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ABSTRACT 

HIV/AIDS is one of the most challenging pandemic of the 21st century. More than two-thirds of 

adults infected with HIV live in Sub-Saharan Africa. Adherence to Anti-Retroviral Treatment 

(ART) is a key factor that determines tl1e success or failure of treatment while non-adherence is 
) 

a major cause of HIV drug resistance and subsequent immunological and clinical failure. Social 

support is a significant resource for individuals undergoing stress, and has been found to improve 

adherence among patients with chronic illness. Tl1e ain1 of tl1is study was to measure tl1e 

association between social support and adherence to ART among HIV patients in University of 

Port-Harcourt Teaching Hospital (UPTH), Port Harcourt. 

The study was an unmatcl1ed 1: 1 case-co11trol study with 192 cases and 192 controls carried out 

among HIV patients attending tl1e Anti-retroviral cli1uc of UPTH, between May to July 2016. A 

case was defined as a patient who has taken less than 95% of prescribed dose, while a co11trol 

was a patient vvho has taken at least 95% of prescribed dose in the 2 weeks prior to tl1e stt1dy. 

Consecutive patients were tested for adherence using self-report until 192 non-adherent cases 

\Vere selected. Adherent patients were selected consecutively to make t1p 192 controls. A five

point questionnaire was used to calculate each client's self-reported adherence. Social support 

\Vas measured using the Medical Outcomes Study Social Support Survey (MOSSSS). Structured 

intervie\\·er administered questionnaire was used to collect data 011 socio-de1nograpl1ic 

characteristics, knowledge of HIV and its treatment, and on factors influencing adl1erence. Data 

was analysed with frequencies, t-test, chi-square and logistic regression with level of significance 

a<0.05. 

The mean age of cases and controls were 36.7±9.0 years and 37.5±8.6 years respectively. 

Females constituted 78 6% of cases and 75% of controls. About half of tl1e cases and controls 

were married The mean CD4 count \Vas 476.9 (±274. l 0) and 499.6 (±290 18) for cases and 

controls respecti\·el)'. There were no significant differences in age, gender, 11 1arital status anc.i 

CD4 count, bet\\·ccn the cases and controls The mean adherence rate \Vas 87.2% {.l 16.2) f(1r

cases and 99.8% (±0.77) for cor1trols (p...-<).0()1 ). ·1 he rncan duration <.lf tre:itn1ent ,vns 57.J 

(±39.0) months for cases and 6<J.3 (±42.1) r11onths lcu c,,ntr(>ls (11 () 161 ). 11llor Sl>cinl !->\lJ)p<irt

\Vas associated v.ith non-adherence to AJl'I', a111<H1g patients in lci\-Vl!r S<>Ci<>-CL<>ll<Hllie rl11s:-rs 111-
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IV (OR=3.34, CI =1.43 - 7.81). Non-adherence was also associated with Poor emotional st1pport 

(AOR =4.46; CI =1.98 - 10.05) and poor affectionate support (AOR=l.82; CI=1.03 - 3.22). 

Feeling depressed (p =0.001), unacceptable clinic waiting time (p =0.022) and dissatisfaction 

with suppo·rt received from partner (p<0.001) were independent risk factors associated with non

adherence. 

Poor social support is a risk factor for no11-adherence. Satisfaction witl1 support received from 

one's partner is protective of non-adherence. Emphasis should be placed on the importance of 

social support during adherence counseling sessio11s on every ARV clinic visit. Couple-based 

counseling should be i11corporated i11to tl1e adl1erence counseli11g sessio11s for l-IIV patients to 

improve the support received fro1n partner and promote adl1erence to ART. 

Word Count: 498 
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CHAPTER ONE 

INTRODUCTION 

1.1 Background 

HIV I AIDS is a chronic and debilitating disease of global pt1blic health concern.(UNAIDS, 2013) 

The disease has been declared a global public health emergency by the World Healtl1

Organization. Thirty-four years after its first appearance, HIV still ren1ains one of the most 

challenging panden1ic and tl1e greatest health crisis curre11tly facing t11e world. Tl1e pa11demic l1as 

caused millions of deaths worldwide and has crippled the lives of many more. Since the start of 

the epidemic, about 75 million people l1ave become infected with tl1e virus.(UNAIDS, 2012) l11 

2012 alone, tl1ere were 35.3 million people living witl1 I-IIV a11d 1.7 millio11 died from AIDS 

related causes worldwide.(UNAIDS, 2013) 

Sub-Saharan Africa remains the worst affected region of the world, accounting for two-thirds of 

the global burden of disease. Current statistics put the numbers of people infected by the virus in 

Sub-Saharan Africa at 25 n1illion adults and children, accounting for nearly 70% of the global 

total. There are an estimated 1.6 million new HIV infections and 1.2 million AIDS-related deatl1s 

in the region (Averting HIV and AIDS (AVERT), 2012). Nigeria bears the bru11t of tl1is epidemic 

with an estimated 3.2 million people living with HIV (NACA, 2011). The country ranks as one 

of the countries with the highest burden of HIV in the world, 11ext only to South Africa. 

According to the National Agency for the Control of AIDS (NACA), the number of persons 

requiring Anti-Retroviral Therapy (ART) stands at 1,476,741 in 2013, and only 43% (639,397) 

are currently receiving treatment. (NACA, 2014) Statistically, the south-soutl1 zone currently has 

the highest rate of HIV infection at 5.5%. Rivers state with a sero prevalence of 15.2% has the 

highest pre,•alence in the country.(Federal Ministry of Health, 2014) 

The vvorld has not been resting on its oars however, as intense efforts are being n1adc global!) to 

control the spread of this infection. These efforts have recorded giant strides in tl1e 1ndustrial1zcd 

nations of the "'·orld. drastically reducing I JIV disease burden and longer life s11.1n\ !or tl1t)SL' 

infected with the disease. 'll1is has been largely possible thrc>ugh the introclucti<)n <lf lhl' I lighly 

Active Anti-Retro viral ·rt1crapy (I IAAJl'I") which has tur ncd what \Vas once II death senlL'l\l L t<, 

nothing more than a cl1ronic illr1ess.< Ar11crican J>ublic I !callh Associati1u1 ( \ 1 1 11,\ ), :!(>0-l) 
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Remarkable progress has also been made in reversing the trend of HIV/ AIDS epidemic in 

Nigeria, in the last decade. The National AIDS and Reproductive Health Strrvey (NARHS) 

conducted in 2013 showed a national HIV prevale11ce of 3.4% down from a peak of 5.8% in 

2001 (Federal Ministry of Health, 2012). This achieven1ent has been largely attributed to the 

Behaviour Change Programs, HIV care and support programs, Prevention of Motl1er to Child 

Transmission (PMTCT) and the use of Higllly Active Anti-Retroviral Therapy (HAART), 

(NACA, 2011). The main aim of treatment with HAART is to aclueve a reduction in viral load to 

undetectable levels. This allows im1nu11e reconstitt1tion and leads to n1arked clinical 

improvement. Treatment with HAART has also been proven to prevent episodes of opportunistic 

infections.(United States Department of Healtl1 and I-Iuman Services, 2002) Adherence to 

HAART is crucial to achieving treatment goals of undetectable viral load, increasing CD4 cell 

counts and improvement in the clinical condition of people living with HIV-AIDS. However, 

drugs do not work in non-con1pliant patients and in the management of HIV/ AIDS, optin1um 

adherence to HAART is critical to tl1e successful outcome of treatment (Shah, 2007)(Giri et al., 

2013). The reported adherence rates to ART n1edication among people living witl1 HIV (PLHIV) 

in Nigeria vary from 44% (Afolabi et al., 2009) to 98% (Onyeonoro et al., 2013). Factors shown 

to be associated with good adherence include text message as reminders (Maduka and Tobin

West, 2013), patient selected treatment partners, (Taiwo et al., 2010) t1se of pill box, (Ukwe et 

al., 2010) age and gender (Olisah et al., 20 I 0). 011 the other l1and, psychiatric morbidity 

negatively had adverse impacts on adherence (Salami et al., 2010). 

Social support is a significant resource for individuals and fan1ily members encountering stress 

and is seen as one of the keys to well-being of individuals, especially for those experiencing 

major life transitions and crises (Caplan, 1974). Assessment of social support among PLWHA, 

should include (a) the kinds of support available, such as emotional support, infor1nation, 

financial aid; and (b) the sources of support, such as family, friends and peers. Tl1ere is pat1cit) 

of literature in our environment on the influence of social support on ART adherence i\ 

literature search done on the subject using c-databases such as Medlinc, Pubn1cd, I lINARI nn<.I 

AJOL as v,ell as a search of local libraries yielded only five published studies tl()l1L' 1n �uh 

Saharan Africa that addressed the in1portancc c)f' social supp<>rl l(> i1111)10Vl- ,,dhL·renec:, nnd n{)I\L' 

of these studies examined social supp<>rt using thcsL: di1ncnsic>ns. In vic\v <>I the l111L'g<1ing. this 
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study intends to investigate the relationship between social support and ART Adherence among 

PL WHIV using the two key dimensions of social support. 

1.2 Problem Statement 

Where there is access to HAART, the problem becomes that of adherence to the treatment 

regimen. Indeed adherence is one of the key factors that determines the success or failure of 

HAART. However studies done in Nigeria have shown that about 21.7% (Igwegbe and Ugboaja, 

2010) to 37.1% (Olowookere et al., 2008) of Nigerian patients on HAART are not adherent to 

their medication. If adl1erence of 95% and above is 11ot acllieved, treat1nent failure is most likely 

to occur. Thus, non-adherence to HAART is a major cause of HIV drug resistance and 

subsequent immt1nological and cli11ical failure (Macl1ti11ger, 2005). Globally, the world is 

witnessing a gradual increase in d1ug resistance to the anti-retroviral drugs. In North A1nerica, 

the overall prevalence of higl1-level resistance to 1 or 1nore drugs increased from 3.4% to 12.4% 

within a 5 year period (Grant, 2002) witl1 significant increases seen within each class of 

antiretroviral medication. The prevalence of resistance to drugs from 2 or more classes also 

increased from the earlier period to the later period, from 1.1 % to 6.2%. Evidence is 

accumulating of a rising prevalence of transmitted HIV drug resistance (TDR), predominantly 

associated with non-nucleoside reverse transcriptase inhibitors (NNRTis), in east and soutl1em 

Africa (Hamers et al., 2013 ). A cross-sectional study of HIV drug resistance i11 adults with HIV-

1 in Kenya, Nigeri� South Africa, Uganda, Zambia, and Zimbabwe revealed a drug-resistance 

prevalence of 5 .6%, ranging from 1.1 % South Afric� to 12.3% in Uganda (Hamers et al., 201 I). 

HIV/ AIDS patients had repeatedly shared that they did not want to take their tablets in front of 

anyone including family members because of fear of stigmatization. This indicates that socio

cultural barriers may affect ART adherence (Afolabi et al., 2013). Much research has been done 

in the area of adherence to antiretroviral treatment and on interventions to improve adl1erence, 

however these have mostly been in the developed world. and had mainly focused on behavioural 

and cognitive interventions such as adherence counseling and different forms of rcn1111dcr-; 

There is not enough e,•idence for the wide spread 1mplcmcntat1on of interventions focused l'n 

impro\1ng patients' social support, largely due to insufficient kno\vlcdgc of the 111,pact elf sorinl 

support on adherence D<.:tcnninati<>n of the rclatil>nship hct\Vccn sc,cinl sup111,rl nnd 11dhl'll'lll'L' ttl
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HMRT is therefore of paramount importance if the gains of HAART are to be experienced and 

sustained both at an individual and national level. 

1.3 Justification 

Of all the factors thougl1t to influence treatment failure, patient adherence to medication is tl1e 

most important and most n1odifiable.(American Pt1blic Health Association (APHA), 2004) Witl1 

the appreciable rise in drug resistance dt1e to non-adherence, it is important to improve and 

maintain adherence to HAART among people living witl1 HIV and AIDS. It is tl1erefore 

necessary to reduce tl1 e rate of non-adherence a1nong I-IIV patients. It is known t11at several 

sociological and psychological factors influe11ce adherence of patie11ts to treatment. Again, it is 

common knowledge tl1at multi-faceted interve11tions, i11clt1ding social support are needed for 
. 

good clironic disease care outcomes, however, research 011 ART adl1ere11ce has te11ded to focus 

on micro factors limited to experime11tal control such as educational strategies, scl1eduling 

accommodations to tl1e regimen, and various forn1s of reminders, which aclueve 011ly modest 

results. Adequate attention has not been paid to researcl1 required to understand l1ow social 

factors influence adherence. Although multiple studies have confirmed the positive association 

between social support and adherence to medication regime11s across different cl1ronic illnesses 

(Becker and Maiman, 1980; Caplan et al., 1980), and on adherence to ART (Remien et al., 

2003), these have been limited to the developed world and there's paucity of literature in our 

environment on studies assessing the effect of social support and adl1erence to ART. 

Again, to successfully address the problem of adherence, it is crucial to measure it, and identify 

its determinants and influencing factors. Identifying factors that detem1ine adherence will l1elp to 

tailor interventions to address it. This underscores the need to conduct a thorough assessme11t of 

the patient specific factors, medication specific and health facility specific factors tl1at influence 

adherence, develop and maintain a therapeutic alliance between the patient and his/l1er l1ealtl1 

care providers, and implement multiple interventions to address barriers to adherence.(API IA. 

2004) This is of paramount importance 1f the gains of IJAART arc to be experienced and 

sustained both at an individual and a national level. 'f'hc find ings of th i s study coulc.l also prl)\'L'

useful to policy makers. program planners and antiretr<)viral service providers in thl' stall' nnd 

countf)' for implementing large scale adherence intcrvcr1tic,ns . 
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1.4 Research Questions 

1. What is the rate of adherence among HIV patients on ART in Rivers State

2. What is the level of social support provided to patients on ART medication in Rivers State

3. Is there any association between patients' social st1pport and non-adherence to ART

4. What factors determine non-adherence to ART among HIV patients on ART in Rivers State.

1.5 Aim and Objectives 

1.5.J Ge,zera/ Objective 

To determine association between social support and non-adherence to Anti-Retroviral Therapy 

among HIV patients in Rivers state 

1.5.2 Specific Objectives 

1. To determine the rate of adherence to anti-retroviral therapy an1011g HIV patie11ts on ART

in Rivers State.

2. To measure the level of social support received by patients on ART in Rivers State

3. To deternline the association between social support and non-adl1erence to ART a1no11g

HIV patients in Rivers State.

4. To identify patient specific, medication specific and l1ealth facility specific factors

associated with non-adherence to ART among HIV patients in Rivers State

1.6 Hypothesis 

Ho: There is no significant association between social support and non-adherence to ART among 

HIV patients on ART in Rivers State 

H 1. There is a significant association between social support and non-adherence to ART an1ong 

HIV patients on ART in Rivers State 

• 
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 The Burden of HIV/AIDS 

The HIV/ AIDS epidemic has emerged as one of tl1e major challenges for the world, going fro1n a 

relatively small problem in the 1980s to one of tl1e leadi11g causes of mortality and burden over 

the last decade. Since the beginning of tl1e epidemic, alJnost 78 n1illion people have been 

infected with the HIV virus and about 39 million people l1ave died of HIV. Globally, about 35 

million people were living with HIV, and 1.5 n1illion people died of HIV-related illnesses 

worldwide in 2013. About 8 in every 100 adult aged 15-49 years, worldwide are living witl1

HIV, although the burden of the epidemic varies considerably between countries and regions 

(World Health Organization, 2013). Sub-Saharan Africa remains n1ost severely affected, with 

nearly 1 in every 20 adults living with HIV and accounting for nearly 71 % of tl1e people living 

with HIV worldwide. 

