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SUMMARY 

Background: Highly Active Antiretroviral Therapy (HAART) regimens greatly reduce the 

morbidity and mortality associated with HIV infection, high adherence for an optimal response to 

HAART is requirement. Unfortunately, adherence to HAART is difficult and poor adherence is 

common. Low adherence and the closely related phenomenon of drug resistance are thought to be 

the most important reasons for failed ARVs treatment. Better QOL score may relate with better 

adherence to HAART regimens, better PHS and MHS score. 

Objective: To determine the cutTent adherence rate and its determinants as well as to assess 

quality of life of patients among PLWHA currently on HAART in Afar Region, Ethiopia. 

Method: A cross-sectional Survey on assessment of factors affecting adherence to HAART was 

conducted between August 2007 and October 2007 in selected health institution of Afar Region , 

and both qualitative and quantitative data collection methods were employed in the stud y. 

Results: A total of 422 PLWHA and currently on HAART were participated in the study. Study 

participants were 222(52.6%) females and 200(47.4%) males, most of participants were in the 

age group of 25-44. According to 15-days recall self-report, 402(95.3%) of participants were 

adherent to doses of HAART. Adherence rate obtained from unannounced pill-count was also 

53%. Traveling so could not keep the routine, too busy, lack of food and difficult to take many 

pills were the most common reasons reported for missed doses. In multiple logistic regress ion 

among the socio-demographic variables, employment was associated with better adherence score 

(OR, .001; CI, .001-.344, P=.026). Pill burden (OR= .001, CI .001-.089, P=O.OOI) and long time 

with virus (OR=.044, CI, .003-.714), P=0.028) were associated with better self-reported 

adherence. Age (OR= 1l.822, CI 1.274-109.65, P=0.030), gender (OR= 16.19, CI 1.111 - 232. 18, 

P=.046), level of education (OR= 12.899, CI l.007-165.242, P=0.049) also long time with 

HAART (OR= 33.391, CI, l.066-1046.279, P=0.046) among factors weakly associates with 

adherence. Shortage of medicines for OIs, quality of care, lack of income, and lack of food were 

reported among the factors more affect adherence among most of FGDs participants. Stigma, 

regimen factors like pill burden, side effect and structural issues were reported as factors less 
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affects adherence to HAART. Adherence was assoc iated with better PHS and M HS score, wh ich 

is to mean better QOL. 

Conclnsion: self report HAART adherence rate in th is population is better than studies in hi gh 

income countr ies as well as in Africa and in other Regions of Ethiopia, in spite of the fact that 

patients in Ethiopia face a large number of economical problems. However, non-adherence 

remains an unsettling barrier for treatment success and is ever-present amo ng patients receiving 

ARYs therapy. To improve adherence establishing reliable drug supply, training of ex tra number 

of staffs, simplifying dosage regimens and confidentia lity should be mai ntained. Also study with 

intervention wi th some adherence support program may help to address factors on non ad herence. 

Key words: Highl y Active Antiretroviral Therapy (HAART), Adherence, HIY/AlDS, Qualit y or 
Life (QOL), SF-36, Afar Region, Ethiopia. 
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Hi ghl y Active Antiretroviral Therapy (HAART) regimens greatly reduce the morbidity and 

mortality associatcd with HIV in fec tion but high adherence is requ ired for an optimal response to 

HAART (Marc el. a/.. 2007). Unfortunate ly. adherence to HAART is difficult and poor 

adherence is common. Suboptimal adherence and the closely related phenomenon of drug 

resistance are thought to be the most important reasons for failed treatment (Perno el. a/. , 2002). 

Access to ART is limited for the majority of individua ls living with HI V I AIDS in sub-Saharan 

Africa. The World Health Organizat ion' s initiati ve to have 3 million individuals receiving ART 

by 2006 ("3 by 5") has yet to meet its planned provision of care timelines, leaving more than two 

thirds of the globa l number of indi viduals needing care worldwide without access to ART. 

Although sub-Saharan Africa represents only 10% of the world 's population, it represents 77% of 

women with HI V. 79% of AIDS deaths, and 92% of the world's AIDS orphans (UNA IDS, 2006). 

Eth iopia 's population reached an estimated 73 mill ion in mid-200S, and is expected to grow by 

over 2.0% annually through 2025. Ethiopia's population is young with 43% under the age of 15 

years. Eighty-lour percent of the popu lation li ves in rural. Ethiopia has a fede ral system wi th nine 

regions and two Administrat ive Counci ls (Addis Ababa and Dire Dawa). The estimated total 

number of persons requiring ART in 2005 was 277,800 (including 43,100 ch ildren) (MOH, 

2005). 

HIV was first detected in Ethiopia in stored sera collected in 1984 and the first two AIDS cases 

were reported in 1986. It was est imated that a tota l of 1,320,000 people were living with 

HIV/AIDS. Of the total, 634,000 were li vi ng in rural areas and 686,000 in urban areas. It was 

est imated that in 2005, a total of 137,500 new AIDS cases, 128, 900 new HlV infections (353 a 

day) including 300 HI V positive births, and 134,500 (368 a day) AIDS deaths (including 20,900 

in children [< 15 years)) occurred. AIDS accoun ted for an estimated 34% orall yo ung adu lt (15-

49 years) deaths in Ethiopia and 66.3 % of all young adult (15 -49) deaths in urban Eth iopia 

(MOH, 2005). According to single point HI V prevalence est imate in 2007 also urban and rural 
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from a health care provider" (W HO, 2003). Both pat ients and hea lth care providers face 

significant challenges with respect to adherence to ART. Once initiated, HAART is a li fe -long 

treatment that consists of multi ple med icat ions to be taken two to th ree times a day with varying 

dietary instruct ions. These med icat ions also have side effects which may be more permanent 

requiring a change of treatment. Inadequate adherence to treatment is associated with detectable 

viral loads. declining CD4 counts, disease progression, epi sodes of opportun istic in fect ions and 

poorer heal th ou tcomes (MO H/Mombasa, 2004). 

In an idea l situat ion. a 100% level of adherence is req uired for ARV treatment success. Though 

ad herence is a problem in poor countries as we ll as developed one, due to multi faceted fac tors, 

st udies show tha t there is no signifi cant diffe rence in adherence between resource-lim ited and 

resource-rich count ri es. suggesting that patients have trouble in ta king 100% of thei r pill s. It is 

therefore recom mended world wide that fo r any ARV programs there should be a concurrent plan 

for adherence assessment and support a 'near perfect adherence' should be where there is 95% 

and above adherence to the treatment (Weiser el al.. 2003). 

In thi s study it was hypothes ized that better med ication adherence wo uld be associated with 

improvements in CD4 coun t and QOL of pati ents ' using HAART. In addition, the association of 

independent va ri ables like age, sex, reli gion and etc ... and risk behaviors like drinking alcohol, 

chewi ng chat and others were evaluated. 
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2 L1TRATURE REVIEW 

The AIDS pandemic is growi ng rapidly, especiall y in the African and As ian cont inents. In 2006, 

a to tal of 39.5 million [34. 1-47. I milli on] people were li ving with I-II V. This llgure includes the 

estimated 4.3 million 13.6- 6.6 million] adults and children who were newly infected. Sub­

Saharan Africa continues to bear the brunt of the global epidemi c. Overa ll sub-Saharan Africa is 

home to an estimated 24 .7 million [21.8- 27 .7 million] aclults and children infected with HIV. 

Two thirds (63%) of all adults and children with HI V globally live in Sub-Saharan Africa. 

Almost th ree quarters (72%) of all adult and child deaths in Sub-Saharan Africa were due to 

AIDS (UNA IDS. 2006) . 

The llrst cases of AIDS cases reported in 1981. infec ti on with H1 V has grown to pandemic 

proportions. resulting in an estimated 65 milli on infections and 25 million deaths. During 2005 

alone, an estimated 2. 8 million persons died from AIDS, 4.1 million were new infection with 

HI V. and 38.6 million were li ving with HIV. HIV cont inues to affect di sproportionately certa in 

geographic regions (e.g .. sub-Saharan Africa and the Caribbean) and subpopulations (e.g., 

women in sub-Saharan Afr ica. men who have sex with men [MSM], injection-clrug users [IDUs], 

and sex workers. CfTective prevention and treatment of HTV infection with HAART are now 

avai lable. even in countries with limited resources. Nonetheless, comprehensive programmes are 

needeclto reach all persons who require treatment and to prevent transmiss ion (UNA IDS, 2006). 

HI V dropped average life expectancy of sub-Saharan Africa from 62 years without AIDS to 47 

yea rs. Aside demograph ic impact HT V is also having dramatic impact on health sectors, the 

education sec tor and wo rk place. The loss of producti ve workers and increase in health care and 

social service spendi ng requires difficu lt decisions about resource allocat ions across all 

Government sectors , in some studies indicated that the epidemic' s impact on the health systems 

is devastating. as it has created increased burden of di sease, sh ifted the demand for services, 

caused a substantial increase in hea lth ex penditure, and eroded the capacity of the health systems 

to rcspond adequately. particularly as it affects the health workforce (Cornia, 2002 ; 

UNAIDS/WHO.200S). 
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Over thc las t 5 years. there has been a rapi d change in treatment strategies for HlV infection. 

With the ad vent or newe r antiretroviraL treatment has moved from mono-therapy and bi-therapy 

to triple drug therapy or Highly Acti ve Antiretroviral Therapy (HAART). Treatment with a 

cocktai I or three or more antiretrov iral med icat ions is now standard treatment protocol. One of 

the foremost concerns of ARV programs is the abi li ty of people li ving with I-IIV/A IDS (PUlA) 

to maintain near perfect adherence over the long term . In order to achieve the goal o f 

antiretrovira l therapy (ART). undetectable levels of the virus in the blood, patients are required to 

maintain more than 90-95% adherence (UNAIDS/WHO . 2005). 

Adherence is al so defi ned as a pat ient's ability to follow a treatment plan, take medications at 

prescribed times and frequencies, and fo llow restri ctions regarding food and other medications. 

Both patients and health care providers face sign ificant challenges with respect to adherence to 

ART. Once initiated . HAART is a life-long treatment that consists of multiple med ications to be 

taken two to three times a day with varying dietary inst ructions. These med icat ions also have side 

effec ts. some or whi ch may be temporary while others may be more permanent requi ring a 

change of treatment. Inadequate adherence to treatment is associated wi th detectable viral loads, 

dec lining CD4 counts, disease progression, episodes of opportunistic infections and poorer heal th 

ou tcomes (MOl-I. 2004). 

The virus has a ve ry high replicat ion and mutation rate . If doses are intermittent ly missed, the 

virus begi ns to replicate even in few weeks; fut ure treatment options may be severely limit 

because of res istance and leads to death. The individual may lose the benefit of particular classes 

of drugs, which can contribute to clinical and immunological decline and in a position to transmit 

the drug res istance HIV to his Iher sex part ner, and th is poses a series problem for both the 

individual and the community at large (Lauraw, 2005). 

The goal o r HAART is to suppress viral load in the blood to undetectable levels (levels that are 

no longer detectabl e in rout ine viral load assays) . Adherence to treatment is critical to obta in fu ll 

benefi ts of HAA RT: max imal and durable sup pression of viral rep li cat ion red uced destruction of 

CD, cel ls. preventi on of viral resistance, promotion of immune reconstitution and slowed disease 
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progress ion. A typica l HAART combination commonly consists of th ree agents or drugs 

(Stavudine. Lami vudi ne and Nevirapine or Effavirenz) and usually plus other medication for 

prophylaxis of opport uni stic infections and somet imes cough remed ies. This regimen complexi ty 

significantl y affects a patient's abili ty to adhere (I ckov ics and Meis ler, 1997). 

A study conducted in Botswana indicated that 54% of patients were adherent by self-report while 

56% were adherent by provider assessment. The study showed that pati ents had to overcome 

great odds to adhere for treatment: they lacked adequate funds, often had to travel great di stances 

to the clinics provid ing ARVs. If cost were eliminated as a barrier, then adherence rate is 

pred icted to improve to 74 % (Weiser el al., 2003). 

In another stud y. non-adhere nce for ARV users ranged from 10% - 92% with an average of50%. 

Adherence level s of > 95% are requi red in people with HI V in fec tions and prescribed a 

combination of ARV s treatment to maintain virologic suppression. However, actual adherence 

rates are often far lower; most studies show that 40% to 60% of patients are < 90% adherent. 

Adherence also te nds to decrease over time and in a number of studies patients offer a range of 

reasons for non- adherence (.lohn, 2002). 

Measuring ART adherence is one important aspects of measuring treatment effectiveness. In 

measuri ng ad herence, it is important to examine the role of the patient, health care provider and 

the hea lth ca re system. There is no" Go ld standard" for adherence assessment; therefore, mUltiple 

approaches are used to assess adherence (Liu, 200 1). Quality adherence to ARVs therapy is an 

ongoi ng process in when the patient needs to be direct ly invo lved, it is not something an 

individual naturally possess or lack . Interventions to increase adherence must address cultural 

differences wi th race, gender, sexual ori entation and even rel igion. It must be tai lored to meet 

culturall y relevant barr iers, incl uding differe nce in language (Robert, 1999). 

