 1988 up to 2014 December, 1,953 HIV cases have been registered among
citizens of Armenia. The number of new cases registered in 2014 was 334, exceeding the
number of annually registered cases in previous years °. The HIV/AIDS situation
assessment showed that there were about 4,000 people living with HIV in Armenia in 2015

16, To decrease the transmission of HIV and to reduce HIV/AIDS related morbidity and



mortality in Armenia the National center for AIDS prevention (NCAP) established a program
of response to AIDS epidemic in 1989%, which included the provision of antiretroviral
treatment to patients with HIV’. NCAP acts on a national level, with people from all marzes
(provinces) of Armenia getting treatment and counseling at the center. After diagnosis, the
decision to enroll PLHIV into treatment is made based on the CD4 cell count. The treatment
is initiated, when it reaches the level of 350-500 cellssmm?. Throughout the treatment the
patients regularly attend NCAP to get the prescribed medicine and continue monitoring their
CD4 cell count.

After diagnosis, people with HIV get the psychosocial and legal support, as well as
up-to-date information on HIV, including information on the disease course and advice on
their nutrition. In addition, they are advised to visit any of the following organizations: “Real
World, Real People” NGO, “Armenian network of positive people” NGO and “Day Care
Center” of Armenian Apostolic church. These organizations provide an opportunity to
receive free counseling from professional counselors and attend self-help groups and
seminars on topics related to HIVV/AIDS such as drug abuse, condom use, and healthy
lifestyle, including proper nutrition. In 2014, 1,150 people visited national AIDS center
seeking counseling and treatment at least once, while 850 of them attended and took part in
the self-help groups and professional counseling organized by these organizations at least
once. The counseling organizations in Yerevan provide services to PLHIV both from
Yerevan (472 people) and marzes (456 people), Self-help groups and counseling in these
organizations take place once a week, with 10-12 people on average attending each session.

No studies have explored the level of knowledge on and attitude towards nutrition,
and actual nutrient intake among PLHIV in Armenia. The proposed investigation will help to

fill this gap and develop evidence base for programs supporting PLHIV in Armenia.



The aim and objectives of the study
This study aims to explore nutrition-related knowledge, attitudes, and practices of

people living with HIV in Armenia. The specific research questions are the following:

e What is the level of nutrition-related KAP among PLHIV in Armenia?
e Is there an association between nutrition-related knowledge, attitudes, and actual

practice among PLHIV in Armenia?

METHODS AND MATERIALS
Study Design
The student investigator utilized quantitative cross-sectional survey study design with

interviewer administered questionnaire.

Study Population and Setting

The study population included 650 PLHIV who are beneficiaries of the “Real World,
Real People” NGO, Armenian network of positive people NGO and “Day Care Center” of
Armenian Apostolic church in Yerevan. Patients who were below18 years of age, or at the
time of the survey were receiving hospital treatment were excluded from the study because
they might have had different nutrient requirements and/or have little control over their

nutrition.

Sampling strategy and data collection

The student investigator used convenience sampling approach to recruit PLHIV in the
study. The participants were enrolled during counseling sessions and other activities of the
“Real World, Real People” NGO, the “Day care center” of Armenian Apostolic church, and
“Armenian network of positive people” such as weekly meetings of self-help groups, pottery

classes, distribution of social packages, collective prayers, and movie screenings.



In RWRP 49 beneficiaries were surveyed during self-help groups and counseling
sessions. There was no specific schedule for counseling sessions. It was based on
beneficiaries’ attendance. Up to 12 people attended self-help groups every Friday. Twenty-
eight people were recruited from regional branches in Lori (10), Nagorno-Karabagh (4) and

Shirak (14).

Out of 30 recruited patients in ”Day care center” 17 were surveyed during the
distribution of social packages, while 13 were surveyed during counseling sessions, pottery

classes, collective prayers and provision of social packages.

As the overall number of recruited PLHIV was quite low, the third organization
“Armenian network of positive people” was also included in data collection, although it was
not planned previously. The student-investigator was able to recruit four beneficiaries once

during movie-screening occasion.

Overall 8 counselors from RWRP and two social workers from “Day care center”

were trained by the student investigator before data collection.

Study Instruments

Two types of instruments were developed: Screening/Journal form and survey
questionnaire. The Screening/Journal form guides interviewers for selection of the eligible
study population and helps to assess response and refusal rates. The survey questionnaire has
been developed based on the questionnaires used in previous studies conducted on the topic
of nutrition internationally *® * and in Armenia *° and included five sections measuring
study participants’ 1) socio-demographic characteristics, 2) a quick nutrition scan which
provides basic information on the respondents’ nutritional and health status, food
access/uptake, and HAART status °; 3) knowledge of PLHIV about the role of nutrition in

coping with HIV, as well as knowledge about nutrition and healthy diet; 4) attitude of



PLHIV toward healthy nutrition; and 5) practice of food intake in the last month to show the
dietary diversity and number of servings consumed by participants last month before the

survey.

The study instruments were pretested among eight beneficiaries prior to fieldwork by

seven trained interviewers and the student investigator. For the pretest each interviewer
conducted one interview. After the pretest the student investigator and the interviewers met
to discuss potential challenges and mistakes revealed during the pretest, and since there was

no need for revisions, they proceeded to data collection.

Data Entry and Analysis

The data was entered into and analyzed by BMI SPSS 20 software. The database was
cleaned by random spot-checks of questionnaires, as well as running frequencies and
checking missing values. Data was analyzed using descriptive, simple linear and multiple
linear regression analyses. The p-values at the level of 0.05 and less were considered as
statistically significant and p-values between at the level of 0.1 and 0.06 were considered as
marginally statistically significant and the values above that level were statistically

insignificant.

The dependent variable was the practice score of participants. The independent
variables included socio-demographic characteristics, including age, gender, marital status,
educational level, employment status, number of family members in the household, monthly
expenditures, as well as proportion of expenditures spent on food, symptoms related to
digestive disorders, knowledge and attitude scores. The list of all variables is provided in

Table 1.

The knowledge score was computed by giving one point for each right answer and

zero for the wrong one, and adding the responses to all knowledge questions, with a



maximum of 21 points. Attitude score was obtained by summing up the responses to five
statements on a Likert scale showing the degree of agreement among participants. According
to the degree of agreement the most positive response was given a point of five, while the
most negative response was given a point of zero. The practice part of the questionnaire was
analyzed by summing up the frequency of use of each item in each food group?’. For the
servings used less frequently than once per day (i.e. 5-6 times per week, 2-4 times per week,
etc.), the number of servings per day was computed by dividing the total amount by the
number of days in a specified period. The standard deviations from the mean were used to
define cut-off points for grouping the summative score into three practice groups: low,
moderate, and high. The practice was classified as low if the calculated score was at minus
one and a half of the standard deviation and below, moderate, if it was in the range of minus
and plus half of the standard deviation, and high if it was at plus one and a half of the

standard deviation and above.

Ethical Considerations

The student investigator submitted the application to the Institutional Review Board
(IRB) at the American University of Armenia prior to implementing the study and received
approval. Participants were informed on the risks and benefits of participating in the study.

An oral consent form was administered to participants before completing the questionnaire.

The data was collected without identifying participants’ names. The data was entered
with a special ID system. The collected information was accessible only for the student

investigator. Only summarized results were reported by the student investigator.

RESULTS
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Administrative results

The data collection started on March 5, 2015 and finished on April 25, 2015. Overall,
111 respondents were surveyed, out of which 77 were beneficiaries of RWRP, 30 of the
”Daycare center” and four of “Armenian network of positive people”. The response rate was

92%.