With a population of about 160 million (NACA, 2012), Nigeria currently has one of the highest 

HIV and AIDS epidemic burden worldwide. It has a generalized epiden1ic witl1 a prevalence of 

3.4%,(Federal Ministry of Health, 2012) an estimated 3.2 million people living witl1 HIV, 2.2 

million AIDS related deaths annually and 2,229,883 total AIDS orphai1s. HIV prevalence was 

highest among the 35-39 years age group (4.4%) and lowest among the 15-19 years age group 

(2.9%) while the v.ridowed had the highest prevalence (6.2%). By December 2012 only 491,021 

out of an estimated 1.66 million people who require anti-retroviral drugs (ARVs) were receiving 

them. (NACA, 2013) 

HIV infects the cells of the immune system and destroys or impairs their function resulti11g in the 

body being unable to fight off infections and diseases. AIDS is the most advanced stage of HI\' 

infection defined by the occurrence of any of more than 20 opportunistic infection such as 

tuberculosis or related cancers. IiIV is transmitted through unprotected sexual intercourse 

(vaginal or anal) or oral sex with an infected person; transfusion of contan1intltc(l bll)od: the 

sharing of contaminated needles and other :;harp instrurncnts and fro111 rll<)ther ll) \,ab)' during 

childbirth and breast fccding.(I:c<lcral Mini:,try <>f' J lcalth, 2005) 
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HIV/AIDS is one of the world's most significant public health challenges with 34 million people 

living with tl1e virus , and an estimated 2 million deaths yearly.(UNAIDS, 2012) (UN AIDS, 

2012) Since 1981 when the first case of HIV/ AIDS was discovered and first described , to date, 

more than· 27 million deaths have been attributed to HIV/ AIDS. (UN AIDS, 2012) This has 

placed HIV/ AIDS as tl1e world's leading cat1se of death from an infectious disease In Nigeria, 

according to the 2010 HIV National Sentinel Survey, the HIV sero-prevalence rate is estimated 

to be 4.6% with about 2.98 million (9% of tl1e global total) people living with HIV. (Federal 

Ministry of Health, 2010) 

WHO has classified HIV infection into four clinical Stages based on tl1e patient's clinical 

presentations at the time of i11itial co11sultatio11 witl1 tl1e healthcare provider; Clinical stage I are 

asymptomatic, II-Mild Symptoms- minor mucocutaneous n1anifestation, weight loss less tl1an 

10% of body weight etc, III-Advanced Syn1pto111s-Pulmonary tuberculosis, Weigl1t loss> 10% 

of body weight, Unexplained chronic diarrhoea > 1 n1onth, Unexplained persistent fever etc, IV

Severe symptoms- HIV wasting syndrome, Pneumocystis Jiroveci pneumonia, I(aposi's sarco1na 

and other opportunistic diseases.(Federal Ministry of Healtl1, 20 l 0) Laboratory diagnosis is 

based either on detection of the antibodies in the plasma or seru1n or den1onstration of tl1e virus 

in the plasma. Generally, any HIV infected person can be detected by laboratory tests within 6 

months of infection. Patients who test positive and meet the criteria for tl1e i11itiation of Anti

Retroviral Treatment (ARV) can be offered. Four different classes of ARV available for HIV 

treatment in Nigeria are Non-nucleoside reverse transcriptase inhibitors (NNRTis) such as 

nevirapine and efavirens; Nucleoside reverse transcriptase inhibitors (NRTis) such as 

zidovudine, larnivudine and stavudine; Nucleotide analogue (NtRTis) such as tenofivir and 

protease inhibitors (Pis).(Federal Ministry of Health, 2010) 

2.2 Antiretroviral Treatment Program 

Substantial global action has emerged around the 1-IIV/AIDS epidemic. New institutions sucl1 ns 

UNAIDS, the Global Fund to Fight AIDS, 1'ubcrculosis and Mnlar1a (GI· A 1 M) (GI· AT� 1, 20 l 0) 

as well as the US President's Emergency f>Jan for AID<i Relief (J>f '1,1 All) \Vere fc)rn1c<I ,vith 

substantial comrnitmcnts lo HIV/AID� 'I hcsc new gl<>bal nctors hnvc hcc,1 kl')' in ruising 

national policy awareness in many affected countries 1111<1 in scnlir1g ll)) ucccs!4 t<1 1111tir1.:t1,,virt1 I 
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therapies (El-Sadr et al ., 2012). In 2011, eight million HIV-positive people received ARTs (a 20-

fold increase since 2003), translating into 54% of all eligible people in low and nuddle-income 

countries.(UNAIDS, 2013) In Nigeria, the national ART program was initiated in January 2002. 

The program began in February 2002 involving 25 treatme11t centers across the 6 geo-political 

zones and was subsidized at a cost of $10 per month for each patient.(Idigbe et al., 2005) Under 

this program, 10,000 adults and 5,000 children were treated with a 3 drug combination between 

2002 and 2003. However, in 2004, the program suffered a n1ajor setbacl( with loss of drugs, 

worth USD$3.5 million. Tlus created a structure-induced non-adherence as n1any patients were 

off drugs for ttp to 3 months. In 2006, the Federal Gover1unent of Nigeria i 11trodt1ced the free 

ARV treatment policy for all eligible perso11s, witl1 a total of 74 treat1nent sites participating i11 

this program by the end of 2006. Si11ce then, the ART progran1 l1as witnessed n1assive scale up ii1 

the number of sites providing ART services and in tl1e nu1nber currently receiving treat1ne11t. The 

number of sites providing ART has increased from the 25 sites in I 8 states in 2002 to 820 sites in 

2013 and spanning all 36 states a11d tl1e Federal Capital Ten·itory (FCT). Also tl1e nt1mber of 

adults and children currently receiving ART 11as increased to 639,837 persons as at 

2013.(NACA, 2014) 

2.3 O,•ervie,v of ART Adherence 

Medication taking behavior was initially discussed in terms of "compliance" wl1ich was n1eant to 

connote the level to which a patient's behavior aligned with what the health care provider l1ad 

prescribed (Sakett, 197 6). Since the 1970' s when this tern1 was introduced, researchers have 

begun to recognize the fact that it places the patient in a subservient position to tl1e doctor, 

essentiall, eliminating a patient's right to exercise authority over health decisions regarding their 

o,vn body (Drotar. 2000), (Vrijens, 2012). Since then "adherence" has replaced compliance as 

the appropriate term for talking about medication taking behavior. The term adherence reqt1ires 

that the patient must first agree to the treatment plan, after which their participation in that 

treatment plan is measured (Balkrishnan, 2005). 

There 1s currently no standard clinical dcfin1t1on of adherence and thus several dcfi11iti<)11s nrL' in 

use Stedman·s Medical Dictionary defines adherence us the extent to \.Vh1ch 1111: pnt1cnt 

continues the agreed upon mode of lrcatrncnt under lin1itccl s11pcrvis1<)11 (\v11l 111n1, 1c\:: \\ 1lk 1ns, 

1995). Adherence in the context of JJIV Medicine cnn he dcl7ncd us tl,c ,vh(llc prc,ecss ft\)tll

• 
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choosing, starting, managing to maintaining a given therapeutic medication regimen to control 

HIV viral replication and improve function of the immune system. 

Non-Adherence is tl1us defined as tl1e discontinuity or cessation of part or all of tl1e treatme11t 

such as dose missing, tinder dosing, overdosing or drug holidays.(Fong, 2003) Medication 

adherence can also be defined mathematically as the percentage of prescribed doses 

taken.(lckovics, 1997) Most experts agree tl1at for best results, at least 95% treatment adhere11ce 

to HAART is optimum.(Shah, 2007; Reiter et al., 2000; Paterson et al., 2009) Tl1e Nigerian 

National Guidelines for HIV and AIDS Treatment and Care in Adolescents a11d Adults concurs 

with this cut off asserting that for a patient to be tagged as adherent he/she 1nust not miss more 

than one dose in ten days if on a twice daily regin1e11.(FMOI-I, 2010) 

Treatment adl1erence is defined as tl1e extent to wl1ich a person currently takes prescribed 

medication.(Monjok and Smesny, 2010) It is widely agreed tl1at i11 order to achieve an 

undetectable viral load and prevent the development of drug resista11ce, a person on ARV drugs 

needs to take at least 95% of the prescribed doses 011 ti1ne. Highly active antiretroviral therapy is 

tl1e only proven treatme11t for HIV/AIDS. HAART is tl1e co1nbination of three or more drugs 

from at least t\.vo different classes of ru1tiretroviral (ARV) therapy.(ldoko and Taiwo, 2006) Drt1g 

adherence is a key determinant of successful HAART. More tl1an 95% of the doses sl1ould be 

taken for optimal response while lesser degrees of adherence are more often associated with 

virological failure.(Olowookere et al., 2008) Poor adherence can lead to treatment failure, 

development of drug resistance and subsequent imn1unological and cli11ical failure (Olowookere 

et al., 2008),( Olo\vookere et al., 2015). Treatment failure is typically defined as a detectable 

viral load usually accompanied by a falling CD4 T-cell count. 

Much research has been carried out on issues surrounding adhere11ce to Anti-Retroviral 

Treatment, since it has been proven that patients with good adherence to HAART tend to 

experience remarkable improvement in viral load, CD4+ cell counts and clinical status a11d l1avc 

better quality of life. It is a well-documented fact that adherence to ARV treatment is the second 

strongest predictor of progression to AID� and inevitably death, after CD4 cot1nt (I logg ct al.. 

2002; Paterson et al., 2000) 

Much research work has also been done in respect t,1 testing intervention<; to in1J')f(l\'c ucll\l't"t:11cl· 

Many of these studies have cn1ploycd expcrirncntul und c1uasi-cxpcrin1cn11II Sl\ld)• ,ll·�igns, ,,1,,1� 
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a few have been col1ort studies. Interventions to improve adl1erence are manifold. S01ne 

researchers have categorized them as Cognitive, Bel1avioural, Affective and modified DOTS 

(Heyer, 2006),(Simoni and Frick, 2003), (Fogarty et al., 2002). The World Health Organization 

in its publication on adherence, ratl1er than classifying all tl1e various interventio11s to in1prove 

adherence advocated individual interventions as a response to the 5 dimensions of adherence 

earlier discussed (World Healtl1 Organizatio11, 2003) . 
.

CD4 cell counts are used as a biological tool for stagi11g of HIV disease, ct1toff for 

commencement of HAART and a monitoring tool for treat1nent progress. Witl1 regards to patient 

monitoring the three n1ai11 n1easures that are advocated include virological 111011itoring with 

significantly reducing viral RNA in plasma leadi11g up to t1ndetectable viral loads (n1RNA < 50 

copies/ml), immunological monitoring measured by improve111ent in CD4+ cell cot1nts and 

clinical monitoring. Increases in CD+ cell cou11ts typically accompa11y a virologic response to 

therapy but may also be seen independent of optimal virologic st1ppressio11. The gold standard of 

patient mo11itoring is the viral load assays. Ho,vever these are cost i11te1 1sive a11d scarcely 

available in resource poor settings. 

Thus CD4+ cell counts have been found to be a useful tool globally and especially i1 1 cou11tries 

,vith limited resources. The National ART treatment guidelines advocates as mandatory, a 

baseline and three to six monthly CD4+ cell counts for all patie11ts on HAART. 

Many studies have shown that increasing adherence is strongly related to increasing CD4+ cell 

count levels and vice versa. Wang et al in their study of adl1erence and its outco1nes in Cl1ina 

found out that mean CD4+ cell counts increased from 254 cells/ml at baseline, to 275 cells/ml 

after three months, and 310 cells/ml after six months of consistent adherence to 

medication.(\\1ang et al., 2009) 

Hovvever man) other studies could not establish significru1t increases in mean CD4+ cell cou11ts 

even though adherence improved among the study participants.(Goujard and Bernard, 2003) 

2.4 Measurements of Adherence 

The measurement of adherence hac; been the focus of much d1scuc;sion ond dcl1ntc .1n1ong

researchers. Researchers agree that there is no gold standard for n1ct1c:.ur1 ne ndl1crcncc, us 1l1t:rc is 

no way to measure adherence in outpatient settings with nbsolutc nccurncy,(Snhn)' c:t ul., 2011: 

Miller and Hays, 2000) Several approaches have been t1sc<l. 'l'hcy include: pntic11t sett:.rcp<,rt, 
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patient attendance at programmed visits, pill counts, pharmacy records, measurement of drug 

levels, biological surrogate markers and use of Medication Event Monitoring System (MEMS

cap ). All these methods have clear advantages and disadvantages. Pill counts can be conducted in 

clinic or at.unannounced l1ome visits. It is usually calculated by counting the re1naining doses of 

medication and assuming that remaining pills in excess of what is expected represent 1nissed 

doses. (Machtinger, 2005) The sensitivity of pill counts for detecting adhere11ce is compron1ised 

when patients remove pills from tl1eir co11tainers without taking tl1em (ie, "pill dumping" or 

"decanting"). This practice leads to an overestimate of adherence. Unannounced pill counts were 

developed to account for this practice but are too intrusive and cu1nbersome for con1mon clinical 

practice. Biological markers of adhere11ce refer primarily to plas1na conce11trations of 

antiretroviral drugs. Plasma concentrations of Pls have been significa11tly associated witl1 

adl1erence behavior in a limited nu1nber of stl1dies, (Ml1rri et al., 2000). Plasma concentrations 

are limited by their ability to detect only recent adherence bel1avior. Furtl1ern1ore, low 

concentrations of antiretrovirals also may be caused by factors otl1er than adherence, Sltch as 

mal-absorption, drug interactions, and individual metabolic differences. Pha1macy refill data 

measures adherence by providing the dates on wl1ich antiretroviral 1nedications were dispensed. 

If the refills do not follovv a timely order, it is assumed that tl1e patient is not taki11g medication 

between refills or is missing doses in a way that allows tl1e medication to last lo11ger tl1an it 

should. This provides a less intrusive means of measuring adherence tl1an most other measures. 

The method v-.ridely agreed to give the most accurate indication of adherence is tl1e MEMS

cap.(Martin et al .. 2009) which comprises of a computer chip placed on the caps of medication 

containers. This chip records the days and times each container is opened. The inforn1ation on 

the chip can then be downloaded on a computer and analyzed to give an overview of adherence 

(DeKlerk et al., 1997). This method is however faulted for being very expe11sive and too 

sophisticated for resource poor settings (APHA, 2004; Miller and Hays, 2007).0n the other 

hand. patient self-report of adherence in the form of diaries, interviews and surveys, are 

relatively eas)' to obtain and are inexpensive. The argument against this method of assessn1ent 

however, is the tendency for recall bias and an overestimation of client adherence. (Al)l 11\.

2004) Thus researchers caution that skepticism is warranted when patients rCJ)ort higl1 ndhcr1.:ncL', 

though patients should generally be believed when reporting pl)or udhcrc11cc ((iill ct nl., 200�) 

For these reasons some researchers advocate u con1binntion o( IW<.> llr 111orc n1cth<lclS in Clt\h .. ·r 10
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obtain a more valid estimation. However these researchers also agree that in resource poor 

settings this may be impractical (Geletkko et al., 1996). Thus self-reported adherence measures 

are still the most widely used till date in-spite of its obvious limitations. 

2.5 Adherence Rates 

The rate of adherence has been the focus of several researcl1 efforts botl1 in developed and 

developing populations. Several studies have shown that adherence rates are quite low 

worldwide. A meta-analysis to evaluate HAART adherence in sub-Sal1arru1 Africa and Nortl1 

America, involvi11g 31 An1erican and 27 Africa study (i11cluding 12 sub-sal1aran Africa studies) 

populations published by Mills et al. in August 2006, sl1owed tl1at proportion of clients achieving 

adequate adherence to I-IAART documented by tl1e studies under review ranged fro1n 33% to 

88% with a pooled estimate of 55%, and 77% of clients achieving adequate adl1erence in tl1e 

American and African studies respectively (Mills et al., 2006). Thjs is a far cry from the 

recommended adherence level of 95% agreed by 1nost scholars to be necessary to maintain 

optimum levels of the drug in the blood strerun so as to adequately control viral replication and 

ensure clirucal improvement. Quite a number of indigenous cross sectional a11d longitudinal 

studies have been done on adherence to HAART and all of them agree tl1at adl1erence levels are 

generally suboptimal. The reported adherence rates to ART medication among people living witl1 

HIV in Nigeria vary from 44% to 98%.(Akinboro et al., 2014) In Rivers State alone, a searcl1 of 

the literature identified two studies done in the last ten years (Nwauche et al., 2006)(Asekomeh, 

Ebong, & Onv:uchek'.va. 2010). In the study of adherence to HAART in UPTH by Nwauche et al 

in 2006 (Nv-:auche et al., 2006), it was discovered that less than half ( 49 .2%) of the study 

subjects v.·ere adherent to their treatment. However, the 2010 study of Asekon1eh et al 

(Asekomeh et al., 2010) conducted in the University of Port Harcourt Teachi11g Hospital (UPTH) 

and the Braithwaite Memorial Specialist Hospital (BMSH) discovered an adl1ere11ce rate of 

72.2% among study participants; an improvement on the 2006 study. This finding by Asekon1el1

et al is consistent with the findings from the retrospective study done by Agu et al (Agu ct ol.. 

20 l O) at the Central Hospital Benin, which found that 18 months after comn1cnccn1cnt of 

HAART, adherence level was 73.8% in the study group. ·r\vo recent studies l)y Oku ct nl. (Okt1

et al., 2013) in a tertiary hospital and rural community (C)ku ct nl. 2()14) 1n (�1oss-J{1\l'rs �lnt'-'

• 
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showed adherence rates of 59.9o/o and 50.4% respectively, a deviation from the rates in other 

parts of the south-south. 

A cross-sectional study among pregnant wome11 i11 south-eastern Nigeria, (Igwegbe, Ugboaja, & 

Nwajiaku, 2010) revealed a non-adherence rate of 21.7%. Another study by Uzochukwt1 et al 

(Uzochukwu et al., 2009) a1nong HIV patients in the University Teacl1ing Hospital, detected a 

non-adherence rate of 75%. However, the most recent study on adl1erence in eastern Nigeria 

(Onyeonoro et al., 2013), conducted in a teaching Hospital in Nnewi, showed an adherence rate 

of 86% and n1ean level of adherence of 97 .8%. 

