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Abstract

This study aimed to evaluate the "Antiretroviral Programme" in two informal townships, Du

Noon and Doombacht, in the Westem Cape, South Africa. It evaluated how AIDS patients

access Antiretroviral Therapy (ART'), their knowledge of ART's efficacy, their adherence to

ART as well as their experiences of the quality ofservice at the Du Noon Clinic. Employing a

questionnaire survey among 124 (12%) respondents on ART of the registered 1, 050 clients

at the Du Noon Clinic, a systematic sampling of evelJf 9th client (of the 1,050) was done. To

generate findings of a qualitative nature, the study also used focus group discussions with a

total of 36 AIDS patients on ART (18 of this number were also part of the survey), 11

community health/home-based workers and in-depth interviews with 2 nurses in charge of

the rollout programme at the Clinic.

Based on the survey results, the study determined that 93% (n=115) ofAIDS patients access

ART at the Du Noon Clinic, 75% (n=93) of respondents reported to ART adherence and 75%

(n=93) displayed an understanding of ART's efficacy. It also revealed that 77% (n=95) of

AIDS petients made good comments regarding the quality of service at the Du Noon Clinic.

However, 25% (n=31) of AIDS patients were not adhering to ART. A Mann Whitney U test

confirmed a significant relationship between the respondents' length of time on ART and the

increase in CD4 count (p=0.01). However, AIDS patients who adhered to ART with the same

length of time on ART have a higher CD4 count difference (p=0.04). The focus group

discussions revealed AIDS patients' experiences of lack of confidentiality at the Du Noon

Clinic. In addition, in five of the six focus group discussions, respondents expressed concem

over disability grants not being awarded to petients with CD4 counts 200 cellslML and

bela'll. Notably, more than half of the respondents have been on treatment for more than

one year.

The study concluded that ART access is humanizing in the Westem Cape and controversial

AIDS treatment discourse has not significantly influenced the perceptions of AIDS pauents

regarding ART's efficacy. A high percentage (75%) ofAIDS patients were adhering to ARTin

Du Noon and Doombacht. Addressing concems over lack of confidentiality when accessing

ART at the Du Noon Clinic, as well as the quest for disability grants within the context of

AIDS treatment, could have further improved ART adherence in these communities.

i

I ART refers to the treatment with a combination of Antiretrnvirals. A combination of two or more ARVs is
regarded asHighly Active Antiretroviral Therapy (HAART). ARVsare the specific drugs used. Both tenus will
be used in those contexts.
2 AIDS patients cannow start treatment with a em count of 350 ce1lsIML. At the time of the interview, it was
200 cellsIML and below.



The study recommends that monitoring and evaluation (M&E) should involve measuring

factors that influence adherence alongside accessibility to ART. Secondly, there should be

mechanisms in place to maintain confidentiality in accessing ART as it is with Voluntary

Counselling and Testing (VCT) services to facilitate appropriate adherence to ART. Thirdly,·

future research needs to determine factors that have contributed to the success of the

Antiretroviral rollout at the Du Noon Clinic as well as to confirm a relationship between

access to disability grant and the level ofadherence in resource-poor communities.
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CHAPTER ONE

Introduction

1.1 Background

ART is the scientifically tested combination of drugs used to treat AIDS patients (Tayler, 2004).

These drugs boost the immune system, minimize the impact of opportunistic infections (Ols) and

prolong the life of AIDS patients. Between 2000 and 2004, South Africa went through a phase of

poor and inadequate ART rollout plan (Heywood, 2004; Nattrass, 2006, 2007; Robins, 2004).

This phase saw series of conflicts between the Treatment Action Campaign (TAG) and the

South African Govemment. TAC claimed that the South African Govemment under Thabo Mbeki

was reluctant to rollout ART effectively (Robins, 2004). Furthermore, there were controversial

debates about ART's efficacy to improve the health of AIDS patients in South Africa since 2000

(Mbeki, 2000; Rath, 2004). These controversial debates were projected through various means.

These include media's representation of the toxicity of ART (Kallon, 2008) as well as political

denialism, especially when Mbeki questioned the causal link between HIV and AIDS and the

former health Minister encouraged AIDS patients to take lemon, garlic, olive oil and African

potatoes as AIDS treatment (Nattrass, 2006, 2007).

Following these controversies regarding ART, many studies have surmised that the failure to

adequately rollout ART in South Africa as a result of AIDS denialism may have exacerbated the

increase of early deaths from AIDS related diseases (Heywood, 2004; Robins, 2004; Nattrass,

2007). Research studies have also maintained that collaborative traditional and biomedical

healing strategies are imbedded in South African communities, which in some cases, affect

appropriate adherence to ART (Mills, 2006). Indigenous knowledge in the context of AIDS

treatment, such as suggested remedies by the former health minister, posed an affront to

biomedical treatment of AIDS patients.

Africa is still home to more than 20 million people living with HIVIAIDS (PLWHAs). HIV/AIDS

related diseases remain one of the leading causes of deaths on the continent (UNAIDS, 2009).

In 2006, dose to 4 million people have died .from AIDs-related diseases in the world and
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Southern Africa is the hardest-hit region. In the same year (2006), in South Africa, it is recorded

that 370, 000 people died of AIDS-related diseases (UNAIDS, 2006).

1.2 Research problem

Drawing on the background of controversial AIDS discourse, political denialism and traditional

healing strategies, there have not been sufficient research papers on how AIDS patients'

perceptions of ART's efficacy and the quality of service at primary health care (PHC) units

influence their adherence to ART. Few studies have analysed the media's role in propagating a

controversial AIDS discourse that may have negatively influenced the choices people make

regarding what causes AIDS and ART's efficacy (Geffen, 2006; Kallon, 2008). Furthermore,

there are studies about the experiences of AIDS patients being exposed to collaborative

treatment strategies (Mills, 2006). However, an understanding of the relationships between AIDS

patients' knowledge of ART's efficacy, the quality of service regarding ART and the level of

adherence to ART in resource-poor communities is largely unknown.

1.3 Aim and objectives

This study aimed to evaluate the "Antiretroviral Rollout Programme" in two informal townships,

Du Noon and Doombacht, Cape Town, in the context of AIDS patients' access to ART, their

understanding of ART's efficacy, experiences of the quality of service at the Du Noon Clinic and

level of adherence to ART. The objectives of the study were:

• To measure AIDS patients' access to ART at the Du Noon Clinic that serves the Du

Noon and Doombacht townships

• To determine AIDS patients' knowledge of ART's efficacy in the context of controversial

AIDS discourse in South Africa

• To assess AIDS patients' experiences of the quality of service regarding ART at the Du

Noon Clinic and their level of adherence to ART
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1.4 Significance afthe study

A research study on how AIDS patients access ART as well as their knowledge of ARTs

efficacy and experiences of the quality of service regarding ART may provide some

understanding of how these factors influence AIDS patients' level of adherence to ART;

especially in communities, such as Du Noon and Doombacht that may struggle to provide the

human and material resources to maintain effective ART rollout. Consequently, this study may

provide some of the reasons AIDS patients do not adhere to ART in resource-poor communities

in South Africa.

1. 5 Thesis layout

The first chapter gives the background to the research problem, the research problem

statement, the significance and objectives of the study. It also explains the layout of the thesis.

The second chapter reviews literature on the global and Sub-Saharan HIV/AIDS landscape and

ART scale-up. This includes an apt linkage between the increase in HIV infection and the

corresponding demand for universal access to ART, the measuring of the CD4 cells, benefits

and adverse effects of ART. This chapter also reviews literature on the nature and response to

the South African burden of disease, the HIV/AIDS & STI National Strategic Plan (NSP), which

stipulates 80% target of national access to ART by 2011 and the HIV/AIDS population projection

for the Western Cape. It also incorporates discourses on the cost and safe use of ART as well

as scientific and non-scientific controversy on AIDS causation and treatment. Theories of healing

strategies that maintain the ea-existence of Western/biomedical treatment and traditional

medicine supposedly substantiated by political denialism since early 2000 to the mid 2000, are

also reviewed in this chapter. The third chapter gives a detailed methodology of the study and

the demographics of the target population. Chapter Four presents both quantitative and

qualitative findings, including the Mann-Whitney U test on adherent and non-adherent groups

and difference in CD4 counts. Chapter Five discusses the main findings followed by a

conclusion and recommendations in Chapter Six.

3



CHAPTER TWO

Uterature review

2. 1 Introduction

This chapter reviews literature on the global and Sub-Saharan trend of HIV/AIDS and the

demand for ART scale-up. Universal access to ART has been one of the key aspects to mitigate

the HIVlAID~ pandemic. The global impact of AIDS shows a rationale for governments'

commitments to ART rollout. Sub-Saharan Africa, which is the most affected region regarding

HIV prevalence, clearly features in this response to revitalise HIV/AIDS prevention and treatment

programmes. The review of literature on what makes up the immune system and how it is

measured including the benefits and adverse effects of ART is relevant, as the study maintained

that among the signs of good adherence to ART is the increase in the CD4 cells. This section

also reviews what informs the start of ART in resource-poor communities compared to highly

industrialised countries with better resources. These aspects are significant as the study seeks

to assess the adherence level of AIDS patients in resource-poor communities in particular. This

chapter also reviews literature on the impact of HIV/AIDS in South Africa in the second half of

2000 and the NSP, which seems to pave the way for a better ART rollout plan up to 2011.

However, the 80% national target does not correlate with the 100% universal access. There is

also no clear monitoring plan for adherence in the NSP. Finally, a review of controversial

scientific and non-scientific discourses regarding AIDS causation and treatment is presented,

which suggests in theory, that the perceptions AIDS patients have about ART's efficacy and

quality of service may have an influence on their level of adherence to ART.

2.2 The Global and Sub Saharan trend of HIV/AIDS

The global HIV/AIDS statistics have not shown a downward trend since the discovery of the

AIDS virus in 1981 (AIDS Images of the Epidemic, 1994, UNAIDS, 2000,2006, 2009). By the

end of 2009, the global HIV infection rate had reached 34 million with an increase of virtually a

million new HIV infections that SUbsequently increases the number of PLWHAs (UNAIDS, 2009).

In East and Central Africa alone, between 3.1 and 5.5 million children lost their mothers to AIDS

during the 1990s (AIDS Images of the Epidemic, 1994). The annual deaths of people of all ages
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increased from 1.7 million in 2001 to 2.1 million in' 2007 (UNAIDS, 2007, Kaiser Family

FoundationJUNAID/SCSIS,2007).

Sub-Saharan Africa, being the hardest-hit region of the world, carries over 67% of the world's

HIV infection rates and almost 72% of the global AIDS-related deaths (UNAIDS, 2009). Towards

the mid 1990s, one of the notable impacts of AIDS in Sub-Saharan Africa was the alarming loss

of life since the late 80s. It was envisaged that ~fe expectancy would have grown since 1985

without AIDS (AIDS Images of the Epidemic, 1994). However, between 1985 and 1990, AIDS

added an average of 10% to the annual death rates of people 15-49 years (AIDS Images of the

Epidemic, 1994). World Health Organization (WHO) predicts that by the dose of the 21"

Century, mothers of 5-10 million children under 10 years would have succumbed to the

pandemic (UNAIDS, 2007). Since the 1990s and in the first half of the 21" century, there has

been a steady increase in adult death rates by more than 40% (AIDS Images of the Epidemic,

1994, AIDS Epidemic Update, 2006). Research has predicted that by the beginning of the next

decade South Africa, which represents about 40% of Sub-Saharan Africa's economic output,

faces a real Gross Domestic Product (GOP), which would be 17% lower than it would have been

without AIDS (Report on Global AIDS Epidemic, 2002).

Research has also shown that youth and young adults in the Sub-Saharan region (as well as

globally) are at higher risk of HIV infection (Clark, 2003). At least 10% of those aged between 15

and 49 are infected in 16 African countries (UNAIDS, 2000, 2006). In recent times, demographic

studies show that HIV/AIDS has become the leading cause of deaths in Sub-Saharan Africa. It is

predicted that between 2000 and 2020, 68 million people would succumb to the AIDS virus

(Report on Global AIDS Epidemic, 2006, 2008). These proposed statistics threaten the future of

productive life in Sub-Saharan Africa.

2.2.1 ART scale-up

The magnitude of this impact and future projections, among other socio-economic factors, since

the early 2000, led to ART scale-up being highly considered, both globally and in the African

region in particular, to minimise the growing predicament caused by the AIDS pandemic.

According to UNAIDS (2006), Sub-8aharan Africa scaled-up ART tremendously through

implementing the 3 x 5 treatment strategy plan. In just two years, (2003-2005) AIDS patients

5



needing ART increased by 700,000 (UNAIDS, 2006). Each of these countries, Kenya, Zambia,

South Africa and India has over 100;000 people receiving ART. However,it must be noted

though that the number of those needing ART is much higher than those who have access to

them. In South Africa, about 116, 000 people receive ART but over 300, 000 need them (Global

Fund to Fight AIDS, Tuberculosis and Malaria, 2007).

2.2.2 The essence of ART

The human body has certain protective cells such as the CD4+ T-cells. These cells fall in the

category of "lymphocyte", which help to fight against common viruses or bacteria that affect the

body. HIV falls in the category of retroviruses and this virus has the propensity to replicate

whilst it is inside the cells of the human body using "two viral envelop glycoproteins, gp120 and

gp41 (Nattrass, 2007) (cited in Greene and Petertin, 2005:30). "This glycoprotein springs open

and 'harpoons' the target cell, leading to the release of the viral core into the interior" (Nattrass,

2007:41). This process means that the virus is being aided by these glycoproteins to gradually

destroy the CD4+ T-cells, leaving the immune system of the body unprotected to the attack of

other viruses or bacteria.

ART reduces damage to the immune system (CD4+ T-cells) and minimises the risk of HIV

transmission (Tayler, 2004). In other words, it suppresses what is referred to as the viral load

(HIV content in the blood) and gradually improves the immune state of the patient The impact of

Ols such as diarrhoea and tuberculosis are also curtailed. The first set of ARV drugs known as

Azidothymidine (or AZT) emerged as very successful (Nattrass, 2007:42). However, the

changing nature of the virus rendered AZT as a monotherapy ineffective to deal with the

mutating nature of HIV. Therefore, the standard to treat AIDS patients evolved into two or more

combination of drugs, hence the term Highly Active Antiretroviral Therapy (HMRD (Nattrass,

2007: 42-43).

2.2.3 Measuring the immune state

Clinical research has established that one of the major aspects in measuring the effectiveness of

ART is the progress of the CD4 count (Ananworanich, et aI, 2005; Calmy, 2004). Ananworanich

et al (2005) 'discussed ctinical trails where HMRT was terminated at some point (studying

particular patients' information) and kept track of the progression of the CD4 count, which forms

a vital component of how the immune state of AIDS patients progresses. This does not overtook

other significant factors, such as the viral load and the uniqueness of individual patients' medical

6



situations. In addition, the study concludes that a CD4 guided HAART can be a viable option as

wel~ as a cost-savinq strategy to treat AIDS patients and-recommends that it·should be :

considered for clinical practice based on the confirmation of larger trials. This refers to the

process of employing similar strategies with lager sample sizes and with longer follow-up

systems (Ananworanich et aI, 2005: 528).

2.2.4 Adverse effects of ARVs

As much as ARVs have been successful in minimising the replication of HIV in the body and

improving the health of patients, there are known adverse effects as is the case with many other

strong drugs. These adverse effects include "Nucleoside Reverse Transcriptase Inhibitors

(NTRls). These are linked with "body fat redistribution, hypetensitivity syndrome (fever, nausea,

vomiting, symptoms suggestive of upper respiratory tract infection, rash, headache and

diarrhoea)" (Nattrass, 2007: 42-43).