Socio-demographic characteristics

The mean age of study participants was 40.5 (SD=9.01) (Table 2). The recruited
patients were predominantly female (60%). The mean number of respondents’ family
members was 3.77 (SD=1.67). The majority of participants were married (63%), and had 10
years education (49%) or technical education (24%) (Table 2). Fifty-eight percent of study
participants were unemployed. The overwhelming majority of respondents (43.2%) had been
spending 50,000-150,000 AMD per month (Table 2). The mean monthly share of food in
total expenditures was approximately 55%. Almost 28% of participants had half of their all

expenditures spent on food.

Counseling

Seventy four percent of the study participants had received information on healthy
nutrition among HIV positive people, with the predominant source of information being
health providers (53%), followed by social workers (53%), leaflets (14%), internet (11%), TV
(8%), newspapers (2%), and radio (1%). The most frequently mentioned topics covered by
those sources included nutrition as part of a healthy lifestyle (53%) and importance of

nutrition for health (20%).

Health status
Patients were asked about several symptoms that they might have had as a

consequence of treatment or opportunistic infections, such as diarrhea (21%), nausea (17%),

11



heartburn (39%), bloating (27%), vomiting (7%), fatigue (60%) and tooth and/or mouth
problems (36%). The mean number of symptoms was about five with a minimum of no

symptoms to maximum of seven.

The mean BMI of respondents was 22.81. At the time of the survey 80% of
participants were on antiretroviral treatment. The mean duration of undertaking HAART was

about 53 months.

Nine percent of the study participants had hepatitis C (n=10).

Nutritional knowledge

Table 5 presents the study participants’ knowledge about nutrition. When asked if
health experts recommend that people should be eating more or less of specific food
categories, the proportion of those participants who gave correct answers was 81% for fruits,
77% for greens, 79% for vegetables, 52% for fatty food, 58% for salty food, and 27% for
sugary food. About 27% of participants thought the amount of grains should be increased
and only 4.5% thought that the amount of meat should be decreased (Table 6). Also, 85%
reported that decreasing the amount of animal fat in the diet would be useful. About 85% of
respondents did not know that the amount of daily servings of fruit and vegetables should be
more than 6 servings per day. The respondents’ mean knowledge score was 14.44
(SD=1.56). The minimum score achieved was six and the maximum score achieved was

nineteen. The mean percent knowledge score was 68.76%.

Bivariate analysis

The simple linear regression analysis showed marginally statistically significant
associations between knowledge score and wealth status (p=0.086), the attendance to

counseling sessions (p=0.120), and age (p=0.136).

12



Attitude toward healthy eating

All (100%) respondents agreed that maintaining a healthy diet is beneficial for
PLHIV, 92% believed that it is their responsibility and 59% confessed that it was difficult for
them to keep a healthy diet. Sixty one percent of the respondents were confident that they do
not need to make changes to diet as they perceived it is healthy enough, and 92% believed

that receiving more information on healthy diet for HIV positive people would be beneficial.

The mean attitude score of participants was 17.8 (from lowest 12 to highest 21,

SD=1.56) out of maximum 25. The mean percent attitude score was 71.2%.
Bivariate analysis

The simple linear regression analysis showed statistically significant associations of
attitude with gender (p=0.046) and marital status (p=0.046) of the study participants and
marginally statistically significant associations with age (p=0.132). Females and married

people more likely to have more positive attitude compared to males and not married people.

Nutritional practice

The 66 item section measured the consumption of five food groups during the last
month. The items in the practice section were adapted for Armenian culture?*. The mean
score for the consumption of dairy products was 3.5 (ranging from 0 to 15.80, SD=3.11); for
fruits 4.4 (ranging from 0 to 25.7, SD=4.94), for vegetables 4.1 (ranging from 0.5 to 26.0,
SD=4.13), for grains 3.2 (ranging from 0.1 to 10.1, SD=1.74), and for meats, eggs and fish
3.76 (ranging from 0.2 to 10.3, SD=2.06). The mean score for fat consumption was 0.73
(ranging from 0.00 to 5.00 SD=0.98), while for sweets it was 5.38 (ranging from 0.00 to
22.07, SD=3.98). The mean cumulative practice score for servings in all five categories of
food (dairy, vegetables, fruits, grains, and meats, eggs and fish) was 18.8 (ranging from 3.3 to

66.7, SD=11.59). Based on the categorization of the cumulative score according to standard

13



deviations from the mean, approximately 44% of study participants had low practice scores,
37% moderate and 18% high practice scores among the participants. Table 17 shows the
responses of study participants to questions about the consumption of food items in the

practice section of the questionnaire.

Bivariate analysis

Simple linear regression analysis showed statistically significant associations between
the mean cumulative practice score and the mean cumulative attitude score (p=0.028) and
spending on food (p=0.036). For every point increase in the mean cumulative attitude score,
a 0.2 point increase is expected in the mean cumulative practice score. Similarly, every point
increase in the proportion of spending on food, a 0.2 point increase is expected in the mean
cumulative practice score. The analysis also showed marginally significant association
between the mean cumulative practice score and the employment status of the study
participants (p=0.098), with employed participants being more likely to have higher
cumulative practice score than unemployed ones. No statistically significant associations
between the mean cumulative practice score and the patient’s age, gender, marital status,
education, HAART, counseling about nutrition, knowledge, and digestive problems were

detected (p>0.1).

Multivariate analysis

The variables that were shown to be significantly associated with the practice score in
the bivariate analysis were entered into multivariate model. In the adjusted analysis only
attitude has sustained statistically significantly associated with the practice score (p=0.043).
The proportion of spending on food (p=0.111) and employment status (p=0.152) were

marginally significantly associated with practice score. Each unit of positive change in the

14



mean cumulative attitude score was associated with 0.2 increase in the mean cumulative

practice score (Table 19).

DISCUSSION
Main findings

This study explored nutritional knowledge, attitude and practice of HIV positive
people who were beneficiaries of either one of three non-governmental organizations which
provide counseling and support to PLHIV in Armenia. The mean knowledge score among
respondents was 14.44 out of 21, with the mean percent score reaching 68.76%, indicating
relatively high level of knowledge among our study participants. In the similar study
conducted by Anand et al. in India most of the respondents had moderate knowledge levels
(between 40-67% percent score according to our calculation which was done using their
classification cut-off points described in the article) 1. The authors explained relatively good
knowledge levels in their study by the participation of respondents in counseling sessions
about healthy nutrition. In our study only a marginal association was found between the

knowledge score and the participation in counseling sessions (p=0.120).

The mean percent attitude score of respondents was 71.2%, which indicates a positive
attitude towards healthy eating in this population. The majority (92%) of participants agreed
that maintaining healthy diet is their own responsibility, which means that they could take a
responsibility for a positive change in their diet. Yet the positive change in diet could be
associated with some barriers in this population as almost 59% of participants acknowledged
that it was difficult for them to keep a healthier diet. Further research is necessary to

specifically determine those barriers.

Our analysis of the consumption of specific food items and further comparison with

the recommendations of Canada Food Guide for HIV patients %2 indicated that Armenian

15



PLHIV either over consumed or under consumed several food types . For example,
according to Canada Food Guide dairy products should be consumed at a level of two to three
servings per day. The mean number of daily servings used in our study sample was about
3.5, which slightly exceeds the recommended consumption level. On the other hand, PLHIV
in our sample consumed four servings of fruits and vegetables per day on average, while the
recommended amount is at least seven servings per day. Since about 81% of participants
knew that fruits should be consumed more often as indicated by their responses in the
knowledge section, we explain this mismatch between knowledge and practice by the
timeline of data collection. The survey was conducted in late winter/early spring when many
local seasonal fruits and vegetables could have been unavailable for respondents in Armenia.
The consumption of meats, eggs and fish was largely adequate (four servings per day on
average) and even above the recommended amount of two to three servings per day. The
food group that has been substantially under consumed by Armenian PHLIV was grain
products, which should be consumed at a level of six to eight servings per day. Our study

participants reported having three servings of grain products per day.