Studies in south-west Nigeria, such as tl1e 011es done by Idigbe et al (Idigbe et al., 2005) a11d 

Adedayo et al (Adedayo and Modupeola, 2005), botl1 i11 2005, discovered tl1at 86% of tl1e srunple 

population were adherent to HAART. Interestingly, thougl1 Idigbe et al used a very sn1all sa1nple 

of only 44 people wlule Adedayo et al studied 689 patie1 1ts on HAART, tl1e outco1ne in terms of 

proportion adherent to HAART was sin1ilar. Lower adherence rate of 44% was reported in 2009 

by Afolabi et al (Afolabi et al., 2009) in Osun state. In another study by Olowokere et al, 

(Afolabi,Afolabi and Odewale , 2013) in Ibadan, non-adhere11ce was found to be 3 7. l % implying 

an adherence rate of 62.9%, which is in agreen1ent witl1 a recent study by Akinboro et al 

(Akinboro et al., 2014) study which reported an adherence rate of 62.6% in Osogbo. A recent 

study in Lagos (K.asumu, 2014) showed an adherence rate of 78.4%. 

In Northern Nigeria, a (Iliyasu et al., 2005) study runong AIDS patients in Aminu I<.ano Teaching 

hospital showed that only 54% of them were adherent to their treatment. However, Bello fot1nd 

that 73.3% of patients on HAART in Ilorin, (Bello, 2011) were adl1erent, based on self repo1t. 

This improvement in adherence is in agreement with a recent study in Nortl1 Central Nigeria 

(Avong et al., 2015), which found an adherence rate of 97.3%. It must be noted that some of 

these authors used different thresholds for measuring adherence other tl1an tl1e generally 

advocated 95%. For instance Idigbe and Jliyasu et al used 80% adherence threshold. All tl1e other 

indigenous studies identified, used the 95% adherence threshold. 

2.6 O\·en•iew of Social Support in Public llcaJth 

Social support is a significant resource for individuals unc.1 fun1ily r11cml1crs cnct>t1 111cri1 1g slrl·�s. 

It is seen as one of the keys to well-being of indiv1<luril<.i. c:;pccinlly for lhclsc cxpcr 1encing n11tior 
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life transitions and crises (Caplan, 1974) Social support possesses different dimensions and is 

expressed in different forms and different ways. In the context of HIV/ AIDS, the source of social 

support can come in the form of emotional support from family, friends, and peers (Greenberger, 

et al., 2000). It can also emanate from social interactions in the community inclt1di11g 

professionals (Brashers, 2002) and even from interaction with tl1e environment. Havi11g people in 

one's life during a stressful episode fro1n whom one receives emotional, informational, and/or 

tangible support is a major factor mediating such ot1tco1nes. It is postulated tl1at individuals wl10 

have access to resources sucl1 as social support are more likely to be effective in managing 

stressful situatio11s at1d less likely to experience poor ot1tcon1es. Conversely, tl1ose wl10 are 

deficient in resources such as social support are less able to 1nanage tl1e sitt1ation effectively, and 

thus are more likely to experie11ce negative outcomes.(Lazarus, 1984) Extensive evidence 

suggests that social support contributes to positive adaptational outcon1es, eve11 in tl1e n1ost 

difficult of situations, and its absence contributes to poor outcon1es. For example, social support 

has been found to mitigate depressive symptoms of HIV-positive individuals (Ht1dson et al., 

2001). 

ART progran1mes are rapidly expanding throughout sub-saharan Africa, bringing hope to people 

living with HIV/AIDS. However, ART is complex and requires consistency in adherence to 

treatment regimes. This requires careful monitoring of patients whicl1 cot1ld be best achieved 

\Vith the support of a partner, family member and peers from tl1e conununity. Disclosing HIV 

status and ART initiation to long term partners are therefore often said to be l<ey to ART 

adherence.(Skovdal et al., 2011) 

With regards to care of PL WHA, two sources of support have been identified ru1d proved 

functional. The first relates to family and friends, and the second to community-based support, 

government agencies, and the health care industry (Yadav, 2010).This non-family support also 

include those relating to nursing practice and care of PL WHA as information provided for 

referral and counseling by counselors, health workers. Medical treatment give11 is considered 

tangible support. This support was found to be greater than family support net\-vork in n recent 

study on PLWHA in Nepal (Yadav, 2010). Support from families and others hns been rrportcd ttl 

have either positive or negative effect after disclosure, sutisf.,ctic>n \.Vith fnn,ily st1ppclrt ,,·us 

reported to have helped PI., \VI JA overcome depression, r..:duc:c h1gh-1 isk hcl,11v1or", seek ntcd1cul 
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treatment, and go on with life normally, this fmding was also reported to encourage safer sex 

practice and is best positive predictor of medication adherence in PL WHA (Salter et al., 2010) 

(Vyavaharkar et al., 2007). Positive support from friends and family is valuable to counter 

stigma. This finding was also reported in a study on African-American from a11 HIV social 

service agency tl1at 011ly perceived social support from friends was found to be related to reduced 

perceived stigma (Yadav, 2010), (Galvan et al., 2008), (Ahn1ed and Lemkau, 2007). Different 

cultures may have different perceptions of support. African-America11 me11 compared to their 

counterpart HIV-infected older white men reported n1ore Sltpport fron1 fan1ily n1embers, and 

were less likely to disclose their HIV sero-status to close friends due to stig1na (Heckman et al., 

2000). The health benefits of satisfaction with social support has also been reported in children living 

witJ, HIV, vulnerable children have low levels of perceived social support (PSS), and high level of 

PSS is associated wi tl1 better psychological heatl1 (I-long et al., 20 l 0), (Okawa et al., 2011) 

(Hong et al., 2010), (Zl1ao et al., 2011). Greater perceived social support fro111 friends has been 

associated with a lower negative self-image about being HIV positive (Galvan et al., 2008). 

Family me·mbers, particularly spouses or partners, appear to be the most important source of 

social support, and account for n1ost of the association between social support and healtl1. Tl1ere 

is evidence that support from sources outside the family cannot compensate for what is 1nissing 

in the family and that the family is the main source of care and Sltpport for PL WHA in most 

developing countries. Also, siblings and special persons can be effective sources of social 

support for PL WHA (Hong et al., 2010), (Okawa et al., 2011) 

In a recent study in Nigeria, where the family and community were actively involved in care a11d 

support of PL WHA, there was better perception of psychological care received from fainily tl1a11 

from community. and improvement in community based care has shown to improve tl1e 

wellbeing of PL \1/HA (lleban and Fabusoro, 2011 ) . 
• 

Various types of support like informational, instrumental, and emotional supports may be needed 

in ,·arying combinations at different stages in the process of IIIV infection. Various f on11s of 

support rendered to PL Wl-lA by family members 1s documented, such as nccompnnyii1g tht: 

patients to the health facilities, paying hospital bills, some prayed. sonic proviclcd li11onc1ul 

assistance, psychosocial and emotional support (()luwagbcmign, 2007) 
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Although all types of social support were associated with reduced depression, informational 

st1pport was especially beneficial for those in early stages of the disease (Friedland, Renwick., & 

McColl, 1996). Also, better perception of social support from peers and non-parental figt1res has 

been associated witl1 greater condom use behavior amo11g young t1rban slu1n inl1abitants in 

southwest Nigeria (Adedin1eji et al., 2009). Being HIV positive does not necessarily translate to 

poor social support. This is because social support is not only regarded as availability of support 

but rather its perceived adequacy (Yadav, 2010). Tl1is concept is also confirn1ed in studies, 

where HIV positive status was associated with l1igher perceived social support (Okawa et al., 

2011) 

2.7 Adherence Kno,vledge, Practice and Behaviour 

The WHO in their 2003 adherence report identified patient knowledge and beliefs about their 
.

treatment as a possible barrier or facilitator of adl1erence . Tl1is poi11t of view is sl1ared by the 

American Public Health Association (APHA) in their docwnent on adhere11ce best practices 

stating that patient knowledge of the treatment plan and regime11 has a stro11g relations}1ip to 

treatment adherence(American Public Healtl1 Association (APHA), 2004). Agu et al in tl1eir 

study of treatment outcomes in patie11ts receiving ART in Central Be1lin found out tl1at 84.1 % of 

their study participants had good knowledge of their medication details (Agu et al., 2010) 

whereas Wang et al in their own study on factors associated witl1 adherence found out that 24.6% 

of their stud} participants (n= 181) could not describe the correct 111ethod of taking their 

prescribed medications (Wang et al., 2009). Johnson et al in their study found out that patient 

lack of knowledge of their treatment was associated with decreased adherence.(Reiter et al., 

2000) Furthermore, the Hulka et al study found out that patients who learned the names of their 

medications were more adherent than those who did not know. The Mehta et al study fou11d out 

that patient non adherence was significantly associated with the patient not knowi11g the correct 

dose of medication. Hill et al also observed in their publication 011 Patterns of adherence to 

antiretrovirals. that an individual's knowledge of ART has significant impact 011 l1is adherence 

beha,•iour. Thus adherence behaviour is based on personal interpretation of good odhcrcncc 

practice Cognitive Interventions have the potential to improve AR1 rclotcd kno,vlcdgc bt1t nlO)

not address adherence beha,,iour and practice Oyunbunjo ct al in their rc,•ic,v shl>\\cd thnt 

cognitive interventions in1provc 1-IIV and Afl'r related knowledge l>ut thut tl1is is n<)t co,,sistcntl)' 
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associated with better adherence. They thus suggested that a combination of cognitive and 

behavioural interventions is more desirable in addressing adherence bel1aviour.(Heyer, 2006) 

2.8 Factors Influencing the Practice of Adherence 

Tl1e World Health Organization in its publication on the subject of adherence discusses 

adherence generally under five dimensions whicl1 include patient related factors, therapy related 

factors, socioeconomic related factors, health care tean1 /healtl1 syste1n related factors and 

condition related factors (World Health Organization, 2003). The American Public Healtl1 

Association on the other hand crystallizes these WI-IO five dimensions u1to three sub groups, 

whicl1 are patient based factors, provider based factors a11d treat111ent based factors. In many of 

the sn.1dies discussed below, the researcl1ers endeavoured to elicit the factors i11fluencing 

adherence behaviour in the populations tinder study. 

Tl1e Nwauche et al study conducted at the University of Port Harcourt teachi11g l1ospital before 

the era of the free HAAR T program found tl1at respondents singled out cost constrai11ts, 

una,1ailability of drugs, medication side effects ainong otl1ers as the cl1ief reasons for poor 

adherence (Nwauche et al., 2006). In the study by Asekomeh et al, majority of stt1dy participants 

identified forgetfulness, no pills at dosing time, feeling uncon1fortable after taki11g medicatio11, 

trying to save money and having too many medicatio11s as their reasons for lack of adherence 

(Asekomeh et al., 2010). The Daniel et al study identified stigma and rejection, depression, poor 

judgement, preference for spiritual/alternative medical solution, improved physical condition 

( client feeling better), cultural practices, and cost of transportation as the factors responsible for 

poor adherence. The study done by Adedayo et al highlighted cost of drugs, accessibility to 

treatment, level of knowledge, drug supply issues, and traditional health beliefs as the factors 

responsible for poor adherence (Adedayo and Modupeola, 2010). Iliyasu et al in tl1eir study of 

HIV treatment compliance in Aminu Kano Teaching Hospital identified educational level, 

availability of drugs, financial situation, and ability to remember as factors influencing adl1erence 

to HAART treatment (lliyasu et al., 2011 ). 

Other studies evaluating the factors affecting adherence levels have found these borr1cr� u11d 

facilitators to adherence to I IAART to be r1umcrous and varied bct\.vccr1 dcvcl<,pcd und 

developing· nations One such study is a systematic review of 8 1 ildhcrcncc st\1chcs <.lllOl.' in 

developed (72 studies) and developing countries (12 studies) lly MillN ct nl, I his rc\•io,,• f\.'\'Clllc(l 
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that studies done in developed and developing countries shared many similarities with regards to 

facilitators and barriers to HAART adherence. However some factors were more prevalent with 

developing countries. Some of the barriers identified from the meta analysis include fear of 

disclosure, forgetfulness, a lack of understanding of treatme11t benefits, complicated regi1nens, 

and being away from their n1edications were consistent barriers to adherence across developed 

and developing nations. More common to developing settings were issues of access, inclt1ding 

financial constraints and a disruption in access to medications (Mills et al., 2006). Facilitators of 

adherence ide11tified by both quantitative and qualitative studies in developed and developing 

countries include, feeling of self-worth, acceptance of statt1s, 11nderstandi11g the need for 

adherence, disclosure to supportive fai11ily a11d friends, belief in the efficacy of the drugs, 

simplified regimen, positive relationsl1ip witl1 l1ealth cai·e providers and being actively involved 

in treatment decision making (Mills et al., 2006). 

A cross-sectional survey of 116 individuals with advanced HIV and on HAART was conducted 

between J11ne and July 2006 by Harvey et al to evaluate adl1erence to HAART in adults living i11 

Jamaica. Their findings show that factors associated with non-adl1erence include being away 

from home, sleeping through dose-time, forgetfulness, and ru1mit1g out of pills. I -laving no food, 

not \Vat1ting to be seen taking medication, md intolerable side effects were other reasons given 

for non-adherence in this srudy group. These findings led the researchers to conclude that more 

emphasis needs to be laid on preparing adults for HAART treatn1ent (I-Iarvey et al., 2006.). In the 

BO)'e S et al National Cross-sectional survey on financial barriers to HIV treatment in Yaounde 

Cameroon, they observed that over 20% of the clients on ARV l1ad difficulties procuring their 

drugs due to financial constraints. They thus concluded tl1at adherence would greatly improve if 

the removal of user fees was implemented (Boyer et al., 2009). Many other studies have tried to 

in\restigate the relationships between adherence behaviour and socioeconomic status. For 

instance a S)'Stematic review of 17 original articles exploring tl1e relationsl1ip bet\veen 

socioeconomic status and adherence to HAART done by Falagas did not discover any conclusive 

evidence of a clear association (Falagas and Zarkadoulia, 2008). 
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CHAPTER THREE 

METHODOLOGY 

3.1 Study Area 

The study was carried out in Rivers State, one of the 36 states in Nigeria located in the oil rich 

region of the Niger Delta. The State has a total population of about 5.18 million, projected from 

2006 census with a growth rate of 3.0% and is hon1e to n1any ethnic groups: Igbo, Ikwerre, Ijaw, 

Kalahari, Etche, Ogba, Ogoni and others. Rivers State l1as one of the biggest econon1ies in 

Nigeria, mainly due to large deposit of crude oil. There has been a rising trend of I--IIV /AIDS and 

other sexually transmitted diseases witl1in the state \.Vl1ich l1as been attributed to tl1e higl1 

incidence of transactional sex and risky sexual bel1avior due to i11flt1x of l1ighly mobile young, 

sexually active populations into tl1e oil rich regio11. With a HIV/AIDS prevale11ce of 15.2% (the 

highest in the country), Rivers state is not exempt from tl1e HIV/AIDS pandemic prevalent in 

Sub Saharan Africa. The State Agency for the Control of HIV-AIDS (SACA) is in charge of 

coordinating all HIV prevention and control activities within tl1e state, while State AIDS a11d STI 

Control Program (SASCP) is responsible for all health sector-driver1 prevention interventions in 

the state. They receive support from the State Ministry of Health, several non-gove1nme11tal 

organizations and community based civil society organizations. 

The antiretroviral therapy service in the state comn1enced in 2005,and tl1e number of sites 

providing ART services increased from 2 in 2005 to 8 in 2009 (Tobin-West and Okel1, 2012). 

There are currently eight treatment facilities offering I-IAART services within tl1e State. The 

University of Port-Harcourt Teaching Hospital; funded by the Federal Government, Braitl1waite 

Memorial Specialist Hospital, Bonny General Hospital, Kelsey Harrison medical Centre, tl1e 

Ahoada General Hospital, Bori General Hospital, Health of the Sick Catholic Hospital a11d 

Military Hospital. These clinics cater to about 480-600 patients on a daily basis and provide free 

antiretroviral treatment to all those accessing care. 

The University of Port 1-Iarcourt ·reaching l Iospital is a 750 bed tertiary institution o,vncd ond 

managed by the Federal Government of Nigeria. 1·hc /\nti-rctroviral Cl1nic. is don11cilc<.l ot the 

Medical Outpatient Clinic of the hospital and is co-munagcd hy the lntcrnnl f\ lc<lic1nl\ 

Haematology and Community Medicine dcpartn1cnts, 'I he clinic wu� prc,1ic,u�I)' run t,,,c\; 
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weekly but was recently extended to daily clinics as a result of huge volume of patients. At 

present, tl1e hospital has a data base of about 12,000 registered HIV/AIDS patients in ART. The 

clinic attends to an average of 60-70 HIV patients daily, and about 50% of tl1ese patients are co

infected with TB. It has one consultant, two nurses, an average of six doctors per clinic day, one 

ward maid, three pharmacy staff and two records staff attached to it. Members of the counselling 

and social welfare department are also involved in the clinic. There are two designated 

consulting rooms, a pharmacy and a waiting area for clients. Eacl1 clinic session starts witl1 

general health education sessions co11ducted by the nurses and counselors after whicl1 tl1e clients 

are given the opportunity to see a doctor or sin1ply proceed to the pharmacy for drug refills 

depending on their preference. New clients are seen, investigated and commenced on HAART if 

eligible. 

3.2 Study Design 

The study was an un-matched case-control study in a ratio of l Case: l Control. The social 

support of non-adherent HIV positive patients (cases) was con1pare<l \Vith tl1at of adl1crent 

patients (Controls). 

3.2.1 Case Definitions 

A case \\as defined as a patient who has taken less than 95% of prescribed dose in the 2 weeks 

prior to the study (ie non-adherent patient). 

