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ABSTRACT 
 
South Africa is experiencing a serious HIV/AIDS (Human Immunodeficiency Virus/Acquired 
Immune Deficiency Syndrome) epidemic, with millions of its people living with the disease and 
dying from related diseases. As there is no cure as yet, counselling as a form of intervention is one 
of the most powerful ways to address the psychosocial aspects of HIV/AIDS. 
 
The motivation for this study was the lack of research concerning skills needed by counsellors in 
counselling HIV/AIDS patients who are on antiretroviral treatment (ART) or are about to 
commence antiretroviral treatment. To add to the knowledge that is lacking, the study was 
approached by means of both quantitative and qualitative research methods. The purpose of the 
research was explorative and descriptive. The discussion on the literature that was studied provides 
an overview of the implications of HIV/AIDS for the individual and the family, and of the 
psychosocial implications, in addition to describing antiretroviral treatment and the nature of HIV 
and adherence counselling processes and skills.  
 
A sample of 16 adherence counsellors who were between the ages of 27 and 57 years was 
interviewed. These adherence counsellors were employed by Sothemba Aids Action, placed at the 
different ART sites, trained at the Aids, Training, Information and Counselling Centre (ATTIC) and 
have gained one or more years’ experience in HIV/AIDS counselling. A semi-structured 
questionnaire was used as research instrument. It contained both open- and closed-ended questions. 
All the interviews took place at the clinics where the counsellors were employed or worked.  
 
The results of the study showed that an equal number of respondents from two different ethnic 
groups were interviewed; all the participants had received high school education; and a few 
obtained tertiary level qualifications. They all received training in basic counselling skills and 
adherence counselling skills. A few indicated additional training in Voluntary Counselling and 
Testing (VCT), as well as Prevention of Mother-to-child Transmission Counselling (PMTC). A 
minority of counsellors indicated making use of a translator and that their experience was that the 
message was always misinterpreted. All the adherence counsellors indicated a need for further 
training involving social problems and counselling of children at different ages and stages of 
development. It was also found that the adherence counsellors lack skills in counselling intervention 
processes and in intervention. All the adherence counsellors raised concerns regarding their 
working conditions and salaries. 
 
In light of the above it is recommended that patients be counselled in their preferred language, that 
all counsellors receive the same training in counselling and in the additional areas where they 
experience a shortcoming. 
 
Data on HIV/AIDS and adherence counselling, including the views of counsellors and patients are 
limited. It is recommended that more research be done on HIV/AIDS and adherence counselling, 
including the different disciplines that are involved and the views of patients about services 
rendered to them by those in the different disciplines, and counsellors.  
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OPSOMMING 
 
Suid-Afrika ervaar ‘n ernstige MIV/VIGS (Menslike Immunogebreksvirus/ Verworwe 
immuniteitsgebreksindroom) epidemie, met miljoene van die land se mense wat met die siekte 
saamlewe en aan verwante siektes sterwe. Aangesien daar nog nie geneesmiddels daarvoor is nie, is 
berading as ‘n vorm van intervensie een van die kragtigste maniere om die psigososiale aspekte van 
MIV/VIGS aan te spreek. 
 
Die motivering vir hierdie studie was die gebrek aan navorsing oor die vaardighede wat deur 
beraders benodig word wanneer hulle berading doen met pasiënte wat teenretrovirale behandeling 
(ART) ontvang, of op die punt staan om dit te ontvang. Die studie is met behulp van beide 
kwantitatiewe en kwalitatiewe navorsingsmetodes benader, met die doel om ‘n bydrae te lewer tot 
die kennis wat ontbreek. Die kennisinsamelingsproses vir die navorsing was verkennend en 
beskrywend van aard. Die bespreking van die literatuur wat bestudeer is, bied ‘n oorsig van die 
implikasies van MIV/VIGS vir die indiwidu en die gesin, en van die psigososiale implikasies 
daarvan. Tesame hiermee word ‘n beskrywing gegee van teenretrovirale behandeling en die aard 
van die MI-Virus, sowel as prosesse en vaardighede wat met berading ten opsigte van getroue 
navolging van die behandelingsvoorskrifte (adherence counselling) verband hou.  
 
Onderhoude is gevoer met ‘n steekproef bestaande uit 16 beraders tussen die ouderdomme van 27 
en 57 jaar. Hierdie 16 beraders is in diens van Sothemba Aids Action, is werksaam by verskillende 
plekke waar behandeling met teenretrovirale middels (ART) beskikbaar is, het opleiding ontvang by 
die Aids, Training, Information and Counselling Centre (ATTIC) en het een of meer jare 
ondervinding van berading m.b.t. MIV/VIGS. ‘n Halfgestruktureerde vraelys is as 
navorsingsinstrument gebruik. Dit het uit oop en geslote vrae bestaan. Al die onderhoude is by die 
klinieke waar die deelnemers werksaam was, gevoer.  
 
Die resultate van die studie toon dat onderhoude met ‘n gelyke aantal respondente uit twee 
verskillende etniese groepe gevoer is, al die deelnemers het hoërskoolonderrig ontvang en sommige 
het kwalifikasies op tersiêre vlak verwerf. Almal het opleiding in basiese beradingsvaardighede en 
berading ten opsigte van getroue navolging van die behandelingsvoorskrifte ontvang. ‘n Paar van 
die deelnemers het aangedui dat hulle bykomende opleiding in vrywillige berading en toetsing 
(Voluntary Counselling and Testing (VCT)), sowel as berading ten opsigte van die voorkoming van 
moeder-tot-kind oordrag (PMTC) van die virus ontvang het. ‘n Minderheid van die beraders het 
aangedui dat hulle in berading van tolke gebruik gemaak het, maar hul ervaring dui daarop dat die 
boodskap verkeerd oorgedra is. Al die beraders betrokke by berading ten opsigte van getroue 
navolging van die behandelingsvoorskrifte het ‘n behoefte aan verdere opleiding uitgespreek, veral 
m.b.t. sosiale probleme en berading vir kinders van verskillende ouderdomme en op verskillende 
ontwikkelingsvlakke. Dit het ook geblyk dat die beraders ‘n gebrek aan vaardigheid in die berading 
van intervensieprosesse en intervensie het. Al die beraders het kommer uitgespreek oor 
werksomstandighede en salarisse. 
 