Antiretrovirals can increase the length and qual ity of life and productivity of patients. Strict 

detailed adherence to phys ician-prescribed HAART regimens has been shown to be cl inically 
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bene licial. In a study of PI ARVs adherence in 84 subjects, who used an electronic pill ­

monitoring dev ice, 81 % of subj ects with > 95% ad herence had complete viral suppression 

compared to on ly 64% w ith 90-95% adherence, 50% with 80-90% adherence , 25% with 70-80% 

adhe rence and 6% with < 70% ad herence (Bangs berg el al .. 1999). 

2.1 Determinants of Adherence 

Nearly half of the patients rece ivi ng ARV treatment fail to take it in accordance with dosage, 

time and dietary instructi ons (Heckman el ai, 2004). Adherence is a concept with severa l 

emotiona l. cogniti ve. social and behaviora l aspects that innuence people 's medication taking 

behavior (Ickovics and Meade, 2002). Patient compliance and factors affecting ARV treatment 

adherence may. ho wever, vary among the people with HIV/A IDS (Fong el ai, 2003). 

In several studies reported that the most common reasons for miss ing medication are that it is 

simple to fo rget. be ing away from home, s ide effect, st igma and being busy (Haubri ch el ai, 

1999). A stud y conducted in Afri ca also reported financial constraints, social stigma, travel and 

side effec ts as principa l barr iers for ARV treatment adherence for patients receiving ARV therapy 

(We ise r, el al 2003). Al so a meta-ana lysis stud y conducted in sub Sahara n Africa, United State 

and Canada showed that most important and prevalent factors that have been reported to 

negatively affec t adherence in sub-Saharan Africa are cost, not di sclosing l-lIV status to a loved 

one or fea r of bei ng stigmatized, alcohol abuse, and diffi culty in fo llowing complex drug 

reg imens (Edward el al. 2006) . 

Ickov ics and Meade have estimated factors innuenc ing adherence to fall into four main groups 

(F igure I): patient factors . treatment regimen, the patient-health care provider relationship, and 

clin ica l selling. 
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Figure I. Determinants of adherence (Ickovics and Meads, 2002) 

Disease Characteristics 

These include: life time adherence, the stage and duration of HlV, associated opportunistic 

infections and HlV-related symptoms. The severity of the illness could also impact negatively or 

positively adherence to ART (Ickovics and Meads, 2002). 

Treatment Regimen 

One ofthe main problems of ARVs is it includes many pills a day, the complexity of the regimen 

(dosing frequency and food instruction), the specific type of ARV and medication side-effects 

caused by it are clearly associated with sub-optimal adherence (Paterson et ai. , 2000). 

Seriousness of the disease and adverse drug reactions can influence the patient's willingness to 

take specific medication. Ickovics and Meade showed that patients who experienced an adverse 

effect were 16 times less likely to be 95-100% adherent to medications. 
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The Patient- Provider Relationship 

The patient-prov ider relat ionship has been found to play an important role in improving 

ad herence to prescribed medications in chronic disease, and it is also considered to be a 

mOl iva li ng I"e lm Illr "dhcrcncc 10 /\R V thcr"py (I !ecK man. 2004). Thi s includes Ihe pat ient ' s 

overa ll sati sfaction and trust in the provider and clinic staff; the pati ent 's opinion of the 

provider's competency; the provider's willingness to include the patient in the decision-making 

process; the affect ive tone of the relationship (e.g. warmth, openness, cooperation); the 

com pat ibility of race/ethnicity between patient and provider; and the adequacy of referral. Trust 

and confidence in providers has been found to influence adherence posi ti ve ly. 

Patient Related Factors 

Mul tiple pat ient fac tors are associated with adhe rence. In most studies adherence to ARV 

medicat ion has been fo und to be assoc iated with socio-demographic characteristics such as age, 

gender. ethnicit y. employment. income, education and literacy; and psychosocial factors, such as 

act ive drug or alcohol use. degree of social support , social stabi lity, depress ion anel other 

psych iatric illnesses(Bernard and Krupat, 1994; Fong ef al., 2003 ). Some studies have found 

that olde r age, higher income anel higher education correlate with better adherence (Paterson ef 

al., 2000; Pi nheiro, 2002). However, some studies reported socio-demographic fac tors as poor 

prcd ictors or trea tment adherence (Ferguson , 2002 ; Fong ef 01. , 2003) . 

Poor social re lations and acti vities have been linked with lower treatment adherence in most 

findings. Li ving alone, lack of invo lvement by fam ily and friends, and social iso lation were 

round to be ri sk rac tors for non-adherence (Paterson ef 01.. 2000). A study also found that patients 

with good soc ial support had compliance nearl y twice that of depressed patients or those without 

soc ial support (Gordi llo. 1999). Fam il y and social support are most often associated with the 

disclosure or HI V stnt us. 

It is beli eved that in order to cope with HI V/A IDS and related problems, the AIDS patient needs 

a con fident fa mil y or signi ficant other who will be caring and supporti ve during the course of his 
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or her illness (Bernard and Krupat, 1994). The patient may be more mot ivated to comply with the 

trea tment reg imen und to have a better adhe rence if other or fa mil y member considers that the 

type of treatment is beneficial and important to the pat ient. Cul ture and religious belief may 

affect the hea lth behav ior of HIV -infected (Gordillo, 1999; Bernard and Krupat , 1994) 

A pat ient 's level of knowledge abo ut the HIV infect ion. and be lief that the treatment is successful 

and pro longs life, may infl uence the pat ient compliance to treatment (Bernard and Krupat, 1994) . 

Accordi ng to di fferent stud ies, more than 90% of patients receiving antiretrovi ral therapy are well 

informed about the transmission and prevention of HIV/AIDS . A patients understanding about 

the consequence of poo r med ication adherence to ARV regimens and treatment failure al so 

predicates better adherence (Weise r el ai, 2003; Gordi ll o el ai, 1999). 

Clinical Setting 

Al though existing data is limited, aspects of the clinical setting may be associated with improved 

adherence. A fr iend ly, supportive and non-judgmental attitude of health care providers, 

conveni t!nt appointment scheduling and confidentiality contribute to better adherence. The 

ava ilab ility of reliable primary health care is related to enhanced adherence to ARV Therapy 

whi le un happi ness with previous experiences of the health-care system has been shown to lead to 

non adherence (C hesne y, 2003). 

2.2 Measuring Adhcl'enee 

There is no gold standard by which to measure adherence to medicat ion and 

may take a number of form s. Many studies employ a number of methods; either alone or in 

combinat ion to measure adherence. 

Direct methods include di rectly observed therapy, measurement of the drug or its metabolite in bl 

ood, or measurement of a biological marker In the UrI ne . Direct approaches, 

although more accurate at assess ing compl iance, are expensive, burdensome to the provider and 

may be suscepti ble to di stortion by the pat ient. Indirect methods of assess ing adherence include 
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the use of pat ient questionnaires and patient self-reports, pill counts, rates of prescription refill s, 

assessment of patient clini cal response, the use of electronic medication monitors, measurement 

of phys iologic marker and pati ent diaries. Indirect methods include the use of patient 

ques ti onnai re and se lf report s. pill coun ts, rates of prescription refill s. assessments of pati ent 's 

cl inical res ponse. the use of electronic medicat ion monitors, measurements of physiologic 

markers and pat ient diaries (Watson el al ., 1998 ). 

I Jowever. no single measure is appropriate fo r all sett ings or outcomes. It has been found that the 

use of morc than one measure of adherence allows the strength of one method to compensate for 

the weakness of the other and to more accurately capture the information needed to determine 

adherence leve ls. The most common approaches of HAA RT adherence assessment include: 

elec troni c drug monitoring (EDM) devices, pill counts. biochemical markers, pharmacy refill 

records and vari ous se lt~reporting tools such as questionnaires and visual analogue. According to 

Gill el {II .. (2005). the hi erarchy of adherence measures ranks phys ician and se lf-assessment 

report the least accurate, pill count intermediate and EDM the most accurate adherence marker 

(V it ol ins el al .. 2000). 

2.3 Quality of Life 

WHO (2003) defines health as 'a state of complete phys ical , mental and social well-being and not 

only the absence of disease and infirmity' . The psychological and social effects of Human 

Immunode fi ciency Virus (HIV) and Acquired Immune Defi ciency Syndrome (A IDS) on patients' 

quality of life (QOL) have been constantly lluctuating. Quality of li fe is a broad concept about 

which everyone has an intui tive understanding. bu t which is still difficult to defi ne 

(Os terberg and fl alschke. 2005). 

To the ex tent that they are ava ilable for medica ll y eligible patients, highly acti ve antiretroviral 

therapies (HAA RT) have substantially prolonged the life expectancy and improved the quality of 

life of people liv ing with HI V/AIDS [Liu el al., 2006, Carrieri el al., 2003). In this study HRQOL 

were assessed using a generic measure, SF-36 health survey questions. 
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Quality or lire can be affected by many factors including income, housing situation, social 

interacti ons. and hea lth. HI V is a cost ly, chronic disease that exerts a significant task on patients, 

car-givers, and the hea lth care system. Without effect ive treatment, the functi oning and we ll 

be ing of patients with HIV invariabl y decrease over time. Quali ty of life measures are 

increas ingly being recogn ized as important when comparing the efficacy of AIDS therapies and 

assessi ng the impact of HI VIA IDS on peoples' lives (Maryalice, 2002). 

Health-related qua li ty of life (HRQOL) measures the impact of an individual's health on his or 

her abi lity to perform and enj oy the activities of dai ly li fe . Decli ning HRQOL can have a 

significant impact on pat ients' level of adherence to medications. In general, quality of li fe is 

measu red by asking a se ri es of questions about specific aspects of functioning and well-being. 

Asking a series of quest ions about a particular aspect, such as mental health , allows for a better 

approx imation of the person's emotional state (Maryalice, 2002). 

SF-36 is a multi-purpose, short-form health survey with only 36 questions. It yields an 8-scale 

profile of functional heal th and wel l- being scores as we ll as psychometrica ll y-based physical and 

menta l health sUlllmary Illeasures and a preference-based hea lth uti lity index . It is a generic 

measure. as opposed to one that targets a specific age, disease, or treatment group. Accord ingly, 

the SF-36 has proven useful in surveys of general and specific populat ions, comparing the 

relat ive burden of diseases, and in di ffe rentiating the health benefits produced by a wide range of 

different treatments. This instrument has been translated in more than 50 countries as part of the 

International Qual ity of Life Assessment (lQOLA) Project; and studies of reliabi lity and validity 

(Turner el al., 2002). 

The construction of the SF-36 scales and summary measures has three levels: (I) items; (2) eight 

scales that aggregate 2-1 0 items each; and , (3) two summary measures that aggregate scales. All 

but one of the 36 items (se lf- reported health transition-the first Question) is used to score the 

eight SF-36 sca les. Each item is used in scoring only one scale (Annex-SF-36Measurement 

Model). SF-36 is a heal th survey taps eight health concepts: physical functioning, body pain, ro le 

limitations due to phys ical health problems, and role lim itations due to personal or emotional 

12 



problems. emotiona l wel lbeing, socia l functioning, general health perception and vitali ty (SF-36 

manunl). 

Three sca les (PF. RP. and BP) correlate most highly wi th the physical component and contribute 

most to the scoring of the Phys ical Component Summary (PCS) measure (Ware el al. , 1994). The 

menta l component correlates most high ly with the MH, RE, and SF scales, which also contribute 

most to the scori ng of the Mental Component Summary (MCS) measure. Three of the scales (VT, 

GH. and SF) have noteworthy correlations with both components. Specificall y, scales that load 

highest on the phys ical component are most responsive to treatments that change physical 

morbidity, whereas scales load ing highest on the mental component respond most to drugs and 

therapies that target mental health (SF-36 manual) . 

Va lidity 

Studies of val idity generall y support the intended meaning of high and low SF-36 scores as 

doc umented in the original user' s manuals. Because of the widespread use of the SF-36 across a 

variety of appl ications, evidence fro m many types of validity research is re levant to these 

in terpretat ions. Studies to date have yielded content, concurrent, criterion, construct, and 

predicti ve evidence of valid ity (Ware el al. , 1993; Ware el al., 1994).The Validity of SF-36 

healt h quest ions also have been tested as an appro priate measure for assessments of heal th related 

qual ity of li fe (HRQOL) for various population groups in Ethiopia, study conducted in butajira 

(Kebede D. 2004). 

Reliability IChronbach Alpha (a) 

The rel iabil ity of the eight scales and two summary measures has been est imated using both 

internal consistency and test-retest methods. With rare exceptions, published reliability stati stics 

have exceeded the minimum standard of 0.70 recommended for measures used in group 

compari sons in more than 25 studies and most have exceeded 0.80 (McHorney el al., 1994; Ware 

el al ., 1993). A review of the first lS published studies revealed that the median reliabili ty 
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coeffi cients fo r each of the eight scales was equal or greater than 0.80 except fo r SF, whi ch had a 

median reliability across studies 01' 0.76 (Ware el 01., 1993). 