2.2.5 Starting ART and quality of service in resource-poor communities

ART rollout in resource-poor communities, especially in Africa, has been a serious concern

because most Sub-Saharan African communities struggle to provide the adequate resources

and accurate testing instruments for CD4 cells and viral load (Wilson & Blower, 2005: 133;

Calmy, et ai, 2004: 2353; Singler & Farmer, 2002: 1650). This problem sometimes causes

prioritisation of ART, i.e., treating those who are in greater need of treatment than those whose

health may not be too severe. (Calmy, et aI, 2004: 2354). In the context of the inadequacy of

measuring the CD4 cells and viral load, this phenomenon has attracted researchers to

understand the best ART systems to employ in low and medium countries. In relation to this

inadequacy of measuring the CD4 cells, some authors have argued that introducing HAART

may not be a priority in low-income countries where there are no adequate resources to manage

it therefore, rendering it counterproductive (Baggaley, 1998). In highly industrialised countries,

such as the United States of America, the introduction of HAART has reduced AIDS related

morbidity and mortality by 90% (Singler & Farmer, 2002: 1651) because in these countries, the

discourse of ART treatment has become both a health and human rights issue. However, it is

noted that these countries have the resources to manage effective ART rollout.

Conversely, research in Haiti, which is one of the poorest countries in the Western hemisphere,

with an HIV prevalence rate of more than 6% of the adult population, revealed that in 1998 ART

rollout saved many lives that would have been lost had it not been for timely introduction of ART

7



(Singler & Fanner, 2002:1652). Interestingly, ART was introduced in spite of the" ill-equipped

medical system-to conducttests for CD4celis and viral load.- The measuring levels used to 

determine the commencement of ART "were based on the criteria that include nature and

frequency of opportunistic infections, weight, neurologic status and severe hematologic

abnonnalities to identify those patients in greatest need" (Singler & Farmer, 2002: 1652). In this

resource-poor community, it is reported that about 200 of the more than 2100 HIV-positive

patients received HAART based on the criteria stated above. Furthermore, to maintain

adherence, there are community-based workers referred to as "accompagnateurs" who follow up

patients on a daily basis - a system called "directly observed therapy [OOn-HAART" (Singler &

Farmer, 2002: 1652).

Lessons can be learnt from the Haitian ART rollout plan, which displayed a unique fonn of ART

rollout service based not only on the monitoring plan of those who access treatment at the PHC

units, but starting ART in spite of limited resources; particularly in the context of inadequacy to

measure CD4 cells and viral loads. In addition, the daily monitoring by community health

workers ensured consistent treatment, which subsequently led to a reduction on mortality rates

(Singler & Fanner, 2002: 1653). This was not seen among patients who were not on treatment,

as most patients who were hospitalised, were those who were not on ART.

In Brazil as well, quality of service regarding ART started with a feasible rollout plan. It is

observed that no regimen was prescribed that did not comply with a particular standard that has

been set Furthermore, the ART rollout plan was followed by a very good tracking system of

adherence (Carmody, et al, 2003: 381). This notion of tracking adherence to ART is

simultaneously carried out as AIDS patients access ART.

Comparatively in South Africa, with more PLWHAs and even with applied technology in

measuring CD4 cells and viral loads, it was a contentious process before 2010 whether to start

ART at 200 cellslML and below or at 350 cells/ML and below. This issue was extensively

discussed in one of the recent AIDS conferences held in Durban, South Africa in March and April

2009. The outcomes of research presentations at this conference may have contributed to the

commencement of ART at the threshold of 350 cellslML. Had this been done much earlier, it

would have prevented severe impacts of AIDS in the country.

From the experiences in the above countries, such as Haiti and Brazil that share many socio

economic factors with South Africa, it is important that some resource-poor communities explore

similar measuring guidelines to start ART in spite of inadequate facilities to adequately measure

8



the immune system, as people in need of ART may be showing visible signs and symptoms of

full blown ·MDS. These mayinc!ude frequency oropportunisticinfections;'weight, -neurologic - 

status and severe hematologic abnormalities as in the case of Haiti. ART rollout alongside a

proper monitoring plan that includes community health workers, has proven to be a vital

component to consider in both access and adherence to ART. These lessons may inform good

practices in the South African situation of ART response in resource-poor communities.

However, it must be noted that one of the good practices already shown at the Du Noon Clinic is

the use of community health workers offering counselling services to AIDS patients who may be

facing diverse socio-economic problems that may affect their adherence to ART. This practice is

similar to the Haitian and Brazilian situations of monitoring good adherence to ART.

Finally, to ensure improvement and sustainability regarding ART rollout in resource-poor

communities such as Du Noon and Doombacht, one of other explored areas is to improve on the

capacity of medical personnel trained in global health. It has been observed that very few

medical schools globally offer relevant and sufficient training to respond to these health

challenges in Africa, since most of these trainings require internal institutional support, which is

limited (Singler & Farmer. 2002: 1651).

2.3 HIV prevalence in South Africa

More than five million people are living with HIV in South Africa (Department of Health, 2005). By

early 2000, AIDS has become one of the leading causes of deaths in the country (Department of

Health, 2004). In 2006, it was reported that South Africa, as well as some of her immediate

neighbours. Botswana, Lesotho and Swaziland, have the highest antenatal HIV prevalence in

the wond (South African AIDS Council, 2007).

The figure below shows an estimated HIV prevalence among the whole population, antenatal

Clinic attendees and adults (aged 2Q-64) (Department of Health, 2008).
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Prevalence of HIV in the South African Pop ulation, 2008
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Figure 1 Prevalence of HIV in tile Soutn Afncan population. 2008

Tayler (2004:1) record s that "treatment to Prevent Mother to Child Transmission (pMTCT) during

birth or through breastfeeding can reduce pediatric infection rates by as much as 70% percent

when combined with care for the mother and changes in feeding practices". In this regard.

treatment circumstantially is clearly a form of prevention (Tayler. 2004). With almost 30% of

South African women in 2006 being infected with HIV, it could result in alarming number of HIV

positive babies and a subsequent high death toll without adequate treatment (Department of

Health. 2006). The above figure (Figure1) also shows a high HIV prevalence among adults in

South Africa with the lowest being 9% in the Western Cape Province and the highest. 28% in

Kwazulu Natal Province.

2.4 An overview of the treatment stra tegy in the " HIV/AIOS & sn National Stra teg ic Plan

for South Africa (2007.2011)"

The NSP (2007· 2011) draws signrficantly from the National Strategic Plan (2000-2005) as a

main guiding document for the past five years prior to the revised document (South Afncan AIDS

Council (SANAC, 2007). The pnmary aims of the NSP (2007·2011) plan are " (1) to reduce the

rate of new HIV infections by 50% by 2011, and (2) to reduce the impact of HIV/AIDS on

individuals, families , communities and societies by expanding access to treatment, care and

support to 80% of all HIV posit ive people and their families by 2011. There are certain key

issues that are worth noting about the NSP. Firstly, the national target of 80% national access
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does not correspond with the 100% universal access to treatment put forward for governments

·tv ernbarkun.. Therationale for 80% national access tc ARTis alsonot clearly stated in the- 

NSP. In as much as it may be related to the huge cost of ART and feasibility of achieving 100%,

a review of literature confirms that inadequate rollout appears to be more costly noting the

impact of the pandemic on the South African population. Therefore, if the health budget

resources could manage 100% rollout, it would be a viable option. A target of 100% can

motivate stake holders to scale-up HIV prevention and treatment and activities in this regard. In

a recent HEAIDS conference (March 2010) in Johannesburg, the health minister Dr. Aaron

Motsoaledi stressed that PMTCT, for example, should be renamed EMTCT, which stands for

Eradicating Mother-te-Child Transmission. Accordinq to this stance, no child should be born

with HIV in subsequent years as there is the availability of ART to completely eradicate it This

can only be done when every mother is tested before child birth. The two proactive strategies,

which are HIV testing and adequate access (100%) to ART, among other factors, may signal

hope to deal with the impact of the pandemic in South Africa.

The NSP highlighted some of the causes and determinants of the epidemic in South Africa.

These include contextual factors such as cultural attitude and practices, as well as the

disadvantages of residing in informal settlements in the context of the impact of AIDS (SANAC,

2007: 30-32).These interconnected issues include unemployment, and inadequate and poor

public health education. Furthermore, the NSP highlights that cultural attitudes and practices,

which may compound HIV infection, is an under-researched area (SANAC, 2007: 31). Some

cultural and traditional practices that indude piercing with unsterilised instruments, male

dominance and women subservience have been identified as determinants of the epidemic in

South Africa. Research has shown that HIV prevalence in informal settlements is almost twice

as that in urban formal areas (13.9% higher) (SANAC, 2007: 32). It is argued that the factors

envisaged stemmed from "social fragmentation" that may increase the unsafe sex practices

including inadequate housing, and aforementioned poor health facilities (SANAC, 2007: 32). The

Du Noon and Doombacht communities show evidence of some of the issues highlighted by the

NSP. These will be discussed further in the next chapter.

The treatment, care and support plan within the NSP aims to provide national and equitable

treatment and strengthening of health systems (SANAC, 2007: 45). A key aspect in this plan is

the provision of antiretrovirals and nutritional supplements as well as the training of health

personnel and community workers, including refurbishment of health institutions. Community

home-based care and organisations have positively responded to the pandemic, which signalled

a revitalised approach to the pandemic (SANAC, 2007: 45). However, in the Du Noon and
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Doombacht communities there is evidence of insufficient personnel to respond to the growing

iTlIlnber of AtDS patients as well-as poor worlting conditions 'aml "health fac:i~ties. This will be

discussed further in the next chapter. The document further mentions that South Africa has the

largest number of people enrolled on antiretroviral therapy in the world even though there are

still more people in need of this and related interventions to reduce morbidity and mortality from

HIV and AIDS (SANAC, 2007: 45) This number should have increased had it not been for a

delay in ART rollout in the country.

The second aspect of the NSP that is worthy of note is the priority areas that the SANAC has

identified following a monitoring and evaluation system. There is not a dearly defined monitoring

system for measuring levels of ART adherence alongside access to ART in this document. In

reviewing outcomes of the NSP, certain areas form the basis of monitoring and evaluation.

These indude:

• The level of coverage of services for prevention, treatment, care, support and legal and

human rights that has been reached

• The affected populations that are not being adequately reached

• The major obstacles in reaching these populations and the strategies that can be devised

to overcome these challenges

• The resources that are needed to move significantly to achieve the goals of the NSP

(SANAC: 105-109).

The aforementioned primary aims of the NSP and the areas of monitoring further show that

there is not a clear plan to monitor AIDS patients' adherence among the aforementioned

services provided. The NSP rocuses more on access, even though not 100% as expected by the

universal access plan that governments are encouraged to adopt.

2.5 The HIV/AIDS population projections for the Western cape

The Western Gape commenced ART rollout as early as May 2001 in spite of the government's

procrastination (Natlrass, 2007: 165). In this regard, there have been success stories about the

cooperation of the Western Gape govemment as opposed to the national commitment to ART

rollout. Goemare, who was head of Medicines Sans Frontieres in South Africa stated that his

working relationship with the Western Gape Govemment was the best he has ever had; whereas

his relationship with the South African National Government was the worst (Natlrass (2007:
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165). Acco rding to the Projection Population for the Western Cape 2001 to 2025 (Dorrington.

2005), following the impact of HIVIAIDS. the Actuarial Society of South Afri ca (ASSA) 2003

model was adapted to correspond to the situation in the Western Cape .

Excerpts from one of the summary results show that ART is expected to have an immediate

impact on the mortality of adults bu1 the exten t of this impact diminishes over time since ART is

only expected to increase life expectancy by some five years on average (Dorrington. 2005 : i).

The graph (Figure 2) shows the projected impact of interventions on the number of people

infected with HIV/AIDS. There will be an increase of close to 50.000 of those on ART between

2008 and 2014.

Number of patients on ART in thousands
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Figure 2 Impact of mtervennons on the number of people mfected wTl/1 HIV In the Western Ca pe

(Dorn~on. 2005 : 17)

The next graph (Figure 3) shows the number of new infecti ons per annum and project that with

the increase of treatment. there will more decl ine of new infections since 2010 wh ich will

continue until 2014 if treatment continues.
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(Domngton. 2oo5 15).

Co nversely, there is a project ion that there would be an increase in the num ber of deaths with

those who are not on treatment (Figure 4).

These projections intimate that there would be a further decl ine in the infection rate (in

thou sands against the years 1990-201 4) following continu ing ART and there would conversely

be an increase in the deaths if these treatments are curtailed . This resonates with scientific

find ings regarding the efficacy of ART (Tayler, 2004; Schneider, et ai, 2007).
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However, these projections are' based on expectations -of a contincing availability tc ARf;

including PMTCT. They do not include the projections of the adherence level of AIDS patients as

well as the quality of service in resource-poor communities.

2.6 Cost and theories of safe use of ART in South Africa

The cost of AIDS treatment remains one of the challenges to the effective fight of the pandemic

in South Africa. The highest numbers of people needing ART are normally found in resource

poor communities (South African Health Department, 2006). Treatment of all those infected in

South Africa may have cost the South African government over $1 billion dollars accordinq to the

plan for treatment that was adopted in 2004 (However, this cost of treatment could save the lives

of about 1.7 million people by 2010 if all those who need ART have access to it). Without

adequate treatment of AIDS, this can cause the rise of 1.8 million orphans by 2010 (Schneider,

et ai, 2007) which may militate against the productivity of the future generation.

In response to the universal access to the ART Programme, the health budqet of South Africa

comes under scrutiny. Firstly, universal access to ART was clearly defined to understand the

scope and its impact on the government's budget, which means that the government must be

able to meet "100% ART coverage" (Schneider, et ai, 2007) from the moment it was introduced

in 2004 - not the levels achieved. It is stated that if this hypothetical stance of universal access

were met, a cumulative 3.3 million people would remain in care by 2014 at an accumulative cost

of $12.5 billion. In addition, it is estimated that if the health budget was constant (in real terms)

over the period, 16% and 47% of the budget would need to be allocated to the ART programme

in 2006 and 2014 respectively (Schneider, et ai, 2007: 9). With all indications, effective ART

rollout may require 20% of the health budqet by 2014 (Health systems and antiretroviral access,

2007).

However, it has been noted that the NSP stated 80% ART coverage by 2011. This may be as a

result of the high cost of ART. In addition, because of inadequate facilities in PHC units,

achieving 80% national access may be feasible. Nevertheless, weighing the cost of those who

will not have access (theoretically, 20%) may not augur well for PLWHAs in the South African

population.

On the other hand, the misuse of drugs is a common problem worldwide, not only in South

Africa. Educationally disadvantaged communities as well as those with comparatively better
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educational outputs have evidence of the misuse of drugs (Department of Health, 2002). Thus,

even though 7\RT is available; it carrstilt be misused. With possible inadequate heatth facilities'

and the misuse of drugs coupled with limited trained medical doctors, insuffident care, and

support mechanisms to monitor ART usage (Baggaley, 1998; Wilson & Blower, 2005: 133;

Calmy, et ai, 2004: 2353) the tendency for people needing ART but have it in short supply, may

be encouraged to seek other means of treatment.

Qualitative studies in South Africa have shown shifts in the experiences of some people as they

search for the cause of their disease and methods of treatment (Mills, 2006). People referred to

as pseudo-sdentists and/or African herbalists, now put forward new forms of treatments, which

may be counter-productive to AIDS patients (Geffen, 2006, 2007; Kahn, 2005; Farber, 2006;

Rath, 2004). In relation to the essence and starting of ART, the question pertaining to actual

places of accessing ART is significant. There have been series of controversial healing

strategies by "quack" doctors and healers who daim to possess medidnes that cure AIDS

patients (Nattrass, 2006, 2007; Geffen, 2006; Rath, 2oo4). Most recently, on the popular ETV

show, "3'" Degree", presented by Deborah Patta, on 17'" November 2009, discussions pointed to

AIDS patients believing that they had access to a variety of areas and sources to cure AIDS

what they believed cured AIDS from a variety of areas and sources. These indude traditional

healerslsangomas. Traditional and alternative medicines threaten the successful biomedical

approach to AIDS treatment, "one which has seen an unholy alliance between the Rath Health

Foundation and some traditional healers" (Nattrass, 2007: 233). Traditional healing has been

part of the life of most African communities and post-modem theories have ushered in a rethink

of development strategies in Africa, which reveals the significance of indigenous knowledge and

have become a serious affront to Westem forms of treatment in South Africa and Africa as a

whole.