Ten opsigte van die resultate wat bespreek is, word aanbeveel dat pasiënte in die taal wat hulle 
verkies aangespreek word, dat alle beraders dieselfde opleiding in berading moet ontvang t.o.v. die 
bykomende gebiede waarin hulle ‘n gebrek ervaar. 
 
Inligting betreffende berading ten opsigte van MIV/VIGS en getroue navolging van die 
behandelings-voorskrifte, insluitend die opinies van beraders en pasiënte, is beperk. Dit word 
aanbeveel dat verdere navorsing oor MIV/VIGS en navolging van behandelingsvoorskrifte gedoen 
word en dat die verskillende betrokke dissiplines en pasiënte se opinies oor die diens wat aan hulle 
gelewer word deur diegene in die verskillende dissiplines, sowel as die beraders, by die navorsing 
betrek word.  
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CHAPTER 1: INTRODUCTION 
 

1.1 MOTIVATION FOR THE STUDY 

 

South Africa has a serious HIV/AIDS (Human Immuno-deficiency Virus/Acquired Immuno 

Deficiency Syndrome) epidemic, with millions of its people living with the disease and dying 

from it. The HIV/AIDS statistics indicates that 6.29 million South Africans were living with 

HIV at the end of 2004, a figure that included 3.3 million women and 104 863 babies. It 

caused the death of 5 185 men aged between 15 and 59 years, 59 445 women aged 15 to 59 

years and 40 727 children of under 5 years old in the year 2000-2001 

(http://www.avert.org/safricastats.htm 2005:2) For the country to respond effectively to 

prevent new infections and provide care and treatment to those living with HIV/AIDS, it is 

important to have accurate data and a comprehensive understanding of the epidemic. Stewart, 

Padarath and Bamford (2004:28) state that, to deal effectively with HIV/AIDS, it is crucial to 

understand the social, cultural, political and economic context that contributes to 

vulnerability to HIV infection.   

 

HIV causes a terminal illness that can be associated with all other terminal illnesses, but HIV 

is also different because of its psychological burden. The most common form of transmission 

is very sensitive and private and leads to stigmatisation and labelling by the community. It 

affects the person’s entire life emotionally and physically, a person’s family relations as well 

as a person’s ability to perform duties (Hoffman, 1996:1-3). The World Health Organisation 

(1988:7) is of the opinion that the social impact of HIV/AIDS is linked to the selective loss of 

persons at the time in their lives when they are highly productive, both socially and 

economically. The diagnosis of HIV/AIDS has profound implications for the patient. The 

consequences are far-reaching for him or her, and may touch every aspect of his or her life 

(Temoshok & Baum, 1990:48). Derlega and Barbee (1998:24) noted that getting tested for 

HIV is a positive step towards taking the possibility of infection seriously. During this period 

the individual experiences fear of a positive result, of being stigmatised, and of rejection by 

family members, friends and the community at large, which may also lead to some people 

developing resistance to being tested. Jackson (2002:179) is of the opinion that people need 

support to plan for a test and to cope with the positive or negative result, in order to respond 

appropriately, as HIV-infected people experience significant emotional distress in response to 
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testing positive. The waiting period of receiving the test results is experienced as a significant 

stressor by the person who undergoes an HIV test (Kalichman, 1998:142). 

 

The effect of an HIV diagnosis is associated with expectations concerning how long the HIV-

infected person will live, availability of drugs and medication, the social status of the infected 

person and his or her economic resources for dealing with the infection (Derlega, 1998:26). 

According to Bartlett and Finkbeiner (1996:35), the impact of the diagnosis will also depend 

on the HIV-infected person’s awareness of community attitudes and knowledge about 

HIV/AIDS and the infected person’s reaction to how infection was contracted. 

 

HIV-infected persons have to confront major social issues as the disease progresses, which is 

from when they learn about the infection, the relatively long period when they are free of 

symptoms, when they experience non-specific symptoms or when they experience a few 

AIDS-defining conditions. HIV-positive people may become depressed when they experience 

physical symptoms associated with advanced stages of HIV, as it may evoke considerable 

stress about what is to happen next (Temoshok & Baum, 1990:4-5). Kalichman (1998:142) 

indicated that role changes often occur with a diagnosis of HIV disease or with the 

progression of the disease. This may result in the loss of achieved or hoped for life roles. The 

change from employed to unemployed, the change from providing care to needing care; and 

receiving care and restricted social activities. Jackson (2002:48) agrees that, as the disease 

progresses, HIV-positive people may need more physical support than emotional and 

informational support. They may also need practical support, for example assistance with 

shopping, administration of medication and housework. 

 

HIV/AIDS affects the HIV-positive individual’s relationship with family, friends, intimate 

partners and others in his or her family (Paine, 1988:67). Bartlett and Finkbeiner (1996:42) 

noted that living with HIV involves considerable uncertainty about the state of one’s health. 

Besides the physical health aspects of coping with HIV, HIV-infected persons also have to 

face challenges in their social relationships, due to the disease. Perakyla (1995:232) indicated 

that the psychosocial and physical effects of the disease can challenge and overwhelm the 

coping strategies of HIV-positive people. The way the HIV-positive person coped in the past 

may no longer be effective or the patient may sometimes resort to destructive coping 

mechanisms, for example substance abuse. Helping clients to learn coping mechanisms or 
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responses may minimise some negative consequences of HIV disease and further enhance 

their quality of life. 

 

The biggest challenge facing infected couples is balancing the desire to have children with 

the risk of transmitting the virus to the unborn foetus. Therefore couples need to be 

counselled and informed about the risks that are involved and possible ways of reducing the 

risk of HIV transmission (De Bruyn, Bandezi, Dladla & Gray, 2006:25). Authors Citron, 

Brouillette and Beckett (2005:196) are of the opinion that children and adolescents who are 

orphaned experience long-term difficulties in adjustment as a result of losing a parent, as it 

may affect developmental processes of self-concept and identity formation, academic 

performance, family involvement and psychological involvement. HIV infection is 

characterised by progressive immune suppression, which eventually results in the 

development of opportunistic diseases. Tuberculosis is the commonest HIV-associated 

opportunistic infection and one of the leading causes of AIDS-related deaths.  