Cronbach's alpha (Reliab il ity Coeffi cients) will generall y increase when the correlations between 

the it ems incrcase. For this reason the coeffi cient is al so ca ll ed the internal consistency or the 

inte rnal consistency reli ability of the test. Cronbach alpha is not a stati stical test - it is a 

coefficient of reli ab ility (or consistency). By Increasing the number of items, increase Cronbach's 

alpha. Additionally. ir the ave rage inter-item correlati on is low, alpha will be low. As the 

ave rage inter-item corre lation increases, Cronbach's alpha increases as we ll. (Note that a 

re li abil it y coerfi cien t orO .70 or higher is considered "acceptable" in most Social Science research 

situati ons) (C ronbach, 195 1). 

2.4 Significance of the Study 

The management of HI V has changed dramat ica ll y since the introduction of I-I AART, consists of 

a drug regi men tha t targets the virus at vari ous points in its life cycle and is thus more effecti ve 

than monotherapy. The drugs that compri se this regimen usuall y belong to different classes of 

ARVs. 

HAART regimens can be complex and difficult to tolerate. They usuall y consist of multiple pill s 

that have to be taken two or three times a day and may also need to be taken with food, on an 

empty stomach or wi th plenty of fluids (depend ing on the parti cular drug) . In addition, they have 

multi ple side effects that may limit the patient's willingness to take them and these all make 

adherence to HAA RT is questionable. 

The increased access ibility to HAA RT needs to be supported by init iati ves to max imi ze 

adherencc to treatment. Mai ntenance of vi ral suppress ion require max imum patient adherence to 

ART (Parades, 2000) and irrat ional use may result in the spread of virus resistant to medicines, 

decreased quality of life, progression to AIDS, death, and will require regimen change and may 

increase trea tment costs (Bangsberg el 01.,2000; Hogg el 01., 2000). 

14 
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ARVs needs nearly perfect adherence (95%-1 0( )%). Adherence to ARVs is critical if patients 

to achieve and maintai n undetectable viral loac I and avoid preventable opportuni stic infecti 

and resistance. Initial clinical tri als of HAART, :lemonstrated that 80-90% of patients receiv 

protease inhibitor (PI ) therapy cou ld achieve ' .. iral loads less than four hundred copiesh 

howe"er currently in rea l world clinical practi ce 0 nly 50% of pati ents achieve this goal (Laura 

2005) 

Adherence is a dynamic process that the levels chang e over time: Infl uenced by multiple factor, 

no' factor stands alone. requires a combination of prO! notion strategies and requires an integrate. 

multidi sciplinary team effon. Poor adherence can leac I to serious consequences including failun 

to prc\'ent \'iral replication (Ad riana and Maria. 2002). 

Even though few studied conducted about HAART adhe rence in Ethiopia. these are not enough 

to add ress people with different ethnicity. geography. cu lll Jre. language and life style that is basic 

for future design of nationwide inte rvention programmes tl ) improve HAART adherence. 

This study was cond ucted in Afar Region that is one of n ,ne administrative Regions in Ethiopia 

and found on the main high way of Addis Ababa to Ojibo
' 

Jti road. According to single point HIV 

prevalence esti mate in 2007 there is total of 16,445 ; 6~54 males and 9,685 females HIV positive 

popu lati on and AIDS prevalence in the Region among all age group is 1.9% while 1.5 and 2.3 for 

male a~ld female respecti vely and annual HIV/AIDS death is 1,309. Urban AIDS total prevalence 

is 10.7% while 8.6 and 12.8 for male and female respecti v. ~ Iy but Rural AIDS total prevalence is 

0.9% while 0.7 and 1.1 for male and female respecti vely '· Since there are 4,339 people ART 

needs in the Region (MOH , 2007). There is no study condl lcted about HAART adherence in the 

Regi on before. 

With the Object ive of fi lling the gap in previous studies as v "ell as with the ai m to improving 

HAART adherence for those in hard to reach populatior I: quantitative and qua litat ive data 

collec ted in thi s stlldy will give an idea on HAART adherenc e to health planners such as Ministry 
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of Health and· Regional Health Bureau in effo rts to develop a scheme for rational use of ARVs. It 

will also contr ibute to the Sociological IAnthropo logicalunderstanding of adherence problems in 

developing nationwide interventions that wi ll take into consideration the problems faced by 

people taking HAART in Afar Region as well as in Et hi opia. 

It is expected that findings generated from th is study contri bute genera ll y to come up with better­

designed better-directed and more culturall y sensitive interventions programmers to improve 

HAA RT adherence, to dea l with socio-economi c and cultural problems associated with non­

adherence. 
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3 OBJECTIVES 

3.1 General Object ive 

To determine the current adherence rate and its determinants and to assess quality of li fe of 

PL WI-lAs who are curren tly on HAART in Afar Region, Ethi opia. 

3.2 Spec ific Objective 

~ To deterl11ine the current HAART adherence rate 

~ To identify factors that determine adherence to HAART 

~ To assess quality of life ofPLWHA who are currently on HAART 
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4 METHODOLOGY 

4.1 Stud y Des ign 

A cross-sect ional survey on assessment of factors affecting adherence to HAART was conducted 

be tween August 2007 and October 2007 in se lected heal th institution of Afar Region, Ethiopia. 

Both qua li ta ti ve and quantitati ve methods of data co llections were employed to gather the data . 

Qual i tat i ve me thods included observations, key informant interview and focus group discussions: 

Quantitat ive methods incl ude cross-sectional survey and unanno unced pil l counts. The two 

approaches were tendi ng to complement each other to gather information in this study. 

4.2 Description of the Study Area 

Afar Region is one of the nine admini strati ve council s of Ethiopia. The capital ci ty for the Region 

is Se illera. It has an estimated area of 96,707 square kilometers. Based on fi gures from the 

Central Stat isti ca l Agency of Ethiopia (CSA) publ ished in 2005, afar has an estimated total 

population 01' 1.389.004, consist ing ur 772,002 men and 617,002 women and has an estimated 

populat ion densi ty of 14.36 people per square kilometer. Over 90% of the population lives in 

rural areas leadi ng a nomad ic and semi-nomadic lifestyle. During the study time the region had 

one Zonal hospi ta l. one di strict hospi ta l, 29 health centers, 29 hea lth stations, 104 Health posts,67 

private clinics and 92 drug retail outlets and the health service coverage of the region is 42% 

(MO l-I. 2006) 

The topography of the Region va ri es from hilly escarpments of 1,000 - 1,500 m to low land 

plai ns thnt 1~11 1 in the alti tude range of 0 - 100 m above sea level and location of the region lies 

(8" 40'13 " to 14" 27 ' 29" N latit ude and 39° 51' 13" to 42°23' 03" E longitude in the Rift 

Va lley) (W HO and ANRS, 1988), The capital city Semera and the other towns where study 

hea lth fac ilities are fou nd (Awash, Gewane, Logia, mille) on the main high way fro m Addis 

Ababa to Djibouti, which res ul ts in high exposure for HI V. 
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'rhis study was conducted with PL WI-IA in Asaita Health Center, Dubti Zonal Hospi tal and 

Awash Health Center. 

4.3 Source Population 

PI.. WHA and health care prov ider working in ART cl inics in se lected health insti tut ion from Afar 

Region were the source popu lation fo r the study, 

4.4 Study Population 

PLWHA on HAART from the identifi ed hospital and health centers in the region as well as 

heal thcare prov iders working in these units, The following inclusion and exclusion criteria were 

applied to se lec t the study participants, 

4.4.1 Inclusion Criteria 

Patients 

.I- Adu lt (18 years and above) 

.... PLW I-I A and on HAART at li st for 3 months 

Health workers 

l- Health care providers wo rki ng in ART clinic (3 month and Above) 

.I- Able to speak the local Language 

4.4.2 Exclusion Cdteria 

Pati ents 

"- Below the age of 18 years 

.I- On HAA RT treatment for less than 3 months 
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(-(cath workers 

___ Working at the care and treatment unit for less than 3 months 

~ Not able to speak the local Language 

4.5 Sa mplin g 

4.5.1 Cross-Sectional Survey 

Sampling for cross sectional survey was done depending on inclusion and exclus ion criteria and 

patients wil ling to part icipate in the study were included. 

Sample size calclllation: 

, 
N~ (lam- x P ( I-P) 

d1 

When N ~ sample size 

p ~ adherence rate among PL W(-IA on HAART, which is assumed to be 50%. 

d ~ margi nal error 

l (a/2) ~standard normal distribut ion 

Us ing 95 % confidence interval and margi nal error as 5% 

N~ (1.96)2 X 0.5 ( 1-0.5) 
(05)2 

N~ 3.84xO.25 ~ 384 
0.0025 

Tak ing 10% for none re'sponse; 

N ~ 384 + ( 10% x 384) 

~384+ (38 .4) 

~ 422.4 

N ~ 422 
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qual itative as well as qua nt ita tive data co llect ion under supervision of the principal investigator 

(PI). 

The data co llectors ca rried out the cross-sectional survey and unannounced pill-count under the 

supervision or 1'1 whcreas FGDs. key in fo rma nt interviews and observation of consultation and 

pharmacy were conducted by both PI and data co llectors. In addition, the PI checked the 

completeness of the co llec teci data on a dail y bas is in order to maintain consistency anci to take 

action ea rl y on problems. Data collection was done between August and October 2007. 

Quantitative Data Collection 

Cross-Sectional Survey 

The survey was conducted using structured questionnaires used in another study (Weiser el al., 

2003 . Ge tahun. 2006) but adopted for the local situation. After the participant gave their consent 

to participate in the study, a se lf report adherence interview with 15 ci ay and 4 days recall period 

was admi nistereci by da ta collectors. The interview also so licited dcmographic, socio-econumic, 

cultural informati on, genera l assessment of adherence, report of adherence in the previous two 

weeks, reason fo r (none) adherence or abancio nment of treatment, mot ivation aspect of treatment, 

opinion on the qua lity of care provided. how to improve adherence anci patients quality of li fe 

(Us ing SF-36). 

Unannounced Pill-count 

In this study unannounced pill count supported with interview was done in 50 km radius from the 

three health fac ility. Thi s was cione in three conditi ons. which are with I Okm ; 20km and 50ktn 

radius from the study health fac ilities and totally 90 HAART users 30 from each site were 

participated in the study. Health workers/data collectors visited patients' home without informing 

the patients about thei r vis it (announced visi t) and phys ica ll y count the pill s, since patients were 

asked fo r their consent when they come for refill to health institution during cross-sectional 
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survey before two weeks and se lection of part icipant was purposive ly based on their willing and 

di stance from stud y sites. 

Parti cipants of pill count were interviewed about their trust and relation with health 

professionals in three health fac ili ties during pill count. The Pharmacy records were used to 

calcul ate adherence nti er facto ring it to len to be un taken by the pat ient. Adherence was 

com puted as the actual number of doses taken divided by the number of doses prescribed over a 

4-week period and expressed as a percentage. 

Qua litative Data Co llection 

Focus Group Discuss ions 

This was also done after participants well informed and gave their group consent. The purpose of 

FG Ds was to identify difficulties that are bei ng encountered by people taking ARV treatment , to 

ex plore knowledge, beliefs, attitude and behavior on the use of ARVs, and to obtain 

suggestions/opini ons on improvi ng adherence to ARVs. Experienced personnel in the FGD data 

collec tion methods were used as a moderator and note taker to facilitate the di scuss ion. (FGD 

guide annexed). 

Observat ion 

Observation was done with a focus on issues such as structural outl ay, privacy, conducive 

environment (confi dentiality. structure, cleanliness, and workers' att itudes, availability of 

Standard Treatment Guide lines (STG) and Standard Operating Procedures (SOP); availabi lity of 

medicines, and ava ilab ility of adherence support strategies during consultation and refill at the 

pharmacy to co ll ect information on the nature of services provided to the patients on ARVs. [t 

was ai med to ca tch up gaps that may have been left out during cross-secti ona l survey, FGDs and 

key in fo rmants. This was do ne usi ng unstructured checkli sts (Observat ion Check li st is annexed). 
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Kcv Inl'o rnlJnts 

The principal investigator conducted the key in fo rmant (KI ) interview with the aim to help ART 

patients adhere to treatment; strategies in place to help them adhere and some of the fac tor that 

Illay lead to sub-optimal adherence. 

4.7 Data Quality Assurance 

For quali ty of data. se lecti on of data co llectors was done considering their previous experience in 

conduct ing qualitati ve surveys . Data co llection tools were translated from English to Amharic 

language. Selection of st udy parti cipants was also done based on inclusion criteri a. Training of 

data co llecto rs about approaches and handling of participants was followed by pre-test of the data 

collecti on instruments and appropriate modif'i cations were done consideri ng the local setup and 

cul tu re. 

4.8 Data Entry and Analysis 

Self report adherence data co llected from each study site were coded. Quantitati ve data entry was 

done by ex peri enced da ta entry clerk using EPI -INFO 2007 Version 13.0 and data check ing and 

cleaning was done by principal investigator on dail y bases during co llection. The data was 

ana lyzed using SPSS Vers ion 14.0 computer stati sti ca l software. Questi on for quality of life was 

entered in SF-36 Excel software (2003) to calculate the Average of eight health concepts and 

Cronbach Alpha l'o r rel iabil ity test. Qualitati ve data's were presented with themes and tables. 