Interestingly, there was a high level of consumption of sweets and deserts in our
sample, with the mean number of servings per day reaching 5.38; yet according to Food

Guide Pyramid?®, sweets should be consumed most sparingly.

This study found statistically significant independent association between attitude and
actual practice of the participants (p=0.043), which is in line with findings reported by other
authors?#121825 In a similar study conducted in Swaziland among people living with HIV,
positive correlation was also found between attitude and practice scores®. Yet the same
study found associations between the level of education, employment status, monthly income

of participants and their nutritional practices, which was not found in our study. Another

16



finding from their study which we were not able to confirm was the positive association

between educational status and knowledge score.

Several studies have shown positive correlation between nutrition related knowledge
and attitude?*?%1%27_ |n our study there was no statistically significant association between
attitude and knowledge scores (p>0.1). Larger scale studies are necessary to confirm and

explain the absence of such link in Armenian PLHIV.

A study conducted among healthy Malay pregnant women in antenatal clinic found
statistically significant relationship between level of knowledge and practices?’. Our study
did not find statistically significant association between knowledge and practice, which could
be explained by different barriers towards healthy nutrition even among knowledgeable
participants. This hypothesis should be explored further. The possible barriers that were
investigated in our study (e.g. wealth status, educational level, HAART and symptoms which

could be due to opportunistic infections and/or treatment) were not associated with practice.

Strengths and limitations

To our knowledge, this is the first study that provides evidence about the nutrition
related knowledge, attitude and practice of people living with HIV in Armenia. Since the
sample included PLHIV from both Yerevan and several regions of Armenia, it provides an
insight into the situation across the country. Yet the major limitation of the study is that it
was based on non-probability convenience sampling due to the hard-to-reach nature of the
study population. The study included only those PLHIV who were beneficiaries of three
NGOs, who could potentially be different from other patients registered in NCAP who are
not using the services of these organizations.

Since there was a high proportion of people co-infected with HIV and Hepatitis C in

the study population, the student investigator included these people in the sample. This factor
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was controlled during the analysis stage to avoid any bias that this might have introduced in
the study results.

Some questions in the questionnaire might have posed a recall bias. In particular, the
“practice” part of the questionnaire asked to recall the types of food used in the last month,

which might have been difficult for the respondents.

CONCLUSIONS

Current study assessed nutritional KAP of people living with HIV in Armenia. The
study found high level of knowledge and positive attitude, but inappropriate level of
consumption of certain food groups among the study population. The nutritional practice in

this study was shown to be significantly associated with attitude towards healthy nutrition.

RECOMMENDATIONS

The national response to HIV epidemic in Armenia should include interventions
focusing on the nutritional aspects of care for PLHIV, which might help to improve health
related quality of life and treatment outcomes in people living with HIV. In particular, such
interventions should focus on improving the attitude of respondents towards healthy nutrition,
since it has been shown to affect the nutritional habits of PLHIV in our study. While the
knowledge levels in this population are relatively high, the interventions should aim at
sustaining and further improving the knowledge of PLHIV. Larger-scale investigations
should be conducted to explore the nutrition-related KAP and nutritional status of people
living with HIV in Armenia to shape such interventions and to ensure that they are focusing
on the most important aspects of the nutrition domain. Our study suggests that such

investigations should specifically explore the barriers to healthy nutrition in this population.
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Tables and appendices

Table 1: Study variables

Variables

Dependent Variables
Nutritional knowledge score
Nutritional attitude score

Nutritional practice score

Independent Variables
Body mass index (BMI)
HAART treatment
Diarrhea

Nausea

Tooth-mouth problems
Age

Gender

Marital status
Educational level

Place of residence
Employment status
Number of family members
Monthly expenditures

Spending on food

Type

Continuous
Continuous

Continuous

Continuous
Dichotomous
Dichotomous
Dichotomous
Dichotomous
Continuous
Categorical
Categorical
Ordinal
Nominal
Categorical
Continuous
Ordinal

Continuous
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Table 2: Socio-demographic characteristics of respondents

Variables Measures
Mean (SD)
Age (N=111) 40.49 (9.012)
Mean (SD)
Number of family members (N=111) 3.77 (1.674)
Gender (N=111) % (n)
Male 40.5 (45)
Female 59.5 (66)
Marital status (N=111) % (n)
Single 8.1(9)
Married 63.1 (70)
Divorced 9.9 (11)
Widowed 18.9 (21)
Education (N=111) % (n)
No education 0.1(1)
School (less than 10 year) 8.1(9)
School (10 year) 48.6 (54)
Professional technical 24.3 (27)
Institute/University/Postgraduate 18 (20)
Employment (N=111) % (n)
Employed 30.6 (34)
Pregnancy leave
Unemployed 57.7 (64)
Self-employed
Seasonal worker or farmer 9 (10)
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Student 0.9(1)

Retired 1.8 (2)
Monthly expenditures (N=111) % (n)

Less than 50,000 AMD 2.7 (3)
50000-100000 AMD 43.2 (48)
101000-150000 AMD 40.5 (45)
151,000-300,000 AMD 11.7 (13)
More than 300,000AMD 0.9 (1)

Mean (SD)

Spending on food (N=110) 54.77 (18.884)

Table 3: HAART information

Variables (N=111) Measures
% (n)

Currently on HAART 80.2 (89)
Mean (SD)

Duration of taking HAART (in months)

52.67 (41.124)

Table 4: BMI status of respondents

Variables (N=111) Measures
BMI Mean (SD)
22.8131 (3.52928)

Table 5: Symptoms among respondents

Variables Measures (%(n))
Diarrhea 20.7(23)

Nausea 17.1(19)
Heartburn 38.7(43)

Bloating 27(30)
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Vomiting 7.2(8)
Fatigue 59.5(66)
Tooth/Mouth problems 36(40)

Table 6: Nutritional knowledge

Food item intake recommendations (%)

Food items | Increase | Decrease | Not sure
Vegetables | 79.3 1.8 3.6
Sugary 11.7 27.0 7.2
foods

Meat 49.5 4.5 4.5
Grains 27.0 11.7 54
Fatty food | 9.0 52.3 1.8
Green 76.6 0.9 3.6
Fruits 81.1 3.6 2.7
Salty food | 7.2 57.7 4.5

Table 7. Attitudes toward healthy nutrition

Variables

Agree

% (n)

Neither agree
nor disagree

% (n)

Disagree

% (n)

It is beneficial
to maintain a
healthy diet
for a person
with HIV

100(111)

no need to
make changes
to dietas itis
healthy
enough

61.3(68)

14.4(16)

24.3(27)
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Maintaining a 91.9(102) 3.6(4) 4.5(5)
healthy diet is
responsibility

benefit from 91.9(102) 2.7(3) 5.4(6)
receiving
more
information
on healthy
diet for HIV
positive
people

difficult to 58.5(65) 11.7(13) 29.7(33)
keep a
healthy diet

Table 8. Practice score of food groups and food items

Food groups and food items Mean (SD)
Dairy 3.49 (3.11)
Fats 0.73 (0.98)
Fruit 4.40 (4.96)
Vegetables 3.97 (4.13)
Meat eggs and fish 3.76 (2.06)
Grains 3.21(1.74)
Sweets 5.38 (3.98)
Overall practice score 18.82 (11.59)