 

HIV disease is typically caused by social behaviours under voluntary control of the individual 

which are often difficult to change because they can be gratifying. Risky behaviours reflect 

cultural or sex role expectations. Therefore, because of the strong link between HIV risk 

behaviours and psychosocial variables, it is important to explore risk behaviours and 

psychosocial issues in counselling (Moretlwe, Gray, Kagee, Myer, Puren & Ramjee 

2006:13). Temoshok and Baum (1990:28) further noted that risk reduction will require 

individuals to learn social and behavioural skills that are prerequisites to practising safer sex 

behaviours. These behaviours include obtaining a condom, using a condom properly, 

requesting one’s partner to use a condom, saying no to any risky sex and determining a 

partner’s current sexual activity, post sexual history and HIV status. The World Health 

Organisation (1988:10) is of the opinion that counselling is a more personal and intimate 

realm in which the person with high risk behaviour, the person who is seeking voluntary 

testing, the infected person, families and friends can find information, understanding and 

support. As noted by Coulshed and Orme (2006:181), learning theory has been concerned 

with outward behaviour, changing people whose behaviour is altered by environmental 

issues, and is action orientated, with people being helped to take a specific action to change 

observable behaviour. Learning theory is focused on learning new skills or ideas. 
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Over the past years, tremendous efforts have been made by different professionals and 

through the initiation of projects to prevent the spread of the deadly disease by means of HIV 

testing or voluntary testing and counselling. The crisis has led to political and community 

mobilisation, with the South African government being criticised for not availing 

antiretroviral medication to HIV-positive people and for the delay in negotiating the costs of 

treatment with pharmaceutical companies (AIDS Management Report, 2005:4; UNAIDS, 

2003:13). In 1987 the first antiretroviral drug became available, namely Highly Active 

Antiretroviral Therapy (HAART). It was used in Public Health Systems for the prevention of 

Aids through Mother-to-Child Transmission, for sexually assaulted people and as a post-

exposure prophylaxis for health care workers nationally. In 1998 activists like the Treatment 

Action Campaign, COSATU, the AIDS Law Project, people living with AIDS, those not 

affected and many more were calling on the South African government to develop a 

treatment plan for people with HIV/AIDS, who were dying in numbers due to the lack of 

medication (UNAIDS, 2003:28). Stewart et al. (2004:23) emphasise that HIV drugs are used 

in combination to maximise their effectiveness in order to reduce the level of HIV in the 

body, so that the immune system can be allowed to recover partially and further prevent 

damage. Treatment with antiretroviral medication can greatly improve the health, and extend 

the life expectancy, of people living with HIV/AIDS, but these drugs do not effect a cure 

(Van Dyk, 2005:78). However, as effective and beneficial as these antiretroviral drugs are, 

the ongoing management of HIV infection may be complicated by potential side effects and 

drug interaction. Barker, McCannon, Venter and Mmbara (2004:7) confirm that HIV/AIDS is 

an incurable illness and antiretroviral treatment (ART), with significant side effects, entails a 

lifetime commitment by both patient and providers. Families affected by HIV/AIDS face 

multiple health care and psychosocial problems throughout the progress of the illness, for 

example complex medical management, caring issues, disruption of family roles and anxiety 

about the family future as the illness progresses (Ross & Deverell 2004:216). 

 

Hoffman (1996:2) noted that counselling as a form of intervention is one of the most 

powerful ways to address the psychosocial aspects of HIV/AIDS. Assessing clients with the 

use of psychosocial models helps the counsellor to understand how his or her client is 

adapting to HIV disease. In the field of HIV/AIDS counselling the core issues that have to be 

dealt with are practical matters that depend greatly on the philosophical basis from which 

counsellors approach the work they do, and how well they can resolve conflicts that exist 

between the philosophy and the practical issue of care (Paine, 1988:73). Counselling helps 
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people infected with HIV to reduce distress and enhance adaptation through effective 

cognitive and behavioural means. Counselling utilises a number of intervention modalities, 

including individual counselling and peer groups. These counselling modalities share the 

goals of providing support; helping to alleviate the HIV-positive person’s sense of 

powerlessness and isolation; inspiring hope; and facilitating opportunities to adapt to HIV 

disease in order to enhance quality of life (Paine, 1988:67). 

 

Education is a critical part of preparing people for treatment and engaging communities and 

individuals to learn about antiretroviral therapy so that they may understand the issues 

involved in treatment. These include understanding the benefits of treatment, its side effects, 

the importance of maintaining protective behaviours, adhering to treatment and supporting 

others to adhere to treatment (The Cochrane Library, http://www.cochranelibrary.org  

2006:7). 

 

Brannon and Feist (1993:260-270) indicated that the severity of the illness, side effects, 

complexity of the treatment, time spent waiting, verbal communication and the practitioner-

patient relationship are predictors to adherence and may result in a threat to the individual’s 

health.  

 

From the above discussion it can be concluded that assessing the psychosocial changes that 

accompany HIV/AIDS and treatment education comprise a critical role of the counsellor and 

precede the implementation of effective intervention. A study conducted in the USA, Canada 

and the United Kingdom in 2001 recommends further research on the effectiveness of 

counsellor intervention in providing services for HIV/AIDS patients (The Cochrane Library, 

2006:7). Another study conducted in the United Kingdom on treatment education 

recommends that research be done on different views and social issues experienced by people 

on ART and those who render services to them (Aggleton, Hart & Davies, 1999:206).  

 

1.2  PROBLEM STATEMENT 

 

Moretlwe et al. (2006:13) noted that the HIV/AIDS epidemic continues to spread wider each 

year. Despite scientifically appropriate messages and counselling, lifestyles are not changing. 

In light of the above, there is an urgent need for new approaches to HIV prevention and 

management. In the context of AIDS, in which the progression from infection to disease can 
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be lengthy, counselling must maintain the client and counsellor relationship and ensure 

continuous support by the counsellor for the client. For each of the different stages of 

progression, the individual’s needs and the needs of the families, friends and relatives are 

likely to be different and the counsellor’s tasks will vary accordingly (WHO, 1988:79). 