A control ,vas a patient who has taken at least 95% of prescribed dose in the 2 \Veeks prior to the 

study (Adherent patient). 

3.2.2 Operational Definitions 

Social Class: The classes are described as follows: 

I - Professionals (Accountants, Engineers, Journalist) 

Managerial and Technical Occupations - (Teacher . Secretaries, Nurses) 

II - Skilled workers (Drivers, carpenters, mechanics, caterers, tailor) 

Ill - Semi-skilled workers and small scale traders 

1 v - Unskilled ,,·orkcrs (petty traders, night guards, clcuncrs, 5tudcnts) 

• 
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Adherence: To take at least 95% percent of prescribed dose in the two weeks prior to study. For 

a patient to be tagged as adherent in this study, he/she must not miss more than one dose in 

fifteen days if on a twice daily regimen. 

Non-Adherence: To take less than 95% percent of prescribed dose in the two weeks prior to 

study. 

Social S11pport: The sum total of irlformational, emotional, affectionate and ta11gible support 

received by patients including positive social it1teractions experienced by the patient. 

3.3 Study Population 

All adult clients on ART regimen, accessing treatrnent at tl1e University of Port Harcourt 

Teaching Hospital, Port Harcourt, in Rivers State. 

3.3.J l11c/11sio11 Criteria 

1. Adult HIV patients 18 years and above

2. Patients with confirmed HIV-positive status who l1ad received Anti-Retroviral drugs for

at least 3 montl1s prior to the study. Tlus was to allow adequate tin1e for adl1ere11ce isst1es,

if any, to have surfaced.

3.3.2 Exclusio11 Criteria 

1. Pregnant women

2. Terminally ill/debilitated patients

3. Patients on admission

• 
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3.4 Sample Size Determination 

Sample size formula for Case - Control study was used to estimate sample size as follows;
n = (r+l) (p)(l-p) CZo+ZJ: 

r (P 1 -P0)
2

P1 = :E.o x OR 
[l+ Pox (OR-1)] 

P = (r xPQ +P.u 
(r + 1) 

Two-sided confidence interval = 95%, and a desired Odds Ratio of 2 or greater 

n = Sample size in the case group 

Zp = Desired power= 0.84 

Za = Level of statistical significa11ce = 1.96 

Po = Percent of controls exposed = Prevale11ce of social support among HIV 

patients in a previous study = 64.5% (Williams, 2007) 

r = Ratio of Controls to Cases = I 

P1 = Proportion of cases exposed = 0.645 x 2 - 0.78 

1 + 0.645 (2-1) 

P = Average proportion exposed = 1(0.645 + 0.78)/2 = 0.72 

n
= 

n
= 

l+l (0.72) (1-0.72)(1.96 + 0.84)2

1 (0.78-0.645)2

2 X 0.72 X 0.28 X7.84 

0.0183 

= 172.7 

Correcting for non-response (rate of 10%); New sample size = n x 100/100-x (where x is non 

response r�te of 10%) 

Therefore minimum required sample size 1s J 72 7 x 100 /90 which is n = 192 per grour,, 

This resulted in a minimum sample of 192 cases and 192 C<>nlrols. 
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3.5 Sampling Technique 

Stage 1: Selection of Facility: Purposive sampling

The University of Port Harcourt T hin H · eac g ospital was purposively selected for the study. This
is because the hospital has the largest HIV patients base in the state.
Stage 2: Recruitment of participants: Consecutive sampling

Patients were recruited as they t d d � presen an teste 1or adherence us111g self-reported adherence 

until l 92 non-adherent cases were selected. The adl1erent patients were also selected 

consecutively to make up the e · d b R · , r quire nu1n er. ecru1t1nent was done over an 8 weelcs period. 

Only those who meet the eligibility criteria were enrolled into the study until 384 respondents 

were interviewed. 

3.6 Data Collection Method 

3.6.J Descriptio11 a11d desig11 of St11dy I11str11n1e11ts 

Adherence assessment tool: A five point questioru1aire was used to calculate each client's self

reported adherence. This five point questionnaire was used to measure participants' knowledge 

of their medication and to calculate eacl1 client's self-reported adherence. (See appendix I) 

Social Support measurement tool: Social support was measured using tl1e Medical Outcomes 

Study Social Support Survey (MOSSSS). (Sherbourne, 1991) This instrument was developed for 

use with chronically ill patients, and designed to measure the individual's perception of the 

availability of support along four dimensions: emotional/informatio11al, affectionate, tangible, 

and positive social interaction. The 19 items describe the different types of support, rated on a 5-

point response format of how often a type of support is available if needed, with responses 

ranging from none of the time (1) to all of the time (5). The survey consists of four separate 

social support subscales and an overall functional social support index. A higher score for an 

individual scale or for the overall support index indicates more support. (Appendix II) 

a.) To obtain a score for each subscale, calculate the average of the scores for cacl1 iten1 it1

the subscale. 

b.) To obtain an overall support index, calculate the average of (1) the scorc.s for oil 18 itc111s 

included in the four subscales, and (2) the score for the one ocldiL1onnl 1tcn1 (sec Inst itc..·n1

in the survey). 
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c.) To compare to published 1 means, sea e scores can be transformed to a 0-100 scale using
the following fonnula· (S · 1 s · oc1a upport Survey Instrument scoring, 1992)

100 X Observed score - minimun1 ossible score
(maximum possible score - minimum possible score)

A pre-tested structured interviewer d · · t d · · · · a n11rus ere quest1onna1re on factors influencing adherence
was used to collect information from the respondents. (Appendix III) The questionnaire 

consisted of five sections lettered A-E: 

Section A: Socio-den1ographic details - age, sex, 111arital status, ethnicity, religio11. 

Section B: Socio-economic details - lligl1est level of edt1cation, current employn1ent status, 

occupation� average monthly income, number of depe11de11ts. 

Section C: Patient related factors - Knowledge on HIV, Patient readiness, social support 

(disclosure of HIV status to fan1ily or friends, support from family and friends, suppo1i group 

membership), alcohol use, presence of substance abuse (use of marijuana, cocaine, heroine). 

Section D: Treatment related Factors - Reasons for missing medications 

Section E: Provider related Factors - promptness of service, availability of doctor, satisfaction 

with waiting time, discussion of challenges, discussion on importance of adherence, 

communication between health worker and client, explanation of side effects, healtl1 worker's 

courtesy and respect to client, overall satisfaction with all aspects of care at tl1e treat1ne11t centre. 

3.6.2 Trai11i11g of tl,e researc/1 assista11ts 

The research team comprised the principal researcher and three trai11ed research assistants. Tl1e 
research assistants were trained for 5 days on how to administer the study questionnaires and 
calculate adherence using the national guidelines. The ARV clinics run Monday to Friday every
\veek. Data was collected on daily basis for a period of 2 months. 

3.6.3 Pre-test of tl,e study i11jfru111e11t.s 

Questionnaire was pre-tested in Braithwaite Memorial Specialist I lospitul ( [lM <.;J J) 1\ I{ V ('linic,

Port-Harcourt Rivers State among 20 randomly sclcctccJ l 11 V patient�.
, 

• 
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3.6.4 Field Work 

Field work was carried out over a period of 2 months. 

3.7 Data Management and Analysis 

Measuren1ent of Variables 

3. 7.1 Depe11dent Variables

Self-Reported Adherence: This was calculated based on client self-report of nun1ber of pills 

missed in the past fourteen days. The formula used for calculating adl1ere11ce was number of 

doses taken /no of doses prescribed x 100%. A cut off of 95% was used to distinguish those who 

are adherent from those who are not. Adl1erence was assessed at recruit111e11t. 

A patient is said to be non-adl1erent if l1e/sl1e reports <95% adhere11ce to prescribed dose. 

3. 7.2 l11depe11{/e11t Variables

Patient's Social Support: The Medical Outco1nes Study: Social Sttpport Survey consists of four 

separate social support subscales and an overall functional social st1pport index. A l1igher score 

for an individual scale or for the overall support index i11dicates 1nore support. 

To obtain a score for each subscale, the average of the scores for each iten1 in the subscale was 

calculated.· To obtain an overall support index, tl1e average of (1) the scores for all 18 items 

included in the four subscales, and (2) the score for the one additio11al item (last ite1n in the 

survey) was calculated. 

Education, EmplO)'lllent status, Occupation, Monthly income, Drug and Alcohol Abuse, 

Knowledge on HAART, patient-related, treatment and provider-related factors affecting 

adherence. These were determined via the questionnaire. 

3. 7.3 A11al;•sis Met/1ods

Quantitative data obtained from the study were entered and analyzed in Epi-info versio11 7. Dato 

was entered, cleaned and analysed by the researcher . 

Univariate Analysis was expressed as frequency distril:,uticln, pcrccntugcs, 111cun, stnndnrd 

de,·iation and adherer1cc rates. Frequencies were prcscntccl using tuhlcs 1111d churls i\ 1111111
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Whitney U Test was used to med· · f th tan incomes o e two groups. Independent samples t-test wasused to compare mean scores of overall social support between the two grot1ps. The score foreach sub-scale was obtained by calculating tl1e average of tl1e scores for each item in thesubscale. Overall support index was calct1lated by adding the average of the scores for all 18items in the four suhscales and the score for the one additional item. (Rand Health, 1992). Thisscore was then transformed to a scale of 100, by t1sing the formula provided. Tl1e 1naximumobtainable score for social support was 100%. Presence and absence of social support wasdetermined by using the midpoint score 50% (out of a total score of 100), as the cut off point forgood social support. Scores below 50 were graded as poor while scores of 50 and above weregraded as good. A knowledge score was used to grade tl1e responses. Incorrect responses werescored zero and correct responses were scored 1. A total score of 2 and above was graded asgood knowledge while scores of O and 1 were graded as poor k11owledge.

Chi-square test for associations was used to test for associatio11s between social support and
adherence to HAART. Odds ratios and their 95% confidence intervals were calculated. Stratified
analysis was conducted to identify potential confounding variables and assess for interactio11 .. 

Stepwise forward logistic regression was employed to determine i11dependent factors associated
with ART Adherence. All factors that had a p-value :S0.2 on bivariate ru1alysis were fitted into
the logistic regression model. Level of significance was set at p < 0.05.

3.8 Ethical Approval 

Ethical Clearance for the study was sought from the Research and Ethics Conunittee of the
University of Port-Harcourt Teaching Hospital. Informed consent was obtained from eacl1
participant after the study must have been explicitly explained to the1n. Before the interview,
every participant v.·as read his/her rights concerning participation and withdrawal througl1
informed consent form (See Appendix IV). One could stop participating in tllis study at any time�
even if he/she had already given his/her consent. Refusal to participate or withdra\val from tl1e
study did not in\•Ol\·e penalty or loss of any benefits to which one was othervvise entitled.
Research assistants v.·ere trained on the need to maintain confidcntial1ty so as to avoid issues of
stigma and discrimination a!:isociatcd with JI JV-A ID<, None c>f the datu rccc)r,l shc<.·ts t)r
ues 1onna1res con 1 q t. · 

ta'ned cl1"cnt names so as to further preserve C<>nficlcntiality. 
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CHAPTER FOUR 

RESULTS 

4.1 Demographic characteristics of Respondents 

Table 1 illustrates the de1nographic characteristics of respo11dents. Tl1e higl1est number of 

respondents 98 (25.So/o) were within the age group 30 - 34 years. The youngest and oldest 

respondents were aged 18 and 82 years respectively. The mean age of cases and controls were 

36.7 ± 9.0 years and 37.S ± 8.6 years respectively. This was comparable between the two groups. 

More females were enrolled into the study than 1nales. Ilo,vever, there was no significant 

difference in the male: female ratio between tl1e two grot1ps. The cases and controls were similar 

with regards to marital status. 

The study respondents were from 27 different etl1nic groups. I-Iowever the Igbos were the most 

popt1lous etlmic group represented -166 ( 44.9%), followed by the lk\verres SO ( 13.5%), then tl1e 

Ibibios 33 (8.9o/o). Other ethnic groups represented include Ogonis 17 (4.6%), Ijaws 15 (4.1%) 

and Efiks 11 (3.0o/o), Kalahari 8 (2.08%), Urhobo 6 (1.6%), Yo1uba 7 (1.8%). There was no 

significant differences (p = 0.292) in the distribution of respondents a1nong the etht1ic groups. 

Majorit, of the study respondents (99.5% of cases and 98.9% of controls) were Christians. Two 

of the controls (1.1 o/o) were muslims while 1 (0.5%) case practiced 110 religion. 

Details of the distribution of respondents by socio-demographic status are shown in Table 1. 
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Table l: Demographic characteristics of Respondents in UPTH, 2016 

Variables 
Age group (years) 
<24 
-

25-34 
35-44 
45-54 
� 55 
Mean age 

Gender 
Male 
Female 

Marital Status 
Single 
Married 
Divorced / Seperated 
Widowed 

Partner's HIV Status 
Positive 

Negati\.e 
UnknO\.VIl 

Ethnicity 

• 

lgbo 
• 

Ikv.:erre 
Efik-Ibibio 
Ijav.: 
Others (Yorub� Hausa
fulani. Ti·v. l]rhobo. Anan 
etc) 

Religion 
Christianity 
Islam 

Cases 
n = 192 (o/o) 

7 (3.7) 

85 (44.3) 
64 (33.3) 
25(13.0) 
11 (5.7) 
36.7 ± 9.0 

41 (21.4) 
151 (78.6) 

65 (33.9) 
103 (53.7) 
4 (2.1) 
20 (10.4) 

70 (36.8) 

67 (35.3) 
53 (27 .9) 

78 (40.6) 
30 (16.5) 
23 (12.0) 
10 (5.2) 
51 (26.6) 

188 (100.0) 
0 (0.0) 

*Student's t-test "'•Fisher's Exact 

• 

Control 
n = 192 (o/o) 

3 (1.6) 

74 (38.5) 
78 (40.6) 
28 (14.6) 

9 (4.7) 
37.5 ± 8.6 

48 (25) 
144 (75) 

63 (32.8) 
105 (54.7) 
4 (2.1) 
20 (10.4) 

73 (38.0) 

72 (37.5) 
47 (24.5) 

88 (45.8) 
20(10.6) 
21 (10.9) 

5 (2.6) 
58 (30.2) 

189 (98.9) 
2(1.1) 

i 

4.111 

t= 0.89 

0.717 

0.051 

0.592 

4.810 

0.487 

p - value 

0.391 

0.375* 

0.397 

0.997 

0.744 

0.307 

0.485 
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4.2 Socio-economic characteristics of Respondents About half of the study participants ( 49. 7%) had secondary school education. There was nosignificant difference between the educational levels in both groups (p=0.37). Majority of therespondents, 342 (89. l %)  were employed. Most of them 231 (60.3%) were self-employed, 68(17.8%) were in private non-self jobs, while 42 (11.0%) of tl1e1n were either unemployed or werelooking for work. The distributions among the two groups were co1nparable (p=O. 799) .. 

When asked about their average monthly incon1e, some of tl1e respondents 56 (14.6%) did notrespond. Table 2 below shows that the n1ajority of respo11dents 168 (43.8%) had a n1onthlyaverage income of N20,000 and below. Tl1e median n1011tl1ly income was 20,000 naira witl1 arange of 1,000 - 2,000,000 naira. Tl1ere was no signi:fica11t difference between i11co1nes of the
two groups (Mann-Whitney U Test = 0.766, p=0.381).
Social class was determined based on occupatio11. People were assigned to tl1e classes first by
being allocated to an occupational group according to the kind of work they do. Majority
(78.1 %) of cases were in the social classes I - II, wl1ile n1ost of the controls (66.2%) were in
social classes III and IV. This difference was statistically significa11t witl1 p <0.001.

Twenty-four (6.3%) of study participants had only one dependant. On tl1e otl1er hand 113
(29.4%) of respondents had five or more dependents. Tl1e distributions of dependants was
comparable across both groups (p=0.59). 

Majority of the respondents 235 (61.2%) lived withi11 the LOA. There was no significa11t
difference between the cases and controls in terms of place of residence.

About half of the patients 201 (52.3%) have been on ART for less tl1an 5 years. This was
however not statistically significant between the two groups . 