Table 9: Unadjusted associations between the mean cumulative practice score, symptoms and

the socio-demographic characteristics of the study participants

Variables Regression p-value 95% Confidence
coefficient intervals

Attitude 0.210 0.028 0.174 - 2.950

Spending on food 0.201 0.036 0.008 — 0.238

Employment 0.159 0.098 -0.696 — 8.174

(employed vs.

unemployed)

Knowledge -0.120 0.213 -1.313-0.296

Gender -0.104 0.282 -6.881 — 2.023

Marital status -0.104 0.282 -6.881 —2.023

(married vs. not

married)

Hepatitis C 0.055 0.571 -5.453 - 9.835

Education (low (10 | -0.047 0.625 -5.543 — 3.344

years and less) vs.

high (technical and

institute))

HAART -0.035 0.716 -6.511 — 4.486

Age -0.027 0.779 -0.279 - 0.209

Symptoms 0.025 0.799 -1.343 -1.740

Wealth status -0.015 0.880 -3.125 - 2.682

Counseling -0.005 0.955 -5.195-4.909

Table 10: Adjusted associations between cumulative mean practice score, knowledge,

attitude, and socio-demographic characteristics

Variables Regression p-value 95% Confidence
coefficient intervals
Attitude 0.191 0.043 0.043 - 2.800
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Spending on food

0.152

0.111

-0.022 - 0.209

Employment

0.135

0.152

-1.195-7.577

27



QUESTIONNAIRE IN ARMENIAN AND ENGLISH

A. Journal form

Interviewer

Respondent’s ID

Date

At the end of each attempt/completed interview choose the result code from the list below and
fill in the table

Number of attempt Result Code

Completed interview

The interviewee is younger than 18 years
Interviewee does not have HIV/AIDS
The interviewee is not a beneficiary of
selected organizations

5. The interviewee has diabetes mellitus

6. The interviewee has hepatitis (A, B, C, D)
7. The interviewee was not at home*
8
9

M owbhRE

Attempt 1

Refusal
. Postponed interview*
10. Incomplete interview*
11. Other

1. Completed interview

2. The interviewee is younger than 18 years
3. Interviewee does not have HIV/AIDS

4. The interviewee is not a beneficiary of
selected organizations

The interviewee has diabetes mellitus
The interviewee has hepatitis (A, B, C, D)
The interviewee was not at home

Refusal

. Postponed interview

10. Incomplete interview

11. Other

Attempt 2

© oo NG,

* These result codes may need a second attempt

B. Screening form

28



Ask the following questions to the interviewee. If the patient is below 18 years of age, ordoes
not have HIV, or is not registered in RWRP or Day care center, or has diabetes or hepatitis, do
not proceed to the main questionnaire, thank the person for the time, and leave the place
politely.

1.

How old are you?
2. | Do you have HIV/AIDS? 1. Yes 2. No

3. | Which of these three organizationsar¢ 1. Real World Real People NGO

2. Armenian Network of Positive People
NGO

3. Day Care center of Armenian Apostolic
church

4. None of the above

you registered in?

Circle all that apply

4. | Do you have diabetes mellitus? 1. Yes 2. No

5. | Do you have hepatitis (A/ B/ C/ D)? 1. Yes 2. No

C. Survey Insrument: Nutritional knowledge, attitude and practices among people
living with HIV

ID#_ Date Interview start time
Place

Directions for interviewer to complete the questionnaire. Please read questions attentively
the way they are written. Read all the options of the questions (except don’t know) and
instructions for the interviewee, then check the preferred answer.

Socio-demographic data

1. | Date of birth (day/month/year) / /
1. Male
2. | Gender 5 Female
1. Single
] 2. Married
3. | Marital Status 3. Divorced
4. Widowed
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1. No education
What is the highest level of education 2. School (less than 10 years)
4, ou have completed? 3. School (10 years)
y ' 4. Professional technical education (10-13 years)
5. Institute/University
5 Interviewee’s place of permanent living
' marz city/village
1. Yes
2. Yes, but on maternity/pregnancy leave
3. No
4. Self-employed
?
6. | Are you employed| 5. Seasonal worker or farmer
6. Student
7. Retired
8. Other (specify)
Information on counseling
7. | Are you currently on antiretroviral 1. Yes
therapy (ART)? 2. No — go to question 9
8. | How long have you been on ART? /month/
9. 1. Health workers (doctors, nurses, etc)
What are the main sources of information| 2. Social workers/NGO staff
on nutrition in HIV-positive people that | 3. Leaflets, brochures, other printed materials
you have ever received? 4. Television
5. Radio
6. Newspapers
Circle all that apply 7. No sources — go to question 11
8. Other
What were the topics covered by those
sources?
10.
Please list the topics from all sources

Quick Nutrition Scan

Please, specify, whether you agree or disagree with each statement below

For each statement below, circle the YES column for those that apply to the interviewee and the NO
column for those that do not.

11.

I have lost 5kg or more in the last 6 months

1. Yes

2. No
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12.| I have problems eating because of my current health status 1.Yes |2.No
13.] | eat less than 3 times a day 1.Yes |2.No
14.| | eat meat or other proteins like poultry, nuts, beans, etc. less than 3 times aday| 1. Yes | 2. No
15.| | eat bread, cereals, rice, pasta, etc. less than 4 times a day 1.Yes |2.No
16.| | eat fruits or vegetables or drink juice less than 3 times a day 1.Yes |2.No
17.] 1 drink/eat milk products like milk, cheese, yogurt etc. less than 2 times a day 1.Yes | 2.No
18.| I'have 3 or more drinks of beer, liquor or wine almost every day 1.Yes | 2.No
19.| I don’t always have enough money to buy the food I need 1. Yes | 2.No
20.| 1 do not have any place to cook or to keep my foods cold 1.Yes | 2.No
21.| 1 do not take any vitamin and mineral supplements 1.Yes | 2.No
22.| | often have one or more of the following: diarrhea, nausea, heartburn,

bloating, vomiting, feel too tired 1.es | 2.No
23.| I smoke cigarettes 1.Yes | 2.No
24.| | often don't have appetite 1.Yes | 2.No
25.| | have problems when | eat or drink milk products (cramping) 1.Yes | 2.No
26.| | have problems with my stomach when | eat high fat foods 1.Yes | 2.No
27.| | have tooth, swallowing, or mouth problems (like thrush) that make it hard for 1 Ves | 2. No

me to eat
28.| Ask only women: | am pregnant or breast feeding 1.Yes | 2.No
29.| | have gained extra weight 1.Yes | 2.No
30.| Sometimes | feel too weak to do the things | want (cook, shop, clean-up, etc.) 1.Yes | 2.No
31.| My mood is low more often these days 1Yes .No
32.| I don’t feel able to change my diet to make it better 1.Yes | 2.No
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Knowledge

33.| Do you think health experts recommend Frequency
that people should be eating more, the More | Same | Less |Notsure
same amount, or less of these foods?
Food 1 2 3 4
groups
(tick one box per food)
1. Vegetables
2. Sugary foods
3. Meat
4. Grains
5. Fatty foods
6. Green
7. Fruit
8. Salty foods
34.| How many servings of fruit and
vegetables a day do you think experts are
advising people to eat?
(One serving could be, for example, an
apple or a handful of chopped carrots)
3. Are people living with HIV likely to lose ; \N(ce>s
o :
weight: 3. Don’t know
36. Can undernutrition deteriorate the health ; \N(Es
i 5 :
status of HIV-positive person? 3. Don’t know
87. 1. Chicken
In your opinion, which of the mentioned | 2. Greens
food items are good sources of proteins? | 3. Cheese
4. Fruit
Check all that apply 5 Beans
6. Potato
7. Margarine
8. None of the above
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9. Don’t know

38.