Stewart et al. (2004:34) noted that the Joint Health and Treasury Team estimated, in 2003, 

that a number of professional staff needed to be trained for South Africa to achieve 100% 

coverage by 2008, which excluded lay counsellors and other non-professional staff. 

Education is essential for people with HIV, health care providers, families and the wider 

public. There is no doubt that counselling is a significant skill required in the care and 

management of HIV, but little is known about whether or to what extent the counsellors’ 

intervention is effective (The Cochrane Library, 2006:7). Bekker (2005:7-9) is of the opinion, 

however, that lay counsellors play a vital role in most health settings dealing with HIV, 

because professional counsellors cannot always be afforded by the stakeholders. Therefore 

anyone who is doing voluntary work in the HIV field or looking after someone who is HIV-

infected requires information. This view is supported by Palmer (1997:432), who also points 

out that, as HIV counselling is a newly emerged professional practice, considerable 

development is still needed in the development of research and practice. This illustrates the 

need for the current study. 

 

1.3  AIM OF THE RESEARCH 

 

The goal of this research project was to gain better understanding of the skills needed by 

counsellors in counselling patients or those who are receiving antiretroviral treatment and to 

present guidelines to improve their skills. In order to reach the goal, the objectives for the 

study were as follows: 

• To present an overview of the implications of HIV/AIDS for the individual and 

the family; 

• To present a description of the nature of antiretroviral treatment; 

• To describe HIV and adherence counselling processes and skills; and 

• To explore the views of counsellors about the intervention skills needed for 

counselling HIV patients on antiretroviral treatment. 
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1.4 CLARIFICATION OF KEY CONCEPTS 

 

For the purpose of this study, the following concepts needed to be clarified: 

 

1.4.1  HIV/AIDS 

 

Basiro and Seale (2002: 99-106) explain that HIV is the acronym for Human 

Immunodeficiency Virus. HIV destroys the body’s defence mechanisms, making it fragile, 

which allows the body to fall prey to all other infections or environmental threats. When the 

immune system is impaired, opportunistic infections develop, which can result in an infected 

person becoming acutely sick and eventually developing AIDS.  

 

HIV is transmitted through body fluids during sex and through contact with blood; from an 

infected mother to her child; and through sharing of or re-use of contaminated needles. HIV 

is primarily transmitted by sexual contact since this is the main exchange between two 

individuals. The infection gains access to the immune system, where the virus multiplies and 

is able to spread rapidly throughout the body (WHO, 1988:4). Van Dyk (2005:4) expresses 

this as “AIDS is a syndrome of opportunistic diseases, infections and certain cancers, each or 

all of which has the ability to kill the infected person in the final stages of the disease”. 

 

1.4.2 COUNSELLING 

 

Perakyla (1995:2) refers to HIV counselling as an on-going dialogue and relationship 

between a client or a patient and counsellor, the aim being to prevent HIV transmission and 

to provide psychosocial support for those infected and affected. McLeod (2003:7) defines 

counselling as a relationship between two or more people, the nature of which concerns crisis 

intervention or support, developmental psychotherapeutic guiding or problem-solving. The 

role of the counsellor is to give the client space to explore and identify coping mechanisms 

within him- or herself, to be able to deal with his or her problems more effectively. 

According to the World Health Organization (1988:11), counselling is a more personal and 

intimate realm in which people with high risk behaviours, people who seek voluntary HIV 

testing, the HIV positive person, his or her family and friends can find information, 

understanding and support. Counselling is an interpersonal interaction and dialogue between 
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a client and someone who is trained and skilled in counselling, and is well informed about 

HIV infection and AIDS (WHO, 2003:5). 

 

1.4.3 ANTIRETROVIRAL THERAPY/TREATMENT (ART) OR HIGHLY ACTIVE 

 ANTIRETROVIRAL THERAPY/TREATMENT (HAART) 

 

The Aids for Aids Clinical Guide (2005:19) summarises antiretroviral treatment as drugs that 

are administered to HIV-positive people. The treatment prolongs life, prevents opportunistic 

infections, limits pain, leads to reduced hospitalisation and sometimes prevents mother-to-

child transmission. It is recommended that ART be commenced when the CD4 count (that 

indicates the degree of immune suppression and stage of disease) is below 200 millilitres per 

cubic millimetres. The treatment is administered lifelong and has side effects which can result 

in its termination or changing to another regime. UNAIDS (2003:12) refers to antiretroviral 

therapy as drugs that are administered to HIV-positive people which are used to control the 

infection. These drugs are used in combination to reduce the level of HIV in the body, so that 

the immune system can partially recover and prevent or slow down further damage by 

HIV/AIDS. 

 

1.5 RESEARCH METHODOLOGY 

 

This section presents a brief summary of the techniques and procedures that the researcher 

has used to gather and analyse the data for the research.  

 

1.5.1 RESEARCH APPROACH  

 

Punch (2006:46) noted that the logic of a study, including the way research questions or 

hypotheses are formed, is either clearly quantitative or clearly qualitative. For the purpose of 

obtaining the goal of this study, an exploratory and descriptive design that incorporated a 

combination of qualitative and quantitative research methodologies was used. According to 

De Vos, Strydom, Fouche and Delport (2002:74-79), the qualitative approach aims to 

understand social life and the meaning people attach to everyday life. Therefore qualitative 

research refers to research that obtains accounts of meaning, experience and perceptions from 

participants. The outcome of qualitative research is in the form of descriptive data in the 

participant’s own written or spoken words, which identifies the participant’s beliefs and the 
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values that underlie the phenomena. Mouton (1996:271) confirms that qualitative research 

primarily focuses on describing a participant’s actions in terms of the participant’s own 

beliefs, history and context. In general, qualitative studies are concerned with non-statistical 

methods and small samples which are often purposively selected. In contrast, quantitative 

research aims to objectively measure the social world, to test hypotheses and to predict and 

control behaviour. A quantitative study comprises an inquiry into a social or human problem, 

focuses on variables and is based on statistical analysis (Strydom in De Vos et al., 2002:73-

74). Denscombe (1998:91) noted that the use of multi-methods produces different kinds of 

data on the same topic and involves more data, which results in improving the quality of 

research. The multi-method was chosen to enable describing the counsellor’s views in 

counselling HIV/AIDS patients on ART and to formulate guidelines to improve their 

intervention skills.  