4.8.1 Quantitative Data Analysis 

Cross-Sec ti onal Survey 

f rom sci r report data li'cqucncy analyses and si mple distributions were obtained . Binary logistic 

regression was used to evaluate the assoc iation between adherence and poss ible barriers of 

adhe rence. Mu lti ple logist ic regress ion analyses were used to control l'o r poss ible confouncl ers 

and to exam ine the pred icti ve va lue of poss ible barri ers of adherence on I'eported adhel'ence 
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Key Inilmnan!s 

The principal investigator conducted the key informant (KI) interview with the aim to he lp ART 

patients adhere to treatment ; strategies in place to help them adhere and some of the factor that 

may lead to sub-opt imal adherence. 

4.7 Data Quality Assurance 

For qual ity of data. se lection of data co llectors was done considering their previous experience in 

conducting qualitative surveys. Data co llect ion tools were translated from English to Amharic 

language. Selection of study pa rti cipants was also done based on inclusion criteria. Training of 

data co llectors about approaches and handling of participants was followed by pre-test of the data 

co ll ection inst ruments and appropriate modifications were done considering the local setup and 

cu lture. 

4.8 Data Entr·y and Analysis 

Self report adherence data collected from each study site were coded. Quantitative uata entry was 

done by experienced data entry clerk using EPI-I NFO 2007 Version 13.0 and data checking and 

cleaning was done by principal investigator on dai ly bases during collection. The data was 

analyzed using SPSS Version 14 .0 computer statistical software. Question for quality of life was 

entered in SF-36 Excel sofiware (2003) to calculate the Average of eight health concepts and 

Cronbach Alpha for reliability test. Qualitative data' s were presented with themes and tables . 

4.8.1 Quantitative Data Analysis 

Cross-Sectional Survey 

From sciI' report data frequenc y analyses ancl simple di st ributions were obtained. Binary logistic 

regression was used to eva luate the association between adherence and possible barriers of 

adherence. Multiple logi stic regression analyses were used to control for poss ible confounders 

nnd to exnll1ine the predictive val ue of possible barriers of adherence 0 11 reported adherence 
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scores. Adherence rate li·om self report was calculated as: subt racti ng the number of doses 

remains li·om the number of doses issued and the resu lt gives the amoun t dose of HAART used. 

The amount used is then di vided by the expected amount of doses and multip lied by 100 to 

determine the percentage of adherence. 

% Adherence = # of doses patient should have taken - # of doses missed x 100% 
# of doses patient should have taken 

Ad herence was defined as > 95% of the prescribed doses taken. Variables were considered for 

evaluation in the multi variate logistic regression model if they ach ieved a P-value < 0.05 in the 

ana lys is . to find the best predicti ve variables fo r the antiretroviral adherence score. For all tests of 

statistical signifi cance, the alpha level 0.05 was used. Questions about perception for 90 

part icipants was analyzed and presented using graphs. 

Quality of life was analyzed fo r average of eight health concepts us ing short form 36 questions 

(S F-36) to calculate the average of eight hea lth concepts and Cronbach Alpha for reliabi li ty test. 

Since the ai m of the study was to identify facto rs that limit or facilitates I-IAART adherence. The 

results obtained about qua lity of life were compared agai n in SPSS software to check whether the 

eight heal th concepts associated or not with HAART adherence factors or not by comparing with 

dependent (outcome) Variables; Adherence and QOL and with different possible confounder. 

Unannounced Pill-Count 

Percent of adherence were calculated by subtracting the number of pills returned from the 

number of pills issued. This provided the amount of medication used by the patient in that month. 

The amoun t used is then divided by the expected amount and mU lt iplied by 100 to determine the 

percentage ad herence per participant. And the resu lt changed to graphs usi ng computer Excel 

2007. 

% Adherence = # of pill s patient should have taken - # of pi ll s missed x 100% 
# of pi ll s patient should have taken 
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4.8.2 Qualitative Data Analys is 

Qualitat ive methods. lIsing narrati ve and observation rather than numeri ca l data, are increas ingly being 

used in health care settings where they are seen to ' reach the parts other methods cann ot reach' Qualitati ve 

rescnrch is particularl y good at an swering th e ' wily ', 'what' or <how' questi ons and problems that couldn't 

be addressed in quantitative techniques' (Pope and Mays I 996).since qualitat ive research can explore the 

complexity. lor examp le meaning of socia l phenomena, experi ences of illness and the meanings of 

apparently data for irrati onal behavior such as unsafe sex . The mass of words generated by FGDs, 

in terv ie ws and obse rvat ions we re described and summari zed into matri ces, figures and tables (Bailey 

.1.2000. Lacey A. 200 I )). 

Data analysis was carri ed out using typo logical or thematic cod ing (Hatch, 2002). The themes 

were generated when similar issues and ideas expressed by participants within quali tative 

methods usecl in th is stucly and brought together into a single category or cluster. This was done 

to identi fy the relat ionships between vari ous themes that have been identified or to relate 

behav ior or ideas with HAART adherence and socioeconomic and demographic character isti cs of 

respondents such as Income. age. gender etc. 

4.9 Variables 

Dependent Variab les 

The dependent or the outcome vari ab les are adherence and Quality of Life (QOL). Adherence 

was measured using patients se lf report, FGD, Observation, key informants, unannounced pill 

count. QOL was measured using SF-36 (short fo rm 36 Quest ions) health survey questionnaires. 

Independent Variab les 

Dcmogrnph ic characte risti cs: age, sex , relig ion, ethnicity, mari ta l status. 

Regimen factor: pill load, side effects 

Service ractor: con fi dent iali ty, pat ient-health care provider re lation ship 

Socia-eco nomic I~lcto rs: leve l of education, employment status, income 
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soc ial support. knowledge about treatment, time with virus, CD4 count , disclosure, time 

with virus . time with I-IAART. 

4.10 Ethica l Co nsideration 

Permission was obtained from the Afar Regi on Health Bureau and head of the health fac ilities. 

Ethi cal clearance was obtained from school of pharmacy, Addis Ababa Uni ve rsity Ethics 

committee as we ll as Nationa l Ethics Review Committee from Science and Technology Agency 

anel verbal as we ll as written and signed informed consent was obtained from the interviewees'. 

Unauthorized persons will not have access to the data co llected and any informat ion regarding 

the research. Identification number assigned for each subject of study partic ipant, and these 

subject iden ti fi ers were not being released outside the investigator. Codes were used and no 

identification be made fo r the respondents and PI on ly access the data . (Ethical clearance form 

also attached). 

4. 11 Operational / Wo rkin g definiti ons 

Adherence : 

Quali ty of life: 

CD4- co unt: 

the ex tent to which a person's behavior-taking med ication, following 

a diet, anci/or executi ng li festyle changes, corresponds with agreed recomm­

endat ions from a health care provider (2003). 

it reflects the difference, the gap, between the hopes and expectat ions of a 

person and thei r present I-ll v /AIDS expe ri ence and measured using a 

generic short form (SF-36) an 8-scale profi le of functio nal health and we ll ­

be ing to measure impact of HIv /A IDS on individual patient standards of 

quality of life. 

ce ll s that recogni ze and help destroy viruses in the body and the count 

determines the stage ofH Iv /AIDS in the bl ood. 

Optim al Adherence : 95% or greater consumption of ARvs in the last 3 months (with minimum 

of I skip dose in a week) 
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5 RESULTS 

This chapter deta il s the findings of quant itative data co llection which was carri ed out as cross 

sec tional su rvey (self report) and unannounced pill count. The chapter also presents the results of 

the qualitative data co llection using FGDs, observat ion and key informants for I-lAART 

adherence in three st ud y sites. 

S.I Results of quantitative S urvey 

Sociu-cconomic and Demographic Information of Participants 

Tota l of 422 participants from three study si tes partic ipated in this study. A li tt le more than half 

of the participants, 222 (52.6%) were females and 200 (47.4%) were males with a mean age of 

35.8 years. Most of participants, 276 (65.4%) were from Dubti area followed by 85(20. I %) from 

Asaita and 60 (14.2%) from A wash study sites. The majority of the participants were in the age 

group 25 -44. 

Most of the respondents were from Am hara Eth nic group 35 1 (83.2%), whi le 24 (5.7%) from 

1\1(11' ancl the rest were from Oromo. Argoba and Somal i. Also 226 (53.6%) of respondents were 

Muslims while. 184(43.6%) were Orthodox christians and the rest were Protestants. Ninety two 

(21.8%) of participants had completed primary education and over 151 (35%) had completed 

secondary education and 179 (42 .5%) of the patients had never been to school. Socio­

Demographic data are summarized in Table 5. I. 

Regarding ma ri tal status, 56 (13.3%) widowed due to I-lIV/AIDS , 166 (33.3%) live alone, 137 

(32.5%) live with their spouse wh ile the rest live wi th their fami ly, relatives, friend s and their 

children. The largest proportion or the respondents, 258 (61. I %) were employed while 164 

(38.9%) were unempl oyed. The most prominent occupat ion was business owner accounting for 

I 14 (27%). About 57 ( 13.5%) of participants were lose their job because of too sick to carryon 

working due to HIV/AIDS. 

29 



Tahir 5.1 . Demogra phic cha racteristics of the stud y pa rticipa nt s, Afa r Region, 2007 

C lw ractc ris ti cs 

Gend er 
Male 
f emale 

Age (yea rs) 
< 25 
25-34 
35-44 
45-54 
> 54 

Leve l o r ed uca tio n 
None or incomplete primary 
Secondary 
Tertiary or Vocational 

Marit al St:ltus 
Married 
Never married 
Divorced /separated 
Widowed 

Employment status 
Employed 
Unem£loyed 

Total 

Socia l S upport and Disclos u re 

NQ ("!o) 
N~422 

222 (52.6) 
200(47.4) 

74( 17.5) 
146(34.6) 
124(29.4) 
52( 12.3) 
25(5.9) 

27 1 (64 .3) 
132(31.3) 

19(4 .5) 

180(427) 
72( 17.1) 

109(25. 8) 
56( 13.3) 

258(6 1.1) 
164(38.9) 

422 

Majority or the participants. 35 1 (83%) knew the ir HIV serostatus be fo re s ix months. Abo ut 365 

(86.5%) or the respondents had disclosed their HIV serostatus anel of these, 20 I (55. I %) 

di sc losed the ir status for their partner, 258 (70.7%) for fr iends anel 205 (56.2%) for neighbors and 

commun ity. Only 57 (135%) did not di sclosed their serostatus to anyo ne. 

From the total or 422 participants, 143 (33.9%) had fam ily support and 133 (95.0%) of them 

were happ y about the suppo rt and supports were like physica l, moral and psychological. One 

hundred thirty nine (32.9%) of respondents had also other supports from , 97 (23 .0%) fr iends, 19 

( 14%) ti-om NGOs, 48 (1 1.4%) rel igious organ izations, 57 (13.5%) working areas and co ll eague 

and I I (2 .6%) li·om other sources . 
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Types of support s outside famil y members were, 127 (30.1 %) moral and psychological, 11 9 

(28.2%) linancial. 38 (9.0%) physical support, 34 (8.1 %) income generating job and 22 (5.2%) 

food support. Only 127 (30. 1 %) were happy abo ut the support they ge t outside thei r fami ly. 

Alcohol , khat, shisha (mcda'a) and cigarette addiction 

From total of 422 respondents, 18 (4.3%) took alcohol and this was assessed using 15 days (2 

weeks) reca ll period and onl y one participant has taken four bottles of alcoho l once during those 

two weeks. Two respondents experienced taking Hashi sh before six months and only one 

respondent taking shi sha (meda'a) once or two times a week . Frol1l the total , 32 (7.0%) of 

respondents were chewing khat , which was 22 (5.2%) in last six l1lonths and four respondents 

with a frequency of dail y and six of them reported as they chew khat once a l1l onth. 

Knowledge on HIY/AIDS and HAAART 

Participants were asked abou t how long were they taking 1-I1 Y l1led ications (in l1lonth ) and the 

resul t is presented in tigA.1. Most of the participants, 371 (88%) had been on treatment for less 

than 24 mont hs and thi s show that the Program was started in the Region recently. 
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Months on treatment 

Figu re II. Distribution in month on HAART for study population, Afar Region, 2007 
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Rcgmding users knowledge of the regimen from the to tal of 422 parti cipants only 177 (4 1.9%) of 

respondents could identify their regi mens; of these 18 (4.3%) were tried to identify their reg imen 

by name while the rest by color and packages of medicine. 

The ad herence rate obtained from self repo rt for two weeks recal l pe ri od was, 402 (95.3%) and 

20 (4.7%) of the respondents have l11 issed their med ication at least three til11es and above. Of 

those respondents adhere to I-I AA RT, 44 (10.4%) followed exac tl y spec ial instruction during 

tak ing l11 ed ica tion (like with much water), on ly three respondents were not following the 

instruction. 