• 
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Table 2: Socio-economic characteristics of respondents in UPTH, 2016

Variables 
Monthly Income 
20000 
2000 l -50000 
5000 l - l 00000 
>100000
No Response
Highest Level of Education
None
Primary
Secondary 
Tertiary 
Current Employment status 
Employed 
Unemployed 
Type of Employment 
Government 
Private self 
Private non-self 
Social class (based on occupation) 
I -Professionals 
II - Skilled \Vorker 
III - Semi-skilled \Vorker 
IV - Unskilled \VOrker 
Social class (re-grouped) 
I- II

III - IV 
Number of Dependents 
0-1
2-4
5-7
?:. 8
Not app)icable
Residence·
Outside the state 
\\'ithin the LGA 
Outside the LGA 
Duration on ART 
..-5 years 

Case 

84 (43.8) 
48 (25.0) 
22(11.5) 
11 (5.7) 
27 (14.1) 

3 (1.6) 
24 (12.5) 
94 (48.9) 
71 (37.0) 

169 (88.0) 
23 ( 12) 

22 (13.0) 
116 (68.6) 
31(18.3) 

36 ( 18.8) 
114 (59.4) 
16 (8.3) 
26 (13.5) 

150 (78.1) 
42 (21.8) 

30 (15.6) 
74 (38.5) 
50 (26.0) 
13 (6.8) 
25 (13 0) 

17 (9 7) 
122 (69 3) 
37 (21.0) 

100 (52.1) 
92 (47.9) � S )'ears 

•Fisher's Exact ••student's t-tcsl

Control 

84 (43.8) 
45 (23.4) 
18 (9.4) 
16(8.3) 
29(15.1) 

6 (3.1) 
15 (7.8) 
97 (50.5) 
74 (38.5) 

173 (90.1) 
19 (9.90) 

20 ( 11.7) 
114 (66.7) 
37(21.6) 

38 (19.8) 
27 (14.1) 
106 (55.2) 
21 (10.9) 

65 (33.9) 
127 (66.2) 

35 (18.2) 

1.494 

3.186 

0.427 

1.007 

240.60 

74.570 

84 (43.8) 2.708 
38 (19.8) 
12 (6.3) 
23 (12.0) 

14 (7 7) 3.742 
113 (62.4) 
54 (29 8) 

101(52 6) 0.011 
91 (47.4) 

•••Munn-\Vhitncy lJ ·rest 

r:valt1e 

0.828 

0.363 

0.513 

0.799 

<0.001 * 

<0.001 

0.596 

0.154 

0 921 
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• 

4.3 Health related characteristics 

4.3.1: Rate of 1zo1z-ad/1erence to a,zti-retroviral tlrerapy a11101zg respo11tle11ts 

Table 3 shows the rate of ART medication adherence by the patients. This was grouped according

to the number of days, doses were missed. The adherence rate ranged from 0% (among cases who 

had missed doses for l 0-14 days), to l 00% (among controls who have never missed their 

medication). A total of 205 patients (192 cases and 13 controls) missed their 1nedication at least 

once in the past 2 weeks. 

One hundred and seventy nine (93 .2o/o) controls achieved 100% adherence rate in tl1e two weeks 

prior to the study. Among those that had missed tl1eir medications, 79.2% of cases and 6.8°/o of 

controls had achieved adherence rate of 91.9%. Ho\vever 5 (1.3%) cases l1ad n1issed all doses in 

the 2 weeks prior to the study. 

The mean adherence is tl1e average adl1erence rate of respondents. In general, tl1e mean adl1erence 

rate for the cases was 87.2o/o ± 16.1 and 99.8% ± 0.77 an1011g tl1e controls . 

• 
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Table 3: Rate of Adherence to ART medication among HIV patients in UPTH, 2016
No of days in which 

doses were missed in the 

past 2 weeks 

1 -2 days 

3 -4 days. 

5 - 6 days 

10 - 14 days 

Never missed 

Tota] 

Case 

n=l 92 (%)

152 (79.2) 

32 (16.6) 

3 (1.6) 

5 (2.6) 

0 (0.0) 

192 (100) 

Mean Adherence rate in 87.2 (16.12) 

%(SD) 

** Student t-test 

• 

Control 

n=l92 (%) 

13 (6.8) 

0 (0.0) 

0 (0.0) 

0 (0.0) 

179 (93.2) 

192 (100) 

99.8 (0.77) 

p-value

328.24 <0.001 

I 0.88 <0.001 ** 
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4.3.2: Differe11ces i11 CD4 Cell Coi111t a1no11g Respo11de11ts 

CD4 cell counts of patients \1-1ere categorized in two groups: CD4 goo cells/ml and >200cells/ml. 

The mean CD4 cell count was compared between cases and controls. The mean CD4 Count \\'as 

476.9 (± 274.10) and 499.6 (± 290.18) for cases and controls respectively. This difference was not 

statistically significant with a t-test p-value of 0.442. 

The result in Table 4 shows that there was no significant differences in CD4 cell count betv,:een 

the t\vo groups. (p = 0.442) 
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Table 4: Differences in CD4 cell count among HIV patients in UPTH, 2016 

200 cells/ml 

200 cells/ml 

Total 

• 

• 

, 

Case 

n = 180 (0/o) 

32(17.8) 

148 (82.2) 

180 (100) 

Control 

n = 185 (%) 

30 (16.2) 

155(83.8) 

185(100) 

0.067 

p-value

0.797 
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4.3.3: Reasons for n1issi11g ART 1nedicatio11 a1no11g HW patie11ts i11 UPTH, 2016

Table 5 shows that the commonest reasons for missing medications were being away from hon1e

(55.5%), being busy with other things (53.4%) and simply forgetting to take the medications 

(47.9%). 

Other reasons for missing n1edications inclt1de falli11g asleep 140 (36.5%), running out of pills 85 

(22.1%) and because they did not want other people to notice them taking medication, 37 (9.6%) . 

• 

• 
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Table 5: Reasons given by respondents for missing ART medication 

Reasons for missing medications* 

Were away from home 

Busy with other things 

Simply forgot 

Fell asleep/Slept througl1 dose ti1ne 

Ran out of pills 

Did not \\>ant others to notice me taking 

medication 

Felt depressed 

Feel frequency of dose is cumbersome 

\\'anted to a\ oid side effects 

Had too man) pills to take 

Felt like the drug \vas toxic/hannful 

Felt sick 

*Multiple responses

• 

Frequency 

213 

205 

184 

140 

85 

37 

21 

17 

16 

14 

11 

4 

Percentage 

55.5 

53.4 

47.9 

36.5 

22. l

9.6 

5.5 

4.4 

4.2 

3.7 

2.9 

1.0 

36 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



4.4 Disclosure of sta�s and Membership of support groups Table 6 shows the disclosure status and membership of support groups by respondents. Whenasked about di sci osure, 2 73 (71.1 % ) respondents had di sci osed their Hl V status to their partners,247 (64.3%) had disclosed their status to family members and 107 (27.9%) had disclosed theirstatus to close friends. 

Of those who had disclosed their status, 247 (64.4%) were satisfied with the support they weregetting from their spouse, 242 (63.0%) were satisfied with support fron1 their family members,and 103 (26.8%) were satisfied with support from friends.

In addition, 221 of the1n (57.5%) clain1ed that tl1eir fan1ily/frie11ds l1elped re1nind then1 to tal<e 

their medications. 

Concerning membership of support groups 110\tvever, few of tl1e respondents 54 ( 14.1 %) 

belonged to and actively participated in support group 111eetings. More than l1alf of tl1ose wl10 

belonged to social group 36 (66.7%) felt tl1at support group activities were beneficial in helpi11g 

them attain and maintain adherence (n=54). The distrib11tion of tl1e respo11ses across tl1e groups 

v.1as comparable as is shown in Table 6 . 

• 
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Table 6: Disclosure of HIV Status and Membership of Support Groups among HIV patients in

UPTH. Port Harcourt, 2016 

Variable Case Control X p-\·alue 
n = 192 (o/o) 11 = 192 (0/o) 

Disclosed HIV status to Yes 134 (69.8) 139 (72.4) 0.203 0.653 
partner 

No 58 (30.2) 53 (27.6) 

Disclosed HIV status to Yes 127(66.1) 120 (62.5) 0.408 0.523 
family 

No 65 (33.9) 72 (37 .5) 

Disclosed HIV status to Yes 48 (25.0) 59 (30.7) 1.296 0.255 
friends 

No 144 (75.0) 133 (69.3) 

Membership of support Yes 23(12.0) 31 (16.1) 1.056 0.304 

groups 
�o 169 (88.0) 161 (83.9) 

Support group meetings Yes 13 (56.5) 23 (74.2) 1.146 0.284 

are very beneficial to 
No 10(43.5) 8 (25.8) 

ID) treatment 

• 

• 
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4.5 Relationship between lack of social support and non-adherence to ART

4.5.1: Mea,, Score of social s11pport anzo,,g cases a,,d co11trols 

Table 7 illustrates the difference in the mean scores of social support between cases and controls. 

The overall mean social support index ainong respondents was 3 .57 (s.d; 1.11) out of a total 

score of 5.0. 

The table shows that the highest mean score was in the dimension of Emotional/Informational 

support (3.8) for the controls and Tangible support (3.9) for the cases while tl1e lowest 1nean 

score for both cases and controls was in the area of positive social interaction. 

There was no significant difference in tl1e n1ean score bet\veen cases and controls, across tl1e 4 

dimensions of social support measured, and i11 tl1e overall average social support score . 

• 
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Table 7: Mean scores of dimensions of MOSSS Social support scale among HIV Patients in

UPTH, 2016 

Dimensions 

Emotional/Informational support 

Tangible support 

Affectionate support 

Positive social interaction 

Overall social support Index 

• 

Case Control 

Mean (SD) Mean (SD) 

3.7 (1.3) 

3.8 (1.2) 

3.4 (1.6) 

3.3 (1.5) 

3.6 (1.1) 

3 .9 (1.0) 

3.8 (1.1) 

3.7 (1.4) 

3.2(1.4) 

3.7(0.9) 

t- test

1.87 

0.04 

1.94 

0.60 

1.19 

p-value 

0.062 

0.964 

0.053 

0.550 

0.237 
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4.5.2: Relatio11s/1ip behvee11 social s11pport a11d ad/1ere11ce to ART

Table 8 shows that l 9.8o/o of cases and 12.0% of controls had poor social sl1pport. This difference 

was statistically significant at p=0.036. The odds of having poor social support was 1.8 times

higher among non-adherent patients than in patients witl1 adl1erence of 95% and above.

Table 9 shows the relationship between the different dimensions of social Sltpport and 11on

adherence to ART. The result showed that 25% of cases and 17% of controls had poor emotional 

support, while 32.8o/o of cases and 20o/o of co11trols had poor Affectionate st1pport. These 

differences were statistically significant. 

The non-adherent patients were 3.4 times more likely to lack en1otional/informational support 

and 1.9 times more likely to have poor affectionate support tl1an tl1c adl1erent patient. 

There was no significant difference bet\veen the t\VO grol1ps in tern1s of tangible support and 

Positive social interaction . 

• 
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Table 8: Relationship between social support and adherence to ART

Social Support 

Poor 

Good 

Total 

• 

• 

Case Control 

n=l 92 (o/o) n=l 92 (%) 

i p-value Odds 95% Confidence 

Ratio Interval 

38 (19.8) 23 (12.0) 4.385 0.036 1.81 1.03 - 3.18 

154(80.2) 169(88.0) 

192 192 
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Table 9: Relationship between dimensions of social support and adherence to ART Dimensions of Social support

Emotional/Informat Poor 
ional support 

Case 

n(¾) 

Control 

n (%) 

48 (25.0) 17 (8.9) 

Good 144(75.0) 175(91.1) 

p-value Odds 95% 
Ratio Confide11ce 

Interval 

16.67 <0.001 3.43 1.89 - 6.22 

Tangible support Poor 22 (11.5) 21 (10.9) 0.0003 0.985 1.06 0.56-1.99 
Good 169 (88.5) 171 (89.1) 

Affectionate Poor 63 (32.8) 40 (20.8) 6.42 0.011 1.86 1.17 - 2.94 support 
Good 129 (67.2) 152 (79.2) 

Positive social Poor 52 (27.1) 52 (27.1) 0.01 0.909 1.00 0.63 - 1.57 interaction 
•

Good 140 (50.0) 140 (50.0) 

Significant p-values and confidence intervals in bold 

• 
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STRATIFIED ANALYSIS 

4.5.3: Stratification by Social Class 

Table l O illustrates stratification of the relationship between social support a11d non-adherence

by social class. The result of the analysis above shows that there is a significant difference in 

the OR between the strata. Effect modification has occurred. 

The relationship between poor social support and 11on-adherence to ART is therefore, 

statistically significant only amo11g patients i11 lower socio-econon1ic classes of III and IV. 

(p=0.007) 

Among patients in higher social classes I - II, there is 110 significant association between poor

social support and non-adherence to ART. (p=0.54) 
• 

Social class therefore modifies tl1e effect of poor social support 011 no11-adl1ere11ce to ART . 

•
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Table 10: Adherence and Social support among HIV Patients in UPTH, 2016; stratified by Socialclass 

Social Class I - II 

Case Control 

25 (l 6.7o/o) 8 (12.3) 

Odds 95% 
Ratio Confidence 

Interval 
1.43 0.61-3.35 

p-value

0.370 0.543 
Poor Social 

Support 

Good Social 

Support 

125 (83.3) 57 (87.7) 

Total 150 (100.0) 56 (100.0) 

Social Class III - IV 

Case Control Odds 95% p-value MH MHx
2

Ratio Confidence Odds corrected 
Interval Ratio (p-value) 

0.007 2.11 5.483 15 ( 11. 8) 3.34 1.43 - 7.81 Poor Social 13 (31.0°/o) 
(0.019) 

Support 

Good Social 29 (69.1 %) 112(88.2) 

Support 

Total 42 (100.0) 127 (100.0) 
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4.6 Risk factors associated with adherence to ART among study subjects 

4.6.1: U11dersta11ding tl,e disease and its treatn,e,,t 

The respondents were asked l question concerning their understanding of HIV ai1d 3 questions

on their knowledge of ART. Approximately 2lo/o of cases and 15% of controls did not fully

understand HIV and the drug treatment. About 28% and 20% of cases and controls respectively 

did not know that ART is a lifelong treatment, and 40% of patients i11 botl1 groups did not 

understand that ART reduces the risk of HIV transmission. 

Knowledge of HIV and ART treatment were comparable across the two groups as sl1own in table 

1 l. 

• 

• 
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Table 11: Knowledge of HIV and ART among HIV Patients in lJPTH, 2016
• Case Control p-value Odds Confidence

Understanding of 

HIV and the drug 

treatment 

n (o/o) n (%) 

Poor 41 (21.4) 28 (14.6) 2.544 0.110 

Good 151 (78.7) 164 (85.4) 

Knowledge of ART Poor 73 (38.0) 70 (36.5) 0.045 0.833 

Good 119 (62.0) 122 (63.5) 

• 

Ratio Interval 

1.59 0.94 - 2.70 

1.07 0.71 - 1.62 
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• 

4.6.2: Relationsl,ip betweeti Disclos,,re of HIV stat,,s, Satisf actio,, ,vit/1 social s11pport a11d

Adl1ere11ce to ART 

Majority of the H1V patients had disclosed their status to tl1eir spouses, family members or

friends. The cases and controls did not differ in terms of disclosure of tl1eir HIV statt1s to

partners, friends and family members (Table 12). However, the cases were less likely than 

controls to be satisfied with support received from partner witl1 an odds ratio of 0.1 (0.06 - 0.20). 

Satisfaction with suppo1t received from fan1ily (p = 0.61) and frie11ds (p = 1.12) was 11ot 

significantly different between the two groups. 

Satisfaction with support received fro1n part11er appeared to significantly protect patients fron1

non-adherence (p<0.001). The association bet\veen disclosure of HIV status, satisfaction with 

social support and adherence to ART is illustrated in Table 12 . 

• 

• 
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Table 12: Relationship between Adh 
· d b d . erence and  Disclosure of HIV status and satisfaction withsupport receive y respon ents m UPTH, 2016

Varlable Case Control x.2 p-valtte Odds 95% 
Ratio Confidence 

Interval 

Disclosed HIV status to Yes 134 (69.8) 139 (72.4) 0.202 0.653 0.88 0.57 - 1.37 
partner (n = 384) 

No 58 (30.2) 53 (27 .6) 

Satisfied with support Yes 76 (56.7) 127 (91.4) 41.17 <0.001 0.12 0.06 - 0.25 

received from partner 
No 58 (43.3) 12 (8.6) 

Disclosed HIV status to Yes 127 (66.2) 120 (62.5) 0.229 0.523 1.17 0.77 - l .78 
family 

No 65 (33.8) 72 (37.5) 

Satisfied with support Yes 125 (98.4) 117 (97.5) 0.473 0.676** 1.60 0.26 - 9.76 

receive d from family 
No 2 ( 1.6) 3 (2.5) 

Disclosed HIV status to Yes 48 (25.0) 59 (30.7) 1.296 0.255 0.75 0.48- 1.18 

friends 
No 144 (75.0) 133 (69.3) 

Satisfied v.ith support Yes 47 (24.9) 60 (32.1) 2.064 0.151 0.70 0.45 - 1.09 

recei, ed from friends 
No 142(75.1) 127 (67.9) 
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4.6.3: Alcolrol atid Substa11ce Abi,se

\Vhen asked about intake of alcohol 87 (22.7o/o) of the respondents admitted to have taken alcohol

in the previous month. Of this number, 2 (2.3%) took alcohol nearly every day, 21 (25.2%)

admitted to taking alcohol l - 3 times a week, while 47 (12.2%) took it 1 - 3 ti1nes a montl1.

There was no significant difference in alcohol use between the groups. Tl1e con1parisons are 

shown in Table 13.

Substance abuse was less comn1on among the respondents as only 16 (4.2%) of tl1e respo11dents 
admitted to ever smoking marijuana, 2 (O.So/o) to ever ltsing cocai11e. No one ad111itted to usi11g 

heroine. The responses by the groups are shown in the table 13 . 