 

1.5.2 RESEARCH DESIGN  

 

As indicated by De Vos et al. (2002:109), exploratory research is conducted to gain insight 

into a situation, phenomena, community or individual. The necessity for this kind of study 

develops from a lack of basic information on a new area of interest. Mouton (1996:102) 

confirms that exploratory research is utilised in cases where very little previous research has 

been conducted and the researcher attempts to collect new data and develop new hypotheses 

to explain such data. In general, exploratory researchers frequently make use of qualitative 

data.  

 

Neuman (2000:22) noted that, in descriptive research, the researcher normally has a highly 

developed idea about a social phenomenon and wants to describe it accurately. Garbers 

(1996: 287) also indicated the purpose of descriptive studies as to describe that which exists 

as accurately and clearly as possible. Descriptive studies identify the frequency with which a 

certain characteristic occurs in a sample. Descriptive research explores new issues or explains 

why something happens. Descriptive research can have a basic or applied research goal and 

can be qualitative or quantitative in nature (Fouché in De Vos, 2002:109). 

 

The intentions of this study were to gain an understanding of the intervention skills needed by 

counsellors in counselling patients on ART and to identify guidelines to improve their skills. 

There is very little recent literature on the topic. This is confirmed by a study conducted in 
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the United Kingdom on treatment education which recommends that research be done on 

different views and social issues experienced by people on ART and those who render 

services (Aggleton, Hart & Davies, 1999:206 & The Cochrane Library, 2006:3). The 

exploratory and descriptive research design was used in the research study because the 

research aimed to explore a subject that is relatively new and unstudied. 

  

1.5.3 RESEARCH METHOD 

 

This section will present a brief summary of what previous studies concluded, information on 

the population and sample involved and the method of data collection and analysing. 

 

1.5.3.1 Literature Study 

According to Fouché and Delport (in De Vos et al., 2002:128), it is important to conduct an 

early literature study to be able to select a topic to begin with and fill gaps identified by 

previous researchers. Fouché (De Vos et al., 2002:127) points out that conducting a literature 

study enables the researcher to gain a clearer and better understanding of the nature of the 

research in order to avoid duplication of existing studies.  

 

A literature study was conducted with regard to the field of research to establish a frame of 

reference from which to proceed with the research and to form a basis for comparison of 

research findings. The study is based on medical and psychosocial issues. The literature study 

focused on the following aspects: the psychosocial effects of HIV on the infected and 

affected, a description of antiretroviral and counselling intervention with HIV positive 

patients. The researcher utilised both medical and social literature in investigating the field of 

study. Literature from local and international sources was reviewed to gain an understanding 

of HIV and ART. 

 

1.5.3.2 Population and sampling 

Strydom and Venter, in De Vos et al. (2002:198), indicated that a universe refers to “all 

potential subjects who posses the attributes in which the researcher is interested”. Mouton 

(1996:134) identified this as the complete set of elements and their characteristics about 

which a conclusion is to be drawn on the basis of a sample is referred to as the universe. The 

population therefore comprises the total set out of which individuals for a study are chosen 

(Mouton, 1996:134; Strydom & Venter in De Vos et al., 2002:198). 
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The population for the study comprised 27 adherence counsellors from the different ART 

sites, who are employed by Sothemba Aids Action, who have had at least one year or more of 

experience in HIV/AIDS and adherence counselling and have received their training at the 

Aids, Training, Information and Counselling Centre (ATTIC). The reason for the selection 

was that the Department of Health (Western Cape) had asked Sothemba Aids Action to 

employ adherence counsellors to be in charge of counselling at the departmental clinics in 

2004. The following ART sites and numbers of adherence counsellors were identified by the 

co-ordinator of Sothemba Aids Action. The 16 adherence counsellors identified were those 

who were placed at the local clinics and hospitals and the remaining 11 counsellors had not 

been placed yet, but were used as substitutes or relief staff in crisis situations. The following 

table (Table 1.1) presents the ART sites and the number of adherence counsellors 

interviewed. 

 

Table 1.1: ART sites 

ART site No of adherence counsellors 

Durbanville Community health centre 2 

Kraaifontein Community health centre 4 

Wallacedene Community health centre 3 

Delft Community health centre 4 

Tygerberg Hospital (Infectious disease clinic) 3 

TOTAL 16 

 

Denscombe (1998:15) indicated that qualitative studies utilise non-probability sampling 

methods and, specifically, purposive sampling techniques. A different set of criteria therefore 

came into play in terms of how and why people or events were included in the study. 

Purposive sampling is applied to those situations where the researcher already knows 

something about the people or events and deliberately selects particular ones, as they are 

likely to produce the most valuable data (Strydom and Delport, in De Vos et al., 2002:334). 

Strydom and Delport (in De Vos et al., 2002:336) state that a specific sample size cannot be 

identified immediately, though, but can only be determined when the researcher reaches data 

saturation or repetitive information. 
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An average of 16 adherence counsellors who met the criteria for inclusion in the study was 

employed at the above ART sites. The criteria for inclusion were as follows: 

• Counsellors trained at ATTIC and employed by Sothemba Aids Action. 

• Counsellors who render services at the department’s clinics and have one or more 

years’ experience in HIV/AIDS adherence counselling. 

 

The researcher obtained the identifying particulars of the 16 potential participants and the 

ART sites at which they render services from the coordinator of Sothemba Aids Action.  

 

1.5.3.3 Method of data collection 

Preparation for data collection 

The researcher piloted the questionnaire with two counsellors who were not included in the 

sample.  

 

The researcher began the process of data collection by making contact with those in authority 

at the different sites to gain permission to conduct the study. The researcher then made 

contact with the potential participants in their working areas. During this contact, the 

researcher introduced herself to the potential participants and explained the purpose and 

procedures of the research study. The researcher then established the readiness of potential 

participants to participate in the study, either on the same day or on another arranged, by 

appointment, at work. Permission was obtained from willing participants and a specific day 

and time was decided upon. The researcher explained that the study was to be anonymous, 

confidential and voluntary, therefore reluctance to participate would not influence a 

participant’s working relationship with the team or employers. 