Which type of fat do experts say is more
important for people to cut down on?

Check only one answer

1.Vegetable oil
2.Animal fat
3. Not sure

Attitude

To what extent do you agree or
disagree with these statements?

Strongly
agree

Agree Neither
agree nor
disagree

3

Disagree

Strongly
disagree

39.

It is beneficial to maintain
a healthy diet for a person
with HIV

40.

| do not need to make
changes to my diet as it is
healthy enough

41.

Maintaining a healthy diet
is my responsibility

42.

| would benefit from
receiving more
information on healthy
diet for HIV positive
people

43.

It is difficult for me to
keep a healthy diet
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Practices

44. For each food item listed, check the box indicating how often, on average, you have
used the amount specified during the last month.

To quickly estimate portion size, use these visual comparisons:

85 grams of meat, poultry, or fish are about the size of one deck of playing cards or the palm

of woman’s hand.

1/2cup of fruit, vegetables, pasta, or rice is about the size of small fist.

1cup of milk, yogurt, or chopped, fresh greens is about the size of a small hand holding a
tennis ball.

28 grams of cheese is about the size of your thumb.

1tbsp (tablespoon) = 3tsp (teaspoon) 8tbsp =1/2 cup

Average use in one month

6+ 46 3L B6 P4 L 3
FOOD AND AMOUNTS e ber per per per |per per per Q'e”v‘;’ft
day day |day [day week week week month
Dairy Foods
1. | Skim or low fat milk (1 cup)
2. | Whole milk (1 cup)
3. | Matsuni (1 cup)
4. | Sour Cream (1/2 cup)
5. | Yogurt (1cup)
6. | Ice cream (1/2 cup)
7. | Cottage cheese (1/2 cup)

Hard cheese, plain or as part of a
dish (28 gr.)

Margarine (2tsp)
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10

Butter (2tsp)

Fruits

11

Apples (1)

12

Pears (1)

13

Oranges (1)

14

Grapefruit (1/2)

15

Orange or grapefruit juice (3/4
cup)

16

Peaches apricots or plums (1)

17

Bananas (1)

18

Watermelon (slice)

19

Strawberries (2/3 cup)

20

Lemon (1/2)

21

Tangerine (1)

22

Red-pulp (1)

23

Berries (1/2 cup)

24

Other fruits(fresh, or 1/2 cup
canned or 1/4 cup dried)

Vegetables

25

Cabbage, cauliflower (1/2 cup)

26

Carrots (whole or cooked) (1/2
cup)

27

Spinach or other greens (1/2 cup)

28

Peas (1/2 cup)

29

Squash (1/2 cup)

30

Potatoes (1)

31

Beans (1/2 cup)
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32| Lentils (1/2 cup)

Tomatoes (1) or tomato juice

33 (3/4cup)

34| Beet (1/2 cup)

35| Aubergine (1/2 cup)

36| Pepper (1)

37| Cucumber (1)

Meats, eggs and fish

38| Chicken (85 gr.)

39| Hamburgers (85 gr.)

40| Hot dogs (85gr.)

Processed meats (sausage, salami,

41 bologna, ham)(85gr.)

Beef, pork or lamb as a

42 sandwich or mixed dish (85gr.)

Beef, pork or lamb as a main

43 dish (85gr)

44/ Fish (85gr.)

45| Eggs (1)

46| Organ Meats (85gr.)

Sweets, Baked goods, cereals

47| Chocolate (28gr.)

48| Candy without chocolate (28gr)

49| Cake (slice)

50| Sugar in coffee or tea (1tsp)

51| Honey (1tsp)

52| Jam (1tsp)

53| Cookies (1)

36



54| White Bread (slice- 40gr)

Dark or whole grain bread (slice-

55 40gr.)

Cooked rice or buckwheat (1/2

56 cup)

57| Cooked pasta (1/2 cup)

Miscellaneous

58| Potato chips (small bag)

59| Nuts (1/3 cup)

60| Potatoes, mashed (1/2 cup)

61| Pizza (2slices)

62| Tea (1 cup)

63| Coffee (1 cup)

64| Coca Cola, Pepsi etc. (1 bottle)

65| Beer (1 bottle)

66| Milk in coffee or tea (1tbsp)

45.

On average how many meals did you have per day
during last month?

General Information

46. Body weight kgl
47. Height lcm/
48.

How many people live at your house? (include

children and yourself)

/number of people/

49.

Did you receive social packages during the last
month?

1. Yes 2.

No

50.

On average, how much money does
your family spend monthly?

1. Less than 50,000 AMD
2. 50000-100000 AMD

3. 101000-150000 AMD
4. 151,000-300,000 AMD
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5. More than 300,000AMD
88. Don’t know/ I refuse to respond

51.| On average what portion of the spending does your /percentage/

family spend on food monthly?

Interview end time

Thank you for participating in our survey.
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Zwpguqpnigujup Zwpgynnh SZ#
Snipwpwisinip thnpdhg fud wjupunus hupgugpnijghg hkwnn jpugnlp uyu
wyniuwlp ' plunplyny hundwyunnwupnul wpynibph §npp we nnuh gnigulihg:
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13. Zupgynnp 18 nmwpklwithg thnpp k

14. Zwpgynnp snith UPU/QPUZ

15. Zupgynnt punpgus Juquulkpynipmniubbp)
owhwnntil sk

16. Zupgynnt nih pwpwpuyht ghupkn

17. Zwpgynnp niuth hbywwhwn (A, B, C, D)

18. Zupgynnp wiwbip skp*

19. Zknwdqyuwd hupgnid*

20. Utipdnud

2]1. Uuwjwpwn hwpguqpnyg®

22. Uy

®npd 1

Udupungwsé hupguqpnyg
Zwpgynnp 18 wwpkljwhg thopp k
Zwupgynnp snith UbPUY/QPU.
Zupgynnu ptnnpyus juquuljkpynipniuttph
owhwnntib sk

Zwunpgynnt nih pwpwpuyhtt nhwpkn
Zupgynnp niuh htywwnhwn (A, B, C, D)
Zupgynnp wwbp skp

Zknwdgus hwpgnid

. Ukpdnud

10. Utwywpwn hwupguqpnyg

11. Uy

s oN e

®npd 2
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6. | Rwtih” nupkljwl kp
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7. | dmip muk’p UPUM/QBUL 3. Upn 4. 0y
Uju tplip juquulpynipiniiitbphg 5. Ppujuitt wphuwph, hpujwt dwpnhly 29
g npnignt ™ bp qpuitigyud 6. Tpwlwt dupnljuig huyjuljut guug 24
" | 'Upkp prynp hrupunnp 7. Zu) wnwpbjulub kYkntgnt gbiptught JEuwnpnty
wyuwwnwujuwbikpp 8. LoJwdhg ny dkyp
9. | dnip mukp” pwpwpuhtt nhwpkin 1. Un 2. 0y
10, “knip mhhpo htywwnhun (A, B, G, D) 3. Upn 4. [y