Drawing from this theoretical frameworll, as well as the misuse of drugs, the appropriate use of

ARVs may come as a challenge to communities embedded in traditional healing forms (Kallon,

2008: 12). Previously, indigenous knowledge was seen as "obstacles to development" but now it

is daimed by some that these are pivotal to discussions on sustainable resource use and

balanced development (Briggs and Sharp's, 2004: 671).
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2.7 Themes of poverty and unemployment in AIDS treatment discourse

Altemative treatment and unsafe uses of ART are not the only challenges that face South Africa.

Poverty and unemployment are two themes that run through the literature of AIDS treatment in

South Africa. A look at a poverty and unemployment model, Scott (2003) sheds some light on

possible interventions to help disadvantage communities, (such as Du Noon and Doombacht) to

maintain good adherence. This model shows that an engagement with communities about their

needs can be useful to facilitate better outcomes regarding service delivery in the context of ART

rollout. Even though the clients did not mention that they kept their CD4 count low to access

continuing disability grants, further discussions with community health workers revealed that

some clients deliberately refused to take their ARVs accordingly because they wanted to be

eligible to apply for disability grant.

The South African govemment acknowledged how inadequate the local govemment policy was

in terms of addressing "anticipated levels of development" (Nel & Binns, 2001: 355). Two of the

key issues that precipitated this policy and legal processes were to salvage the high employment

rate within local communities and to promote social and economic development Scott's (2003)

model firstly outlines a school of thought on measuring unemployment and poverty. Poverty has

been poorly measured over the years (Table 1). This may have hindered a dear approach to

design strategies to address continuing problems in disadvantaged communities. He

summarised a metamorphose nature of poverty and how it can be measured at the tum of the

new millennium. The fourth measurement of poverty looks at sustainable livelihoods and the

conceptual model is the emphasis on multi-dimensional aspect of poverty which is to develop

human capacity and service delivery. In the framework of adherence to ART, the improvement in

the service delivery and development of human economic capacity to provide for themselves,

may alleviate the desperate economic situation of AIDS patients who hinge on grants from

government that may not even offset the expenses of their basic needs.
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1. Income-based 2. Basic needs (19705)
kind (widely
used) ..

3. Social Exclusion
(19805)

4. Sustainable
livelihoods (19905)

" Unempoyrnent
rates

• Income levels
" Expenditure

levels
• Proportions of

population
below defined
poverty lines

!
Conceptual model

!
Emphasis on rnoney-»
wages, grants, SUbsidies,
etc

"Avallabllty of
social and physical
Infrastructure
~hosptal

services, pipe
borne water
supply, proportion
offoonal housing

!
Conceptual model

!
Emphasis on meeting
specific needs-such as
housing, services, basic
health facility, educational
and transport facilities

" Maintain Political
and cultural
norrns-« spatial
arrangement,
immigrant
em p1oyment,
access to water and
fUel, gender parity

!
Conceptual model

!
Emphasis on things not
satisfied by money-
institutionalized racism,
sexism, marginaJization, etc.
Policy focus must address
such issues.

• Economic and
environmental
sustainablity~

enhance the
asset bases of the
poor, prioritize
needs, monitor
levels of
alcoholism, rape
statistics, housing
delivery, quality of
housing, etc.

!
Conceptual model

!
Emphasis on multi-
dimensional aspect of
poverty_ develop human
capacity and service
delivery

Table 1 Conceptualisation of poverty and unemployment over the paslfour decades

Scott (2003) explains that, 'percentage population in housing' against 'average household

income' as against 'rate of tuberculosis infection' against 'annual incidence of rape', could quite

well lead to very different proposed strategies of intervention" (Scott, 2003: 490). This asped

leads us to Scott's (2003) concluding analyses, which presents a hybrid or nuanced poverty

indicator system. This hybrid approach issued to lead to what is termed "a composite index of

indicators that is a collection of measures representing each approach" (Scott, 2003491). Even

though there would be different interventions as well as possible contradictions, it would be

helpful if it "implies a significant commitment with respect to poverty relief at the local

administrative level. .. [and use] a paradigm that is both participatory and transparenr (Scott,

2003: 492).

These issues lead to developing a framework of indicators, which would incorporate:

• process of poverty and outcome oriented

• viewing poverty from the perspective of the poor

• inputs that are data specific and sensitive to imbalances in power

• encourage integrated management with emphasis on communication between tiers of

govemment and comparisons between localities
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This participatory approach to development, some studies have outlined, is the essence of

communiiy-based and participatory approaches to HIV-prevention and treatment Wyk; et ai, 

(2006: 11), examine the crucial role communities play in addressing social and health problems.

It emphasises a bottom-up approach and understanding of a particular commodity's behaviour

on certain phenomena. Drawing from several other sources, the author indicates 'participatory

programmes draw on the active participation of members of the community in the

implementation of the intervention (e.g. [AIDS] peer educators) or some or all the stages of

development and implementation... • (yVyk, et ai, 2006:11).

Scotts' (2003) model potrays a sound reference for addressing high employment and poverty,

where community stake holders actively participate in solving problems, induding the impact of

AIDS in their respective communities.

2.8 Scientific and non-scientific controversy of AIDS causation and therapy in South

Africa

Peter Duesberg and David Rasnick were part of the Presidential AIDS Advisory panel that met

on two occasions (Presidential AIDS Advisory Panel, 2001). This group of AIDS denialists

substantiates their presentations from scientific research. Rasnick daimed that the use of ART

can be toxic and can have adverse effects on the natural immune response to HIV (Presidential

AIDS Advisory Panel, 2000). Baker (2000), a specialist registrar in infectious diseases and HIV,

maintains that providing ARVs to PLWHAs in Africa may not reduce the spread of AIDS; it is

likely that these drugs can even compound the ailment. One of his reasons for such a

dedaration was that people who are infected with the virus would not be able to take the drugs

appropriately. Therefore, it would be necessary to emphasise prevention rather than treatment.

However, in 2006, 82 HIV activists, medical doctors and scientists appended their signatures in

a letter addressed to President Mbeki stating that •ARTs are the only medications currently

available that alleviate the consequences of HIV infection" (Letter to South Africa's President

Thabo Mbeki, 2006).

On the other hand, public/popular controversial debates on AIDS treatment are worth noting.

Geffen (2007) expounded on the wide media coverage the views of denialists have enjoyed,

which may have had a far-reaching effect on the ch.oicespeople would have to make about what

causes AIDS and the best forms of treatment for AIDS. Instances of denial cases and
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proponents of the new treatment that received media attention and coverage indude that of the

Vander Maas' Africa concoction-for the treatment of AIBS patient, Chrisella Kamanda onKaya

FM as well as David Rasnick and Sam Mlilongo's views widely published in the Citizen. It was

purported that these media organisations have many subscribers to their programmes and

publications and thus can affect the views and perceptions of people regarding the cause of

AIDS and treatment.

2.9 Political denialism and the discourse of AIDS Treatment

Gevisser refers to Mbeki's use of "unsolicited dossiers from two determined South Africans

urging him to rethink the paradigm driving his government's fight against AIDS' ( 2007: 727). He

also expresses the view that Mbeki was influenced by the "paradigm' shift where Africans have

to do things differently (Gevisser, 2007: 727). Some contents of Mbeki's letter to world leaders

tend to comply with this analysis which states that: "Accordingly, as Africans, we have to deal

with this uniquely African catastrophe ... We will not ourselves, condemn our own people to

death by gMng up the seercn for specific and targeted responses to the specifically African

incidence of HIVlAids" (Mbeki, 2000).

Mbeki's statement about •... not gMng up the seetcb for specific targeted responses to the

specifically African incidence of HIVIAids" highlights the aspect of traditional medicine that was

propagated by his Health Minister, Manto-Tshabalala Msimang (Nattrass, 2007, Kallon, 2008).

Even before these assertions, traditional healing methods have been part of the social and

cultural life of many South Africans. The Health Minister, Manto Tshabalala-Msimang on the

other hand urged AIDS patients to "take lemon, garlic, olive oil and African potatoes to boost

their immune systems ... • (Nattrass, 2007: 133) and maintained that the Health Minister was

reluctant to allow the expected HAART rollout in spite of its economic advantage on government

revenue. It was only after "bruising TAC [Treatment Action campaign] civil disobedience and a

cabinet revolt in 2003 that the government committed to a HAART rollout" (Naltrass, 2007: 5).

The Health Minister also "failed to spend the resources allocated to her by the Finance Minister

for this purpose' (Nattrass, 2007: 6).

Following the attitude of the former Health Minister (now deceased), there appeared two

theoretical strands. Firstly, influencing AIDS patients to take other forms of treatment poses a

health hazard in the context of the impact of the AIDS in South Africa. Secondly, the unspent

resources allocated for ART rollout also exacerbates the problem of AIDS patients not only

taking wrong treatment but not having access to adequate ART rollout
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Trying to unravel some of the possible reasons for Mbeki's questioning of AIDS science,

Natlrass (2003) initially thought that it was because of the high cost of ARVs. As highlighted, the

cost of ARV rollout appeared to have severe economic implications for govemment revenue and

"Mbeki's critique of AIDS science [was perhaps] a political smoke-screen to disguise a hidden

economic calculus" (Nattrass, 2007: 4). However, research revealed that the govemment could

"save" more if there was the expected rollout of ART modified because there would be a higher

cost to treat AIDS patients (Nattrass, 2003: 5). This argument was supported (Robins, 2004) as

a result of the reduction of drug prices, which showed that HAART rollout was economically

feasible (Nattrass 2003: 5).

Conversely, other analysts claim that during Mbeki's reign the media and some AIDS activists

have handled some of the issues regarding AIDS badly. Roberts (2007: 180-181) claims that

Mbeki has never been an AIDS dissident and has maintained that the Finance Minister under

Mbeki's reign allocated R1.7 billion to fight HIV/AIDS in 2007 and an anticipated budget of R5

billion in 2009/10. (Roberts, 2007: 186).

These controversial discourses of AIDS treatment both scientific and non-scientific may have

. confused and influenced a significant number of people regarding the best option for AIDS

treatment in South Africa (Kallon, 2008).

2.10 Conclusion

As a result of these controversial HIV/AIDS discourses in different fonns, it is theorised that firstly,

many people may have doubted the effectiveness of the ART rollout plan and HIV/AIDS policy

throughout the first half and the beginning of the second half of the year 2000. secondly, the

perceptions of many, including AIDS patients may have been negatively influenced regarding

ARTs efficacy and ineffective ART rollout services. The extent to which this discourse has

affected AIDS patients' knowledge of ARTs efficacy and their level of adherence in the target

population will be investigated. It is worth considering how this confusion surrounding the virus

that causes AIDS and the kinds of treatment has filtered down to AIDS patients in South Africa.

How have these controversies influenced their perception or their attitude to ART? 00 AIDS

patients refer to some statements of denialists as true? Do they think indiscriminate sexual

intercourse without condoms is risky? According to what they have heard from dissidents, are

there other ways to treat AIDS patients apart from ART? These thoughts infonn the broader

research questions for the first part of the survey to understand AIDS patients' accessibility to

21



ART as well their understanding of ARTs efficacy. As stated in the objectives, an understanding

of KiDS patients' access to ART wit; be measured alcnqside determining their knowledge'of

ARTs efficacy, and assessing the quality of service at the Du Noon Clinic and level of adherence

to ART.

\

\
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CHAPTER THREE

Methodology of the study

3.1 Introduction

The study involved a combination of quantitative and qualitative research methods. The study

design was descriptive. Qualitative research complements quantitative surveys to understand

complex social phenomena, such as HIV/AIDS where HIV positive patients do not always feel

comfortable to speak about their experiences. Quite often qualitative studies precede

quantitative surveys to inform the proper designing of questions (Bauman & Adair, 1992).

However, in this study, apart from a pilot study that included a brief qualitative interview, the

qualitative method followed the quantitative one because the research team needed to gain

further understanding of certain phenomena rather than informing the designing of a structured

questionnaire. This chapter explains a detailed process of both the quantitative and qualitative

methods undertaken in this study. It also gives demographics of the target population and health

situation of the target population.

3.2 Pilot study

Several visits were made to the study areas, Du Noon and Doombacht, to understand certain

socia-economic and behavioural pattems of potential respondents. A brief interview was

conducted with one of the nurses in charge of the ART rollout programme at the Du Noon Clinic

that serves both Du Noon and Doombacht. A pre-testing of survey questions with a small

sample of AIDS patients at the Du Noon Clinic was also conducted. These visits were also

geared towards establishing a good relationship with community health leaders in the area, as

they 'MJrk directly with AIDS patients, in order to gain smooth access to the information needed

for the study. Respondents' understanding of questions and honesty in reporting their

experiences help researchers collect reliable sources (Meriwether, 2001).

The first step in the pilot study was to make contact with the nurses in charge of the rollout

programme at the Du Noon Clinic and have a brief discussion regarding the structure of the ART

rollout programme. Responding to some questions drafted about the access and adherence to

ART, the nurses explained about the start of. the ART rollout programme in Du Noon, the

number of clients that come for treatment on a daily and weekly basis, and their altitude towards
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treatment In this interview, it was initially revealed that the health of most patients improved

since the -start otthe programme. This brief interview informed the designing·of in-depth

interview questions (Bauman & Adair, 1992). Some of the issues expressed by the nurses, such

as the community health ART monitoring plan available at the Du Noon Clinic, informed the

design of survey questions for AIDS patients. These induded having the understanding of the

length of time AIDS patients have been on ART and their present CD4 count, which to a large

extent tells us about the improvement of the immune state of the clients. An agreed date and

venue was reached for the in-depth interview.

The second step in the pilot study was to make contact with three community health workers and

four AIDS patients to pretest focus group questions. These community health workers in the pilot

study helped to locate potential respondents after the computer systematic sampling process of

respondents for the study was done.

Two group discussions were held. The first discussion was to generate responses to the focus

group questions and to identify any problems in the area of clarity and better wording (Bauman &

Adair, 1992) with the community health workers. The second group discussion was done with

four AIDS patients, who were dients of three community health workers. These discussions

were also geared towards having an understanding about the educational standard of the

potential AIDS respondents. This process helped the researcher to simplify some of the

questions. In addition, suitable dates and times were agreed upon for those potential AIDS

patients who were expected to fill in the questionnaires and hand them in. This was to ensure

participation of the expected number of AIDS patients required for the study as well as.adequate

response to the questions (Meriwether, 2001).

Finally, each of these community health workers had !\NO volunteers among their dients to fill in

the structured questionnaire for the survey part of the study. Each of the questionnaires was

filled in and was collected at an agreed date. The responses to these questions helped the

researcher understand that a self-administered questionnaire to respondents in Du Noon and

Doombadlt, who have not gone as far as tertiary education, can still answer the questions.

However, some questions were not answered. When asked if they failed to answer a question

because they did not understand it, they said no. It was mostly a case of not being sure of the

answer, rather than not understanding the question.
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It must be noted that the community health workers and one of the nurses in charge of the ART

rotlout programme at1he Du Noon Clinic also formed carrot the participants for the actcartocus - ..

groups and in-depth interviews respectively.

The pilot studies were done in December 2009 and the actual interviews were done on selected

dates in January and February 2010 for the survey, focus group and in-depth interviews. Before

explaining the sampling procedure and strategy it is important to have an understanding of the

demographics and health situation of the target population.

3.3.1 Demographics of Du Noon

Du Noon has a population of 9,036 people. The African population is the largest, VJhich is 90% of

the total population. The other groupings, namely Coloured, 90/0, Indian/Asian and White, make

up only one percent Most (46%) of the population is between the ages 18-34. The educational

level of most (730/0) residents, who are above 20 years, falls between grades 1-12. More than

half (530/0) of the population is unemployed. Ninety percent of those employed earn less than

R1, 700 per month (Statistics South Africa, 2001).

3.3.2 Demographics of Doombacht

Doornbacht has a population of 4,082, and 990/0 of this population is African. Sixty percent of this

number is between the ages of 18-34. As it is with Du Noon, 73% of the population attained

grades 1-11; 57 % are unemployed; and 84 % earn below R1,700 (Statistics South Africa,

2001).