 

Research instrument 

A semi-structured personal questionnaire that consisted of both open-ended and closed-ended 

questions was utilised in the study. The semi-structured questionnaire contained closed 

questions with fixed wording, sequence of presentation and a clear indication of how to 

answer each question. These questions were established in a manner that required the 

participant to tick the appropriate answer. Open-ended questions give the participant the 

opportunity to write any answer in the open space provided. Denscombe (1998:102) noted 

that quantitative data are sought as responses to categories predetermined by the researcher. 
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Therefore the researcher controls the range and content of responses by means of structured 

questions and answers. In contrast, qualitative data are sought as responses to open-ended 

questions posed by the researcher and allowing the respondent to decide the wording of the 

answer. All the interviews were conducted in the home language of the participant (either in 

English, Afrikaans or Xhosa). Strydom (in De Vos et al., 2002:296) warned of the danger in 

using translators who may fail to accurately translate the effective meaning and expression of 

the participant.  

 

The researcher conducted the interviews according to the guidelines suggested by De Vos et 

al. (2002:173) and Bless and Higson-Smith (1995:111). These guidelines require that the 

researcher first explain the purpose of the research. Then the questionnaire is handed to the 

respondent to complete on his or her own, but the researcher remains available for 

explanations concerning some of the questions.  

 

1.5.3.4 Method of data analysis 

Data analysis (De Vos et al., 2002:339) involves a process of making sense of the responses 

received as a result of using various methods of data generation. The aim of analysis is to 

generate patterns and processes, develop meanings and try to understand and explain the 

contradictions and multiple versions of meanings generated by participants. Neuman 

(2003:313-314) noted that quantitative data are presented in the form of charts, graphs and 

tables full of numbers. Quantitative data analysis tends to give descriptive statistical analysis 

as such data intend to respond to questions about how many respondents responded in a 

particular way, and particular descriptive characteristics such as gender and age. Qualitative 

data is ‘messy’, does not progress in a linear manner and is usually in the form of text notes 

taken from interviews, observations and many more. Qualitative data analysis involves the 

development of codes and categories by the researcher. 

 

First the researcher prepares a code book in which the researcher assigns a number to a 

variable. The researcher then summarises and displays the data collected from each variable 

according to the variable’s frequency of attributes (De Vos et al., 2002:225-226). Following 

this, the researcher summarises and interprets the data from the literature review. Finally, the 

data are presented in narrative and tabular form. De Vos et al. (2002:226) noted that tables 

that present information about one variable are called frequency tables and normally include 

numbers and percentages. 
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1.6 ETHICAL CONSIDERATIONS 

 

Research forms a crucial component of Social Work practice as knowledge is generated as a 

result of research. This knowledge can challenge existing practices and policies and help to 

keep the profession up to date by continually improving its services for the good of the public 

(D’Cruz & Jones, 2004:6). The primary aim is to protect citizens from researchers and 

erroneous information, records and presentation of personal information without written 

consent (Berg, 1998:36-37). De Vos et al. (2002:63) have explained that “ethics is a set of 

moral principles that are suggested by an individual or groups, are subsequently widely 

accepted, and offer rules and behavioural expectations about the most correct conduct 

towards experimental subjects and participants, employers, sponsors, other researchers, 

assistants and students”. In agreement with the above, the following ethical considerations 

were relevant to conducting this study. 

 

Informed consent 

The researcher provided sufficient information to participants about the purpose of the study, 

including how the information would be used and why and how they were chosen to 

participate in the study. This allowed participants to decide in favour of or against 

participation. The participants were not coerced in any way. Informed consent forms 

(Addendum A) were given to participants once they had been provided with all the 

information pertaining to the research and had expressed their willingness to participate in the 

research.  

 

Confidentiality 

The researcher ensured that confidentiality was maintained by keeping all information about 

participants confidential, except in cases where participants had given written consent to 

revealing information. The information gathered for the study was stored in a safe place 

where participants’ identities would not be revealed. This information was accessible only to 

the researcher and supervisor. 

 

1.7 LIMITATIONS OF THE STUDY 

 

The following limitations to the study should be considered: 
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The literature on counselling intervention skills for counsellors counselling HIV/AIDS 

patients on ART is limited. 

The researcher envisaged that participants might feel reluctant to participate on the same day 

or during working hours, therefore had to be open to rearranging appointments for after 

working hours. 

The researcher also envisaged that participants might require payment for sacrificing their 

private time or might find participation of benefit to improve their skills. 

In order to compensate for limitations, the following problem-solving approach was utilised: 

The researcher planned to make herself available at any time and place that suited the 

participants, but to raise any difficulties with regard to the place or time when necessary. 

The researcher presented herself in the capacity of a student at the University of Stellenbosch 

and explained that the purpose of the research was for the benefit of completing a degree. 

 

1.8 PRESENTATION 

 

The research report comprises several chapters. Chapter one serves as an introduction. 

Chapter two presents an overview of the implications of HIV/AIDS for the individual and the 

family. In Chapter three a description of antiretroviral treatment is presented. Chapter four 

describes the nature of HIV and adherence counselling processes and skills. 

 

The data from the empirical investigation will be depicted in Chapter five to relay the 

counsellors’ views on their use of intervention skills in counselling HIV-positive patients 

already on ART or about to commence ART from a system theory perspective. Based on the 

findings of the empirical investigation, Chapter six provides guidelines, a conclusion and 

recommendations with regard to counsellors’ intervention skills with HIV/AIDS patients 

already on ART or about to commence ART. 
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CHAPTER 2: HIV/AIDS AND PSYCHOSOCIAL ISSUES 
 

2.1 INTRODUCTION 

 

It is estimated that 6.29 million South Africans were living with HIV at the end of 2004, that 

this figure included 3.3 million women and 104 863 babies and that 311 000 people had died 

of AIDS in 2004 (http://www.overt.orgsafricastats.htm). These statistics give an indication that 

any individual could become infected with HIV, be it a friend, relative or family member. 