40



Utmigdw ykpwpkpu) UPUY-nd wuypnn duppljuig FUY hupgnid

Sz# Uduwphyp Juypp Zwupgnidp ujubnt

Mntkgnyg hwpguqpnigwwunph hwdwn. Guppugkp hwupgbpp uybuku, piswbu
gnywés ki Qupnugkp wunwupiubbbph pnjnp nuppbpulbabpp (pugh <sghwunbd>
wnwppkpuiljhg) b gnignidikpp hupgynnh huidwp, hkwnn Gpkp huwfuplinpus
wunnwupnui:

dnnnynpnugpuljui wjjuytkp

52| Ottrywh wduwphy / / (op/wdhu/nnwph)

. Upwlut

53| Utnp . hquijub

. Udntutugué skd
. Udntutiwgué td

54 Udniutiwjut jupquyhdul . Uinvutumdduid

. Uppnipnil sniubd

. Bhph thstwlwng (10 twpnig phy)
“uypng (10 wmuph)
Munidbwpu/nkuthynud (10-13 viwuph)

10. Pupdpwugny

3
4
5
6
7
8. Ujph
6
7
55/ b’y Yppnipnih nibkp 8
9

Zpdtwjut ptwlnipjut Juyp

56
Uwpg punwp/gnin

9. Un
10. Ujn, puyg dhq.wupdwuynipnnid
11. 0y
» 12. Swit b wphuwwnnid
57 mp wojuunnnt U kp 13. Ukgnuuyhtt wppuwinnn Ed jud hnnugnnpé
14. Miuwtng
15. Bnowljunnt kd
16. Uy) (&pkp)

Stntjwwynipinil nphpnpuwnynipjut dwuht

7 Ukpluynidu nnip utnwbini v kp 3. Upn

" | hwjwnbwnpnyhpniuwght pnidnud 4. 1y — whgkp hupg 9-hin
8 Nppw’t dudwiwy k, hity unwiinid

" | tp hwwnbwnpnyhpniuwght pnidnd —
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9. Pnidwpjnwnnnutphg (pdholy, pnidpnyp, b wy )
10. Unghwjuljut wpliwwnnnubp/ Z4-h

0'n wnpnipltphg bp nbnkljugl wihdbuluqu
%I;Ut{_nq mulgml L[{lu nrljutg 11. @nmighljukp, gqppnyyjutp b wy mywghp Wnipbp
17. * nulupgh wup 12. Zkpniuwnwgnig
13. [twinhn
Upkp pnjnp hinupunnp 14 fd‘hprglhp
wnwpplpulikpp '

15. Ny Uh wnpnip — wigkp hwipg 11-hi
16. Uy,

Ug wnpynipliiphg n'p pdwbibph
18.| dwuht kp mbnklnipnit unwgkp

vungpnud BU tpkip pninp phdwttpp
Utnigdwt wpwq unnnigmy

vunpnud BU tpkip, hmdwdwyu bp pt ny uinnpl tpduws wdkt wnwtdht dnph htin
Uokp US[] wuwnwuuwin hupgynph hwdwduyinipyub phuypnid b (12" wihwdwduylnipjul

19.| dtpohtt 6 wdhulkph pupwgpnid tu Ynpgpk) B 54q ud wybih pup 1.Umn | 2.0y
Pd wnnnowljwt yhdwljh yuwnmgwnny ku nunbint hkn juwydws

20. hbmhpitkp ok 1.Umn | 2.y

21.| Bu opp 3 wuquuhg phs U nuwnnid 1.Umn | 2.0y

2. Bu opp 3 wiquiuhg phy Ed nunnnid dhu jud wy) uyhinwlnigujht LUpn | 2. 0

ulniy’ hwy, puyniqtint, 1nph b wyj

23.| Gu opp 4 wuquiuhg phs U nunnnid hwg, ohjywukp, pphtd, dwjupnutntu | 1. Un | 2. N

Bu opp 3 wiquuhg phy b nunnnid dpghp jud pwbupwpbnkt jud jadnid

24. hynt pkp 1.Umn | 2. Ny

25, Bu opp 2 wquiuhg phs b jpdnid jud nunnid juptwdptpp (Yup, LUpn | 2.0
wwhp, dwénit b wyh)

2%. Bu hwdwpjuw wdkb op judnud bl 3 jud wybkh swthwpwdht qupbonip, 1L Upn |2 05
onp Junl ghth

97 Bu dhown sk, np niubkunud B puduljut gnidwp htd mthpudtson utiniin 1L Upn |2 05
qubjnt hwdwp

28.| Gu thbnt fud hd utintunp uvwnp wwhbnt hwdwp nkn sniubd 1.Umn | 2. Ny

29.| Bu Jhnnwudhtwjhtt jud hwpwjhtt hwynudubp skd ogunugnpédnid 1.Umn | 2.0
Bu hwdw niitbunud GU hkwnbyw whutnwihoubphg dkhp fud dh

30 puwbhup  (Gupnuighp b bpkp prnp hwupun]np uapplpalbbpp ) Lum |20

| 10, upnjuwniing, unnwdnpuh wypng (usxora), Ypuwsnipnil, thujuntd, e e

gtiphnquwédnipnil

31.| Gu sjunud b 1.Umn | 2.y
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32.

Bu hwdwh wjunpdwly sk niikunid 1.

Ujn

33.

Bu niukunud B juinhptbp, Gpp ninnud jud judnud Bd jupbwdpbpp 1.

Ujn

34.

Bu niikunid U unnwdnpuh htwn juighpttp, tpp nunnud B jninnun utinitn 1.

Ujn

35.

Bu niubd wnwdubph, phputh b/juwd Yo nunt hin juydws
huighp/ubp, npp ndqupugunid £ nunkju

.Umn

36.

Zupgplp dpuyl Julnulg: Gu hnh U jud Ypspny bl Yhpwlpnud 1.

Ujn

37.

Bu qhpwugt) U 1.

Ujn

38.

Bpphul hu mqus gnpstph witkpne hudwp (oppliwly by, pwbnige
quu), dwpnhky b wyjt) Gu hud owwn pniy) bd qgnid

.Umn

39.

Bu hwdwh mpudwunpmipjut wulnud bd ntubund 1.

Ujn

40.

Bu qqnud &U, np sEd upnn jwjugut) hd utinujupgp 1.

Ujn

Shwbjhputp

4].

Zuwduwunipnit |Uykjwug-| @nniky
ubky unyup
Qtp Jupdhpny dwmutwmgbwnubpp Ulttipuyhtt fadpbp 1 2

NMuwljw-
ubkguly

Juwnuwh

std

hunphnipy B tnwjhu htnbjuyg 9. Puipuiptntl

ubinudptpputph pwtwlnipniup 10. Lungpuytuhp

utiinh by wybjuguky, 11.  Uhu

ponuk imybp, ph wuljuubghly [ Quijupbinkl

13. 8ninnu ulinilin

14. Jutwskintu

(k) Bl wunwupiul widba 1. Unqtp

ublmpunnbkuwh Jpupbpuy) 16 Unh

Epwlnipubkp

42.

Opblwl pmbh” pudhit Uhpg b pubowpbnki b
dwutiwugbnttpp unphnipn tnwhu ogunugnpéty
(npuytu ULl pudhl fupnn kp hwdwpk) ophtiwly Ukl
Juidnpp jud Ukl ququipp)

43.

Ujn
0y
2ghwnbkd

bohz tp Jupénud, UPUY-nd wwpnn dwpnhly jupny b
niukiw) pwoh Ynpniun

44.

Ujn
f13
2qhwnbd

Cuwn dkq, phpuinignidp Yupn 'y £ Juinugiy UPUM -
npuljub dwpnnt wpnnonipiniup

A
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45.