• 

• 
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Table 13: Use of Alcohol and Substance among study respondents
• 

Case Control 

Drink alcohol 51 (26.6) 36 (18.8) 

Do not drink alcohol 141 (73.4) 156 (81.3) 

x
2 

2.913 

Use Marijuana 11 (5.8) 5 (2.6) 1.630 

Do not use marijuana 181 ( 49 .2) 187 (50.8) 

Use Cocaine 1 (0.5) 1 (0.5) 0.503 

Do not use cocaine 191 (99.5) 191 (99.5) 

** Fisher,s Exact p-value 

• 

p-value

0.087 

0.125 

1.000** 

Odds 95% 
Ratio Confidence 

Interval 

1.57 0.97 -2.54 

2.27 0.77 - 6.67 

1.0 0.06-16.10 
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4.6.4: Provider-related Factors 

\Vhen respondents were asked questions concerning their satisfaction witl1 provider-client

relationship, waiting time, professional attitude of providers, availability of a doctor and

promptness of service, majority of study participants expressed satisfaction. For example 378

(98.4%) of respondents agreed that the health care staff at the treatment facility discussed the 

importance of adherence with them, 98.9o/o of tl1en1 agreed tl1at tl1ey understood the medication 

better after discussing with l1ealth worker, 97.9% acknowledged tl1at providers' attitude l1elped 

them take their drugs regularly and 371 (96.6%) of responde11ts acknowledged tl1at tl1e l1ealtl1 

care workers are generally courteous and respectful. About 82% of respondents were satisfied 

with the waiting tin1es and finally, 96.1 o/o of respondents were completely satisfied with provider 

services. 

Comparisons of levels of  satisfaction between the groups, l1owever sl1owed tl1at tl1e waiting ti1ne 

was less acceptable to the non-adherent patients wl1en co1npared to the adl1erents with an odds 

ratio of 0.5, as shown in Table 14 . 

• 

• 
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Table 14: Satisfaction of HIV patie · h centre in UPTH, 2016 nts wit health care providers and services at the treatment
Case Control p-value Odds Ratio 95%CI

r Yes 181 (94.3) 176 (91.7) 0.637 0.425 1.50 0.67 -3.31�ptness of Service No 11 (5.7) 16 (8.3)
Yes 147 (76.6) 166 (86.5) 5.599 0.018 0.51 0.30 - 0.87 �ptable Waiting Time No 45 (23.4) 26 (13.5)

ttude of the health workers Yes 189 (98.4) 187 (97.4) 0.362 0.724** 1.68 0.39- 7.14l,ed me take drugs No 3 (1.6) 5 (2.6)�larly
�ussion of Challenges with Yes 187 (97.4) 189 (98.4) 0.362 0.724** 0.59 0.14-2.52
Uth care staff No 5 (2.6) 3 (1.6)

ussion oflmportance of Yes 189(98.4) 189(98.4) 0.657 1.000** 1.00 0.19 -5.02erence with health care No 3 (1.6) 3 (1.6)

lderstand medication Yes 190 (99.0) 190 (99.0) 0.688 1.000** 1.00 0.14-7.17
�ge after discussing with No  2 (1.0) 2 (1.0)-ith worker
�ussion with health worker Yes 191 (99.5) 190 (49.9) 0.500 1.000 2.01 0.18 -22.36

useful No 1 (0.5) 2(1.0)
th 'workers are courteous Yes 184 (95.8) 187 (97.4) 0.287 0.574 0.62 0.19-1.91
respectful to clients in the No 8 (4.2) 5 (2.6)

ent facility
Plete satisfaction with all Yes 182 (94.8) 187 (97.4) 0.146 0.292 0.49 0.16 I 4 <i

ts of care (n=l 00) No IO (5.2) 5 (2.6) 

Significant p-value in bold •• Fisher's J�xact p-valuc
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C.) MULTIVARIATE ANALYSIS 

4.7 Multivariate analysis for Factors associated ,vith non-adherence to ART

Multiple lo·gistic regression analysis (Table 15), reveals tl1at poor social support was significantly

associated with non-adherence. This relationship is more pronounced among patients with poor

emotional and affectionate support. 

The result also showed that feeling of depression/unl1appiness and u11acceptable waiting times at 

the health facility were independe11t risk factors for non-adl1erence among HIV patients i11 this 

study. 

Being satisfied with support received from one's partner was significa11tly protective of non

adherence. 

• 
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• 

fable 15: Unconditional Stepwise Forw d L · . ar ogist1c Regression for factors associated with non-
adherence to ART 

Variables 

Social Support (Poor/Good) 

Reside Outside the LGA (Yes/No) 

Affectionate support (Poor /Good) 

Emotional Support (Poor /Good) 

Satisfaction witl1 support from partner (Yes/No) 

Disclosed status to friends (No/Yes) 

Alcohol Use (Yes/No) 

Smoke Marijuaria (Yes/No) 

Feel depressed/unhappy/overwhelmed (Yes/No) 

Acceptable waiting time (No/Yes) 

Adjusted 

Odds Ratio 

1.81 

0.75 

1.82 

4.46 

0.10 

1.17 

1.41 

2.34 

11.58 

1.92 

95% Confidence 

Interval 

1.03 -3.18 

0.47-1.21 

1.03 -3.22 

1.98 -10.05 

0.04 -0.23 

0.6 -2.1 

0.86 - 2.34 

0.77-7.12 

2.63 - 51.00 

1.09 - 3.36 

p-value 

0.038 

0.244 

0.039 

0.0003 

<0.001 

0.61 

0.176 

0.134 

0.001 

0.022 
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CHAPTER FIVE
DISCUSSION, CONCLUSION AND RECOMMENDATION

5.1 DISCUSSION 

5.1.1 Demographic and Socio-economic characteristics
Majority of the patients were young b h persons etween t e ages of 20 - 39 years. Th1s correspondswith the age group most commonly affected with HIV/AIDS according to tl1e 2012 NationalHIV-AIDS_ Reproductive and Health wbicl1 found HIV prevalence to be lughest runong tl1e 35 -39 year age group (FMOH, 2014). Females were disproportionately more affected than males.
The age and sex distribution of this study is sin1ilar to what l1as been reported i11 otl1er studies
which found HIV to be more among females (Pennap and Makpa, 201 O) (Adeyeye et al., 20 I 0).
It therefore implies that HIV n1ost likely affects yoL1ng perso11s and fe1nales. This high proportio11
of female being infected is con1monly referred to as fe1ninization of HIV(GBC Health, 2007). A
relatively greater proportion of fen1ales accessing ART may also, be a reflection of differential
health seeking behavior of the two sexes, especially in a traditional African setting where women
are known to have better care seeking behavior tl1an me11 (Onyeonoro et al., 2013). 

oc1a c ass1 1ca ions ase S · I 1 ·fi t· b d on occupation are generally used by central government to analyze 
soc1 an . ea vana 10n, an ·a1 d h Ith 

· t· d thus direct policy and resource allocation (UCL, 2013 ). U11til 

2001 b d d I ·fi 1· n of social class was the Social Class based on Occupation (SC, t e stan ar c ass1 1ca 10 
· h b superseded by the National Statistics Socio-economicfor short). Although tlus as een 

. . . . · 1 d · g Nigeria still use the social classification based onClassification some countnes inc u in ' 
. . s io-economic class in this study was tl1erefore determined occupation for social strat1ficat1on. oc 

. . . . . h the distribution of respondents did not differ by educationalon the basis of occupation. Althoug . · tion This is understandable as the difference \Vaslevel the differed significantly in their occupa · 
' y 

hi h y consist mostly of people with sa1ne level of . . . II d IV w c ma , mainly in social classes I an ' 
f r. · I . h · her social classes I to II, inade up o pro1ess1ona s ed . 

f h es \Vere in the ig ucat1on. Most o t e cas 
I ere in the lower socioeconon1ic class III and IV.. . ost of the contro s w and skilled \l/Orkers while m 

k nd the unemployed. This difference \\,1,. . . . - killed. unskilled wor ers a 
. . Which compnsed of semi s 

· . 1 vel of social support received by thcc;c patients. . . teract w1 t}1 the c st&nificant and appeared to in 
b ·r c,f the pnticnts decided lll)I to ans\\ 1.·r this . me a gocJ<l nu1n c 

When asked of their monthly ,nco ' 
f crsoual finance:;, l11 udditicu1, th1.• 11.·rH,rtl·d · · vc nature 1> P question, probably due to t}1c scn:,;1t1 
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monthly income in this study is likely t b 
. . 

0 e underestimated and unreliable, because it is commonknowledge 1n our environment that in ' come is difficult to estimate based on a person's job because there may b e  other undeclared sources of livelihood and our people are t1suallyunwilling to declare the alternative sourc es
• 

About a third of the patients in this tre t a ment centre con1e from either outside the state or ot1tsidethe LOA. Stigma discrimination a d 1 k f' n ac o social st1ppo11 system cot1ld be why some I-IIVPositive patients prefer to access ca · I f: .t:', • re 1n P aces ar 1rom their place of residence, they probablydo not want people around them to be aware of tl1eir sero-status.

5.1.2 Rate of adherence to anti-retroviral therapy among l-IIV patients

The mean adherence rate of 93.5% in this study, is very close to 97.9% obtained in E11ugu 

(Onyeonoro et al., 2013) and is significantly higher tl1an 73.8% reported i11 Benin City, Nigeria 

(Agu et al., 2010). This is  sub-optimal compared witl1 standard level of 95% drug adherence, and 

is a pointer to the fact that adherence to ART is still a n1ajor challenge to many people living 

,vith HN in Nigeria. Studies indicate that despite earlier fears of poor medication adherence 

(Harries et al., 200 I), patients in developing countries are able to achieve adl1erence levels 

similar to or higher than those of patients in developed countries (Orrell et al., 2003). For 
instance, a review by Vreeman and colleagues (Vreeman et al., 2008) indicated that the majority 
Of th d

. 
· d 1 

· countries report adherence levels of n1ore thai1 75% (range 45-e stu 1es 1n eve opmg 

1000/) · · d 1 d tn·es the maiority report less tl1an 75% (range 20-100%). A ,o , while 1n eve ope coun :, 
· . 

· 1 1 (M'lls et al. 2006) obtained a pooled estimate of adequate systemat1c review by Mil s et a 1 

fri t· ts of 77% (95% confidence interval, 68-85%), whereasadherence by sub-Saharan A ca pa ien 
. . s 55% (95% confidence interval 49-62%). The samethe figure for North Amencan patients wa 

. min North America.study concluded that adherence 1s a conce 

. db patients on HAART
S.1.3 Level of social support receive Y 

. h' study was above average. Most of the patientsTh . 
l ort score in t is e overall mean soc1a supp 

. t The level of support ho\VC\ er ,·nr,cd l . ort for their treatmcn . c aimed to receive adequate supp 
. ·<l I assessing socinl support. the 11crccpt1<n1 ()f

acr . f support receive . n 
oss the different types O 

• . . k. tc> the nicasurcn1cnt, ns perception i:-; grn1..·1nll)
par rt they rccc1 vc is cy tents on the level of suppo 

.... · l (Wethington und Kessler, I t)8(1). S1udi1..·s
• tl1ar1 the rccc Ip a better predictor of health outcome

. ,. 1i1 •y have higher le\ L'ls 111' s11ci11 I s11ppP11. 
1 perceive 'c 1nd1cate that I !IV-positive people w 10 
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experience less physical  symptomatol 
. 

ogy, hopelessness, and depression than those with lowerlevels of support (Mizuno et  al 2003) s . 
·, ( erov1ch et al, 2001). For example, Leserman et al.(1999) examined the effects of stress 

. , depressive symptoms, and social support on theprogression of HIV among 82 men liv· ing tn North Carolina. Tl1e men were assessed for I-IIV
progression (CD4 cell count and HIV v· l l · tra oad) at six-month intervals for five and a half years.
When all three variables were entered t d" HIV o pre ict progressio11, only social support and stress
had a significant correlation with the health outcome variables.

The patients in this study had high social support scores in informatio11al/emotio11al and ta11gible
support in both groups, and this st1ggests that most HIV patients l1ave people who they can talk
to and receive advice and/or information concerning their sitt1ation, people who would help tl1e111
perform duties such as daily chores, and l1elp them if tl1ey were confined to bed. A study in
Uganda (Ssewaya, 2011) revealed that 99% of HIV patie11ts l1ad close friends and/or relatives

with whom they felt at ease with and witl1 whom they talked about personal life, including healtl1

problems (positive einotional st1pport). Tlus finding is also consistent with findings by Swindells 

et al which found high informational, tangible and en1otional supports amo11g HIV patients and 

proposed that the qualitative components of perceived satisfaction from these three major 

components (i.e., informational, tangible, and emotional supports) are more important than the

quantitative aspects of social support (Swindells et al., 1999). Ha1ris and Larse11 (Larsen &

Stege, 2010) suggested that non-family members such as health workers, counselors, volunteers,

d fri d h · al t ·b t"ons i·n providing information and tru1gible support for livelihoodan en s ave vit con n u 1 

d h Pt of providing information support should be based on thean treatment. Therefore, t e conce 
· . . · al pport from family and other social relations. Tl1e non-infonnat1on to acquire emotion su 

ed to have poor affectionate support, that is, people who
adherents in this study however, appear ' 

h feel wanted. A study by Taiwo et al, (Taiwo et al.. 2010)
Would show them love, and make t em

· . . · treatment supporters for patients on ART. Treat1nent
highlighted the benefit of having active

. . 
. dherence to treatment, may be helpful 1n offering 

supporters, in addition to enhancing a 

affectionate support.

. l' among the patients indicate thnt socict11l 
Low . .· ive social intcrac ion 

er scores in posit 
. 'fhis is further huttrcsscd by the lact thnt \l'I) Ii.·,,·

inter · 
, I JIV patients 1s poor.

connection among 
_, . t" .·,p·!tcd actively in �<lci:d g1011p. ,\ study l'llrri ... ·d

•d to anu par I(; • 

of the patients in this study bclongc ' 
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out in a treatment center in south-south Nigeria, found that most of the study participants lackedthe relevant social support structure ·ct d b , prov1 e y belonging to a support group (Maduka &Tb' West 2014) wh·ch f: ·1· o m- • , 1 can ac, 1tate treatment adherence. They concluded that the absence ofsuch support may also be related to the reluctance of some respondents to disclose their HIVstatus to close family members or friends. This poor social interaction among HIV patients havebeen reported in other studies carried out on quality of life of HIV patients in Ibadan, Nigeria(F o lasire, et al., 2 0 I 2) and in Ethiopia (Deribew et al., 2009), which found that the quality of !if eof HIV patients was poor in the social relationship domai11. Abse11ce of membersl1ip a11d inactiveparticipati�n in social groups among these patients, l1as also been docun1e11ted in otl1er studies.
For example, a phD thesis in Uganda (Ssewaya A., 2011) demonstrated that very few patients,
belonged to any fonnal association. This poor social support 11etwork can i1npact negatively on
the physical and psychological health of HIV patients, as strong social support network has been
shown to have positive effects on the me11tal and physical health of those diagnosed with HIV

I (Davison et al., 2000). 

The study by Mills et al as  well as other studies have shown that social support could be a strong 
facilitator of adherence, w e no 1no · · hil t' o that fear of disclosure is a ban·ier to adherence (Mills et al.,

. . f HIV tatus to patients' spouse and fan1ily men1bers was not a2006). In this study, disclosure o s 
. . · h' tudy }1ad disclosed tl1e1r HIV status to the1r partnersproblem as most of the respondents in t is s ' 

h b other sisters, sons, daughters). However, very few and family members (father, mot er, r ' . . . . . fi . d This high level of disclosure 1s consistent with. 
d. I d th  . status to their nen s. patients had 1sc ose eir 

d d ng HIV positive 111others in A study con ucte an10 fma· · th art of the country. ings m o er P 
1 893/c of patients had disclosed their status to 1 2006) showed t 1at o Northern Nigeria,(Sagay et a ·, . d h sistance of a healtl1 worker. In addition, . 

hi d of them require t e as 
. . therr partners, although one-t r . d. 1 ure About two-thirds of clients 1n tl1e. following isc os . tnost of the partners were supportive 

one other than their part11ers. Anotl1er 
h . HIV status to some 

same study have also disclosed t eir 
. . patients attending a tcrtiar, health HIV pos1t1ve 

study in South-west, Nigeria among
, of the patients had disclosed their I 11\

d that thrce-q uarters 
. . facility (Adebayo et al 2014) foun 

. more likely to disclose their status , ., 
. Jes were I 2 times 

statUs to the· partners. Married coup 
1, ations these high discl<)Sllrl' rntl·� 11r1.· ir 

b other exp an ' 
cornpar d · 1 Although there may c 

. It ,.111 als<1 he urg11cd thnt inl'11.•ns1.·cle to sing es. 
d population. c, 

· th c S l u y 
· l . I 1 · I 

suggest· f d d stigma in 
1 1 . ,�,ctors pr1ln1,,1111g 11g 1 < 1sc l1sur1.· 1ve o re uce 

d' ,,.,sc niay :1 s<> 1c • • 
f tllC JSCu awareness and better knowledge O 
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levels among the study populations Thi fi d. · s in 1ng is however in contrast to findings in Illorin(Salami, et al., 2011) and amongst HIV t· pa tents attending ART Clinics in Ogun state (Amoran,20 I 2) and in the Niger de! ta (Ebuen Yi et al., 2 0 I 4 ), which found low rates of disclosure of HIVstatus. In all these studies disclosure to l . . · ' sexua partners were studied ai1d being married wassignificantly associated with disclosure. Hiding one's HIV status, or failing to disclose that one istaking ART, may make it difficult to take ART on a regular basis, both because of not wanting totake ART in front of others and lacking outside cues for assistance. Mt1ch is still desired to fosterdisclosure of HIV status in  Nigeria, especially among the urunarried.