3.4 Overview of health situation in target population

Du Noon and Doombacht are within the Blauuwberg sub-district of the Western Cape and with

an HIV/AIDS prevalence rate of 9% from antenatal attendees (Western Cape Department of

Health, 2007). From the pilot studies it was discovered that there is a lack of adequate housing

infrastructure in these populations, especially Doornbacht, which is usually referred to as a

squatter camp. There are problems of overcrowding and alcohol abuse. Following from the

problems identified in the NSP. these communities are struggling in the area of proper health

facilities. There are limited or no skills training centres in Du Noon and Doombacht to equip

residents with required skills and knowledge to maintain healthier lifestyle. Furthermore, there is

only one dinic in Du Noon that serves both the populations of Du Noon and Doornbacht The
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researcher has worked in these communities in the area of AIDS prevention and distribution of

food'am! non-food lterns.He has seen evidence-of famiH"ii 'suffering from financial instability and

poor nutrition among the aforementioned social problems.

Regarding ART, it has been established from the pilot studies that the rollout programme started

at the Du Noon Clinic in August 2004 with only 15 patients (3 males and 12 females). By

November 2009, the Clinic had about 1, 050 registered clients on ART.

3.5 sampling and selection strategy for the survey

A systematic sampling of 124 dients on ART from a computer-generated list of 1,050 AIDS

patients on ART in the Du Noon Clinic that serves AIDS patients in Du Noon and Doombacht

was done. The sampling procedure was two-fold.

The first procedure was purposive as each of the participants must had to be HIV positive, had

to have developed AIDS and be on ART. Purposive sampling is done when potential

participants of a study have unique characteristics that may not be shared by everyone in the

community (de Vaus, 2002c).

Secondly, a systematic sampling procedure was conducted. From the clinic list, a number

between 1 and 9 was randomly selected. Number 2 was selected and this represented that the

2"" patient on the list was selected and thereafter every ninth patient was selected in accordance

with systematic sampling. This brought the number to 124 from a list of 1050 AIDS patients on

ART. This sampling procedure was suitable for the study as there is evidence of homogeneity in

that residents of the two communities share similar socio-economic and health factors.

Thirdly, with the help of the TB coordinator and community health workers, the 124 potential

respondents were contacted by letter and consent forms, indicating the purpose for the study

methods of the interviews and assurance of participants' anonymity and confidentiality (see

appendices for details of the cover letter and consent forms).

3.6 sampling and selection strategy for focus group discussions and in-depth interviews

Firstly, the respondents who were contacted for the survey were already informed that they

would be part of the focus group discussions, having received cover letters and consent forms.

Eighteen of these respondents volunteered to be part of the focus group discussions. With the
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help of the TB coordinator and community health workers, another eighteen AIDS patients (who

. were' not partorthe 124)--volunteeredto-be part"of"the focus group discussicns.r These eighteerr

AIDS patients formed part of the dientele that are serviced by the community health workers.

The community health workers, who had helped in contacting patients from the computer

generated list, also volunteered to be part of separate focus groups, as their experiences with

clients would also be needed. In total, 11 community health workers volunteered to be part of the

study and completed consent forms which assured participants' anonymity and confidentiality

(see also appendices for details of the cover letter and consent forms).

Finally, the only two nurses in charge of the ART rollout programme were induded to be part of

the in-depth interviews as they had already volunteered to be part of the interviews when the

pilot study was conducted.

3.7 Methods of data collection

Methods of data collection used were two-fold:

The first method used for data collection was self-administered structured questionnaire.

However, trained community health workers helped to administer questionnaires. The questions

designed avoided double-barrelled words, loaded language or phrases that may carry

misleading implications (Research in the Social Sciences, 2000). The survey aimed to

understand respondents' knowledge of ART and ARTs efficacy, their access to and adherence

to ART, the quality of service at the Du Noon Clinic, the relationship between ART and their

sexual habits, and of demographics. Respondents completed and submitted the questionnaires

at an agreed date.

The second method used was focus group discussions as well as the in-depth interview. These

qualitative methods for data collection help to lead researchers to the perceptions and

experiences of people of certain phenomena across several groups with similar backgrounds

(Krueger & Casey, 2000).

Six focus group discussions were done with six groups of six participants each. Four groups

were members from Du Noon and two groups were members resident in Doombachl Focus

groups were also done with two groups of community health workers. One group was made up

of six participants and another group was made up of five participants. It is important to keep the
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participants within a focus group small to prevent group fragmentation (Krueger & Casey, 2000).

This iswherepeople withdraw-from participating in the discussion because the facilitator finds it

hard to manage a large group. In-depth interviews were done with the two nurses in charge of

the ART rollout programme in Du Noon. Each focus group discussion and in-depth interview

followed a guided moderation/facilitation (Morgan, 1997) and a semi-structured question route.

Each discussion was audio taped.

3.8 Inclusion criteria

Following the purposive sampling procedure, chosen participants of the study were based on

certain criteria. Participants who were

• adults (18 and above) and who were be able to communicate their own personal

experiences without the help from other people

• AIDS patients that have started any kind of treatment, irrespective of ARV regimen

• able to communicate in English ancIJor Xhosa as the research assistant/interpreter

understands and speaks these languages fluently

• community health workers who have at least one patient that they were currently helping

with ART

• nurses currently involved with the ART rollout programme at the Du Noon Clinic

3.9 Exclusion criteria

Those excluded from the study were

• AIDS patients who have not yet started any form of ART

• AIDS patients 18 years and above 1MlO are on ART but are too sick and unable to speak

about their experiences

• community health workers 1MlO have not been involved in the treatment of AIDS patients

• nurses at the Du Noon Clinic who attend to AIDS patients but are not currently involved

in the ART rollout programme
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3.10 Data analysis

The Statistics SoftWare for the Social Sciences (SPSS) 17.0 and Statistica version 9 were used

to analyse and run tests on certain variables. In this regard, univariate and bivariate analyses

were done. The software packages offered tools that enabled the researcher to present findings

graphically and to test variables thus showing the relationships between them.

For the qualitative data, after manual transcriptions, the focus group discussions and in-depth

interviews were analysed through computer-aided coding with the Nvivo software package (a

software package that is used for qualitative data analysis) following the steps of grounded

theory (Fielding and Lee, 1998). This process includes the assigning of labels or codes of bits of

the data to specific categories leading to data fragmentation (Dey, 1993). Finally, these labels

informed the development of relevant themes.

3.11 limitations of the study

The following have been identified as limitations of this study:

The study largely relied on the perceptions and experiences of AIDS patients about the progress

of their immune system. No data regarding each AIDS patient's CD4 counts, length of time on

ART and present CD4 count was accessed. Furthermore, the study does not show the different

regimens, which may influence the increase of CD4 cells and AIDS patients' experiences of

improved health and/or adverse effects.

Finally, both males and females were interviewed in each focus group interview. This may limit

the study in the area of inabilily to coiled relevant infonmation because of gender disparity. For

example, the males in the group may not be able to share certain experiences in the presence of

their female counterparts. However, discussion questions were not gender sensitive.

3.12 Maximising validity and reliability of the study

The following steps were taken to maximise validity and reliability of the study.

Focus group discussions were employed with similar questions (though unstructured) mainly

requiring further details on important issues that were measured in the survey. These
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discussions complemented survey findings because the researchers could probe some of the

- - questions during the-discussions which required further understanding and acuity.

With permission granted by all participants, all focus group discussions were audio taped.

Participants were assured that the tape recorder was only meant for the accuracy of recording

information. Another researcher who was not part of the discussions, helped to interpret these

audio tape discussions for further understanding of the responses.

Participants interviewed had never met the researchers before. This allowed them to speak

freely because the atmosphere was less intimidating. In addition, each group comprised of a

small number of participants to prevent group fragmentation and confusion (Krueger & Casey,

2000; Morgan, 1997). In larger focus group discussions, there is the possibility of losing the

participation of some the members of the group.

3.13 Conclusion

The chapter explained detailed methodology of the study, which was both quantitative and

qualitative, and described the demographics of the target area and respondents in the study.

The systematic sampling procedure provided a good representation of the two communities.

HIV/AIDS and other socio-economic problems may pose a threat to the productive life of these

communities. This provides further rationale for conducting a study to measure the accessibility

and adherence to ART in Du Noon and Doombacht.
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CHAPTER FOUR

Results

4.1 Quantitative results

4.1.1 Demographics of respondents in the survey

There were more female respondents than males. which could mean that there are more

females on ART that are accessing the Du Noon Clinic. Research has revealed that women are

mostly infected by HIVIAlOS (World Bank, 2003; Oark, 2003). Most (over 70%) of the

responden1s feU between the ages of 21-40 (Figure 5). This also supports research findings

showing that young adults are mostly at risk of HIV infection (UNICEF. UNA/OS and WHO.

2000) and other sexually infectious diseases (Clark, 2003). As most of the respondents are

single, multi-concurrent sexual partners can be a crucial factor in the community (Clark, 2003)

Age-5ex distribution of respondents in the survey (n=124)
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Seventy-three percent of respondents in the survey wer-e single (Figure 6). Even though this

does not mean that tnere may be indiscriminate sexual behaviour prevalent among this group of

singles , research has revealed that unmarried youthfyoung adults are more prone to

involvement in multi-concurrent sexual practices and sometimes lack the ability to have a safe

sexual debut (Clark, 2003).

C urrent marital status of respondents in the survey (n = 124 )
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In the survey. over 90% of the respondents associated themselves with the black (African)

popu lation (Fig ure 7). This is not surprising as the demographics of the target population show

that there are very small percentages of Coloureds , Indians and Whites in Du Noon and

Doombacht.

Population group of respondents who partcicpated in the survey (n =1 24)

Figure 7 Pcoutanon group of responaents III tne survey
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Seventy percent of the respond ents in the survey were from the Du Noon community (Figure 8).

Drawing from the demographics of the target population also. Du Noon has twice as many

residents as Doombacht.

Township res id en ce of resp ondents in th e survey (n=124)
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Ninely-eight of the respondents were unemployed (Figure 9). These figures support the

increasing unempl oyment rate in South Afri ca, which appears to be worst in resource-poor

communities (Department of Socia l Development. 2004).

Em p lo y m en t s ta tus of respondents in the s u rvey (n =124)_eo
No< """,">,eo

Fig ure 9 Employment status of respondents In me survey
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The educational level shows that 53% of the respondents have completed secondary education

(or Malrie) (Figure 10). However, according to Statistics South Africa in 2001, most of the

education population (over 70%) falls between grades 1-11.

Completed educational le vel o f re s pondents in th e s urvey (n =124
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Ftgure 10 Completed eoucaeooai level of respondents In the survey
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4.1.2 Availab il ity of ARVs at the Du Noon Clin ic

The pie chart below shows that 90% (n=117) of respond ents reported that they access ART at

the Du Noon Clinic all the time. although there were isolated cases reported by community

health workers complained about not having received ART at a particular time when it was

needed (more of this will be presented under qualitative result s).

Ava ilability of AR Vs at the Du Noon Clinic (n=1 24)

F ure 11 AvaJIaboI of ARVs at meau Noon CIInoc

The total number of registered AIDS patients on ART at the Du oon Clinic was 1050 The

number of HlV prevalence of antenatal attendees in Blaauwberg (sub-district of Cape Town

where Du con and Doombacht communities are based) is 9% (Western Cape Department of

ea lth, 2007). Wi an estimated number of 1181 HIV cases in 2009. 0 which 1050 AIDS

patients are on ART, this figure projects an estimated 89% access 10 ART in Du Noon and

Doombacht. This percentage surpasses the established target of 80% of the SP (2007-2011).

However. must be noted that Blaauwberg commun es do not have high HIV prevalence

among an enatal attendees compared to areas such as Khayelitsha with 37.2%, Nyanga with

28% and 18.2% in Central Cape Town . (Western Cape Depanment of Health , 2007).
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4.1.3 AIDS patients' knowledge of ARrs efficacy and alternative AIDS treatment

strateg ies

The graph (Figure 12) shows that 76% (n=94) of AIDS patients agreed that ARVs are the only

scientifically tested drugs to treat AIDS patients and 81% (n=1oo) disagreed that ARVs can be

used with other drugs that are not prescribed by the doctor.

Respon dents' know le d ge o f ARTs efficacy ( n = 1 2 4)
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4.1.4 The best fonn of treatment for AlDS pati ents

To gain further understanding on this phenomenon of the knowledge of ARTs efficacy that

forms a crucial aspect of the research, an open ended question about the best form of treatment

for AlDS patients was as ed in the survey. Sixty-five percent (n=80) of the respondents asserted

that ARVs are the scientifically tested drugs to treat AIDS patients . However, 30% (n=37) of the

respondents did not d early state that ARVs are the best form of treatment. ineteen percent (n=

24) stated that the best form of treatment was daily treatment, probably assuming that the

researcher understood that they were referring to ARVs. In addition, 11% (n=14) did not respond

to the question and 12% (n=15) indicated different kind s of support mechanisms, such as

tradition al medicine and some biomedical, but not ARVs (Figure 13).

Respondents' recommendation of th e best fo rm of
treatment for AIDS patients (n=124)
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4.1.5 Areas of accessing ARVs

Respondents claimed that the suitable areas to access ARVs are at the clinic and Governm ent

hospitals. None of the respondents associated securing ARVs with any pharmacy in their areas,

nor from traditional healers or sangomas (Figure 14).

Res pondents ass ociate ARVs with Governme nt
hospitals and clinics (n=124)
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4.1.6 Before and after ART and increase in CD4 count

Eighty-one percent (n=1oo) of the respondents reported that their CD4 count was low (200

cellsIML and below) before they started ART. The figures below (Figures 15, 16 & 17) show the

level of CD4 count of respondents in the survey before staring ART. the length of time on ART

and the present CD4 count.

Before starting ART, 70% of respondents (n=87) had a CD4 count of 200 celVML and below, 2%

(n=3) had a CD4 count between 200 and 299 ce lVML, 10% (n=12) did not know the state of their

immune system before the start of ART and 18% (n= 22) did not respond to the Question (Fig

15). In other words, 28% of the respondents may not have been able to monitor the progress of

their immune system following the start of ART.

Respondents' CD4 cou nt befo re ART (n =124)
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Fifty-five percent of the respondents (n=68) have been on ART for more than a year while 35%

(n=43) have been on ART for less than a year. A total of 10% (n=13) either deliberately refused

to answer the question or did not know the length of time they have been on ART (Figure 16).

Responden ts' length of time on ART (n=124)
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Figure 16 Respondents ' Iengtn of time on ART



Fifty-four percent (n=67) have realised a CD4 cell increase of 300 above cellslML. while 20%

(n=25) at 200 CD4 cellslML and below. Twenty-eight percent (n=32) did not respond to the

question, which may confirm that a good number of respondents have not been able to keep

track of the progress of their immune system during treatment.

Respondents' presen t CD4 count (n=1 24)
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4.1.7 AIDS patients' level of adherence to ART

Seventy-six percent (n=94) of the respondents reported that they took their ARVs daily and at

designated times (Figure 18). Those who strongly agreed and agreed were categorised as the

adherent group and those who were neutral and who strongly disagreed and disagreed were

categorised as the non-adherent group. As has been established. ART is a daily form of

treatment. Therefore. any patient that did not clearly affirm (in this case those who remained

neutral) to adherence was placed in the non-adherence to ART category.

Respondents' level of ad herence to ART (n=124)
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Figure 18 Respondents' level of adherence to ART



4.1.8 A com parison of respondents who ad hered to ART and those who did not adhere to
ART and the difference in CD4 count (n=92)

AIDS patients that responded to all the questions formed 74% (n=92) of the total sample (124).

The remaining did not respond to the three questions to measure the CD4 cells before ART. the

length of time on ART and the present CD4 cells. Thus. the y were not ind uded in the Mann

Whitney U test that was done on the two groups . namely the adherent and non-adherent group

to ART. Figure 19 shows that there is a higher percentage (75%) of those who adhere to ART

than those who do not (25%). Consequently, there is a higher CD4 cell count with a maximum

of slightly over 1000 cellsiML. by those who adhere to ART as compared to those who did not.

and this falls below 800 (p= 0.01). This result confirms that there is a strong relationship

between good adherence to ART and increase in the CD4 cells.