Qbp Jupshpny todws ubipunbuwlukphg npnup ku
hwdwpynid vy htnnwlnigh jwy wnpmnip

Upkp pnynp hinupunp nnuppbpulabpn

10. hur]

11. ubwsh
12. wwuhp

13. Uhpgq

14. \nph

15. qupundpy
16. dmipqupht

17. updwshg ny Uklp
18. Oghwnbd

Utiinh Uke &wpuih n'p nhuwljh yuluubgibtyh kb
dwutiwgbnttpp hwdwpnid uplnp

4. QLp (pniuwljwl jnin)
5. 3nin, Jupwug

UPUY-ny wuypnn dwpnnt
hwdwp oqunuljup k£

46. (YEunuiwlwt fupybp)
(Upkp dpuyl & wyunnuufuuily) 6. Qunnwh sku
Unwubkgmidubp. I‘thulhnoq tp Lhodht |Zwdwdwyt| 0Op hwdwdugh |Zwdwduygh| Popnpnght
hudwdw)b jud withudwauygh hudwduyh [ b, ny st hudwduyis
A1) hwdwduyl skt Al
htwnlju wunnudutph htwn ) ) 3 12 4 25
47.| Upnno uliniiyy oqunugnpskin

48.

Gu hu utiiqnuljupgp thnthnjubint
Juphp sniubd, pwth np wjh

puwpwp suthny wenngwpup b

49.

Gu &d pniud hd wnnne utidbjnt
wuwunwupwbwwnynipjniup

50.

UPUdY-n] wypnn dwppljug
wnnne utitnt dwuhtt wykh
own nknklnipjnit unwbiw bt htd
hwdwp oqunuljup Yihubkp

51.

NMwhwwuk) wpnne uinujupqu

htd hwdwp nddup k

Jupybyulbpy
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52. ‘Upywé jnipupwisinip ubtinudpbpph hwdwp puwnptp wyt Jubnulp, npp gnyg k vnwghu,
ph Uhohtinid hty hwdwpwlwtnipyudp tp Fnip oqgunuugnnpst] wyn utinudptpph nipgus
swthwpwdhup wiagud wdujuw pipwugpnid:

AnJwsd suhwpwdhip wpwg Uninnwynp ghwhwwnbint hwdwn oqunybp htwnbjuy

hudbdwwnnipiniiitphg.

e Uuh, puitnwth prsnitttiph Jud djut 85gpwdp (85qn) Untnuynpuybiu punupnptph Ukl

Yuiwynih swithh £

e Ungh, puwtgwptntuh, twjupnubntuh jud ppudh 1/2 puduljp dnnnuynpuybu thnpp

pontugph suthh

e Guiph, jngnipnh jud jupundws, pupd jubwsknkuh Ipwdwulp dntinuynpuytu dks phjh
pwdwljh swthh E jud pkuhuh punugqunul ppuws dtnph swthh L

e Nwnh 28 gpudp ( 28 qp.) Unnnwuynpuytiu bp ppudwnh swthh k:

¢ 1 &q. (Qwph gnup) = 3pq. (phh qnuy) 8 phjh gnuyp = 1/2 pudwijh

Ubgwué wdujw pupwugpnid oqunugnpéws utiinh dhoht suhbkpp

Uttinudptppp b Quthtipp 6u>| 46 | 23 | 1 | 6 | 24| 1 | 13 fjwhppkp

Yupuwdptpp

£hy il jup (1 pudwl )

Udpnnowljut jup (1 puduly)

Uwoénit (1 puduwly )

Fpyuubp (1/2 pudwly )

8ngnipwn ( 1 pwdwly )

Nuwnuunuly (1/2 pwdwl )

Quplwonn ( 1/2 pudwly )

Mwuhp (28 qp. )

VO INON VT W N =

Uwpqupht (2 pq.)

10. | Ywpwgq ( 2 pq.)

Upqkp

11. | vudnp (1 huwn)

12. | Swud (1 huwn)

13. | ‘bwiphtip (1 huwn)

14. | Spbyydpnin (1/2 hwn )

15. | (‘Lupugh Yund qpbyjydpniinh
hjnip 3/4 pwdwly)

16. | Mnd, Shpwt, jud vwnp (1 hwwn)

17. | Putwt (1 huwn)

18. | Qutipnil (1 Yunp )

19. | Gl (2/3 pwdwly )
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20.

Ghwpnt (1/2 hwwn )

21.

Uwbnupht (1 hwwn)

22.

Uppuywtiwphty (1 hwwn)

23.

Zunwyuniy ( 1/2 puduly )

24.

Uy dpglip (pupd 1 pudwly fud
1/2 pmdwil] ywhwén Jud 1/4
pwdwl] snp)

Puipwipbnku

25.

Yunuup, swnjuljunudp ( 1/2
pwdwly )

26.

Ququpn (pupd jud tthyws)(1/2
pwdwly)

27.

Uyuwbwh jud wy jubwsknbu
(1/2pwd.)

28.

Mnn (1/2 puduly )

29.

Ipdwqghubp (1/2 puduly )

30.

Yupundhy (1 hwwn )

31.

Lnph ( 1/2 puduly )

32.

Nuy ( 1/2 pwdwly )

33.

NMnuhnnp(lhwwn) jud yndhnnph
hjnip (3/4 pmduly)

34.

Puqnily (1/2 pudwly )

35.

Punphowi ( 1/2 pudwly )

36.

NMnukn (1 huwn)

37.

Jupniug (1 hwwn)

Uhu, 2n1 b Qnily

38.

Zuay] (85 qq.)

39.

Zudpnipgtn (85 gp.)

40.

Unpptipohly (hnp nng) (85 qp.)

4].

Uowjyws dubp (uwyudh,
wy futnws Lpohly, yhwnghtuw) (85
q.)

42.

Swuwiph Junqh, nhiwph dung
pninbkpppny (85 qn.)

43.

Swjwpp/fungh/nspawph duny dwy
(85qp)

44.

Qniy (85 qn.)

45.

Qnt (1 hwuwn)

46.

Opgquitiuyhti dubip (uipn, pnp) (85¢

Lungpuykuhpubp, jpdnpknku, hug




47.

Cnlnjunk Ynudptinukp (28 qp.)

48.

s onlnjunk Ynudtkwnukn (28 qp.)

49.

Bhujwdp (1 junp)

50.

Cuwpuwp phjh jud unipgh dbke (1
Pq.)

51.

Utnp (1 pg.)

52.

Unipwpw, obd ( 1 pq.)

53.

Fnh (1 hwwn)

54.

Uwhwnwl] hwug (1 funnp- 40q.)

55.

Qnpo hwg ( 1 junp- 40q.)

56.

Blfwd pphd fud gptisu (1/2
pwudwly )

57.

Ethyws dwjupnubinbu (1/2
pwduly )

Uy

58.

Guwpunhih shipubp (1 (hopp o)

59.

Cuynyqubp ( 1/3 pudul )

60.

Quipunndhih yynipt ( 1/2 puduly )

61.

NMhggu (2 Yunnp)

62.

Ly (1 pmduly)

63.

Unipd (1 pudwly )

64.

Unluw-Ynjw, Mhwuh b wyjt (1
wwurhk oho)

65.

Qupkonip (1 wmyulk 2hy)

66.

Yup uniph Jud phjh dbe (1 &q.)

53.

Uugju) wdudw pupwgpnid, hohtinid, opp putth wiqud tp

dwoky

Cunhwunip wbknkjuwnynipnih

54.

Luy

by

55.

Zuuwly

Jul/

56.

Lwtih hngh £ wypnud 2Ep nwtip (hwpdbtp twl Qbq b

T

/dupplwbg phyp/

57.