Most patients in this study were satisfied witl1 support received from fa1nily and friends. Stt1dies
have shown that family support is a major source of en1otional st1pport (Crystal and Kersting,
1998; Shippy, 2007), and limited emotional support can ir1hibit social relatio11ship. A study by
Friedland et al.(Friedland et al., 1996) and Ichikawa (Ichikawa and Natpratan, 2006) suggested
that family acceptance was significantly related to the social relationship domain of quality of
life. Harris and Larsen (Harris and Larsen, 2007) suggested that non-family 1ne1nbers such as
health workers, counse ors, v l Olunteers and friends have vital contributions in providing
:-c · d ·bl pport for livelihood and treatment. Therefore, the concept ofuuonnation an tang1 e su 

· · .' · h ld b based on the infom1ation to acquire emotional supportprov1dmg information support s ou e 
. . _ from family and other social relations, w c . · hi h would further increase the social relationship of

PLWHA.

· es seemed poorer among the non-adl1erent. 111S t' f: . . h rt received from their spous a IS action wit suppo 
l 2006) although majority of the pa1tners were. b Sagay (Sagay et a .,the study conducted 1n Jos, Y ' 

1. the years It appears that as the . 
. . re this seemed to dee ine over . supportive following d1sclosu ' 

. . b comes more apparent over time, the . . . 
. 

, HfV pos1t1ve status e 
. 

1rnphcations of the patient s 
re quarrelsome and abusive tendencies. 

ane iving room to mo supportive attitude of partners w g 
. d HIV positive partners in the study carried out . . h HIV negative an 

. . This trend was similar for bot 
. de regular couple counseling 1n order to . . uld therefore provi 

ltl Jos. Health care providers sho 
sal support for Pf WI 1/\ . rs and promote spou mitigate these negative behaviou 

, dhcrcncc to 11,\1\ I{ I

. ort and non ,1 S.14 Rel t· h' between social �upp 
tltis �tudy. /\ rcvtL''' hv 1\1nn,11ss1H I l't

• a ions 1p . adhl.!rcncc 1n · · P . t•d w1th non· . . . I . f 
oor so · 1 rt  was assoc1a c 

I r 2() st11dics 1nvcst1g:it1ng t \l' 1s�11L' ,, c1a sup po 
. , . 1 the rcsu ts t> 

. cl1 su1n111ar1 z1.:<. 
a
l 
(Anunassari et al., 

2002) wl11 
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barriers to optimal highly active a t' . n iretroviral thera (HAA 
social or family support 

PY RT) adherence, revealed that lack of
' amongst other factors wer 

adherence. A prospective stud . , . 
e most consistently associated with non-

y in Cote d Ivo1re found low social . 

associated with poor adh . 
support to be independently

erence (Diabate et al 2007) . I 
d d . 

., wit 1 a relative risk of 1.8. In a regional
stu y con ucted in three African cou t . 

that those w'tl b . 
n nes on challenges to ART adherence, researchers fot1nd

i 1 su -optimal adherence lack d th . 
. . 

e e necessary social support tl1ey needed a11d could
not take therr medications on time b 

. 
ecause they did not disclose tl1eir HIV status (Hardon, 2007).

This underscores the importa t 1 . 1 n ro es soc1a support plays in the lives of people living with HIV.
Successful ART programs sl1 Id ti c. 

.• ou 1ere1ore seek to pos1t1vely i11fluence social suppo1i domains.
On the other hand results fl T , rom anzan1an study, on factors associated with adhere11ce to ART

in which social support was meast1red witl1 a 111odified version of tl1e Medical Outcon1es Stud;

(MOS) social support scale, showed no association between social st1pport and adherence to

ART (Melorose et al., 2015). Social support was also not sig11ificantly associated with adherence

in a study_ in Uganda (Byakika-Tusiime et al., 2005). Despite finding no association, tl1e

researchers however noted that, social factors are important to address in ART prograins.

The relationship between poor social support and non-adherence in this study, was l1owever
modified by the patient's socio-economic class. Wl1en the analysis was stratified by social class,

poor social support was found to be a risk factor for non-adherence amo11g patients in the lower
social classes IV and V. These social strata comprise tl1e semi-skilled workers and small scale

traders, as well as unskilled workers and the unemployed. Tl1is interaction is not surprising as
individuals in higher social strata tend to have more friends and closer ties with fa1nily 1nembers,

who cannot afford to lose them, and tend to value them more than their poorer relatives. Hence
they have better support than lower class individuals. Socio-economic class was therefore an

effect modifier in the relationship between poor social support and non-adherence to ART.

Farruly plays a crucial role in any type of treatment, both for children and adults ran1111 and

communit)' members can both play positive and negative roles i11 AR r trcatn1cnt initinllon nncl

adherence. For instance, the stigma associated with r JJV infection or All)� 111 thL' Cl)n1111\1nit)
may be more severe than that of <>titer illnesses, creating hnrricr:-; to trcatn1cnt ll\ll1atilin nnd

support for adherence that migl1t otherwise he avail:ihle.
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The non-adherent patients were 1
.
k more i ely to have poor e 

the adherents. Emotional support h . 
motional and affectionate support than

as to do with having peo l · , . 
on to listen to them when th 

P e in one s life who they could countey need to talk, someone to
. . . 

about a crisis, someone to c nfid . 
give them information and good advice

o i e m or talk to abo t h . 
really want someone to t u  fi 

u t eir problems, and whose advice they' m to or suggestio b h 
someone to share th 

. . 
ns a out ow to deal with a personal problein, and

e1r most private worries and £ 
ffi 

. ears with. Meta-analyses establish significantaverage r-e ect sizes between adh . erence and practical and emotional social support (DiMatteo2004). The mechanisms through which . 
. 

social st1ppoit exerts an inflt1ence on adherence l1ave not
been studied as often DiMatt 2004 · eo suggest tl1at tl1e relationsltip between emotional suppo1t
and adherence may be mediated b d 

. . 
Y a re uct1on 111 stress and depression, or an increase in self

efficacy or self esteem . 

Affectionate support deals with l1aving someo11e wl10 sl1ows tl1em love and affection, soineone 

who hugs them and makes tl1em feel wanted. Trus stt1dy shows that tl1e cases significantly

received less of these kinds of support, and these dimensio11s of support are best given by a 

person's significant other, a family member or a friend. Other studies have found that social 

and/or family stigmatization are closely related to poor adherence (Nacl1ega and Stein, 2004). 

In a study conducted in South-eastern United State, satisfaction with st1ppo1t and coping with 

HIV medication \.Vere the best predictors of adherence. In tltis study l1owever, satisfaction witl1 

support received from family and friends was not significantly different between the two groups. 

However, poor satisfaction with support received from partner seemed to be a factor associated

with poor adherence as there was a significant difference between the cases and controls in terms

of satisfaction with support received from partner. This shows that, even when the patients

disclose their status to their partners, they still do not get enough support from them, and this can

mvanably lead to non-adherence. In a randomized controlled trial to assess tl1e efficac) of

couple-focused adherence counseling (Remien et al., 2005), intervention participants \\ ere

significantly more likely than controls to achieve adherence rates greater tl1an 95°/o. lt1\·olvrn1l't1t

of HIV patient's partner in adherence counseling and n1anugc1nenl of the discasr n1ay. th1.·rl'll,tl'.

improve adherence to Afl'J', by strengthening partner support.
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5.1.5 Factors associated with No _ db n a erence to ART

Patie11t-related Factors 

Patients in higher social classes ( social classes I _ III)

adherent than those in th 1 . 
were 7 times more likely to be 11on-

e ower social strata This ld 
are more likely to be aw f 

· cou be because people in the higher strata

I 1 H 

ay rom home (on job-related matters) and are busier tl1an those in tl1e
ower c ass. owever, studies have shown that . . 

h dh 
It is not clear what effect socioeconomic factors 

ave on a erence to ART. A s st 
. . . . . 

l 
. . 

Y emattc review of 17 original studies to evaluate tl1e 

re at1onsl11p between socio e 
· 

- conomic status and adl1erence to ART (Falagas and Zarkadoulia,

2008), showed that there seemed t b . . 

. 

0 e a positive trend among components of SES (income, 

education occupation) and dh . . 
' a erence to ant1retrov1ral treatment in mru1y of the reviewed studies 

however most of the studies did t t bl. h · · · · no es a IS a stat1st1cally s1gn1ficant association between 

determinants of SES and adherence. Anotl1er systen1atic review witl1 a focus on middle and low

mcome countries (Peltzer and Pengpid, 2013), had similar findings. The researchers tl1erefore

concluded that available evidence does not provide conclusive Sltpport for existence of a clear

association between SES and adherence an1ong patients infected witl1 HIV/ AIDS.

Almost half of the patients earned a montluy income of 20,000 naira and less. Although this was

not significantly different between the two groups, this may be a reason for poor adherence

because, aithough the ARV medications are free, tl1e patients still i11cur otl1er costs sucl1 as

transportation costs, cost of laboratory investigations such as the CD4 cell count and even the

cost of maintaining a healthy diet may be a challenge to these patients. In tl1eir study on factors

influencing adherence in University of Port Harcourt Teaching Hospital and Braithwaite

Memorial Specialist Hospital in 2007, Asekomeh et al (Asekomeh et al., 20 l 0), identified trying

to save costs as a reason proffered for poor adherence. Other studies in developing countries

ha\e identified transportation costs, financial constraints and other finance related challenges as

reasons for poor adherence (Iliyasu et al., 2005; Daniel et al., 2004 ). This study ho\vever, did not

explore the impact of these indirect costs on adherence to medication. There 1s need for further

research on the subject, as it pc.rtains to adherence to AR f

• 

Majority of respondents claimed to fully understand f 11 V and its trcnt111cnt. und 11L knL''' IL·dgL·d

that the drugs reduce risk of transr11i:;sion v,hilc having a positive cflccl <in their hL·1tlth \lthl111gh
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studies have shown that these fi d
. 

in ings are facilitators f dh 
particular study, there was no d.ffi 

O a erence (Mills et al., 2006), in this 
1 erence between the

understanding of the disease and .t 

cases and controls witl1 respect to their 
1 s treatment. 

Although alcohol use among res d . . pon e11ts in this study was not . 'fi 
adherence,· about one-third f 

. . . 
sigru icantly associated with non-

o patients m this stt1dy admitted to con . 
psycho-active substances such as .

. 
summg alcohol. Use of 

mar1Juana and coc · 1 

d 

a1ne was 1owever, uncommon a1nong tl1e 

stu y respondents. Patient's indul enc 
. . 

g e Wlth alcol1ol or other abusive substances wl1ile under 

med1cat1on could impair their f 
. . . 

sense O responsib1l1ty a11d judgn1ent and lead to missed doses as 

demonstrated by  some studies (Ad d 
. 

e ayo et al., 2005). Studies l1ave also shown that alcohol 

intake and other forms of s b t b h 
. . 

u s ance a use ave a negative 1111pact on adherence (World Healtl1

Or 
· · · 

garuzation, 2003). It is therefore pertinent for counselors to identify patients with such 

challenges and offer timely management of substai1ce addiction, wl1ile referri11g difficult cases

for psychotherapy. 

Treat111e11t�re/ated Factors 

Feeling depressed was the most prominent treatment related factors identified in this study. A

study by (Starace et al., 2002) identified depression as a risl< factor for sub-optimal adherence to

ART. Although, no published investigation l1as specifically focused on the relationship between

depression and adherence to antiretroviral therapy, findings from available studies show a

substantial and consistent relationship between adherence to antiretroviral regin1ens and

depression. Early recognition and proper management of depressive co morbidity could be an

effective intervention strategy to improve adherence and may make a difference in social

functioning, and disease course of people with HIV.

The commonest reasons for missing drugs, identified in this study were being away fro1n l1ome,

being busy with other things, simply forgetting to take drugs, sleepit1g througl1 dose ti1nc and

running out of pills. These were in conformity with the results on barriers to ART adhcre11ce

(Maduka and Tobin-west., 2014) \-Vhich found being away from hon1e during n1cdicat1on t1n1c"-,

being busy with other things, forgetfulness, running out of pills, difficulty tnk1ng pills nt

specified times, the need to avoid side effects und lack c>f u S<)cial suppc)rt syst1:n1 ns tht.· n,uin

barriers to adherence. 'fhc study by Asck<J1nch ct nl. ( Asckc1111ch ct 111., 2(1 l 0) 11I. ,, idl·ntifit.·d
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forgetfulness, no pills at dosing t· fi . une, eelmg uncomfortable aft 
save money and having too man d' . 

er taking medication, trying to 
y me icat1ons as the co 

ART. A systematic review of 84 tud· 

mmoneSt reasons for non-adherence to 
s ies on HIV drug adh . 

12 developing countries 1 
erence carried OL1t in 72 developed and 

a so revealed that for etful 

benefits, complicated r e  . . 
g ness, a lack of understanding of treatment 

g1mens, and being awa fr l 
. 

. 
. 

adherence (Mills et 1 2006 
. 

y om t ieir med1cat1ons were major barriers to 

a ·, ). One import t r� 
. . 

· an e iect of tl1ese barriers is tl1e risk of HIV drug

resistance with severe implications fi 
. 

or patient management and survival a11d tl1e ARV treatment 

program m general. 

Provicler-relatecl Factors 

Generally, the patients were satisfied witl1 services at tl1e treatme11t centre, with almost all the 

patients asserting that they understood n1edication dosage a11d importance of adl1ere11ce better

after discussing with health worker. Tl1e area of least satisfaction was with waiti11g ti111e. About a

quarter of non-adherent cases were dissatisfied with the waiting time, and this was statistically

significant, when compared with one-eightl1 of the co11trols. Dissatisfaction with waiting ti1ne

remained significant when inputted into tl1e logistic regression model. While there is no

published research on the relationship between waiti11g ti1ne and adherence to ART, an

evaluation of challenges to ART adherence in Africa, conducted in Tanzania, Uganda and

Botswana (Hardon et al., 2007) identified long waiting times as a major challenge. Almost l1alf

of health workers interviewed in Tanzania identified long waiting tin1e as a problem, and in

Botswan� more than half of respondents reported that tl1ey spend four or more hours at tl1e

cliruc, with the longest wait being 12 hours. In the Tanzanian study, perceived quality of patient

provider interaction and ever missing a clinic appointment were shown to be associated with

poor adherence Although the reasons for missing clinic attendance were not reported, long

\\aiting times may discourage patients from going to clinics.

Positive interaction between patients and providers l1as been consistently associated \V1tl1 l)cttcr

adherence to ART in North American studies (l-lcckrnanct al., 2004) (Burkc-M1llcr ct al., 2006:

Wroth et al., 2006) Adherence is likely to be improved when patients feel they cnn usk questi()ns

and honestly share their experiences with health care prc>viclcrs, :ind ,,. hl'll prll\'idL·r-: lislL'll t,l

their patients and irnpart rclc\'ant informati,Jn and skill� (Schneidl·r ct 11I.). I hl· illlf'lll'l ,lt hing
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• 

waiting time can therefore be mitigated ·r h 1th1 ea workers can engage in more inter personal 
communication with clients while improving on cl· · · 

· · 1ruc wa1tmg time. 

5.1.6 Study Limitation 

Self-reported measures have shown to consistently over-estiinate adherence when compared with 

more objective measurements such as pill counts or electronic pill caps. As such, some 

researchers query that it may not be the best rneasure of adl1erence especially in view of 1nore 

accurate measures such as  MEMS Cap and use of biological 1narl<ers. 1-Iowever tl1ese 111ethods of 

measurement involve sophisticated and expe11sive equipn1ent (MEMS-CAP) not readily 

available in resource poor settings. Since tl1ere is no agreed 'gold standard' for measuring 

adherence, the researcher chose to use self-report based 011 its ease of use and availability, low 

cost implicatio11s and its acceptance in Public l1ealtl1. 

Respondents CD4 cell count was not measured directly, but was obtained from the patients' case

file. The results were therefore based on the last recorded CD4 cell cou11t, wl1ich was between 6

to 8 months prior to the study, and this may not reflect the true l1ealth statt.1s of these patients .

• 
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5.2 CONCLUSION 

Most HIV patients h ave disclosed their HIV status to their partners and family members. It is not

mere disclosure, but satisfaction with support received from the person wl10111 tl1ey l1ave

disclosed to, that is important to adherence to ART.

Overall social support received by HIV patients was fair. Non-adherent patients were twice more

likely than adherent patients to lack social support. The non-adl1erents lacked more emotional/

informatioi:ial and affectionate support than the adherent patients. 

Socio-economic class is an effect modifier i11 the relationsl1jp between social support a11d 

adherence, as poor social support was only a risk factor for non-adl1erence, amo11g persons in the 

lower socio-economic class, IV and V. 

Knowledge on ART and understanding of HIV and its drug treatn1ent was not associated witl1

adherence. 

Satisfaction with support received from one's partner is a protective factor for non-adl1erence. 