BolCPlot byGroup
Vanable: CD4Diff

1200

1000

800

., 600
<J
c.,
~ 400
0
".
0
o 200

0

-200

-400

.r
I
I

ktherence group

-r
I

~,
I

on-adherence group

~herence

Median
0 25%-75%
I "'n-Max

F ure 19 Companson 01C04 count between acr>e<ent ana non-adIlerent groups



4.1.9 A comparison of the length of time on ART of respond ents and the difference in CD4
count (n=90)

It has been noted that there are more respondents who have been on ART for over a year than

those who have been on ART for less than a year (55% against 35% respectively) (n=112).

Ninety patients (73% of total) responded to the three related questions about the start of ART,

the length of time and the present CD4 count. Thus, they were the only groups involved in this

the Mann Wh itney test. The figure below (Fig 20) shows that those who have been on ART for

more than one year have a higher CD4 count than those who have been on ART for less than a

year (a maximum of 1000 CD4 cells against slightly less than 800) (p=O.OO). However, it must

be noted that those who have been on ART for over a year and have higher CD4 differen ce are

those who adhered to ART (see Figure 21).
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·U.I0 The adh erence level of those who have been on ART for more than a year and

increase in CD4 count (n=52)

There is a difference in the progression of CD4 counts of the two groups of AIDS patients who

have been on ART for more than a year based on their level of adherence to ART (p=O.04). The

adherence group shows a maximum of 1000 CD4 cells as compared to those who also have

been on ART for more than a year. This non-adherent group falls below 200 cellsIML. far below

the present threshold of 350 cellsIML
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4.1.11 Quality of service reg arding ART at the Du Noon Clinic

The graph (Figure 22) shows the ratings of the quality of service regarding ART of patients at the

Du Noon Clinic . In the survey, open-ended questions were used to understand the quality of

service from the perspectives and experiences of AIDS patients. Sixty-five percent (n=81) of the

respondents d early stated that the service regarding their ART at the Du Noon Clinic was good .

This response does not apparently inform us about the level of quality but it suggests that this

percentage of respondents was satisfied with the ART programme ind uding the behaviour of

personnel in charge of the rollout programme. Eight percent (n=10) responded that the nurses

were helpful and 3% (n=4) asserted that they get infomnation and knowledge on ART. In other

word s. in total. 77% (n=94) of the respondents made favourable comments regarding the quality

of service.

Respondents' rating of the quality of service regard ing ART
at the Du Noon C linic (n =124)
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About 15% (n=18) of the respondents did not think that the service was good. hence responses

such as "the service needs improvement"; "there is no confidentiality'; "the service is poor" and

7% (n=9) of "no responses". It is difficult to gain a d ear understanding of the actual meaning of

these responses from the survey results . However , the focus group discussions provided further

insight on the 15% respondents who were not sure that the quality of service was good . More of

this will be presented in the qualitative results section.

4.1.12 ART and sexua l be haviour

Those that were questioned if they were on ARVs and sexually active, 48% (n=61) of the

respondents said yes and the remaining (48%) said no . On ly about 3% (n=2) did not respond to

the question (Figure 23).

Respondents currently on ART and are sex ually active (n =124)

Figure 23 Respondents currently on ART and are sexually aclJve
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AIDS patients on ART are encouraged to use condoms every time they have sex. However,

among those who responded to being on ART and sexually active (n=61), only 45% (n=27)

clearly stated that they use condoms every time they have sex. Thirteen percent (n=8) said

never and others claimed they used condoms sometimes. Almost the same percentage (40%)

(n=24) did not respond to the question about condom use, even though they claimed in the

previous question that they were sexually active.

Respondents currently o n ART an d sex ually active, b ut u se condoms eve ry
ti me they h ave sex (n =61 )

. No resscose
AI the tJ'ne

OSonetl 'es
. """"er0 __

F ure 24 Respondents on ART and condom use
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long queue to access ART at the Du Noon Clinic, but eventually most clients secure their ARVs.

The nurses and clients both confirmed that AIDS patierrts receive their supply of ARVs every

second month.

A participant said, "We always get our ARVs at the Du Noon Clinic. In fact, we get it after every

two months. ...We have never been to Du Noon and did not get ARVs"

Few cases were exceptions where a community health worker said, - "one day I went there IOu

Noon Clinic] and could not get ARVs"

From the pilot study and survey it has already been established that AIDS patients in Du Noon

and Doombacht adequately access ART at the Du Noon Clinic. The overwhelming positive

response confinmed this theme. According to the nurses as well, ART rollout at the DU Noon

Clinic started in August 2004 with only 15 patients and as at November 2009, the clinic has

about 1, 050 registered clients on ART, which establishes a steady increase of about 1035

clients on ART over a period of five years.

4.2.2 The best fonn of treatment for AIDS Patients

Five participants of each focus group of six participants believed that there are confusing AIDS

treatment discourses but expounded on the efficacy of ART as the best fonm of treatment

because they have been exposed to training, counselling and have had experiences of

treatment.

A participant said, "...There is nothing ... There's nothing... There's nothing, except hearing

rumours that are confusing people that there is something {that treat AIDS apart from

ARVs], they are confusing people that there is something that can help treat HIV':

Another participant said, "I have heard of Makokota, A1uvera, and Forever, but I stick to ARVs.

The nurses told us that we must not use any other medicines apart from ARVs~

Another participant confinmed that there are many drugs she has heard about that can cure HIV,

but she uses only ARVs. She said,

'Otherpeople said its Makokota, but I do not use any of that what theses people are

talking about.... There are many medicines we have heard people think can help AIDS
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patients. These include Makokota, African potatoes, Forever, Aloe and Herbalife.

But none of these-should be used to treat AIDS patients".

However, one partidpant of every three fOQJS groups of six (which is 2 out of 36) maintained that

they had once believed in other forms of healing process including traditional medicine and had

administered some of these at the initial stage of discovering their HIV positive status. Three of

the 11 community health workers also expressed similar ordeals with dose family members who

refused to start ART but continued with traditional healing until the realisation that their health

was failing and then started on ART. By that time, it was too late for some of them, as they

passed on, due to HIV/AIDS related diseases.

One of the participants explained that she used a medicine called "Aluvela gel" -"I have used

Aluvela gel for one month before I started ARVs':

Another participant supported this by narrating a story of her brother who refused to take ARVs,

but instead preferred traditional medicine. She said,

"A family member of mine who was about 28 years old was using "Makokota" and

"Forever" and later died as he refused to go for proper treatment My brother also, after

he tested positive with HIV, he was using a concoction of traditional medicine for a year

and refused to take ARVs. I used to tell him everyday to go for treatment. He later

decided to go for ARVs, but it was too late as he passed on as soon as he started

treatment. I think men are stubbom when it comes to going to the hospital for the

appropriate treatment for whatever sickness they have".

An observation of how some patients accessed ART at the Du Noon Clinic, including nurses'

responses to some of their experiences with clients, unravel some problems in the area of

adherence to ART. The nurses reported that increasing numbers of AIDS patients respond to

treatment. This experience corresponds with survey data where 65% of the respondents dearly

stated that ARVs are the best form of treatment, (see Fig 13).

4.2.3 Adherence to ART and increase in C04 count

In an in-depth interview, the nurses in charge of the rollout programme mentioned that about

20% of the registered clients do not adhere to prescribed medication owing to a number of

factors. These included frequent mobility of clients on treatment and those who claim to simply

forget to take their medication. Furthermore, the fOQJS group discussions with the community
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health workers also revealed that some of their dients do not always adhere to their treatment

This-confirms the survey resutrwnere 25°/0"ofthe respondents fall underthe non-adherent grollp-"

(see Fig 19).

Following this non-adherence by some dients, the ARV rollout staff at the Du Noon Clinic

devised a strategy to minimise this lapse by placing stickers with different colours on the slats

sheet of each patient. A green sticker is a good sign, which shows that the dient is adhering to

her/his treatment; a yellow sticker is a sign for those who are not adhering entirely and may need

some monitoring; and a red sign signifies that the dient needs counselling because he/she is not

adhering to the appropriate treatment. Members of the latter group are then often monitored by

community health workers, who report to the nurses on their experience with some of their

clients.

In addition, the researcher was encouraged to observe the process when AIDS patients access

treatment. One patient presented her stats sheet, which is normally used to keep track of

adherence. The sheet indicated that she went for about a week without using her prescribed

ARVs as she had travelled to another city and forgot that she had run out of her medication.

Evidence from the focus group discussions supports these discrepancies. Some clients also

take their ARVs at different times of the day. A participant recounted that "sometimes I forget to

take my ARVs at 8, when I remember, I'll take it at 90' clock. Sometimes when I travel and

there's no waterand the time passes, I don't take them at all':

4.2.4 Disability grant request

Disability grant request was not one of the variables measured in this study. However, it was

interesting to note that as no question in the focus group was designed to understand why some

of the AIDS patients do not adhere to ART, but rather how they take their drugs. When asked if

they would like to say anything regarding their ART at the Du Noon Clinic, the participants linked

three variables together to express a concern. These were adherence to ART, CD4 count and

disability grant.

A participant remarked, "What I am saying now is that we want help. We are not getting any

grant, we need help, and we are not working. We are only getting handouts from other people.

What we need is disability grants. Because wewant to buy healthy foods. When your CD

4 count is high, they confiscate the grant from you. You do not get disability grant

You are OK, butyou are still on drugs .. :
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- Anotherparticipant said, ~I am satisfied about treetment ancreverything. I just neecrlong time

grant. Because the doctor gives us only six months grant I am married 10 somebody.

Sometimes the husband does not give me enough money so I suffer sometimes.. .!

want school unifonns for the children. The schools are going to be re-opened in a couple

of months, again. I will love to be essisted".

Other participants said, "I want govemment to give grant to everyone, everybody, no matter

what your CD4 count, whether it is 2000 or 1000, but the govemment must give us the

grant. We cannot eat tablet without eating food. Really, we cannot. If you eat tablet

without food you will die".

"I am suffering because I don't have a job. I am looking fora job but I cannot find a job. I

have a child, and everything is on the child's grant. I am suffering for food ... clothes"

"I have a very, very, very difficult life. The poverty is up to me just because I am not

working, not married. Sometimes my boyfriend only gives me a sum of R100, not

every time, so I don't know what to do. Govemment can give you grants for children

and can give you a grant for ARVs but not for a long time, only six months

sometimes"

4.2.5 Good adherence and the changing structure of disability grant at the Du Noon Clinic

Accordinq to the interview with the nurses in charge of the rollout programme, measuring good

adherence to ART is not only about the use of the drugs but also looks at refraining from

behaviours that hinder the potency of the drugs. Thus the key standards set for measuring good

adherence include:

1. Timely and daily use of prescribed ARVs

2. Securing prescribed ARVs at the dinic on the specific date given

3. Evidence of increased weight and appetite to eat well

In addition to the above, AIDS patients are advised to consult the appropriate nurses or doctors

at the Du Noon Clinic upon discovery of any adverse. effects that suggest a change in regimen;

refrain from any form of substance abuse or smoking and are advised to use condoms every

time they have sex.
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-- Respondents mentioned the theme of a -disability grant, which provides an onderstanding of

what the structure of the disability grant has been at the Du Noon Clinic. According to one of the

nurses in charge of the ARV programme at the dinic, the structure of disability grant at the Clinic

has changed. Between September 2007 - November 2009, disability grants were given to AIDS

patients with CD4 counts 200 cells/ML and below, showing signs of physical disability. These

signs of physical disability are illnesses that cause an inability to work and support oneself. In

other words, the grants were awarded to help patients get back on their feet as they respond to

their medication. After showing signs of improvement (both in an increase of CD4 count and

physical strength), preferably after six months, they stopped issuing disability grants to these

patients.

However, the nurse noted that since December 2009, the strategy has changed. The doctors do

not recommend grants based on one of the criteria stated above, which is CD4 count 200

ceflsIML (now being 350 cellsIML) and below. The only criterion considered, and only in rare

cases, is the apparent sign of acute illness that causes one not to function properly; no being

able to support oneself. This comes with the realisation that some patients may not be adhering

to their medication (ARVs) properly if their CD4 count is not increasing.

In addition, the nurse darified that the CD4 count is not the only criterion to determine the health

state of the patients; rather, it is a combination of many other factors. These indude the viral

load and the patients' unique medical condition. The latter explains the fact that some patients

may have a low CD4 count and also a low viral load but according to the nurse, "The patient

eats well, is not constantly sick and looks weir, which indudes no signs of Dis. Therefore, such

patients are not entitled to disability grants.

The nurse also emphasised that those AIDS patients who are eager to receive disability grants

are mostly from the Eastern Cape, where AIDS patients are awarded disability grants because

they do not have access to ART, as contrary to those in the Western Gape. In the Western

Cape, which has a better ART rollout plan and implementation, disability grants are not

automatically awarded to all those AIDS patients with CD4 count, which is now 350 ceUSIML.

Furthermore, the nurse maintained that there are other support mechanisms put in place for

AIDS patients to explore and be, largely, self-reliant and productive. There are activities such as,

art works, bead making and gardening funded by the Department of Sodal Development for

AIDS patients. Unfortunately, "some of them refrain from participating in these activities to help

support themselves and their immediate families, but they depend on handouts".
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4.2.6 Lack of confidentiality at the Du Noon Clinic

One of the dominant themes that emerged from the focus group discussions was that of lack of

confidentiality at the clinic when patients access treatment. This theme gives clarity to the

response "lack of confidentiality" in the survey. VVhen asked in the focus group discussions how

they would rate the quality of service at the clinic, two of six participants in all the focus groups

gave further insight as to what the possible meaning of "lack of confidentiality" was. Some of the

excerpts are as follows:

"The problem with the clinic is obvious. Those who are taking the drugs at the clinic are

isolated. For instance, when it comes to the ARVs the queue is separate. When we are

going for ARV treatment, we do not want the clinic to isolate us". "It is evident that ifyou

go to room no 2 you are going for ARVs. If you go to room no 1 you are going to see a

doctor, like everyone else, no 3 is for TB (coughing). We do not want that isolation.

We are suggesting that it should not be separate, please. As a result, people are scared

to go to the clinic. Before you came, we were talking about that. People stay in Du Noon

they will go to Sommerset Hospital to get their treatment because they don't want to

be siiqmetized".

"They don't treat us confidentially. Ifyou are in the reception, they will ask you, what do

you want for today? Therefore, you must answer that question in front of everyone.

Everyone will know that you are coming for ARVs. There is no confidentiality. We want

our own place to take ARVs. We do not want to mix with children. We want a section for

ARVs only. At Sommerset, they have their own place to get ARVs. They want a different

place for TB clients, STis etc~

Some community workers supported the claims that confidentiality is at often overlooked at the

clinic, as patients' affairs are not always handled in a confidential manner At times, some nurses

at the reception desk discuss patient issues openly within listening distance of a waiting crowd at

the counter. These health workers suggest that those who feel stigmatised in the community

may shy away from the Du Noon Clinic and go somewhere else for their ARV treatment.
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4.2.7 Untimely doctor's consultation

This theme is best represented with an excerpt of a client's experience of untimely doctor's visil.

Other participants supported this client about instances of negligence. The participant thought that

she was not properly attended to. She maintained:

"Yes, the quality is right but there is something wrong at the Du Noon Clinic. Because we

are eating ARVs, they are not, maybe some of them are but they did not take ARVs. Uke

you feel something, then you ask the nurses, I want to see the doctor. They will say you

are looking good why do you want to see the doctor? They don't feel that pain, you

see? By 2007, I was having a pain here in the stomach and then I wanted to report to

the doctor, I reported to the nurses as they usually ask when they give you the

treatment How do you feel? It was June. I reported, and said I was feeling this pain and

they gave me painkillers. They did not allow me to go to the doctor. I just left. It took a

year. I still felt this pain. I decided now to spend my own money, went to the chemist,

bought some medicine. Last yearagain I went back to the clinic. I usually go after two

months for ARVs and then they weigh me and saw that my weight was coming down

and then they ask me why is your weight coming down? You are not feeling right. I said

you cannot tell me that my weight is coming down because I reported last year that I was

feeling this pain and it is still persistent They took me to the doctor, tested me and

said I have high blood, my sugarwas up and then he took me to the Sommerset Hospital.