Ubgju) wdujw pipugpnid dmip unwmgh | bp

unghwjuljut thupbputp

1. Un 2. N

58.

Uhghtunid, wduwljuwb wdkh hush dpu

hispw’ @t gnudwip £ swiiunud 2bp
puwnwuhpn:

N sc®

50,000 npudhg phs
50000-100000 ppud

101000-150000 npuatd
151,000-300,000 npud
Udkph puti 300,000 npuad
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88. 2ghwbtd/ hpwdwpynid bd yuwnwupiwmly

59.

Uhghtuntd, wmduwlju dwhiubnhg np dwut £ dtp

punwthpp hwnljuginud utiinht

/ninljnu/

Zupguqnpnijgt wjwpubint dudp :

Cunphwljunipjni dkp hwpgdwip dwutwlghint hwdwnp:
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CONSENT FORMS IN ARMENIAN AND ENGLISH

American University of Armenia
Institutional Review Board #1
Consent form for people living with HIV

Title of research project: Nutritional Knowledge, Attitude and Practices among people living with
HIV: a cross-sectional survey among beneficiaries of “Real World, Real People” NGO and “Day Care
Center” of Armenian Apostolic church in Yerevan, Armenia

Hello, my name is Seda Abgaryan/(name of the interviewer). | am a second year graduate student of
the School of Public Health at the American University of Armenia/ social worker/counselor from the
_____(name of the organization). With the support of the faculty members from the School of Public
Health of the American University of Armenia and in collaboration with “Real World, Real People”
NGO and “Day Care Center” of Armenian Apostolic church, | am conducting/ helping Seda
Abgaryan, the second year graduate student of the School of Public Health to conduct a study
exploring nutrition-related knowledge, attitudes, and practices of people living with HIV in Armenia.
You have been contacted because you are one of the 306 beneficiaries of “Real World, Real People”
NGO and/or beneficiaries of “Day Care Center”, whom we are going to contact.

If you are willing to participate in this study | will ask you some questions concerning your health and
nutrition. Your participation in the study is voluntary. You may skip any question you think is
inappropriate and stop it at any moment you want with no further negative consequences. The
interview will take place at this time and will last no more than 15 minutes.

There will be no direct benefits for you if you participate in this project, but the information provided
by you will be very helpful for better understanding the needs of people living with HIV in Armenia.
There is no penalty for refusing to participate. The information provided by you is fully confidential
and will be used only for the study. Only aggregate data will be reported.

Contact information will be destroyed upon completion of the research. If you have more questions
about this study you can contact Seda Abgaryan, the member of the research team at (+37455)
325773, Dr. Tsovinar Harutyunyan, the Principal Investigator at (+37460) 612560. If you feel you
have not been treated fairly or think you have been hurt by joining this study, please contact Dr.
Kristina Akopyan, AUA Human Subject Protection Administrator at the American University of
Armenia (+374 60) 61 25 61.

If you agree to be involved in this study, could we continue?
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Zwjuunnwh Udkphljjut Zwdwjuupub
Ghunwhbtunwgnunuljut Ephljugh hwtdtwdnnny
Ppuqtkl hwdwduyunipjub &b UPUY-ny wuwnnn dwpnljubg hwdwp

Zbnmuqnunipjm  Ytptwghpp. Utmigdwt  dEpupkpuy UPUY-nd wwpnn dwppljuig ghwbihpubpp,
Unnbkgnidubtpnp b Jupybjultipyp: hupgnid <bpuljuit Ugfuwph, Ppuwt Uwpnhly> 29-h b 2wy Unwpljujut
Bltintkgnt gipbljuyht YEunpnuh pwhwnntubiph opowinid Gplhwl, Zuyuwunwt

Pupl Qtq, pd winiup Ukpw Upqupul/(hwpguqpniguyuph wiuniup) b Bu Jugywuwnwih Udbphljub
hwdwjuwpuwah Zwipughli Unnpowgwhnippul pudih dwghunpunnipuygh Ephpnpn wwpyuw niuwbng/

(Ququulbkpynipjui wunttp)-h unghwjwluwt wotwwnng/junphppunnt Ed: Gu, hblnwgnuuljub
hudph winud nwuwpinuubph wowlgnipjudp tr <bpuwlwb Upjuwph, Ppuwlwt Uwpnhl> 2Y-h b Zuy
Unwpbjwub Gibkntkgnt ghpkliuyhtt YEtwnpnuh htn hwdwwnbn, ppwlwiuginid b hwupgnidjogunmd Bd
Unnnowwwhnipjut nupngh dwghunmpuwnnipuh  Epypopny Ynipuh nruwbng Uknuw Upqupjuihi,
niuntdttwuhplnt vtmgdwt Jepwpkpyuy UPUY-ny wwpnn dwpnljutg ghwnbihputpp, dninbkgnidubpp b
Jupybjutpynp: Inip pnpyl) bp, npnyhbnb hwunhuwinud tp <bpuljutt Upjawnh, Ppuljwut Uwupghly> 249-
h Whwd Zwy Unwphjumfub Gltnkgnt ghipkjuyht YEunpnuh 306 swhwnnittphg dklp, npnug htn dkup
Juyybnt Eup:

Bpt Mnip hwdwdwjt Ep dwutwljgh] hwpgdwp, wyw tu QLq Juwd npny hupgkp QEp wenpenipjut b
ubinujupgh Ykpwpbpuy: kp dwubwlgnipniup judwynp E: Onip hpwynitp nibbp syyunwupuwtly wyh
hwpgtpht, npnup 2Eq Jupnn Gt mhwdnipnitt yuwndwntk] jud nunuptgul] hwpguqpnygp guijugus
wwhht' wpwig nplk hblnwqu puguuwljut hknmbwupubph: Zwupguqpnygp mtnh Yniukuw hhdw, b junlh ny
wybjh pwt 15 pnyk:

Zupgdwip dwutwlgbnt nphwypnid ny dh gpudwuljut Bjudnin jud whdtwlub pwh Tnip skp nitbbw,
wwluyt RbLp Ynnuhg mpudunpdus wdjujubpp ognujup Yihuk Zujwunwind  UPUY-nd wupny
dupnuig Juphpubpp hwuljwbwnt hwdwp: Qtq nshs sh uvyunund kel Inip hpwdwupybp dwutwlgly
hupguwp: Qtp §nnuhg mpudwunpus nne nbntnipniuttpp qununith juywhytu b vhwjt puiphwipugyus
wpyniupubpp Jubpyuyugybh qElnygnud:

Qtip wdtwlut ndjujutpp wdhpwwbu Ynsswgybtt hwpgdwtt wwpunhg htnn: Zhknwgnuunipjut htwn
juwyywsés hbwnwqu hwpgiph hwdwp Jupnn Gp qubquhwplk] hbnwgnuuliwt phdh winud® Ubnpu
Upqupjuithl, (+37455) 325773 , hbhuwgnumpul  quunp  nbjujwuphll wpndbunp  Ongdhluup
Zupnipniiyuiht, (+37460) 612560: Puswybu twl Ept nnip Jupénid tp, np hnwgqnuinipjut pipugpnid Qtq
htw yuy skt JEpupkpyt) W/jwd hbnwgnunipniup 2kq Juwu b hwugply, Yupnn tp quiuquhwpt) ZU2-h
Ephliuwjh hwidtwdnynh pupuniqup * 2phunhbiw Zwlnpputht, hnbjug hbpwnuwhwdwpny (+374 60) 61
25 61:

Epb hwlwdwgh kp dwubwlgh] hupgdwbp, jupn'n kip supniulyby:
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