HIV/AIDS affects those individuals close to the infected person and has an impact on all 

areas of an individual’s life. Therefore addressing psychosocial issues will enable counsellors 

to assess their clients more systematically and enable them to intervene more effectively in a 

client’s life (Hoffman, 1996:30). Falvo (1999:2) noted that only when the helper understands 

the individual’s total experience with chronic illness and disability and how all areas of a 

person’s life are affected, are professionals or helpers able to fully help individuals to reach 

their goals.  

 

It is vital, in view of the many myths that surround the disease, that the counsellor has a full 

and accurate understanding of the disease, the causative agent, and the progression of the 

disease, so that the patient can be given a full understanding of the disease and how it can 

progress. In the case of HIV, this is especially important as the patient will have many 

questions that will require answers, before he or she can make an informed decision to be 

tested or to commence antiretroviral treatment (Van Dyk, 2001:96). The counsellor therefore 

needs to be knowledgeable about the history or the origins of the disease, the HIV virus, 

modes of transmission, life cycle and replication of HIV, effects of HIV on the infected 

person’s immune system and the opportunistic infections which occur with the progression of 

the disease, the difference between HIV infection and AIDS and the evolution of treatment 

procedures in order to be able to offer intervention in both the universal aspects of HIV 

disease as well as the unique life situation of each individual. The latter is confirmed by 

Citron, Brouillette and Beckett (2005:153) as HIV infection leads to ongoing possibilities of 

crisis, uncertainty about the future, and the complex nature of HIV disease expression and 

antiretroviral treatment and associated side effects. These aspects result in HIV-infected 

people having unrealistic life expectations and may benefit from the insight and knowledge 

gained from the counsellors. 



 17

 

This section of the chapter will firstly discuss the origins of HIV/AIDS, a definition of 

HIV/AIDS and the stages of HIV/AIDS before discussing the modes of transmission and the 

psychosocial impact it has on the individual and the family, as well as the role of the social 

worker. 

 

2.2 THE ORIGINS OF HIV AND AIDS 

 

A dispute has occurred in recent years amongst various disciplines and scientists about the 

origins of HIV/AIDS and about whether HIV causes AIDS. The various theories about the 

origins of AIDS range from beliefs involving that the virus was developed as a bio-terrorism 

instrument to that the virus is being used by aliens to kill the people of planet earth, and to 

that it originated from chimpanzees and humans were contaminated through open cuts and 

lesions on hands while butchering chimpanzees. Van Dyk (2001:6) and Davey and Seal 

(2004:92) confirm that HIV originated from animals and was passed on to human beings 

through contaminated blood, which probably occurred when hunters slaughtered affected 

chimpanzees or primates and had open sores or cuts on their hands. In the 1980s, however, 

medical doctors in the United States noticed an unusual form of pneumonia that apparently 

affected young healthy males. In 1981 they realised that these men and others with similar 

problems were infected with a virus that was later named HIV. The first response to 

HIV/AIDS was in the 1980s by gay men in the United States (Aggleton, P., Rivers, K. & 

Warwick, I., 1994 and Bartlett & Finkbeiner, 1998:15). Various authors have given their 

views on the origins of HIV/AIDS and each author either uses the term HIV or AIDS. The 

following section will present a brief definition of HIV and AIDS and the symptoms of HIV 

and AIDS. 

 

2.2.1 DEFINING HIV  

 

It is important for the counsellor to understand the progression of HIV and AIDS and the 

related symptoms to be able to provide optimal levels of counselling and support. HIV is the 

acronym for Human Immunodeficiency Virus. The body’s immune system protects human 

beings from harmful organisms such as viruses and bacteria. Some people’s immune systems 

do not function properly due to hereditary malfunctioning or medically related issues that 

result in vulnerability to any infection (Raj, 2004:3). The HIV is an RNA (ribonucleic acid) 
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virus in which the genetic code for making new virus particles is contained, which enables 

HIV to incorporate itself into the DNA (deoxyribonucleic acid) of the host cell through a 

process called reverse transcription. The virus has a particular interest for the T-helper cells 

or CD4 cells, which help to co-ordinate the immune system’s rest help response to infections; 

the T-helper is particularly targeted by HIV, which may, over a period of time, cause 

ineffective functioning (Moss, 1992:10). Davey and Seale (2004:99-125) noted that HIV 

destroys the body’s defence mechanisms, making it fragile. This allows the body to fall prey 

to all other infections including environmental infections and, when the immune system is 

impaired, opportunistic infections which develop can result in a person becoming acutely ill 

and eventually developing AIDS.  

 

2.2.2 SYMPTOMS OF HIV 

 

Davey and Seal (2004) and Moss (1992) presented the following table of HIV symptoms and 

related illnesses. 

 

Table 2.1: HIV symptoms 

Headache Mild diarrhoea 

Blurred vision Skin problems, e.g. eczema and so 
forth 

Fits Fever 

Excessive sweating Fatigue 

Tiredness Joint pains 

Swelling of the lymph nodes 
and so forth  

 

Source: Davey and Seal (2004) and Moss (1992) 

 

Van Dyk (2001:38) refers to the HIV symptoms or related illnesses as the minor symptomatic 

phase of HIV, which is when people with HIV antibodies begin to present with one or more 

of the above symptoms. Davey and Seal (2004:105) are of the opinion that HIV-related 

illnesses differ among individuals and among different parts of the world as some people may 

be asymptomatic, that is, be healthy and without any symptoms related to HIV for long 

periods, whereas others may experience related symptoms. People with HIV may have 

different experiences of the condition as they could be entirely asymptomatic and 

occasionally develop a symptom which varies from mild to severe, but also could experience 



 19

periods of either being acutely sick or being in good health. (Aggleton et al., 1994:31). Moss 

(1992) and Van Dyk (2001) have noted that severe symptoms and opportunistic infections 

begin to become evident when the immune system deteriorates, which is normally associated 

with a decreasing CD4 count, and these are defined as AIDS-defining illnesses. Temoshok 

and Baum (1990:4) confirm that infection with HIV affects the immune system and allows 

opportunistic infections to develop as the virus attacks the immune T-helper cell or a CD4 

cell which directly leads to AIDS and eventually death. It is clear from the above discussion 

that an individual infected with HIV can live asymptomatically for many years with the virus 

or present with minor symptoms. It is only when the condition advances to the stage where 

infections associated with AIDS develop. A brief description of AIDS follows. 