Feeling depressed and unacceptable waiting tiine in the clinic are i11dependent risl< factors 

associated with non-adherence to ART . 

• 

• 
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5.3 RECOMMENDATIONS 

Health Facility 

l . Couple-based counseling should be carried out by l1ealth care providers in order to
promote support from partners of HIV patients on ART. This will not only i1nprove tl1e
level of support received but could also promote adherence to ART.

2. Health workers and/or counselors should lay empl1asis on the importance social support

in the improvement of adherence during counseli11g sessions on every ARV clinic visit.

3. HIV patients who would volunteer their tin1e and labour, sl1ot1ld be trained to provide
care and support to other patients in every healtl1 care setting.

4. HIV Support groups should be formed in every facility and every I-IIV patient should be

encouraged to  participate i11 sucl1 groups, inorder to strengtl1en their social st1pport

network.

Ministry of Health 
• 

s. The MOH should train volunteers, (preferably HIV positive patients) who would act as

role models and provide care and support to other HIV patients.

6. Further research needs to be done an1ong HIV patie11ts to further explore the issues

Family 

. rt d the challenges these patients face as it affects adherence
surrounding partner suppo an 

. . dd th problems and further improve tl1eir lives.
W1th the view to  a ress e 

· h Id play the role of treatment supporters and provide
7. Family members of HIV patients s ou 

. rt t HIV at·1ents . 1 tional and affectionate suppo o P 
the much needed informat1ona ' emo 

• 
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APPENDIX I: Evaluation of Self Reported Adherence

DATE: ____ STUDY GROUP: ___ QUESTIONNAIRE NO:

1. Drug names and dosages.

Drug Name Dosage 
Patient Provider Patient Provider 

2. Do you ever forget to take your medicines? Yes D No D

---

3. In the past 2 weeks for how many days did you forget to take ALL your medicine?

(Missed doses during the day are equivalent to missing for that day)

o D 1-2 03-4 D-6 0-s

4. How many doses did you miss? _____ _

010 D 

S. How often do you follow your specific dosage times and instructions?

Never D Some of the time Qost of the time Dthe time

6. Calculation of Adherence:

Total number of doses taken over the past 15 days X 100% 

---

Total number of prescribed doses over the past 15 days

7. CD4 Count

• 

D 

D 

% 
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APPENDIX Il: Medical Outcomes Study: Social Support Survey Instrument People sometimes look to others for companionship, assistance, or other types of support. How
often is each of the following kinds of support available to you if you need it? Circle one number
on each line. 

None A little s ome Most All of of the 0 fthe of the of tl1e tl1e time time time time time 
Emotional/informational su 1,.1,.ort Someone you can count on to listen 1 2 3 4 5 
to you when you need to talk Someone to give you information to 1 2 3 4 5 
help _you understand a situation Someone to give yot1 good advice 1 2 3 4 5 
about a crisis 

5 

Someone to confide or tall< to 1 2 3 4 
In 

about _yourself or your problems 

4 5 
Someone whose advice you really 1 2 3 want 
Someone to share your most privateworries and fears with 

1 2 3 4 5 

3 4 5 

Someone to turn to for suggestions 1 2 about how to deal with a personal
problem 

3 4 5 
1 2 

Someone who understands your
problems 
Tangible support 

2 3 4 5 
Someone to help you if you were 1 

1 confmed to bed 
2 3 4 5 I ' Someone to take you to the doctor if 

J'ou needed it 
1 . f ur mea s 1 

,. Someone to prepare yo 
If · rse Jou were unable to do it you 

·r
: · h daily chores 1 

1 2 3 4 5 

' 

1 

Someone to help wit 
.1ou were sick 
Affectionate support

r-- -

love and Someone who shows you 
affection 

feelSomeone to love and make you 
Wanted 

Sorneonc who hugs you
Positive social interaction

1 2 

1 2 

l 2

1 

3 4 5 

4 5 

3 4 5 

I
s 3 4 � 

I • � 

' 
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Someone to have a good time with 1 2 3 4 5 

Someone to get together witl1 for 1 2 3 4 5 

relaxation 
Someone to do something enjoyable 1 2 3 4 5 

with 

Additional item 

Someone to do things with to help 1 2 3 4 5 

you get your mind off things 

• 
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APPENDIX Ill: Factors Influencing Adherence

PATIENT AND TREATMENT RELATED FACTORS
A) Socio-demographics

I .Age (as of last birthday): 

2. Gender:

3. Ethnicity:

4.Marital Status:

5. Partner's HIV s tatus

6. Religion:

Male D Fen1ale D 

Single D Married D Wido\ved D 

Divorced/Separated D 

Positive D Negative 0nknown D 

Christianity D Islam D Traditional ONone D 

Section B: Socio-economic details 

7 .Highest level of  Education None D Primary D Secondary D 

Tertiary D Others (specify) 

8. Are you currently employed? Yes D No D

9. If )eS to Q8, what is your employment status? Government D Private-Self D

Private Non-self D 

. ? ___________ _
I 0. What is your occupation· 

hl ·ncome in Naira? _________ _
11. \1/hat is your average mont Y 1 

} . ? 
, currently dependent on t 11s income.------

12. Ho"'' many people are you 

. he state O Within IJGJ\ 0
13. \\'here do  )'OU live? Outside t 

ll'I'? M<Jnths ---y curs

14. How long have you been on A · ----

• 
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Section C: Patient-related factors Please c· 1 . . 
to the questions below. 

ire e the most relevant option 1n response

Kno,vledge of HIV and ART Yes 

1. I fully understand what HIV is and what the drug
treatment of this condi tion entails 

2. ART is a life-long treatment

3.ART reduces risk of HIV transmission 

4. ART provides cure for HIV

5. I have disclosed my status to my partner.

6. I have disclosed my status to person(s) among my friends.

7. I have disclosed my status to persons among my family
members.

8. If yes to (5), I am satisfied with the support I am getting from
my partner/spouse concerning my HIV status and treatment

9.lf yes to (6), I am satisfied with the support I am getting from 
friends concerning my HIV status and treatment 

1 O.lf yes to (7). I am satisfied \.Vith the support I am getting from

family concerning my HIV status and t reatment 

11. �1y friends and family members help me remen1bcr to take

ffi)' medication. 

12. I am a member of and actrvely participate in support group

meetings · 1 · h l · 
13. I find support group me etings very benefic1a in e ping me

No Don't 
Kno,v 

YesO 

YesO 

YesO 

YesO 

YesO 

YesO 

YesO 

YcsO 

YesO 

NoO
NoO
NoO

"No0

NoO

NoO 

NoO 

�oo

�oo

keep to m)' treatment and sta) healthy. 

h d l oholic drink - a glass of beer, \Vine, a mixed drink, or
14. Hov..· often ha\'e you a an a_ 

c 
h 1 t JO days? Check one. 

an)' kind of alcoholic be\•erage - in t c as 

0 3 or 4 times a \.\Cek O Once or t,vicc n ,,c1.:k 0
Daily O Nearlv every day

D 0 
3 times a month O Once a month vcr 

lfNe\·cr, skip ahead to qucSliOn 1116·
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I 

15. On days when you drank any alcoholic beverages in the last 30 days, how many
drinks did you usually have altogether? By a drink we mean a can or glass of beer, a 
glass of wine, a shot of liquor, or a mixed drink with a shot of liquor? Check one.1 or 2 drinks per day O 3 or 4 drinks per day O 5 or 6 drinks per day O7 or 8 drinks per day Q9 to 11 drinks per day D or more drinks per day 0
16. Please check ''Yes" or ''No" for eac]1 qt1estion.
Ai) Have you ever used marijuana (ganga, wee wee)?
ii) If you used this drug, 11ave you used it witl1i11 tl1e past 6months? 

B i) Have you ever used cocaine (powder, crack, or freebase)?
ii) If you used this drug, have you used it within tl1e past 6months? 

C i) Have you ever used heroin?
ii) If you used this drug, have you used it witl1in the past 6months? 

Section D: Treatment Related Issues

Yes 0 

Yes 0 

Yes 0 

Yes 0 

Yes 0 

Yes 0 

NoO 

NoO 

NoO 
NoO

NoO 

NoO 

. . . medications for various reasons. Here is a list of possible
People miss taking their 

. d kin any medications within the past one month
reasons why you may have m1sse ta g 
In the past one month have you m1sse . d taking your medication because you

I 

2 

3 

4 

5 

6 

7 

8 

9 

Were away from home 
Were busy with other things 

Simply forgot 

Had too many pills to take 

d · cumbersomeFeel frequency of ose �s 

void side effects Wanted to a 
. , k'ng medication notice you ta i Did not want others to 

h dose timeFell asleep/ Slept throug 

f-'elt like the drug was to xic/harmf ul

Yes No 

= 

1� 

·
-

' I 0 Felt sick or ill � C 
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11 Felt depressed/unhappy/ overwhelmed
12 Ran out of pills 
13 Felt good (didn't need to take drtigs) 

Others (specify) 
-----------

Section E: Provider Related Factors 

Please answer the following t· b 
1 t 3 

. . ques tons a ot1t your expenences at tl1e ARV centre over theas v1s1ts 

Yes No 
1 . In the past 2 months do you feel tl1at you \Vere served pro1nptly at the

treatment centre? 

2 If you waited in the treatment centre for your turn to see the doctor, was 
the amount of time you waited acceptable to you? 

3 Did the attitude of tl1e l1ealtl1 providers l1elp to take your drugs regularly? 

4 Did any healtl1 care staff discuss the challenges yot1 might have been 
facing with taking your drugs 

Please ans,ver the follo,ving questions about ,vl1en you started ARV treatment at this 
facility .... 

5 ! Did a health staff discuss tl1e importance of adherence \Vitl1 you 

6 After speaking to the health staff, did you ttnderstand how to take your
medication correctly? 

7 Was the discussion between you and the health staff at the treatment

facilit)' useful/helpful? 
--

i faction ,vith sen ices durin I • 

I Please an5'" er these questions about your overall sat s 

vour most recent visit. 
---.----:--:-riff:::-::-;t-;thh;.;is�f.r;;a;cililiti t�ytb;c;cn"ncc�ourtcous and respectful 

8 Ha·ve the heal th care sta 5 a · · ? . ,. 'ts to the treatment facility 
during )'OUr recent '-1st 

L-i===��---:--;-.-:::::;;:r.;;;i--�tth0hi��rvvii�cccss you rccc i vc<l nl tll is
9 letclv satisfied wit l e sc . 

Are you comp 1 • ·t 
treatment centre on your last v1s1 

L�------------------�---

• 
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APPEND IX IV: Consent F onn for Research

Title of Research Project: Poor Social Support and Non-Adherence To Anti-Retroviral Tl1erapyAmong HIV patients In a University Hospital, Port harcourt: A Case-Control Study
Principal Investigator: Dr Kanu Njideka Estl1er

What you should know about this study

You are being asked to join a research study

This consent form explains the research study and your part in tl1e study 

Please ask questions at any ti1ne about anytl1ing you do not understand 

Ask any member of the study team to explain a11y words or inf ortnation in this informed consent 

that you do not understand 

Purpose of Research Project: 

This study is aimed at determining tl1e relationsl1ip between social support and non-adherence to 

anti-retroviral therapy among HIV patients. 

Procedures: 

t· ons on the above-stated topic. This should take aboutYou \Vas required to ans\ver some ques 1 

. . · · 
Pl t to be sincere brief and clear as possible 1n your 15-20 minutes of your tune. ease ry 

contributions.

Risk!Discomfort: 

. 1 ·nforrnation or expressing your feelings on l ·th di\'lllg1ng persona I You ma)' feel uncomfortab e wi 

Th 11 be no needle pricks or bloodletting 
. fi nd health status. ere w1 

the certain aspects of your 11 e a 

for an)· tests to be done. 

Anticipated Benefits: 

I • . the knc)\vlcdgc l1asc <)11 the le, c (ll 

. . will significt1ntly unprovc
. . Your panicipation 1n this study

. 1 . t 1111,icnts' adherence tl, llll'lh«:nt1tln

. . . ts and its rclutuJns 11p ,, 
SOcial support received by IIIV patten 

. I· . l 11r,1nr11111 11l11n11ing, in1plc111(•ntnt1cin. 1· policy f<>rn1u ,111<11 , o 
"h... 1- •f erc11cc or 1n1s may serve as base 1ne re 
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and evaluation towards improvm· g adh erence to ant· t · 1 
Rivers state and in Nigeria. 

I-re rov1ra therapy among HIV patients in 

Voluntary Participation: 

You are a volunteer. You have the rigllt to h . . . . . 
. . 

c ange your 1111nd, or decide not to part1c1pate at any 
point dunng the course of the stud Th y. ere was no penalty or loss of benefit if you decide to quit

the study. You should ask the resea h · · · · re assistant or pr1nc1pal 111vestigator any question you may 

have about this research study. During the study, we will tell you if we learn any new 

information that might affect whether you wisl1 to contintte to be i11 tl1e stt1dy. 

Who do I call if I have questions or problems?

Call the Principal investigator (DrKanuNjideka Esther), at 08036766669, if you have questions 

about the study or get sick as a result of being in this study 

Call or contact University of Port-Harcourt Teaclling Hospital Ethical committee, if yot1 have 

questions about your right as a research participant or if yot1 tl1inl< you have not been treated 

fairly. 

The committee contact information is: Medical Research Ethics Committee, University of Port

Harcourt Teaching Hospital, Rivers State. 

What does your signature on this consent form mean?

Your signature on this form means:

You have been informed about this study's purpose, procedures, possible benefits and risks

You ha,·e recerved a cop} of this consent

You have been given the chance to ask question before you sign

You ha,·e been told that you can ask any question at any time

You have �oluntaril)' agreed to be in this study

You arc free to stop being in this study at any time 
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If you stop being in this study, you understand it will not in any way affect your treatment at the

ARV Clinic 

You have agreed to co-operate with Dr Kanu Njideka Esther and the research staff and to tell 

them immediately if you experience any unexpected or unusual sympto1ns. 

Please indicate your name (participant): _________________ _ 

Signature or Mark of Participant: _______ _ Date: ______ ___ _

Signature of Person obtai11ing consent: _______ Date: ______ _ _  _ 

Witness to consent if participant is unable to read or write. _____ Date ___ _ 

Signed Copies of this consent form n1ust be: 

Retained on a file by the principal investigator 

d t . NOT valid without the Ethical Con1mittee stan1p
Given to the subject. This consent acumen is 

of approval. 

• 
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APPENDIX IV: Ethical Clearance Certificate

• 

• 

• 
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UNIVERSITY OF PORT HARCOURT TEACHING HOSPITAL 
P.M.B. 6173. PORT HARCOURT. website:www.upthnlgoria.org 

CHAl�\AN 

DR. SEGUN OGUNDlMU 
MOOS (l890,S) FWACP. FACPE 

CHIEF t.tEDICAI.. DIRECTOR 
PROF. AARON C. OJULE, JP
MaBS.1,f SC, rJACP�. FNIM, FHAN 

DIRECTOR OF AOt.ltNISTRATION � 8. AMAOMU..JUMBO (MRS.) �� 
CHAIRl,IAN, Mt:OICALADVISORY COMMITTCC
DR. CHARLES I. TOBIN-WEST llS� (UK) MCUI (UIQ MHIM (CHARTEREO) FHJ.H. FW1MA MD, MPH, FMCPH, Adv Olp Admin. 
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UPTH/ ADl•l/'JO/S.11/VOI-Xt/:-<4 4m fuly lO 1 f, 

Dr. KJnu Njldek.l Esthl'r 
Oep:imt1ent or Con1m11nity 1-fl'rltctnl' • 
University or l'n" H:trroun ·r.-arhlni; Hn,;pll:il
ronT HAHCOIIHT 
•-:-t·n ll .. \l .. \ 1111 lltt\",\I . 

SOCIAL SUPPORT J\ND /\DllERENCE TO ANTI·RETROVJRAL. 
TIIERAPY ;\l\lONG JIIV PATIENTS IN RIVERS ST/\TE: ,\ CASE· 
CONl'ROL STUDY 
\Ve rf'ler to your lettl'r dated 2!ie> l\lo1y 201& rcquc�;t.Jni; for Ethk-al 
Approval 0( your rc-,can.lt pn11c1.t llllc-u �Soclal Support nnd 
Adherence lo AnU-RclrOviral lllcrapy .uuong OIV Patients In 
Rivers St..lc: A C.:asc-Cootrol Stud�. 
After 3 critlutl .ippr4L'wll u( your proposal by the University of rort 
t1.1rcuurl 1\:Jchitti; llusµllal Eth1cnl Coo1n11n� .lnd the Rese.lrch 
1-tl,lc. C:ruup of ll11: Ccnltc for r-1edtc.ll R�carch and Tr.lining.
Lulh.�•c of I lo:.ulli Sciences, U1uvers1ry of l'ort Harcourt, ;-ipprov;il Is 
hereby 1-,1\•en lo you to co1nmcncc your St\Jdy. 

l\ulc the follO\\'lng. 
1 rite \tutly Gin only be st..irted ;iftcr it is .ipproved by the 

CX411110ill� body 
Thi.! llu�pll.11 rcse!'·cs Uic nght to \Vlthdr.l""' this ;ipprov11I If .11 .1ny

tlml' 1Jurin� the 1."U11tluct or the study you Infringe on the ethical 
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