About experience on miss ing their medication to take on time, 24 (4.7%) have missed their 

med ication in last two weeks. Twen ty five (5.9%) di scontinued their medic ine for more than a 

week one to four times due to different reasons, (like so busy, due to trave l without medication, 

fo rgetting and regimen fac tor like side effec ts). 

Fro m the tota l 422 . 402 (95.3%) part ic ipants were taking their medicati on followi ng the 

instruction given from the health care provider and the ir reasons were, 182 (43. 1%) due to 

improvel11e nt of their hea lth, 103 (24.4%) trust in l11 edicati on, 62 ( 14.7%) due to effective 

counse ling and R ( 1.9%) due to fal11il y support. Reasons for missed medi cation suml11ari zed in 

Table 5.2 be low. 

Table 5.2. Reasons for missing of ARVs in Afar Region, 2007. 

Reasons 

lac k of food neeeled lor the drug 
ARVs hael too many side effects / tox icities 
Too busy doi ng other thin gs 
T rave ling so could not keep th e routine 
Felt he tter and I'ce l lhe need to conti nue llledic(l i ioll 
Founel it ve ry dirlic nl t to take so many pill s 
Hea lt h worker / physician tolelme to stop 
Tota l 

*011C respondent 1llay choose one or more rea son 
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No. of respondent cited 
as reason 

7 
2 
6 
10 
3 
5 
6 

39 

% r eported 

18 
5 
15 
26 
8 
13 
15 

100 



Knowledge Abo ut Illness 

Only 126 (30.0%) of participants responded their CD4 cont was checked only once throughout 

the treatment and rest had twice or more. 92 (21.9%) have started ART without CD4 count. 

According. to respondent s, their first CD4 count ranged fro m 19-426 and the recent CD4 cou nt 

were ranges I'rom 122-719. One hundred ninety three (45.7%) and 161 (38.2%) of participant 

couldn ' t remember the ir recent as we ll as first CD4 counts respecti ve ly. 

Out of the total , 190 (45.0%) perceive that CD4 is sign of improvement on Health whi le 129 

(30.6%) don't know what is to mean. From all (422) stud y parti ci pants, 67 (15.9%) had 

expe ri ence of admission to hosp ital due to HIV/AIDS in last one year and that is 45 (10.7%) of 

them one time. II (2.6%) two times, 2 (0.5%) three times, 3 (0.7%) fo ur times and only one 

person had admitted ten times. 

Beliefs and Perception Regal'ding ART 

Near hal r of participant, 210 (49.8%) strongly agree that ARV can prolong their lives. Users were 

also asked whet her tak ing of ARV as prescribed can improve health or not and has posi tive effec t 

on the ir life, 416 (98.6%) of respondents agreed and only 4 (0.9%) strongly disagree. Most of 

respondents, 409 (96.9%) agreecl about effectiveness of ARV in controlling the effects of HIV. 

Four hunclred twelve (97.6%) of the total part icipants agreed that ARVs if not taken properly, 

will not work as we ll and cannot control the virus and 25 (6.0%) disagreed that I-IIV/AIDS 

becomes less se rious due to ARVs. 

Maiority or. 395 (93.6%), respondent ag.reed that with ARVs I-II V/A IDS can be managed now 

like any other di sease and 315 (98.4%) also agreed that ARVs can make the virus undetectable or 

dec reases in the blood, wh ile 38 (9.0%) mi ss-understood that as ARVs can cure HI V/AIDS, 198 

(46.9%) st rongly di sagreed on thi s idea. 
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5.1.1 S F-36 Qua li ty of Life S urvey 

A 10lal of 422 participants we re interviewed using SF-36 health survey inslrument fo r 

participants view about their health and to keep track of how users feel and how well they were 

ab le to do wel l their usual activities. Results fro m SF-36 health survey are presented in tables. 

T"blc 5.3. E ight hca lth components, number of items and re liability coe rticient a lpha (u) score of 

HAART users in Afar Region , 2007. 

SCl:l le No of items Aleh"(a) 
PF 10 .923 
RP 4 .925 
BP 2 .6 
GH 5 .623 
VT 4 .567 
SF 2 .6 
RE 3 .931 
MH 5 .730 

Table (5.3) reports of Alpha (a) which specificall y indicates reliability of the test for PF, RP, RE 

and MH which is .923 .. 925, .93 1 and .730 respectively and other components were below 0.7. 

Si nce there is no Cllt olT poi nt for Alpha, but 0.7 and above was considered as a good measure fo r 

reliabi lilY· 

T"blc 5.4. Descriptive statistics and average score of eight health scale for both Ma le and fema le 

HAART users in Afar Region, 2007. 

Eight Health Sca le Minimum Maximum X (s.d) 

PF -50.00 100.00 89.6 1 ( 20.60) 

RP .00 100.00 77.72 (20.60 ) 

131' 12.00 100.00 89.53 ( 16.06 ) 

Gil 12.00 100.00 X6.84 ( 16.2 5) 
VT 15.00 90 .00 68 .89 ( 16 .95) 

SF 25.00 100.00 90.99(16.47 ) 

RE .00 100.00 79.15 (38.14 ) 

MI-I 8.00 88.00 74 .19(13.97) 

I'I-IS 22.00 98.00 82.39 (16.28 ) 

MHS 2300 96.00 80.05(15.316 ) 
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Averages It)r eight hea lth scale SF-36 Score for 422 parti cipants ranged from 69 (VT) to 

89."4(PF). Thi s was acceptable since it was above 50. 

Table 5.5. Mean and standard deviation of healt h su mmary score of Ma le and fema le HAART users 

in Afar Region , 2007. 

Summ ary sco re Male/X Is.d) Fema le/X (s.d) 
PF 90.94( 19.77) 88 .12(2 1.44) 
RP 78.94(36.98) 76.38 (38. 19) 
BP 89 .72( 16.5 1) 89.32 ( 15.59) 
GH 87.08( 16.96) 86.57 ( 15.46) 
VT 70.83( 17.96) 66.72 ( 15.50) 
SF 90 .62(17.47) 91.41 ( 15.32) 
RIO 80.33(37.9 1 ) 77.83 (38.45) 
MH 74 .94(14.40) 73.38 ( 13.48) 
PHS 83 .38( 17.00) 81.28(15.42) 
MH S 80 .80( 16.38) 79.22(14.03) 

Table.5.6, shows part icipants in secondary school level were in high PHS and MHS i.e. 88.56 

(2 1.0 I) and 85.09 ( 15.0 I) whi le 30.50 (82 .65) and 79. 15 (17.43) for those cou ldn ' t read and write 

also el11p loyed had better summary score than unemployed. Participants with optimal adherence 

level had better phys ical and mental summery score. 

Table 5.6. Mean and Standard deviation of2-hea lth s u mmary scol"es in Afar Region, 2007 . 

e ha J'<lcteris( ics PHS- X (s.d) MHS -X (s.d) 

Can '{ read and right 30.50(82.65) 79. 15( 17.43) 

Secondary School (6-12 grade) 88.56(21.0 I) 85.09(15.0 1) 

Unemployed 78.36(25.97) 74.67( 17.95) 

Employed 90.73( 18.47) 87.29( 12.95) 

Had support from ram i] y 84.9 1 (22.74) 81.43( 17.02) 

Whose had support outs ide 87.32(20.88) 83 .79( 15.53) 

Disclosed their statu s 86 .96(2 1.96) 83.59( 15.92) 

Not Disc losed thei r status 79.31(24.5 1) 74 .72(1 6.65) 

Drink alcohol 81 .60(23.8 3) 79.28( 19.46) 

Not Drink alcohol 86.12(22 .48) 82.53( 16.14) 

CD4 cou nt ::: 200 91 .95( 18.1 9) 88.57( 12.38) 

CD4 count >200 82 .3 1(20.49) 7X.SO( 17.27) 

Ad here to HAA RT 86.20(22.40) 82.67( 16.23) 

Not Adhe re to HAA RT 80.39(23.68) 76. 70( 16.67) 
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5.2 Qualitative Results 

5.2.1 Focus Group Discussions 

These data were based on HAART user' s opinion to identify factors affecting adherence about 

available treatment, experience of effective adherence counseling, the quality of care, available 

supports, reasons for non-adherence and good adherence and sources of motivation for 

adherence. In the discussion on factors affecting adherence, the study identified seven interrelated 

themes. These are presented below, without any order of priority. 

Total of six FODs with 47 participants, 25(53%) of them were female. All FOD participants were 

disclosed their serostatus to their family and community. 28(59.6%) Participants were in age 

group of 25-34. Thirty two percent of FODs participants were not attending school while the rest 

in the elementary and secondary school level. 

Information on Availability of Treatments for mY/AIDS 

Majority of FOD participants in the three health facilities seemed to be well-informed about 

HAART. Almost all participants had knowledge that if they stopped taking the ARVs the virus 

may increase and their body resistance would decline. HAART users from different s ituation 
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may increase in number and their body resistance would decline. HAART users from different 

situations used to state that ARVs had the potential to improve their situat ion in various aspects 

like he lping them st ri ve for their survival and hoping their future . 

Participants fo rwarded their opInIon on avai lable treatments (like ARVs; herbs; trad itional 

medic ines; spiritual healing; prayers; and perceived benefit (s) of treatment) . Users indicated that 

I-I AART were the on ly choice to control the HI V virus in their body even if some use these 

available treatments without denying HAART and tak ing on given time. Perceptions about ARVs 

seemed uniform among the users. All participants were agreeing that traditional treatments and 

perceived benefi t(s) are more likely to aggravate their HIV status than treating the problem 

without HAART. 

Among the FGD participants in Asaita Health Center, one male participant expressed the impact 

of usi ng the traditional treatments by saying: 

! slarled Ihe Iradilional medicine with my Iwo colleagues. Fortunate enough / am 
alive and my colleagues have died. 

A fema le FGD partic ipant from Asaita was also positive about the impact of ARVs: 

ARV has a difference and! don't believe that religious practices will treat 
HfflIAfDS. / also used Iraditionallrealments repeatedly but my health is improved 
only afier ! starled taking A R VI' . 

Similarly, from the same area a female ARV user said: 

! and my family passed through many challenges and problems. We a/templed 
Iradilional Irealmenl 10 cllre Ihe problem unlil we losl our money wilhoul any 
impl"Ol'emcnr in ollr heallh. Alier ll'e knell' Ollr H/Vslalus, we slarled laking ARh, 
\I'e hroughl change and our weighl increased. Ther~rore, we helieve on Ihe II R VI', 
Ihallhey Ireal HfflIAfDS. 

Meanwhile, fema le HAART user strengths other participant's beliefs on medication by saying: 

Even if" l.filce series side efl ecls dlle 10 medication / haven 'I any inlenlion 10 

disconlinlle becallse! gal big change inl1lY health. 
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Regarding health care workers' trcotments (handl ing), a female ARVs user in the FGD sess ion 

fo rm Awash Health Center stated: 

Without my will, they offered me two months medicine once and I felt bad fo r the 
main reason that I don 't have place in my house to put it, I understand they are 
too "u.\)'. 

Female ARVs user from the same area in the FGD session explained: 

When I started /Ising ARVs, I enjoyed health care workers ' treatment it was vel)' 

good But recently, they have shortage of professionals. 

A male ARVs parti cipant from Asaita health Center used to say : 

Health care workers ' treatments (handling) is not too bad except that we are 
suffering the shortage of medicines for Ols. 

A fema le pa rt icipant from Asaita Health Center also said : 

When we take ambulance to the health center, there is no professionals ' 
cooperation. And the other question we have is about supply of medicines for 01.1'. 

From the samc area, a female parti cipant of lOGO in Asaita indicted her fear as: 

lIthe situation remains like this. we do not have any option without waitingfor the 
time to die because the situation or no medication for other disease and health 
workers are tiered during our visit. ARVs alone may not improve our health and 
we are poor to buy these medicines. 

Pat ients ' thoughts were vari ed regarding the health care workers treatments (hand li ngs) in 

looki ng in to their situat ion and quality of care provided by heal th care workers. A group of 

ARVs cl ien ts apprec iated the way they we re treated before. Crit ics were rai sed fro m a group as 

heal th care workers were exhausted to treat them and OIs medicines were not adequate especiall y 

in the health centers. 
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Effective Ad herence Cou nse ling 

Effect ive adherence counse ling is aimed at promoting adherence to ARVs and preventing fu rther 

transmi ssion or HIV. Users rrom the three health settings acknowledged that val uab le counseling 

se rvices were prov ided during voluntary test, start-up, and taking the ARVs. 

FGD participants rrom the three health settings pointed out that there were continuing adherence 

co unseling in I-II V/AIDS treatment cl inics about the med ication and interactions between ARVs 

and other medi cines (including probl ems with traditional medicines), alcoho l and diets to take 

and not to take. 

One of the male FGD participants from Awash indicated : 

We enjoy professionals ' counseling at all about the medicine and they used to tell 
us not to take 'k iwI' alcohol and cigarelle. 

Some of the parti cipants emphasized the need for continuous counse ling. One female ARV user 

from Dubti sa id: 

We (Ire given a 101 o/'infiml1ation allhe beginning; counseling done at once is not 
adequate to convince as /0 take the medicines, to /ollow up and encourage 
adherence. 