So I want to say. If you say to them you are sick now they want you to fall and be on a

wheel chair and then they take the steps".

4.2.8 Long hours of waiting for treatment

Some participants expressed dissatisfaction over the long hours they had to wait to receive their

ARVs. The few participants who have part-time jobs complained.

A participant said, "I have a problem with it. Sometimes we wake up 5 o'clock, 6 o'clock until

7pm and I have to go to work. Anytime you have to go to the clinic, just forget about

work for the day~

Another participant claimed, We wait for too long to get our drugs. It is as ifyou have to sacrifice

the whole day to receive them. However, it is not that bad because sometimes you wait

for few hours and then you only come after eveiY two months".
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· As much as thee long wait was a concern, most people seemed not to mind the time because

they considered having their treatment more important than any job they had to do. In fact, most

of them are unemployed. Community health workers also believed patients are prepared to wait

the long hours because ARVs are worth waiting for. One of the community health workers

maintained that it was better than just leaving and failing to get the drugs, as proper adherence

is dependent on daily and timeous administration. However, as there are some people who still

subscribe to traditional and other forms of healing apart from ARVs, the long queue for ARVs as

well as lack of confidentiality may affect proper adherence.

4.2.9 ARTand condom use

Focus group discussions revealed some important projections about the use of a moisturiser or

gel referred to as 'cube" that some participants claim was as effective as condoms. Responding

to the question if they have heard of any other medicine that can treat HIV/AIDS patients,

participants engaged in a discussion about a unique substance that can prevent HIV. Even

though participants claimed that they use condoms every time they have sex, a leengthy

discussion about this unique method of HIV prevention seemed to be practised in the

community. The short debate went as follows:

Participant 1: "This cube is like a gel, you must use it anytime you have sex. tt's some kind of

a moisturizer"

Interviewer. "What does it do?"

Participant: 1 "It helps; I don't know.. it's like a condom. If you do not use condom you can

use the "cube" instead of condoms":

Participant: 2 'Ok, Ok, it's like a gel. This 'cube' works like condom so that you cannot

get the virus because of the moisture. I do not understand. What about the

sperms? WiD that 'cube" block the sperms? Because when you wear your

condom all the sperms go into that condom"

Participant 3: "Does the sperm have the virus? The Pload has the virus".
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Participant 1: 'The blood has the virus so, that means the "cube" will protect you not to get

rthe cracks, bec-ause the-sperms do not have the-virus': - -

Participant 2: What about ST/s and STDs?"

Participant 1: "I am just explaining what I heard from some peope":

The debate posed unanswered questions. The participant who raised the use of this substance,

claimed she had never used it before. However, she spoke passionately about its usefulness in

preventing HIV infection and preventing re-infection.

4.2.10 Unsuitable working environment

Nurses, clients and community health workers expressed dissatisfaction about the little space to

operate effectively at the Du Noon Clinic. The researcher observed the process of how patients

consult nurses. The whole environment looked very overcrowded. The office where clients are

called in for treatment has very little ventilation and is not spacious enough as both nurses and

community workers use it. Clients receive counselling and treatment in this same office. From

the researcher's observation, the sister normally calls clients in after their names are announced.

She checks the slats sheet card of the client to examine the date the client last visited the

hospital to establish if the client is complying with the ARV treatment. The sister then checks the

weight and height of the patients, who then receive their supply for the next two months.

According to one of the nurses, there have been plans to construct a proper clinic where there

would be enough room for proper services to clients. These plans are yet to be implemented.

Initially there was land, but there was not enough money to start the construction. Ironically,

now that there seems to be sufficient funds to start the process, there is no available land in the

community.

One of the sisters described the working conditions as "depressing" and "stressfuf. The salary

received is far below other salaries. The community workers expressed similar concems about

having so much to do in the community, yet receiving meager stipends.
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4.2.11 Summary

This chapter presented detailed results of the survey, focus group discussions and in-depth

interviews. The key findings are summarised below.

• Ninety percent (n=112) of AIDS patients claimed to access ART at the Du Noon Clinic all

the time, which suggests a high level accessibility to the ARV programme at the clinic.

• Seventy-five percent (n=93) claimed to adhere to ART.

• Seventy-six percent (n=94) displayed a good understanding of ARTs efficacy

• Seventy-seven percent (n=95) of AIDS patients commented favourably about the service

received at the Du Noon Clinic.

• Sixty-eight percent of the respondents have been on ART for more than one year. There

is a difference in the progression of CD4 count of the two groups of AI DS patients who

have been on ART for more than a year based on their level of adherence to ART

(p<O.04). Thus, this confirms a correlation between good adherence and increase in CD4

cells.

• The focus group discussions revealed that respondents showed great concern about the

lack of confidentiality at the clinic every time they access ART. They felt their HIV status

was being disclosed without consent.

• Finally, even though disability grants are not one of the variables the study aimed to

evaluate, AIDS patients apparently expressed dissatisfaction about disability grants not

being awarded to those who have higher CD4 count. This theme has a relationship with

the quality of service as well as adherence to ART. The next chapter will discuss these

findings.
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CHAPTER FIVE

Discussion

5.1 Introduction

This chapter discusses the key findings from the survey, focus group and in-depth interviews.

The discussion focuses on the outlined objectives of the study and analyses one additional

variable, namely disability grants that can be discussed in the context of the experiences of the

quality of service and adherence to ART by AIDS patients. Thus the key findings discussed are

the state of ARTs accessibility in Du Noon and Doombacht communities and in the Westem

Cape as a whole; the relationship between AIDS patients' knowledge of ARTs efficacy;

experiences of the quality of service at the Du Noon Clinic, and the level of adherence to ART.

5.2 Moving towards national access to ART

The results show that AIDS patients in the Du Noon and Doombacht communities access ART

at the Du Noon Clinic. Over 55% of respondents has been on ART for over 2 years.

Furthermore, according to the infection rate of Du Noon and Doombach~ over 85% of those

needing ART are accessing treatment. By 2008, The Westem cape has achieved ART

coverage up to 70% which is the highest in the country (Adam & Johnson, 2009}. The NSP's

proposed target of 80% national access seems to be a reality in these communities (Schneider,

et ai, 2007: 9}. From the results of accessibility, ART access in these target communities

supports findings showing that the Westem Cape is making great strides in relation to the

corresponding increase of AIDS patients with higher CD4 counts (Schneider, et ai, 2007: 16,

Adam & Johnson, 2009). Accessibility to ART at the Du Noon Clinic may be a good indicator to

adherence. A relentless commitment and dedication on the part of the Westem Cape district to

rollout ART to those in need in spite of Govemment's lack of commitment may have led to

achieving dose to 90% ART access in Du Noon and Doombacht. Since almost 90% target of

ART access was achieved in Du Noon and Doornbacnt, this may be possible for the Westem

cape. Future ART rollout plan may be consider the proposition to meet the 90% universal ART

access.

However, as noted in the presentation of the results, .there are other areas in Cape Town as well

as other parts of South Africa, with higher HIV infection rates. Following good accessibility,

sustainability of ART is crucial. Even though the cost for ART is heavy on the Govemment
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Health BUdget, as projected by Susan Cleary, a member of the School of Public Health and

Family Medicine, University of Cape Town (Schneider, et ai, 2007: 9), it has been established

that ART scale up is the better option. The cost of reducing treatment will still consume an

estimated 20% of the health budget in 2014, but the corresponding impact without adequate

ART rollout will not augur well for the South African population as the projection of the Westem

Cape estimates an increase in new infections and deaths without treatment. In a recent AIDS

conference in Durban in 2009, former health Minister, Babara Hogan, emphasised that the

health budget must not be curtailed, in spite of the growing global economic crisis in order to

meet the demands of national access to ART in South Africa.

Economic implications of ART on African govemment's revenue may not be the only constraint.

AIDS patients have challenges to access ART due to transportation costs. Research in

Khayelrtsha (Cleary, et ai, 2006: 12) revealed that some AIDS patients struggle with

transportation costs to gain access to ART. In the case of Du Noon and Doombacht, most of the

AIDS patients reside a walking distance to the dinic. Those who expressed dissatisfaction over

lack of confidentiality with the treatment at the dinic may be left with no choice but to go to other

clinics and hospitals, such as Sommerset Hospital in Cape Town, creating transport costs and

problems to smooth access to ART. It must be noted that nearly all of the respondents and

participants in this study are unemployed.

5.3 AIDS patients' knowledge of ARrs efficacy and AIDS patient's thoughts on

the best form of treatment

With five years (2000 - 2005) of political and scientific controversial debates regarding AIDS

treatment in South Africa, it was theoretically projected that this may have negatively influenced

the perceptions of people and therefore may have caused fear and subsequent recalcitrance on

the part of some people to misunderstand or downplay the efficacy of ART. Foucault's work on

the conceptions of power (cited in Hall, 2001: 77) explores the notion that knowledge does not

always flow from top to bottom.

"The efforts to control sexuafify produce a veritabfe expfosion of discourse - tafk about

sex, tefevision and radio programmes... as well as new sexual practices ("safe

sex) .... Without denying that the state, the law, the dominant cfass may have positions of

dominance, Foucault shifts out attention away from the grand, overafl strategies towards

the many localized circuits, tactics, mechanisms and effect through which power

circulates... • (Cited in Hall, 2001: 77).
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Someone with specialised knowledge or political status does not necessarily influence decisions

-concerning one's health: (whether political or scientific). -The study found that AIDS patients'

knowledge and psychosocial experience of AIDS treatment phenomenon stand as a greater

influence in itself. AIDS patients in Du Noon and Doombacht confirmed the propagation of other

forms of treatment but maintained the continuation of ART because of their personal

experiences of ARTs efficacy.

Regarding the best form of treatment, even though the results show that most patients have

good knowledge of ARTs efficacy and understand the different uses of ART, thirty percent

(n=37) of respondents did not clearly state that ARVs are the best form of treatment, but rather

stated that the best form of treatment is to take it daily. It is not clear whether AIDS patients

meant ARVs or other forms of treatment or were insinuating that the researcher understood what

they were referring to. In addition, 11% (n=14) did not respond to the question and 12% (n=15)

indicated different kinds of support mechanisms, some traditional and some biomedical but not

ARVs, even though they responded to accessing ART at the clinic.

This may suggest that the use of traditional herbalists and retailers of different health products

may still have some influence in the communities thus competing with ART. Qualitative results

show that alternative forms of treatment are prevalent in these localities. Could it be that the

anticipated efficacies of alternative concoctions may have negatively circumvented appropriate

behaviour change among some people in the community and not the controversial AIDS

discourse? As highlighted in the presentation of findings from the focus groups, some

participants only re-utilised ART after experiencing the failures of other forms of treatment

strategies, not because of what they may have heard through political debates and AIDS

denialists. Most of the respondents have been on ART between 2 to 8 years and have weighed

the adverse effects against misrepresented toxicity that the drugs contain. It should not be

difficult to clearly state its efficacy.

On the other hand, we may be perusing a reflection of the basic educational level in a

community where more than half of respondents claimed to have completed primary school.

Coupled with intermittent counselling sessions from community health workers, AIDS patients in

these communities may have developed further understanding of the efficacy of ART through

these discussions. The role of community health workers in this regard has a crucial role to play

in educating their clients on health phenomena. It vyas noted in the study that in some cases,

AIDS patients, confide in and reveal personal issues to these community health 'MJrkers.
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It must also be noted that some of the respondents may not have been adequately accessing

media representation or AIDS treatment conlioversy, which should nave impacted their 

knowledge of ARTs efficacy negatively. As most of the respondents are unemployed, they may

not be able to afford to buy newspapers nor have the luxury of a television set

However, literacy alone may not be a strong determinant for adherence to ART after knowing

the efficacy of ART. Managing the process of knowledge acquisition comes from other factors. In

other words, it entails facilitating the ability to act upon what you know rather than what you have

personally experienced to be effective. AIDS patients may not necessarily have to be literate or

have started treatment to understand the efficacy of ART. Managing knowledge acquisnion is

not limited to academic institutions but any community with a lower level and/or non-formal

leamers, like Du Noon and Doombacht stems from the fact that SOcial actors at whatever levels,

develop the desire to change their socio-economic and political circumstances irrespective of

negative influence and low educational level.

Furthermore, the decision to understand the efficacy of ART comes not only through literacy but

also the power of "choice". This is a concept explored in Nattrass' (2007: 186) work where

"Mbeki's minister, Tshabalala Msimang consistently pointed to the benefits of nutritional

interventions, and to the side effects of HAART, saying that patients must be given 'a choice'

with regard to their treatment strategies. Msimang maintained that

"People living with HIV had three choices; nutrition, micronutrients or ARVs; maybe

someone can stand up and function if they have antiretrovirals. With nutrition they are

functional and there is no information that it has side effects .... ~ Similarly, she said

'ARVs do not cure; they have side effects. I do not know of any side effects of eating

proper food'. In this study, most of the AIDS patients used the option of ART and assert

their choice in this regard.

Knowledge goes beyond personal experience of a phenomenon. Secondly, the educational level

of respondents may be partly responsible for making a reasonable choice about the efficacy of

ARVs in spite of expected negative influence. However, the power of choice (Geffen, 2006)

demonstrated by the AIDS patients accessing treatment at the Du Noon Clinic affirms different

conceptions of power. Power indeed circulates, and that knowledge does not necessarily flow

from top to bottom.
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5.4 Adherence to ART, increase in CD4 Count and disability grants

According to the Mann Whitney U tests, good adherence to ART causes a rise in the CD4 Count

(p=O.04). The adherent group has a maximum of 1000 CD4 cells as compared to the non

adherent group that has a maximum of below 800 celisIML and the minimum cells that fall below

the threshold of 350 cellsIML

It must be noted that there are other factors that may hinder the rise of the CD4 cells in spite of

good adherence to ART. Research found that some AIDS patients on ART reach a level where

the CD4 count stabilises (Ananworanich et ai, 2005; Calmy, 2004). On the other hand, some

patients may be involved in certain practices that hinder the progress of the immune system.

Some of these factors indude alcohol and other forms of substance abuse. Having sex without

condoms can be another factor, Ten percent of AIDS patients are not using condoms but are

sexually active. The use of condoms is necessary in AIDS management as well as prevention.

Furthermore, there is possible use of a substance referred to as "cube" which some AIDS

patients may be using instead of condoms. The brief debate indicated in the focus groups may

suggest that there may be some misunderstanding among some group of AIDS patients

regarding the use of condoms in the community. This resonates with the survey results where

only half the respondents expressed that they use condoms every time they have sex. However,

a good number of them claimed that condoms are necessary even though both partners are HIV

positive. This may inform further research to measure the use of other forms of preventive

methods apart from condoms, which is one of the key responses in the intemationally used

model for HIV/AIDS prevention.

Conversely, even though this study does not conclude that AIDS patients' desire for disability

grant have led them to not to adhere to ART to maintain a low CD4 count, a deliberate ploy to

maintain a low CD4 count to secure a disability grant, which has been regarded as one major

source of income for AIDS patients cannot be overlooked (Chloe & Richter, 2006; Department of

Social Development, 2004). Having a CD4 count of 200 cellSIML and below, (the level of count

at the time of the study), makes one eligible for re-application for disability grants. In this regard,

unemployment and poverty may have sorne relationship to poor adherence. This may mean

among other things, because members of these communities induding AIDS patients are in

desperate need of economic stability, some AIDS patients in Du Noon and Doombacht may

have the dilemma of adhering to treatment and having a high CD4 count and being dassifled as

someone not eligible to get a disability grant or having a low CD4 count (350 cellsIMl and
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below) which means losing the eligibility to be awarded a disability grant (see Chloe & Richter,

- 2"006). The-Social Bevelupment offers grants to patients whose CD4 count are now 350 cells/mL

and below. One AIDS patient expressed that:

"I want govemment to give grant to everyone. evetybody, no matter what your CD4

count, whether it is 2000 or 1000... the govemment must give us the grant We cannot

eat tablet [ARVs] without eating food. Really, we cannot. If you eat tablet without food

you will die':

Recent studies have found that a disability grant not offered to patients whose CD4 count has

improved can be counterproductive (Chloe & Richter 2006:85) . Excerpts from this study reads:

"Towards the end of 2004 the AIDS Law Project was approached by the staff of a state

clinic in Johannesburg. They raised the concem that the loss ofdisability grants might

discourage PWAs [also referred toas PLWHAs] from starting treatment, or might provide

a disincentive to adhering to their treatment regime. Put differently, they were worried

that patients would have to choose between life-saVing treatment and maintaining their

and their families' only means ofsupport-indeed an alarming dilemma"

It was an interesting theme as no direct question was asked in the present study about disability

grants, but the theme emerged from five of the six focus group discussions. The important

question worth asking is: How can AIDS patients continue to be on ART and maintain a high

CD4 count but lose grant money when they are still unemployed? To what extent can an AIDS

patient prefer to be ill if he/she is so desperate for economic stability and sustenance with an

extended family to take care of? These research questions can drive another study on the

relationship between disability grant and adherence to ART.

5.5 The quality of service regarding ART at the Du Noon Clinic

A total of 77% of the respondents made good comments about the quality of service at the Du

Noon Clinic. However, 15% respondents mentioned the following: "the service needs

improvement', "there is no confidentiality at the Cllnic" and "the service is poor" might have had

the broad theme of "no confidentiality" in mind, considering further darity on these responses in

the focus group interviews. The suggestions to solve the problem appeared contrasting. Some

preferred to have a separate section to receive ARVs, while others believed it would work best if

there was no separate section to receive ARVs. Nevertheless, the theme "lack of confidentiality"
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was the cause for concem. When Voluntary Counselling and Testing (VCT) are done, there is

-great emphasis orr confidentiality.- The fact remains ""that most-of ttre areas- where VCT is

conducted, emphasis is placed on confidentiality because it will encourage more people to go for

HIV test. Even though most people are yet to know their status, those who have voluntarily (or

involuntarily) tested, have helped the South African Health Department to collate statistics of HIV

infection in the country.

Based on the above evidence, the aspect of confidentiality has been a neglected to some extent

in the area of accessing ART at the Du Noon Clinic. Drawing from various published works

about AIDS in Africa, an article in the New York Times by Kristof (2006) states,

" you visit an AIDS Clinic there, and see the efforts to save babies by using cheap

medicines like Nevirapine to block mother-child-transmission of HN during pregnancy.

Then the Clinic gives the infant formula to lake home, so that they do not infect the

babies with the HN during breastfeeding. A hundred yards down the road, you see piles

of abandoned formula, where the women have dumped it. Any woman feeding her baby

formula, rather than nUlsing directly, is presumed to have tested positive for HIV, and no

woman wants stigma".

Stigma and discrimination to those infected with HIV are still prevalent in most societies in the

world today. The results show that some AIDS patients as well as community health workers in

Du Noon and Doombadlt are concerned about the lack of confidentiality when clients access

treatment. This may discourage some AIDS patients from continuing treatment at the Du Noon

Clinic. With challenges of unemployment and poverty, incurrinq cost for transportation to access

ART elsewhere, as mentioned, could also derail proper adherence.

There is a proximate relationship between health and social development and good service

delivery in the context of AIDS treatment (Patel & Layte, 2004:23). One of the indicators to

measure sustainable human development (SHD) is the access people have to necessities of life.

These indude ART, which has become a daily consumption of thousands of people in SOuth

Africa, spatial housing, better health infrastructure and educational facilities. However. it goes

further than providing most needed services. The manner in which some services are provided

can affect positive behavioural outcomes, especially in the context of health phenomena.

In spite of efforts from the three spheres of govemment. inappropriate service delivery has

created wide discontent among the public. Atkinson (2007) explores recent mass protests in
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South Africa. The main problem outlined in these protests was that municipalities or councillors

wereunabte to deliver most need"d-servicE:s.· He observes- that rnunicipalities may not b"

"solely" blamed for the failure to support local government adequately and maintains that

municipalities are constrained in attempting to deal with rising poverty, unemployment,

disadvantaged communities, urbanization and HIV/AIDS (Atkinson, 2007: 53). These problems

also relate to ineffective policy, evidences of corruption, and unresponsiveness on the part of

councillors to address problems of resource-poor communities (Atkinson: 2007: 53).

5.5 Summary of discussion

The Westem Cape has shown strides towards national access (Schneider, et ai, 2007: 16,

Adam & Johnson, 2009); however, follow-up mechanisms, which tie up with addressing high

levels of unemployment may project a proper adherence to ART in the future. The widely

disseminated negative influence of AIDS treatment discourse does not seem to be prevalent in

these communities. Foucault's trajectory of the "power of choice" is explored where individual's

knowledge of a phenomenon can be made manifest even in the midst of a form of discourse that

flows from top to bottom. Not downplaying state power, with its accompanying influence on its

subjects, social actors also coin and exert their own form of power. The study found that

confidentiality is a crucial aspect of HIVIAIDS response, whim must not be underestimated. A

good number of AIDS patients expressed concem about revealing their status at the clinic,

which could lead to them shying away from ART at the Clinic. Finally, disability grant emerged

as one of the themes that was not part of the variables that this study aimed to evaluate.

However, the same AIDS patients drew a link between service delivery, adherence and the

increase in the CD4 cells. It may be helpful to undertake further research to measure the level in

which disability grants influence adherence in resource-poor communities in SOuthAfrica.
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CHAPTER SIX

Conclusion and recommendations

6.1 Conclusion

This study aimed to answer the following broad research questions. (1) What is the level of

ARTs accessibility at the Du Noon Clinic? (2) What are AIDS patient's perceptions of ARTs

efficacy and experiences of the quality of service at the Du Noon Clinic? (3) What do the access,

perceptions of ARTs efficacy and experiences of the quality of service tell us about adherence

to ART in resource-poor communities?

This study affirms that AIDS patients in Du Noon have very good access to ART. A year to the

deadline of readling the expected national progression of minimising the effect of HIVIAIDS by

expanding access to treatment, care and support by 2011 may not be far fetched (SANAC,

2007; Sdlneider, et ai, 2007: 9). Even though the cost for ART is heavy on the government

health budget, ART scale-up is still imperati....e that a target of 100% be set, owing to the

growing number of AIDS patients in South Africa.

More AIDS patients displayed a good capacity of understanding the efficacy of ART.

Respondents in the survey and participants of the focus groups have not been negatively

swayed by controversial AIDS treatment discourse in South Africa. Most of them experienced

the need and essence of ART. This finding shows that there is some relationship between AIDS

patients' knowledge of ARTs efficacy and their level of adherence to ART.

However, about 20% of the respondents did not communicate an understanding of ARTs

efficacy. This does not necessarily mean the particular number of respondents did not know nor

experience the effectiveness of ART, as an overwhelming percentage (80%) Claimed that they

have experienced improved health after starting ART. Therefore, the possibility of not

experiencing high CD4 count within more than a year of treatment may not be as a result of the

lack of knowledge of how one should adhere to ART.

Although the stiJdy noted that there could be other medical explanations for some AIDS patients

whose immune system may not conform to a first or second line of treatment, and this being

evident in an unimproved immune system, as well as some negative health behaviour, the Mann

Whitney U tests show that AIDS patients who adhere to ART have a higher CD4 count as
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compared to those with the same length of time but do not adhere to ART. Thus there could be

--- - other possible reasons for some AIDS patients not adhering to ART.

Following from the themes of knowledge and adherence, AIDS patients are not entirely satisfied

with the quality of service regarding ART at the Du Noon Clinic. The aspect of lack of

confidentiality when accessing treatment at the Du Noon Clinic is a crucial element to facilitate

proper adherence. This theme runs through every discussion with AIDS patients and community

workers.

Furthermore, community health workers asserted that some of their clients refused to adhere to

ART because they wanted to maintain a low CD4 count and be eligible for re-application for a

disability grant The medical personnel at the Du Noon Clinic maintained that the changing

structure at the Du Noon Clinic regarding disability grant focuses on evidence of disability rather

than low CD4 count (350 cellsIML).

The demographics of the target population showed a high unemployment rate. There is

qualitative evidence showing that AIDS patients were not only concemed about their health but

also food, rentals and education of their children. Therefore, maintaining a high CD4 count and

losing monthly grants may not be a reasonable option for them. It must be noted that a literature

review on disability grants was not done prior to data collection. Furthermore, no question was

designed to measure respondents' attitude or perception regarding disability grants. It is then

evident that AIDS patients on treatment would prefer to get better but at the same time access

disability grants (Chloe & Richter, 2006)_ Research has shown that unemployment and poverty

affect many institutions in South Africa (Scott, 2003; Nel & Binns, 2001; Pamell & Pieterse,

1998; Department of Social Department, 2004). ARTs adherence could not have possibly been

spared. Some AIDS patients believed that they have been cheated from something they

deserved to secure. Thus, they may consider this aspect as poor service delivery as they might

not fully comprehend the changing structure of disability grant at the Du Noon Clinic.

6.2 Recommendations

The study recommends the following:

Following evidence from nurses, the ART programme does not curtail the approximately 25%

patients who are not adhering to treatment. M&E highlighted in the NSP should incorporate

steps to monitor adherence as well as accessibility. ART rollout, which has been established as
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a costly and continuing strain on government health budget, should be follovved by an M&E

.. -programme ihat assures or measures·good·ART usage. This nuanced approach should include

measuring the perceptions and attitude of AIDS patients regarding the treatment they receive

alongside their sexual habits, which this study has explored as a possible risk factor for a slow

progression of the immune state of AIDS patients. This process may complement the already

established dient's ART monitoring plan at PHC units. This process should also consider the

state of the populations' socia-economic status and be able to predict behaviours that show the

complex relationship between health phenomena and economic sustainability.

This nuance M&E that could incorporate the aforementioned variables can complement the

established monitoring system that is already in existence in Du Noon where AIDS patients are

categorised by their level of adherence to ART. This will make it easier for further evaluation.

This process can be strengthened through effective follow-up measures to track defaulters.

Basically, this M&E can be a collaboration of Government and other stake holders, like NGOs

that work in Du Noon as well as the PHC unit. Community health workers can be effectively

used in this regard as in Brazil where community-based workers follow-up on AIDS patients on

ART on a daily basis, a system referred to "directly observed therapy [OO1}HAART" (Singler &

Farmer, 2002: 1652).

Secondly, it is important that the same level of confidentiality that is maintained during VCT

should also be a priority when accessing ART. In as much as many people aooess treatment

and there appears a form of expected and accepted routine, a considerable number is still

cautious in revealing their status. Therefore, accessing treatment does not necessarily mean

AIDS patients readily want to disclose their HIV status. It may be useful that every area of ART

access maintains confidentiality.

Finally, future research needs to determine the antirelroviral rollout in these communities and

this should be replicated in other parts of the country. Furthermore, as the aooess to ART

increases, awareness programmes through education to explain the link between disability grant

and CD4 counts is essential. AIDS patients may need further education and/or a revisit of the

grant system in relation to the progress of the immune system. What has come out of the

discussions indicate that there is the expectation of having a permanent income, as it is with

child support, and other forms of grants that the government offers. It is seen that AIDS patients

have focused on economic stability as well as continuing with ART. However, further research is

needed to dearly understand the link between these two important variables - disability grant
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and adherence to ART. Community health workers can be mobilised to achieve this objective

based on the premise that·AIDS patients listenio and confide in them.
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•.Cape Peninsula
University of Technology

.

FACULTY OF APPLIED SCIENCES

Dr Mohammed
HIV Department
CPUT

20 January 2010

Dear Dr Mohammed,

An evaluation of the antiretroviral rollout programme in two informal
townships in the Western Cape, South Africa: Exploring patients' access
and experiences of the programme. Applicant - II Kallon

The Ethics committee of the Faculty of Applied Sciences has considered you
application and wish to recommend that:

- an opt out option should be included in the proposal,
- the applicant should obtain a letter of approval from the local health

authorities and or community leaders,
- Provisional approval of the study is hereby granted on condition that the

above issues are addressed.

Yours Sincerely

Prof AJS Benade
Chairperson
Research Ethics Committee
Faculty of Applied Sciences



Appendix 2-Approvalletter from community leader
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. {;C\ L-. _

TB/l-IlV Ca;e",c'Association
WORKI~G TOW"-ROS A TB H H1V FREE COMMUNITY

To WhomII M3)'Concern:
Cape PeninsulaUniversityofTechnology
Cape Town

DearSir/Madam,

Approval of ,...",n:b study

TlIlIUV Care Associationhas been involved in providing support to TB and HIV palienlS
in Du Noon and Doombecbt (Site 5) area for a number of years.

Mr. Idriss I Kallen approached us to undertake a study with our clients. The title of this
proposed study is "An Evaluation 0/ IN Aruiretroviral RolloUi Programme in two
informal townships o/the Western Cape: F...rploring Panents access to and experiences
a/tM Programme-.

Mr. Kallon submitted participants' consent forms with assurance of voluntary
involvement. participants' confidentiality and anonymity. Both clients and community
health workers voluntarily accepted to be part of this study and signed the participants
consent forms.

Therefore, I approved of this research study proposal by Mr. Kallen to interview selected
groupsofour community health worker> and client>at the Du Noon Clinic.

I would liketo reqeesr a col'Y ohlle research fwdings to present 10our Medical Director.

YoursSincm:ly

DElmRAHESAU
~{)"()RDINATOR

~ 2'-01- UtO

1"r)";T.!l ,\r;(;~rs\: PlJ e<:1. 1S<J'J,(~~ -Cn..... 1fT"!

\\YSTf1i'" tlj>!: -WIlt flQQr 4iJ'S..\ H.-~. H St 'JI:'<"!;"~ ~.t",;1. (::ON 10-., !!>:;{}1. To:'; +n 10)21 ,.,2:'" ;)fl~'), ';n.; t"l1 toll I ...n 'J.ljq
~""C~... en -r~..a ft tk-fl~}r~ f{~h_ tl.m"'''n f;.Io. n<;'4. T{'i' 'On 10111 ~9L lon, f ..:..; ..17 fOll1 "'Jl Jm3

KW.VljlL-~·P~L}\t nut""};~ n.w1i.;h;rdt,}1 B'.J-;lU:l~-I!. V;oTF~l 'Stt"(r'. lwPl> }li'f.>. irl, -+J11oJ.M ~j..l CG!l. b1(' +]1 Wj19/tJ40!J9J



Appendix 3-Cover letter for respondents/participants

-~

~ Cap;:, Peninsula
University of Technology

Cape Peninsula University of
Technology

Department of Environmental Health and Occupational Studies/HIV/AIDS Unit
Tel. 02146031941021 4604252/3

Fax: 021 4604244
Student email: iikallon@yahoo.com

Student number: 208218750

Letter for Consent

Dear Participant,

We are carrying out a research study, which forms part of my MTech course in the
Department of Environmental Health and Occupational StudieslHIV/AIDS Unit at the Cape
Peninsula University of Technology (CPUT) based in Cape Town.

This study aimed to evaluate the "Antiretroviral Rollout Programme· in two informal
townships, Du Noon and Doombacht, Cape Town, in the context of AIDS patients' access to
ART, their understanding of ART's efficacy, experiences of the quality of service at the Du
Noon Clinic and level of adherence to ART

Kindly be assured that as a participant:

• Your participation is entirely voluntary and may not continue with the interview at any
time if you so wish.

• No information, which relates to your response, will identify you or your household.
• Should you choose to take part in this study, you will be involved in one group

discussion with a small group of your peers or with you, my research assistant and
me.

• You have the right to ask questions before, during or after the interview.

I invite you to be part of this study, which will contribute to the enhancement of the quality of
service for those that are receiving ARVs.



Appendix 4-Participants' consent form

1.. resident of Du NoonJDoombacht give my informed consent to
Mr. Idriss kallon, a post-graduate student at the Cape Peninsula University of Technology
based in Cape Town.