As participants in the FGD from the three health facilities expressed the interrelationship of 

di sc losure to positive HIV status and life-long adherence to ARVs was hi gh ly recommended. 

They also cleared out di sclosure of HlV status is the key to promote HAART adherence. As 

majority or the ARVs users indicated in the FGD sess ion, they disclosed their HIV status to their 

respec ti ve famil y, workplace and comm unit y. Disclosure of HlV status is the necessary 

behavioral change resulted from continuous counseling, which is required for good health 

outcomes. Concealed pos itive Hl V status was perceived by many respondents as a major barri er 

to adherence and aggrava tes transmiss ion. 
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As indicated in Dubti Hospital FGD session, there were cases concealing their status and cause 

some to transmit HIV virus in the community. Participants were suggesti ng a need of government 

in vo lvement in pushing HAART users to di sclose their status, that is vita l for better adherence 

and to control further transmiss ion. 

According to some FGD participants from the three study sites, there are some cases who faces 

difficulties to disclosing their status to some others and as the result they hide their medicines 

from friends. relatives. servants and when forced they skip taking medication to ensure that 

fi'iends and fami ly do not discover their status. FGD participants totally agree that self disclosure 

affects adherence and aggravates further virus transmission. 

One male FGD part ic ipant from Dubti said that: 

Over all, the 5ystem and the policy should encourage those who disclosed their 
status and we all jill that it needs to reconsidered, otherwise the transmission will 
confinue. 

Social Supports and Stigma in the Community, Family and Workplaces 

Disclosure was one of the themes that encourages adherence and paves the way to obtain support 

from the respecti ve avai lable supports. Respondents stated that te lling someone (e.g. a friend in 

the workplace and community or family member) could give confidence in suppOl1 of adherence 

and enhance concerns. Many participants di scussed issues relating to lack of self-motivation, lack 

of community support , fear of stigma and leaving positive HIV status private concerns acted as 

major barriers to or resu lts in low adherence. 

However. interviews with key info rmants and FGD participants revealed that sti gma is sti ll 

prevalent in soc iety. As some partic ipant said they are affected by stigma both at home and in 

workplace, they also indicate th is cou ld affect both disc losure and adherence. 

Accordi ng to one Afar female FGD participant in Asaita: 
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We need 10 have job that will help us to generate our income and this may 
encourage us to improve adherence. Otherwise how we can to take ARVs withoUl 
food? Because taking ARV\· need to have variety of goodfood. 

The regimen complexity also raised by one male participant in Dubt i: 

I always hope the medicines to he changed to the one drug and to be taken once 
daily or to he like a vaccine once in six month or a year. 

On the other hand with all these problems about the ARVs, one female parti cipant from Awash 

area explained her fear li ke : 

I have a .lear that ARVs shortage like other medication will happen in the fii/ure 
due to increase awareness and there is increase in number of A RV\· users through 
time. 

Also users from three study sites suggested that improvement of ARVs dosage fo rm as a facto r to 

promote adherence to ARVs; like subst ituting ARVs tab lets by injection or reduc ing the number 

of pi ll s taken per day. incorporate opportunist ic infection treatment with ARVs and a med icine 

that cou ld be taken without much diet variety. 

All-sided support from the gove rnment, NGOs, stakeholders in HI V/AIDS prevention and 

control. respecti ve families, local communi ties, workpl ace settings, etc were thought as to help 

ARVs users adhere more eas il y to thei r treatment. As majority of the FGD participants 

emphasized in their express ion, se lf-hel p deve lopment programs design and implementations are 

mandatory in order to help them bu ild se lf-mot ivation, moral and deve lop or change diet scheme 

by increas ing their income. 

Integrat ion of the ART cl inics with other services was di scussed among the users, HIV cl inics 

fo und sem i-in tegrated with other services in all health care facilities of three study sites. Some 

respondents perceived the partial integration of ART with other health se rvices as exposing them 

to the li kel ihood of be ing stigmatized, some also suggest this may fac il itate the service and 

dec rease their waiting time in the health care service. To the opposite some have the idea that the 
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service shou ld be tota lly integrated with other services , as one ARV user from Awash health 

center explained: 

Some may use this opportunity as advantage to hide their status in the society and this is 

one problem to control the transmission. If HI V services are integrated with other 

services, users may not fear to disclose their status to the community, this may impro ve 

adherence and decrease HIVIAIDS transmission. 

5.2.2 Observation of Health Facilities 

ART program started in the Region on may 2005 in Dubti hospital and the program expanded in 

Asaita and Awash health centers later. 

Tab le 5.9. ART SC I'v icc d eta ils of each study site, Afar R egion, 2007. 

Stud y sit es Date Total no. on treatment Average no. of patients Average no. of patients 
I-IAART at [acility by Oct. 2007 consulted per day [or ARV medication 
started including ARV users refilling per day 

Dubti Hosp ital May 2005 530 45 17 
Awash Hea lth Center Aug. 2006 107 25 4 
Asaita Health Center Oct 2005 134 t9 5 

Tota l 77 1 89 26 

In all study si tes ART cl inics, adherence counseling, waiting areas for refill and laboratory were 

fo und separated from other service. Thi s was except for pharmacy services in Asaita Health 

center that is together with other services, Dubti Hospital and Awash health center has adequate 

space fo r laboratory services with adequate shade, and seats provided for the patients in the 

wa iting area, However in Dubt i hospital and Asaita Health center there is problem of 

confidenti ali ty and good counseling because of two to three counse lors sharing one room. In 

Asa ita there was no enough space and seats in the waiting areas, In contrast, in Awash Health 

center there is enough space fo r confidentiali ty, good adherence counseling, laboratory services 

with adequate shade, and seats provided fo r the patients in the waiting area, 
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In Dubti Hospital and Awash Health center ART cl inics were found clean. At each health 

fac ilities posters were strategicall y placed within ART clinics, I11ain ly explain ing the iI11 portance 

of counseling. earl y testing. adherence to ARVs and the fac t that these I11 edicines suppress the 

virus but are not a cure for the disease. SOI11e of the posters were in English and others in Local 

language (A 1~1I") and AI11haric. 

Abo ut support from other organizati ons, the International Training, Educat ion and Care on 

HI V/AIDS (lTECH) project had ass igned social workers, data clerk, different office supplies and 

computers fo r each study site. In all study sites, especially in Asaita Health Center the services 

of the ART laborato ry, counseling room and testi ng center were inadequate . 

Tab tc 5. 10. Su mma ry of ART staff in three study sites, Afar Regio n, 2007. 

S tud y sit es 
Physiciansl 

Nurses 
Social Lab. P harmacy Da ta Entry 

HO Workers Personnel Personnel C lerks 

Dubti Hosp ital 4 4 4 2 
Asa itn Health Center J 2 

Awash I-I en lth Center J 2 3 2 

Totn l 8 8 9 2 

*HO- health omcer 

In Dubti Hospital there are brochures in front of each counselor that is open to take for Users. All 

Health facilities operated Monday to Friday. Dubti Hospital ART cl inic works half a day on 

Saturday in add ition to the week days that is to decrease burden due to shortage of Health 

professions in working days. 

There was diffe rence in ad herence support mechanisms between three study sites. In Dubt i 

Hospita l there is one social worker that is to identify ing patients' who have adherence probleI11 s 

and drop- outs (who ' s disconti nued taki ng medication on their appointments) at the saI11e time to 

ident ify the reasons fo r non-adherence. In both health center I11ethod of counse ling used and in 

the fo llow- up of pati ents who were not achieving opt imal adherence or who had stopped taki ng 

the ARVs done during patient cOI11i ng fo r refi ll or in any case when they come to the hea lth 
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Disclosing the HIV status to family and other significant persons has a strong association with 

adhe rence. This may due to the fact that patients whose di sclose their status may take their 

medication anywhere without fear or sti gma. However there is a great variabi lity in different 

cultures; close famil y and friend s are often influential in improving adherence in some sett ings 

(Bernared el al .. 1994). 

According to (Gatahun. 2006), only 22% of the participants were not disclosed their HIV status 

to their family, while in our findings 13% made their disease secret from their spouses 

,co l11l11unity, famil y and friend s whi le 87% had disclosed their HIV status. This difference could 

be attributed to the difference in the study populati on, study time, knowledge about HIV/AlDS 

and culture. In comparison with other stud ies on se lf-report adherence, those ga ining greatest 

support and di sclosure from their famil y have a better adherence score . Social support is often 

cited as hav ing a great influence on a patient ' s treatment adherence (Bernared el al. , 1994), but 

not in thi s study. 

There is also strong associat ion between ad herence, time with virus and time with HAART; 

pati ent's long time wi th vi rus and HAART have better understanding of adherence than that short 

time with virus and HAART. This was due to trust in medication, improvement of health through 

time and long experience to remember and to take on time. 

Pill burden was negatively associated with HAART adherence, taking too many pills were less 

likel y to be adherent than other groups whose taking small number of pi ll s in this study, which 

indicate adherence leve l decrease wi th increase number of tablets. This was true also in other 

stud ies. compl ex ity of the treatment regimen and the pill burden are negati vely associated with 

ARV treatment adherence (Paterson et al., 200, Chesney, 2000, Remien, 2003). 

The reasons for most of, 402 (95.3%) participants to take their medication following the 

in struction given from the health care provider were due to improvement of their health, trust in 

medicati on, due to effective counseling and famil y support. 4.7% of participants in se lf report 
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AIDS management and should be done seriously ; but the nurses at Asaita as we ll as in Awash 

Hea lth Center ha ve a dual role as counse lors and nurses. From observat ions of health care 

fac ilities there was no adequate confidentiality for patients and enough consultation rooms. This 

can decrease the qual ity of care provided for patients and may result in poor adherence. Thi s 

double bu rden on the nurses may come with problem to give quality counse ling and care to their 

patients. According to FGDs also, health care workers treatment in health center provisions and 

counseling services were decline time to time. Thi s was due to many patients attending 

HIV/AIDS clini cs without expansion of health care services and increase number of health 

profess ional s . 

As si ted in rGDs stigma is still a barrier for some people and they are not ready for HIV test and 

let remain in their homes concea ling their di sease and suffe ring from other ai lments such as 

tuberculosis and malaria. Stigma is also the biggest problem reported by most patients receiving 

ARV therapy in low-income countries. Due to stigma, 69% and 94% of the patients kept their 

HIV status secret from their families and community members respectively in the study 

conducted in Botswana (Weiser et. aI. , 2003) . 

There were different ideas in all FGDs about integration of ART clinics with other health service 

and some were reported as may expose them to being stigmatized, whereas some suggest partial 

or total integration may facilitate the service to decrease their waiting time in pharmacy and 

improves disclosure and adherence. Shortage of medicines for Ol s was a major issue rai sed by 

FGD participants in Asa ita , this may also aggravate the patient 's pain and may impair adherence. 

Better improvement of ARVs dosages form as a factor to promote adherence to ARVs: 

substituti ng ARVs tablets by injection or n;ducing the frequency of dosing, incorporating Ol s 

treatment and introducing medicine that cou ld be taken without much diet variety were 

mentioned by participants in three study sites as factors that should be considered to improve 

adherence. In se lf report adherence assessment pi ll burden was also negat ively associated with 

adherence. 
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7 LIMITATIONS AND STRENGTHS OF THE STUDY 

Social des irability as well as interviewer bias might have influenced the results or this study, 

because all data co llec tors were health care providers from study hea lth faciliti es. However, a 

number orsteps were taken to reduce the impact of biases : 

.ft Training of data co llectors for all objecti ves of the study and to improve their 

knowledge in introducing well to research participants. 

"" Participants were asked fo r their written and signed consent for confidentiali ty. 

All FGDs and Ut13lillounced pill-count participant were patients who disclose their status so, 

those who did not disc lose their status may have different and better idea on HAART adherence 

improvement. 

All of these methods have both strengths and weaknesses. Pill count is in some ways the most 

'objecti ve' , it measures the number of pills left over ITom the previous refill, and can act as a very 

good proxy indicator for actual pill intake. It is, however, subj ect to manipulation by patients who 

may fear a bad response from health workers . 

Despite these limitations, thi s study provides useful info nnation about the HAART adherence 

behaviors and fac tors associated with adherence in Afar Region. Furthermore both quanti tative 

and qualitative methods were used to explicit of group interaction and to produce data and insight 

that wou ld be less access ible without the interaction found in a group. In additi on the presence of 

an interviewer from health care professionals can increase cooperation rates and make it possible 

for respondents to get immediate clarification. 
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• Since pill burden is a substantial issue simplifying dosage regi mens (both dosage 

frequency and numbers of tablets) is important in improving adherence. 

• Train ex tra numbers of staffs in adherence counseling and continuously update their 

knowledge about HIV/AIDS is important to improve adherence to HAA RT. 

• Establishing reliab le drug suppl y. ARV as we ll as other medication for opportuni sti c 

infec tions. There was some conce rn that the medi cine supply chain is not yet reliable. 

• Since this is a cross-sectional study, study with intervention with some adherence support 

program may address better result for factors on non adherence. 

• The organi zation of the health care delivery system should be des igned to be comfortable 

fo r patient 's confidential ity. 