I do so with the knowledge that this study aimed to evaluate the "Antiretroviral Rollout
Programme" in two informal townships, Du Noon and Doombachl, Cape Town, in the context
of AIDS patients' access to ART, their understanding of ART's efficacy, experiences of the
quality of service at the Du Noon Clinic and level of adherence to ART

I am assured of the following:
• My participation in the study is voluntary and that it involves participating in a focus

group interview orland one-on-one interview.
• I can refuse to participate in such interview or have the right to skip any particular

question in the focus group or one-ene-interview.
• Confidentiality will be maintained and none of the responses could be identified to my

household or me.
• I have the right to ask any question before, during and after the interview.

I hereby give my consent to participate in this study on my own free will and be part of a
focus group and/or one-on-one interview with the hope that this will contribute to the
enhancement of the quality of service for those receiving ARVs.

Signature of Participant .
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Appendix 5-Structured questionnaire

Cape Peninsula
Uruversity of Technology

Cape PeninsulaUniversity of Technology
Departmentfor Environmental Health and OccupationalStudieslHIV/AIDS Un~

Tel. 0214603194/021460425213
Fax: 021 4604244

Researcher's email: iikallon@yahoo.com
Researcher's contact no: 0794842269 (Cell)

Thank you for your willingness to participate in this research project.

This study aimed to evaluate the "Antiretroviral Rollout Programme" in two informal
townships, Du Noon and Doornbacht, Cape Town, in the context of AIDS patients' access to
ART, their understanding of ART's efficacy, experiences of the quality of service at the Du
Noon Clinic and level of adherence to ART

Your information is of importance for the success of this study. There are no right or wrong
answers and we are only interested in your honest opinion.

All information will be treated as confidential and the researcher undertakes not to reveal any
individual information that appears in this questionnaire. Your name is not asked anywhere
and we are only interested in your honest answers.

How to complete the questionnaire:
Encircle the number in the block next to the response category that corresponds best with
your answer, or where there is a dotted line, please write your response, opinion or
experience.

Example:

Your gender

Do you think ARVs have improved your health?

Yes, it has imfXDved my health/ No, it has not imfXDved my health.
....... _..~ " - .

Researcher: Mr. ldriss Kallon
Supervisors: Dr. Ashraf Mohammed

Prof. De Wet Schutte

11



Knowledge of ART

1. lJVhat do you think ART stands for?

3. Indicate whether you agree or disagree with the following statements, 1fyou can
make a decision, indicate whether you strongly agree or just agree, or strongly
disagree or just disagree. If you cannot make any decision, you may indicate that you
are neutral to the statement

ART···.· t
••••••••• ... Yes No'"

Active Response Treatment 1 2

Antiretroviral Therapy 1 2

Antiseptic Rigorous Viruses 1 2
AIDS Resistance Virus 1 2

None of the above 1 2

'A!'iVs···· ..... •·••·••.••········ .< .•.... Yes No' ..........
Active Response Treatment 1 2

,Antirelroviral Therapy 1 2

Antiretroviral drugs 1 2
AIDS Resistance Virus 1 2

None of the above 1 2

1

2

3

4

5

6

7

8

9

10

I 11
I
,

12I

13

I 14I
I

~

16

17

18

19 ,321

stUt·.~::~·/ "lY~ No Don't knoW
IJVhen their CD4 count is 200 or below \ 1 2 3

IJVhen they are feeling sick I 1 2 3
I
i IM1en s terns of Diarrhoea is sh I 1 ! 2 I 3I ymp OWII1g

!When their CD4 count is 350 or below

2. lJVhat does ARVs stand for?

4. VVhen are patients expected to start treatment with ARVs?

c .... '; ". < t SlronQly D1saglee Neulr.Jl Agree [SlronQly
..... < ..< "

.' J dlngree . ..... agree

Antiretrovirals (ARVs) can cure 1 I 2 3
1

4 5
people who have AIDS I

Antiretrovirals are not good for 1 I 2 3 i 4 5
children I i I
Antiretrovirals can be used with other

I I I
,, II

kindsof drugs that have not been I 1 I 2 3 4 I 5
prescribed by the doctor I
ARVs are the only scientifically tested i I

I I!drugs to treat AIDS Patients I 1 2 3 4 5

There is no cure for HIVIAIDS
,

1 2 I 3 I 4 i 5I



5. Are there other kinds of medicines that you know apart from ARVs?

Yes 1

No 2

Not sure 3
6.1. If yes to question 5, name them:

7. lNhich of the following kinds of medicines do you think treat people with AIDS?

!Medicines .. '!Yes i No

Vitamins I 1 2

African Potatoes 1 2

Beetroot 1 2
Garlic 1 2

None of the above 1 2

8. INhere is the most suitable place to get ARVs to treat AIDS patients?

(Suitable place
. i Yes I No Don'tknow!,

I II From Government Hospitals and Clinics 1 2 3
r From any pharmacy in your area

,
1 I 2 3,,

IFrom the traditional healerslsangomas
r

I
,

1 I 2 3

IOther (Please specify) I 1 I 2 3

9. State three advantages of the use of ARVs

1 .

2 .

3 .

10. State three disadvantages of the use of ARVs

1 .

2 .

3 .

11. Briefly explain in your own words the best f~rm of treatment for HIV/AIDS patients

.._- -.- - ",,- - _ - -.- '" -..

...............................- - - _- - .

[§]
,--

21-
22-
23-
24-
25

,--
! 26

! 27

G8
~
I 29

I 30
1'--

RR132

BE34

,-
35

36

37

38

39

40

41

42

43



Access and adherence to ART

12. Have you been visiting the Du Noon Clinic?

Yes 1

No 2

Not sure I 3

Yes 1

No 2

Not sure 3

Clinic?

Yes 1

No 2

INotsure 3

arding your ARV treatment at the

••• r _ ........ , •••••••• _r •• r •••••••• r.,. •••••••• _,

.................................................

ingARVs?

!Yes 1

rNo I 2

INot sure 3 I.

taking ARVs?

...............................

Iless than a year \ 1
i

I1

I 2 I\Between 2 to 4 years ,,
IBetween 5 to 6 years

I 3

I
i

I 4IBetween 7 to 8 years

IBetween 9 to 10 years I 5 ,,
I[Above 10 years j 6I I

~u...................• ...........

19. What is your CD4 count now?

13. Do you get your ARVs at the Du Noon Clinic?

14. Do you always get the ARVs you need at the

17. VVhat was your CD4 count before you started

16. Was your CD4 count low before you started tak.

15. How would you rate the quality of service reg

Clinic?

18. How long have you been on ARVs?



20. Indicate whether you agree or disagree with the following statements. If you can make
A decision, indicate whether you strongly agree or just agree, or strongly disagree,
Or just disagree. If you cannot make any decision, you may indicate that you are
neutral to the statement.

I take my ARVs on a daily basis but not on
the specific designated time

ltakemyARVs daily and on designated
times

I skip some days to take my ARVs, but
whenever I take them, I do not take them
on a designate time

1

1

1

2

2

2

3

3

3

4

4

4

5

5

5

52

53

54

21. Briefly describe your feelings after taking ARVs?

22. Are there other kinds of medicines that you use apart from ARVs?

55

56

57

58

23. If your child is HIV positive, is he/she on ARVs?

ARVs and Sexual Behaviour

24 Are you currently on ARVs and sexually active?

Yes 1

No 2

Not sure 3

~
~ 61

24.1. If yes, do you use condoms anytime you have sex?

All the time 1

Sometimes 2
Never 3 62

25. Is your sexual partner aware of your HIV status?

Yes 1

No 2

Not sure 3 63



?

Yes 1

No 2

Not sure 3

ved your health

..........................................

Male 1

Female 2 ,
u fall?

!A~·•.••··(·: ...•.;;.;;•.....
18-20 1

21-30 2

31-40 3

41-50 4

51-60 5

61+ 6 i
I

[Residence i;···.··••• ·•••

DuNoon 1

Doombacht 2

Other: ........................ 3

yourself most?

eoPulati0 11 9rol1P ••••••••••••••••
Black 1

Indian 2

Coloured 3

White 4

Other: ........................ 5 I

27. If yes, please state the ways ARVs have impro

26. Do you think ARVs have improved your health

29. In which of the following age categories do yo

31 With which population group do you associate

Demographic Information

28. Gender?

30. Where do you presently reside?



;...;;;•.))). I••:.·•• ~:.·;;i
Married 1

Single
.

2

Separated 3

Divorced 4

Living together 5

Other: .................. ,...... 6 ~

I~: I
1

I2 [22]

y)i"::/ .·•.·.·:.··.·):;·rj..~.·ji.·:.·:.::i :i...·:
500 = - R6000 1

000 = R6001 -R12 000 2

000 = R12 oo1"R24 000 3

000 = R24 001-R36 000 4

000 = R36 oo1-R48 000 5

000 = R48 001-R60 000 6

= R60oo1 + 7 72

work contract?

Corrtract <
Permanent 1

Contractltemporary 2

Don't know 3 i 73 I
ted?

lificatiOrt ".....
rimary school 1

igh School 2

ertiaryNocational Institute 3

raduate 4

ost-qraduate 5

o formal educalion 6 74 I

Qua

ip
H
r
T

G
[p

:N

··ir.M~l

= - R

= R501-R1

= R1001-R2

= R2 001-R3

= R3001-R4

= R4001-R5

= R5000+

':";':)"Wee~,;:ir'

. -115

116 - 232

233- 465

466 - 697

698- 930

931 -1 162

R1 163+
!

35. Are you currently on a permanent or temporary

33. Are you presently full-time employed?

32 What is your current marital status?

34.1 If yes, how much do you earn?

36. What is your highest educational level com pIe



Appendix 6 Semi-structured focus group questions for AIDS Patients

._:~

-..- Cape Peninsula
University of Technology

Cape Peninsula University of
Technology

Department of Environmental Health and Occupational Studies/HIV/AIDS Unit
Tffi.0214603194/021460425V3

Fax: 021 4604244
Researcher's email: iikallon@yahoo.com

Researcher's contact no: 0794842269 (Cell)

Thank you for your willingness to participate in this research project.

The aim of this study is to evaluate the "Antiretroviral Rollout Programme" in Du Noon and
Doombacht, in the context of AIDS patients' access to ART, their understanding of ART's
efficacy, experiences of the quality of service at the Du Noon Clinic and level of adherence to
ART

Your information is of importance for the success of this study. There are no right or wrong
answers and we are only interested in your honest opinion.

All information will be treated as confidential and the researcher undertakes not to reveal any
individual information that appears in this questionnaire. Your name is not asked anywhere
and we are only interested in your honest answers.

Opening Questions

1. Demographic Information

a. Researcher indicates sex of participants

b. Marital Status

c. Education completed

d. Occupation

2. VVhat are you expecting from this discussion?

Introductory Questions

3. VVhat is the first thing that comes ~o mind when you hear about HIV/AIDS?

4. VVhat kinds of medicines have you heard about to treat people with HIV/AIDS?



Transition Questions

5. Please think back to the first time you got the news of your HIV status, how

you did react?

6. When were you informed of your HN status?

7. Where did you get the result of your HIV status?

Key Questions

8. Please tell us the kind of treatment you have been taking for your sickness

9. Where have you been getting your drugs?

10. Do you always get the drugs you need at the clinic?

11. Do you sometimes go somewhere else for ARVs apart from the clinic?

12. When and how do you normally take ARVs?

13. How do you feel after taking these drugs?

14. Do you think there are other drugs that are good to treat AIDS patients apart

formARVs?

15. Please explain how you would rate the quality of service regarding your ARV

treatment at the clinic

16. If any, what suggestions or recommendations you may have to improve the

service delivery regarding ART at the clinic?

Concluding Question

17. Is there something of importance that we did not mention that you would want

to speak about?



Appendix 7 Semi-structured focus group questions for community health workers

'- ... ~
" ... Cape Peninsula

University of Technology

Cape PeninsulaUniversity of
Technology

Departmentof Environmental Health and OCCupational StudieslHNlAIDS Unit
Tel. 02146031941021 4604252/3

Fax: 021 4604244
Researcher'semail: iikallon@yahoo.com

Researcher's contact no: 0794842269(Cell)

Thank you for your willingnessto participate in this research project

The aim of this study is to evaluate the "Antiretroviral Rollout Programme" in Du Noon and
Doombacht, in the context of AIDS patients' access to ART, their understanding of ARTs
efficacy, experiencesof the quality of service at the Du Noon Clinic and level of adherenceto
ART

Your information is of importance for the success of this study. There are no right or wrong
answersand we are only interested in your honest opinion.

All infonnationwill be treated as confidentialand the researcher undertakesnot to reveal any
individual information that appears in this questionnaire. Your name is not asked anywhere
and we are only interested in your honest anS'Nel'S.

Opening Questions

18. Demographic Information

a. Researcher indicates sex of participants

b. Marital Status

c. Education completed

d. OCCupation

19. What are youexpecting from this discussion?

Introductory Questions

20. Whatis the first thing that COllies to mind when you hear about HNlAlDS?

21. Whatkinds of medicines have you heard aboutto treat people with HN/AlDS?



Transition Questions

22. Please think back to the first time you got the news of your dienls' HIV status,

how you did they react?

23. Would you know where they were infonned of their HIV status?

24. Would you know where they got the result of their HIV status?

Key Questions

25. Pleasetell us the kind of treatment you have been helping your dients with

26. Where have you been getting your drugs?

27. Do you always get the drugs you need at the dinic?

28. Do you sometimes go somewhere else for ARVs apart from the dinic?

29. When do you advice your diems to take their ARVs?

30. Do they always adhere to treatment with ARVs?

31. What kinds of feedback do you get from your dients regarding how they feel

after taking these drugs?

32. Do you think there are other drugs that are good to treat AIDS patients apart

formARVs?

33. Please explain how you would rate the quality of service regarding your ARV

treatment at the dinic

34. If any, what suggestions or recommendations you may have to improve the

service delivery regarding ART at the clinic?

Concluding Question

35. Is there something of importance that we did not mention that you would want

to speak about?



Appendix 8 Semi-structured In-depth interview questions

'".-:;L ~

~ Cape Peninsula
University of Technology

Cape Peninsula University of
Technology

Department of Environmental Health and Occupational StudieslHlV/AIOS Unit
Tel. 02146031941021 460425213

Fax: 021 4604244
Researcher's email: iikallon@yahoo.com

Researcher's contact no: 0794842269 (Cell)

Thank you for your willingness to participate in this research project.

The aim of this study is to evaluate the "Antiretroviral Rollout Programme" in Ou Noon and
Ooombacht, in the context of AIDS patients' access to ART, their understanding of ARrs
efficacy, experiences of the quality of service at the Ou Noon Clinic and level of adherence to
ART

Your infonnation is of importance for the success of this study. There are no right or wrong
answers and we are only interested in your honest opinion.

All information will be treated as confidential and the researcherundertakes not to reveal any
individual infonnation that appears in this questionnaire. Your name is not asked anywhere
and we are only interested in your honest answers.

In=4leptt! Interview'! with medical personnel to explore their experiences with clients on

ART

Opening Questions

1. Demographic Information

a. Researcher indicates sex of participants

b. Marital Status

c. Education completed

d. Occupation

2.. What are you expecting from this disCllSSion?

'This does not include probing questions wbere fiuther information was needed.



Introductory Questions

3. How long have you been working at this hospitalldinic?

4. What kinds of drugs; prescribed or non-presaibed, that are used to treat

people with HIV/AIDS?

Transition Questions

5. can you estimate the number of dients on ARVs on a daily basis?

6. Do you have any documentation to the effect?

Key Questions

7. Where have you been getting ARVs?

8. Please explain if there have been any delays to receive ARVS for the dinic

9. Do you think there are other drugs that are necessaryto use with ARVs?

10. Would you know how some of your dients normally take ARVs?

11. How well would you rate the level of adherence to ART of the dients at the Du

Noondinic?

12. What kinds of feedback do you normally get from your dients after taking

ARVs?

13. Do you think these feedbacks are helpful in any way?

14. Have any of thesefeedbacks improved service delivery regarding ART at the

dinic?

Concluding Question

15. Is there something of importance that we did not mention that you would want

to speak about?
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