• The effect of quality of life on adherence should be examined in di fferent setting, culture 

and socioeconomic status, because they may be very important in determining how self­

adherence is defined and how dec isions are made on an individual level. 
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ANNEX 3: SF-36 Measurement Model 
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ANNI~X 4 : SF-36 QOL Sco ring System 

Items Scales Dimensions 
3. vigorous act ivities 
4. moderate activities 
5. lift. carry groceries 
6. climb several fli ghts Scale- I 

. 7. climb one night 
S. bend. kneel Physica l functionin g 

9. wa lk a mile (PF) 

10. walk seve ral blocks 
I I. walk one block Dimension-A: 

12. bathe. dress 
13. cu t down time Scale-2 Phys ical Health 

14. accompl ished less Role-physical Summary 

15. limited in time (RP) (PHS) 

16. had difficulty 
21. pain magnitude Scale-3 
22. pa in interference Bodi ly pain (BP) 
I. general health rating 
36. excellent Scale-4 
34. as healthy as anyone General hea lth (GH) 
33. sick easier 
35 . health worse 

. 23. full of life 
'}..7 . energ,}' Scale-5 Dimension-B: 

I-29. WO I'll out Vitality (VT) 
3 1. tired Mental Health 

I Summary 32. soc ial ex tent Scale-6 
20. soc ial time Social functioning (SF) (MHS) 

I 7. cut down ti me Scale-7 
18. accompli shed less Role emotional (RE) 
19. not careful 
24. nervous 
25. down in dumps Scale-S 
26. peaceful Mental health (MI-I) 
7g. hlue/sad 

130. happy 
). change in reported health 

The structure ofSF-36 scoring system adapteel from Zadeh et aI., (200 1). 
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ANNEX 6 : Infonned Consent 

In treating HIV/AIDS it is important to follow the prescribed dosage otherwise there is a risk that 

the medici nes will be less effective. Earlier studies show that it is difficult to achieve good 

adherence. The purpose of th is study is to understand how patients are adhering to the 

antiretrovi ral use and what barriers they have for their non-adherence, and also to know how 

adherence affects patients' quality of li fe . The results obtained from this study are useful in order 

to develop better strategies and solve the problems for the future. 

You are asked to sign an informed consent specifically agreeing to participate in the study. Your 

part icipation in the study is vo luntary and that you can chose not to be in the study or withdraw at 

any time. Yo ur refusal to participate will in no way affect your service at the hospital. Reports of 

the data co llected will be presented in the aggregate and that all personal identifiers will be 

removed and also no personal identifying information wi ll be forwarded to study. 

You may not personal ly derive any benefits from participating in the study. Study findings will 

be Llsed to better meet the adherence support needs of PLWHA across the country. 

Your personal information wi ll be maintained Ihrough the use of unique identifiers, and through 

rest ri cting access to the data set to the principal investigator and those working directly with him. 

The data collected from each site will be entered into a computer where it will be maintained in 

password contro l. Hard copies of completed instruments will be kept in a locked file and will be 

available only for research study staff. The information that you provide to the interviewer will 

not be shared with ART care providers at the clinic. The information you provide will be kept 

completely separate from your medical and other visits records. 

I f you have any questions please contact one of those responsible for the study: 

Zinet yi mer Mohammed 

Mob: +25 191 1622 343 

E-mail: khamzinet@yahoo.com 

You are now being asked if you are interested and if you are willing to participate in the study. 

We would greatl y appreciate your truthful and keen participation in responding to this 

questionnaire. 

Yes I agree ___________ _ Identification Number ________ _ 

No. I don't agree _________ _ Date of Interview __________ _ 

Part icipants Signature _______ _ Interviewer Name _________ _ 

If the answer isyes the study will continue Supervisor ___________ _ 
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ANNEX 7: Questionnaire 

SECTIO N I: SOCIO-D EM OGRAPHIC INFORMATION 

QID Questiou Respo nse optioll,/codes Coded Skip Pattern 
Response 

10 1 Sex of respondent Ma leOI 1_'-1 
Fema le 02 

102 Age -- Years 1 1 1 
103 Et hnic group Afar 0 I 

Amhara 02 
Tigray 03 

Argoba 04 '-'-I 
Oromo OS 

Other, spec i fy 88 
Mus lim 01 

Orthodox 02 
104 Re i igi on Protestant 03 U_l 

Catholic 04 
Ot her, spec ify 88 

lOS What is your hi ghest Can't read and write 01 
educational leve l? Adult literacy 02 

1-6 classes of schoo l 03 1_'-1 
6-12 classes of schoo l 04 

Diploma and above 05 
Vocationa l 06 

106 W hat is your current mar ita l Currently married 0 I If u're answer 
stat us? Cohabiting (Not married but is 4/5 skip 

Living with partner) 02 1_'-1 to 108 
Single (Never married) 03 

Divorced/Separated 04 
Widowed 05 - -

Other 88 
107 I f divo rced or separated or Yes 01 1_1_1 

widowed, was the di vorce No 02 
/separat ion / dea th of your Don't Kn ow 99 
pa rtner due to H I V? N/A 98 

108 Whom do you current ly live By your se lf 01 1_'-1 
wi th at home? Partner/spouse 02 1_'-1 

Parents 03 1_'-1 
Relatives 04 1_'-1 
Children 05 1_ 1_ 1 
Friends 06 1_'-1 

Other (spec ify) 88 
109 Are yo u employed? Yes 01 '-'-I If no skip 

No 02 to 113 
110 Do you work on full time or Full time work 01 

part t ime bas is? Part time work 02 '-'-I 
Temporary work 03 

III Where do you work? Govern ment office 01 1_'-1 
Pri vate sector 02 

Sel f employed 03 
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Not Mentioned 02 
N /A 98 U_I 

Wha t ki nd of support do a) Psychological support ... . .. . . .... 1_'-1 
you get from outside yo ur b) Fina ncial suppOl1 ...... .... ....... 1_'-1 
home? c) Phys ica l care and support .. ....... . U_I 

d) Income generating activities ...... . 1_'-1 
e) Nutr itiona l supp0l1 .... .. ............ 1_'-1 
f) Other (specify) 

2 10 In general , how sati sfied Not sati sfied 0] 
are you with the overall Moderate ly sat isfied 02 1_'-1 
su pp0l1 you get from Very satisfied 03 
outside you r home? N/A 98 

SECTION III : ALCOHOL AND DRUG ABUSE 
301 Do yo u drink alcohol? No 01 Ifu ' re answer is 

Yes 02 no skip to 305 
N /A 98 

302 For how ma ny day's have yo u Ifu' re answer is 
had an alcoho lic drink in the I don't 
last 15 days (two weeks)? I don't remember 98 remember skip 

I I 1 to 305 
303 On the days you drank any 

alcoholic drinks in the past 15 1_'-1 
days, how much alcohol did I don't remember 98 
yo u usuall y have altogether on 
an averane per day? 

304 On the day you drank alcohol 
how much amount of alcohol I don't remember 98 
did you take? 

105 DRUG ABUSE 
A) Have you ever used (name of B) Have you used it in C) How often have you used it in 
drug)? the last 6 months? the last 6 montlis? 

OIYes 0 1 Yes o I Once a month 
02 No 02 No 022-3 times a month 

Ifn o skip to N/A 98 03 Once or twice a week 
next drug If no skip to next drug 04 3-4 times a week 

05 Nearly every day 
06 Daily 
98 N /A 

Has hi sh 1 I I I I I I I I 
Sh isha I I I I I I L I 
Khat I I I I I I L L 1 
Cigarette I I I I I I I 1 

SECTION IV: CURRENT USE OF ARVs 
QID Quest ions Cod ing Categories Coded l'eS llOnses Skip patte rn 
401 Since how long are you 

taking ARV/HI V y ears .. .... . months .... ..... U _ Ll 
mccl icat ions? I don ' t remember 98 
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604 When ARV medications are not taken Yes 01 
proper ly the medica ti ons do not work as No 02 [_I~ 
well and the virus is not control led 

605 HIV/AIDS has become less seri ous because Yes 01 [_I~ 
of ARV medicati ons No 02 

606 With ARV medicat ions HI V/AIDS can be Yes 01 [_1_] 
IlHlllaged now like any other disease No 02 

607 ARV med ications can make the vi rus Yes 01 [_I~ 
undetectab le in the blood No 02 

608 I r taken within shorltime arter being Yes 01 [_I~ 
infected , ARV medi cations can cure HIV No 02 

..... .., .... ~ . .... .. . ~ .. x _ ..... ~ - .. - - - - ~ --_ .. _--- --- . -
SF-36 Health Survey_ Instructions: Th is set of questi 'dlS asks for your views about your health. This 
information wi ll help keep track of how you fee l and how well YOll are ab le to do your usual activities . 
No Questions Coding categories Code 

70 1 In general, woul d YOll say YOllr Excellent 01 
hea Ith is: Very Good 02 

Good 03 1_'-1 
Fair 04 

Poor 05 
702 Compared to one year ago, how Much better than one year ago 01 

wou ld YO ll rate your hea lth in Somewhat better now than one 
genera I now? year ago 02 1_'-1 

About the same as one year ago 03 
Somewhat worse now than one 

yea r ago 04 
Muc h worse now than one year 

ago 05 
703 The following questions are about activities you mi ght do during a typical day. 

Does yo ur health now limit you in these act ivities? Ifso, how much? (P lease circle 
one nllmber on each line) 
Activ ities .. _ 

703 i Vigorous activities, such as Yes, Li mited A Lot 01 
runn ing, lifting heavy objects, Yes, Limited A Little 02 1_'-1 
participating in strenuous sports Not Limited At All 03 

703ii Moderate activ iti es, sllch as Yes, Limited A Lot 01 
moving a tab le, moving a chair, Yes, Limited A Little 02 1_1_1 
cleaning horne .. Not Limited At All 03 

703 ii i Lining or carrying groceries Yes, Limited A Lot 01 
Yes, Limited A Little02 1_'-1 

Not Limited At All 03 
703 iv Cli mbing several fl ights of Yes, Limited A Lot 01 

sta i rs/h i I I s Yes, Limited A Little02 1_'-1 
Not Limi ted At All 03 

703v Cl im bi ng one flight ofstai rs/hill s Yes, Li mited A Lot 01 
Yes, Limited A Little02 [_'-1 

Not Limited At Al l 03 
703vi Bending, kneeling, or stooping Yes, Limited A Lot 01 

Yes, Limited A Little02 I J J I 
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Not Lim ited At Al l 03 
703v ii Wal king more than a mi le Yes, Lim ited A Lot 01 

Yes, Li mited A Little02 t_'-1 
Not Lim ited At All 03 

703viii Walking several blocks Yes, Limited A Lot 01 
Yes, I ,imited A Little02 U_I 

Not Lim ited At Al l 03 
703 ix Wa lking one block Ycs, Limited A Lot 01 

Yes, Limited A Little02 U _ I 
Not Limited At All 03 

703, Bathing or dress ing yourse lf Yes, Limited A Lot 01 
Yes, Lim ited A Litt le02 1_'-1 

Not I ,imited At All 03 

804 During th e past 4 weeks, have you had any of the foll owing problems with your 
wo rk or other regul ar daily activ ities as a resu lt of )'our ph)'sical health? 

704i Cut down on the amount of time Yes 01 1_'-1 
yo u spent on work or other No 02 
activ ities 

704 ii Accompl ished less than you Yes 01 1_'-1 
would like No 02 

704iii Were li mited in the ki nd of work Yes 01 1_'-1 
or other activ iti es No 02 

704iv Had di ffic ulty performi ng the Yes 01 U_l 
\-yo rk or other act ivities (for No 02 
example, it took extra effOlt) 

705 During the past 4 weeks, have you had any of the foll owing prob lems with your 
work or oth er regul ar da ily activi ti es as a res ult of all)' emotiona l problems (s uch 
as fee ling depresscd or anxious)? (Please circ le one lIumber on each line.) 

705i Cu t down on thc amount of ti me you Yes 01 1_'-1 
spent on work or other activities No 02 

705 ii Accomplished less than you would li ke Yes 01 1_'-1 
No 02 

705iii Diehl ' t do work or other activ ities as Yes 01 1_'-1 
carefu lly as lIsual No 02 

706 During the past 4 weeks, to what Not at all 01 
extent has yo ur phys ica l hea lth or Slightly 02 
emotional prob lems interfered with Moderate ly 03 1_'-1 
your normal social activ ities with Qui te a bit 04 
family, i'r iends, neighbors, or groups? Extremely 05 

707 How much lili),s ica l pa in have you had None 01 
during the-iJast 4 weeks? Very mil d 02 

Mild 03 1_'-1 
Moderate 04 

Severe 05 
Very Severe 06 

708 During th e past 4 weeks, how much Not at all 01 
did pain interfere with your normal A li tt le bit 02 
work (i nclud ing both work outs ide the Moderately 03 1_1_1 
home and housework)? Qu ite a bit 04 

Extremely OS 
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709 These questi ons are "bout how you feel and how things have been with you during 
~as t 4 weeks, Please give the one answer that is closest to the way you have 
been feeling for each item, 

709i All of the Time 01 
Most of the Time 02 

Did you feel full of life? A Good Bit of the Time 03 
Some of the Time 04 I_U 

A Little of the Time 05 
None of the Time 06 

709 ii All of the Time 01 
Most of the Time 02 

Have you been a very nervOliS A Good Bit of the Time 03 
person? Some of the Time 04 U_I 

A Little of the Time 05 
None of the Time 06 

709iii All of the Time 01 
Most of the Time 02 

Have you fe lt so down in the A Good Bit of the Time 03 I_U 
clum ps that nothing could cheer Some of the Time 04 
yo u up? A Little of the Time 05 

None of the Time 06 
709 iv All of the Time 01 

Most of the Time 02 I_U 
I-lave you felt calm and peaceful ? A Good Bit of the Time 03 

Some of the Ti me 04 
A Little of the Time 05 

Nonc ofthc Time 06 
709v All of the Time 01 

Most of the Time 02 
Did yo u have a lot of cnergy? A Good Bit of the Ti nie 0'3 ' , , 

Some of the Ti me 04 I_U 
A Litt le of the Time 05 

None of the Time 06 
709vi All of the Time 0 1 

Most of the Time 02 
Have you fe lt downh earted and A Good Bit of the Time 03 I_U 
bille? Some of the Time 04 

A Little of the Time 05 
None of the Time 06 

709v ii All of the Time 01 
Most of the Time 02 

I Did you feel worn ali t? A Good Bit of the Time 03 , 
Some of the Ti me 04 I_U 

A Little of the Time 05 
None of the Time 06 

709viii All or the T ime 0 I 
Most of the Time 02 U_I 

Have you been a happy person? A Good Bit of the Time, 03 
Some of the Time 04 

A Little of the Time 05 
None of the Time 06 
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709i.\ All of the Time 01 
Most of the Time 02 

Did you fee l tired? A Good Bit of the Time 03 [_U 
Some of the Time 04 

A Little of the Time 05 
None of the Time 06 

710 During the past 4 weeks, how All of the time 01 
much of the time has you r Most of the time 02 
phl's ica l hea lth or emoti onal Some of the time 03 [_U 
problems in terfered with your A littl e of the time 04 
socia l activities (like visiting None of the ti me 05 
with fri end s, re latives etc.) 

711 How TRUE or FALSE is each of the following statements for you? 

711 i Definitely True 0 I 
Mostly True 02 [_U 

I seem to get sick a litt le eas ier Don't Know 03 
tha n other peop le Mostly Fa lse 04 

Defini tely Fa lse 05 
711 ii Definite ly True 0 I 

Mostly True 02 
I am as healthy as anybody I Don't Know 03 U_I 
know Mostly False 04 

Defin itely False 05 
711 ii i Definitely True 01 

Mostly True 02 [_U 
I expect my heal th to get worse Don't Know 03 

Mostly Fa lse 04 
Definitely Fa lse 05 

7 11 iv My heal th is exce ll ent Definite ly True 0 I U_I 
Mostly True 02 
Don't Know 03 
Mostly False 04 

Definitely False 05 
SECTION VIII: TRUST IN THE PROVIDER 
These statemen ts are designed to learn about your relationship with your doctor. Please fee l free to tell us 
IV 1<1t yo u tllnk How strongty (0 yo u avree or ( Isagree with the fo ll owin /.( statements? 
No Questions Res~onse categories Code 
801 II' my hea lth ca re prov ider (HC!') Totally di sagree 01 

te ll s me something is so, then it Disagree 02 U_[ 
1ll l1st be true Agree 03 

Totally agree 04 
802 I sometimes worry that my HC!' Totally di sagree 01 [_U 

may not keep the informat ion we Disagree 02 
discuss totally private Agree 03 

Totall y agree 04 
SO} I trust my HC!' so much I always Totally disagree 01 [_U 

try to fol low hi s/her ad vice Disagree 02 
Agree 03 

Totally agree 04 

1

804 My HCr is we ll qualified to Totally di sagree 01 U_I 
manage (d iagnose, trea t or make an Disagree 02 
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appropriate re ferral) med ica l Agree 03 
problems li ke mine Totally agree 04 

805 I am satisfied in the sched uling, Tota lly disagree 01 
appo intments and confidentia lity of Disagree 02 U_I 
Ihe treatment unit Agree 03 

Totally a"ree 04 

ANNEX 8: Guide for obsCI"vation of health facilities 

Na me or observer: ___________ _ Date of observation: _ _________ _ 

Na me ofhcalth faci lity: ________ _ Time of observat ion: __________ _ 

The purpose is to give a descripti ve of the setti ng under which care takes place. 

• Describe hospital settin g in general 

• Describe the locati on and setting of the ARV c lini c and support services (pharmacy, laboratory, 

counse ling, etc) 

• Describe the sa nitary cond ition of the environment, how clean or di r1y is it, check out the toi lets. 

• Where are patients rece ived? Is there privacy? Describe what you see 

• Wha t is the general attitude of hea lth workers, are they receptive and wi lling to assist clients or 

are th ey im patient? Describe what you see what notices or information are displayed for c lients to 

read, 

• Spec ifica lly look through where patients get ARVs, see if there is any piece of information 

emphasizing the need for good adherence or te lli ng peop le how to improve adherence. 

ANNEX 9 : Guide for focu s group discussion (FGD) for HAART users 

• Part ic ipan ts per lOGO (6-8) 

• Adults (= or > 18 years, men and women) 

• One moderator, one note-take r (and use of tape recorder) 

• Ne utra l venue outside the facili ty 

• Two lOGO per facility (one with men and one w ith women) 

Short introductory remarks 

• Introduction of researchers and participants 

• Thank participants for agree ing to parti cipate, all sha re a common feature-they are on 

A R V treatment , are here to share their thoughts about ARV s and difficulties in taking 

ARVs: we want to lea rn from participants 
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• Explain purpose of the stud y, purpose of the discussion, reassurance about confidentiality, 

agree on ru les. 

To pics fo r discuss ion 

What treatments do you know to be available for treating HI V? What is your opinion about 

these? (E.g. ARVs; herbs; tradi tional medicines; spiritual healing; prayers; and perceived benefit 

(s) of treatment). 

• What is your experience of ART? (Probe about adherence, adverse effects, pill burden, 

lack of food, lifestyle iss ues). 

• How do you thi nk you are being treated (handled) by the health care workers (probe: 

pri vacy, con fi dentia lity, respect, being li stened to, time spent with patient, waiting time, 

integration with other services). What is the quality of care provided by health care 

workers? 

• What do you think about the counselling that you receive? (Probe especially on 

importance of adherence effect iveness of counselling) . What support are you given by the 

health workers to help you adhere better to your medicat ions? Have you disclosed? 

• What support is availab le for you in the community, in the famil y, in the workplace? 

(Probe about di scrimination, st igma). Is there any negative social support? Any stress 

exacerbat ion? 

• 
I '. 1,·',' 

What do you th ink could be done to help people adhere more easily to their treatment? 

• What do you think are the key reasons for non-adherence and good adherence? What are 

the sources of moti vat ion for adherence? 

• Duration of di scussion (I y, hours); provide refreshments 

Conclusion, thank participants ' 

ANNEX 10 : Semi-structured interview with hospital manager 

Na mc or int erviewer: Date of interview: _ _ _________ _ 

Place or interview: Officer interviewed: __________ _ 

Interviewer appropriately greets person to be interviewed, ex plains purpose of the interv iew. 

The main pu rpose of these interv iews shall be to ascerta in to what extent adherence to medication was 

conside red important prior to programme co mmencement. 

• What strategies were put in pl ace to encourage good ad herence. 

• What strategies were put in place to monitor adherence. 
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• What strategies are being put in place to improve ad herence. 

The in terviewer shall probe where releva nt - the questions below are mere ly a guide. 

, Ve shall slart with these questions: 

• When did the facility stalt provid ing ART? 

• Number of workers & type of sta ff involved in ART? 

• NlImber of stafftl'3ined & type of traini ng? 

• Tota l num ber of patients on treatment at the fac ili ty? 

• Tota l number or pat ients seen per day? 

• Ava ilab ility or reference materia ls, form ularies, etc.? 

• Criteria fo r e li gibi lity to ART? 

• What in you r opinion do YO ll reckon to have been the greatest challenge you faced with the ART 

program? 

• Il ow did you overco me the chal lenge? 

• What nllmber of patients wOllld YO ll be look ing at in the next one year by your projections? 

• What mechani sms do yo u have to ensure ava ilab ility and sustenance of ARV su pply? 

• What do think the ad herence leve ls of your patients' in terms of taking ARVs is? 

• What strategies ha ve you in place to ensure patients receiving ARVs adhere wel l enough to thei r 

treatment? 

• Do you have (lilY report ing ancllllonitoring system for thi s? 

• Given yo ur experience with yo ur ARV programme is there anything yo u wou ld like to see done 

d i Ilcrent ly? 

• Do you think there are opportuniti es for im provement in you r programme, if yes probe? 

ANNEX 11 : Semi-structured interview with health care providers 

Guidelines for sem i-sl l'll ctured interviews with health care providers 

Na me of fa cility: ___________ _ Date: ___________ _ 

Name or interv iewer: _________ _ 

(Introduction of the interviewer (s), introduct ion of the study) 

Background information on informant (health care provider) 

a) Sex Male/Female 

b) A ge Years , 
c) Profess ion 
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e) Rolc in ARY programme 

f) In vo lved in programme since ... 

Tasks and training 

• What spec ifi c training have you rece ived for thi s job in relation to ARY programme? Tell me 

about the training (Deta il s) 

• Do yo u think thi s trai ning has been sufficient? (Detai ls) 

Drugs, treatment and procedures 

• Wh ich treatment guideli nes for HI Y/AIDS manage ment do you use at this faci lity? (Give details 

if'llecessary, e.g. national guidelines etc) 

• Arc the drugs you prescribe always available? (If not, give deta il s- how often , reason, what do you 

do about it) 

• Arc th e drugs in th c guide li nes yo u use to di spense always ava ilable? (Give detail s - how often, 

reason, what do yo u do about it) 

• I-lave you had periods where your patients have not been able to get their medications because 

they were not ava ilable in stock? 

• How reliable are yo ur lab and diagnostic support services? Do results come in on time? 

• What is your proceriure when a patient is put on ARY drugs for the first time? 

• What is you r procedure when a patien t switches regimens? 

• In what ways are ARY-users informcd about and prepared fo r ARY treatment? 

• What kind of information do they receive? Please describe it to us: 

• The di sease process (i.e. HIY and AIDS) • Possible interactions with other drugs 

• How the di sease affects the body 

• How ARYs work 

• I lo\\' 10 lise th em 

• Th e need to continue treatment 

• What 10 do if a pill is forgotlen 

Adherence issues 

(including traditional medicines) 

Wh ich side effects can occur & what to 

do if thcy occur 

• When and where to get re-supply 

• Ge nerall y speaking, do your patients keep their appointments? 

• How do you think your patients do, genera lly speaking, in terms of adherence to ART? 

• Coul d you esti male Ihe percentage of you r palients who you think are "suffic iently ad herent" to 

ART? (Respond elll gives Iheir definition of 'suffici ent ly adherent' what leve l is that?) 
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• What do you use to determine adherence (probe: appointments, refi ll s?) 

• We would like to get yo ur views on the foll owing (probe): From your experience 

• How wou ld you compare adherence between women and men? 

• How wo ul d you compare adherence between older patients and younger patients? 

• How does a patient's educationa l level affect adherence? 

• How do you think the distance to th e hea lth faci li ty affects adherence? 

• Fro m you r ex perie nce how do you think the following affect adherence? 

I-lavi ng or not hav ing a treatlllent- • Side effects? 

support partner? • Lack of food? 

• Durat ion of lreatment? • Knowledge about ART? 

• What strategies are in place to monitor adherence? 

• What strategies are in place to support adherence? (probe: fam ily/co mmunity invo lvement). 

• What are the ma in challenges you face in supporting your patients to adhere to ARV drugs 

(especia lly for longer te rm users)? 

Thank you very much fo r your participation in thi s interview. 
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~ ,!'\ ~ .. , 1 L l n:illll(lUII4 .. "l'lI pill count 

;\!;l m~ or Health Faci lity __________________ _ Card No. 

Ser Nault! ur the regimen Code of Prev iOliS QIV Qll' letl Date Day Regimen Qt)' taken QIl' QI\' Pi li s Percent 

No. r~!.!.imen date taken to be counling since ('xtra in supposed supposed 111 issed adherence 
01 = ZDV+ HC 450mg issued home untaken is done last previous to be taken to be left 

(Combivir) (Iolal) issue visits 
01 = Zidovudine 300mg 
03 = Stavudine 30mg 
04 = Stavud ine 40mg 
05 = Abacavir 300mg 
06 = Lamivudine 150mg 
07 = Neverapine 200mg 
08 = Efavimez 600mg 
09 = Didanosine 100mg 
10 = Didanosine 25mg 
II = Didanosine 50mg 
12 = Lopinavir/ritonavir 
166.6mg (kalitera) 
13 = Nelfinavir 250mg 
14 = Tenofovir 300ma 

I 
2 
3 
4 
5 

- -
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