 

2.2.3 DESCRIPTION OF AIDS 

 

In the previous section, AIDS is referred to as an advance in the condition that is an 

indication for urgent intervention by the counsellors in terms of counselling and support. 

 

AIDS is an abbreviation for Acquired Immune Deficiency Syndrome. AIDS is an acquired 

disease – it is not inherited –, caused by the human immunodeficiency virus which enters the 

body from outside. Immunity refers to the body’s ability to defend itself against infection and 

diseases. Deficiency refers to the weakened body which cannot defend itself against 

infections and syndrome refers to a collection of symptoms that occur together and 

characterise a specific pathological condition (Moss; 1992:14). 

 

Aggleton et al. (1994:28) are of the opinion that AIDS is not a single disease but a collection 

of many possible diseases. Some people can contract infections that can be diagnosed as 

AIDS at the very onset of the illness and then become healthy for a long time. Hoffman 

(1996:14) argues that this may be because the immune system is damaged by a combination 

of HIV and other temporary illnesses like tuberculosis. Jackson (2002:37-38) noted that 

AIDS represents only the end stage of a continuous, progressive pathogenic process 

beginning with primary infection with HIV, followed by an asymptomatic phase leading to 

progressively severe symptoms and, clinically, with a CD4 count of lower than 200. There 

have been controversies about whether HIV causes AIDS, but sources like Davey and Seal 

(2004), Jackson (2002:37) and Van Dyk (2005) have confirmed that HIV is indeed the cause 

of AIDS. The above signifies that a person infected with HIV does not necessarily have 
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AIDS. AIDS symptoms become more acute and persistent in patients whose immune systems 

are compromised for any reason.  

 

2.2.4 AIDS SYMPTOMS 

 

The table below presents a list of AIDS-defining conditions as illustrated by Davey and Seal 

(2004) and Moss (1992). Van Dyk (2001:40) noted that AIDS symptoms such as those listed 

below become more acute and persistent: 

 

Table 2.2: AIDS symptoms 

Continuous diarrhoea  Cryptococcal meningitis 

Nausea and vomiting Cytomegalovirus retinitis (can lead to 
blindness) 

Oral candidiasis Lymphoma 

Vaginal candidiasis Severe sexually transmitted diseases 

Respiratory infection  

Kaposi’s sarcoma  

Tuberculosis  

   Source: Davey and Seal (2004) and Moss (1992) 

 

The progression of the clinical symptoms of HIV varies from mild to acute. The progression 

of the disease in the human body is determined by the CD4 count but, because testing for the 

CD4 count is expensive, health care professionals also rely on visible HIV-related symptoms 

to make a diagnosis of the health status of an HIV-infected person (Anderson, 2000:17). 

 

2.2.5  STAGES OF AIDS AND THE SYMPTOMS 

 

A person who becomes infected with HIV usually goes through various clinical stages that 

occur over a long period of time in some people, or soon after infection with HIV with others 

(Johnson & Pizzi, 1990:23). The World Health Organisation staging system for HIV infection 

diseases (in Evian, 1993) presents the four clinical stages of HIV infection as discussed 

below. 
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2.2.5.1 Clinical stage one 

The first clinical stage occurs when a person’s HIV status changes from being HIV negative 

to HIV positive. This is when a person’s HIV antibody test indicates that the person is HIV 

positive. Van Dyk (2001:34) refers to the first stage as the acute phase of HIV infection. A 

person’s results can remain HIV positive for four to eight weeks after becoming infected with 

the HI virus. This stage is characterised by persistent symptoms like sore throat, headache, 

mild fever, muscle and joint pains, oral ulcers, enlargement of the lymph nodes and many 

more. Anderson (2000:11) emphasises that the person’s functional level of performance is 

normal and that few newly infected people associate this illness with having acquired the HI 

Virus. The World Health Organisation (WHO) and Evian (1993:12) also refer to this stage as 

the asymptomatic and normal-activity phase. 

 

2.2.5.2 Clinical stage two 

The second phase is referred to as the symptomatic phase but with normal activity and 

Anderson (2000:11) refers to it as the mild disease stage with symptoms, but points out that 

the patients are almost fully active. This stage is characterised by progressive immunological 

deterioration which may be unnoticed. The symptoms normally present with significant 

unexplained weight loss (less than 10%); recurrent respiratory tract infections; herpes zoster 

or shingles; chronic itchy skin; fungal nail infection; oral ulceration; and inflammation of the 

corners of the mouth. 

 

2.2.5.3 Clinical stage three 

The third stage is the beginning of major symptoms as the immune system continues to 

deteriorate. The performance or activity levels drop and the HIV-infected person spends most 

of his/her day in bed and is characterised by symptoms which last for one month or more 

(Aggleton et al., 1994:29). The following symptoms are usually an indication of advanced 

immune deficiency: significant weight loss greater than 10%; chronic diarrhoea that lasts for 

more than a month; chronic or consistent vaginal candidiasis; oral hairy leukoplakia 

(characterised by a white furry appearance on the sides of the tongue); pulmonary 

tuberculosis within the past year; severe bacterial infection and many others. 

 

2.2.5.4 Clinical stage four 

The fourth stage is referred to as AIDS-defining illnesses. Temoshok and Baum (1990:15) 

describe this stage as the full manifestation of the disease. It includes profound 
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immunosuppressant and severe opportunistic infections such as Kaposi’s sarcoma and 

pulmonary tuberculosis. The time between infection and actual immune deficiency varies 

according to the amount of infection in the blood and other co-factors, such as other sexually-

transmitted diseases that could affect the progression of HIV infection to AIDS. Because of 

continuous diarrhoea, nausea and vomiting, which may last for weeks or even months, the 

patient becomes very thin. Anderson (2000:131) refers to the above as the wasting syndrome. 

Accompanied by severe oral thrush in the mouth leading to difficulty in eating and 

swallowing as the thrush progresses to the oesophagus and trachea; vaginal candidiasis, 

which may lead to cervical cancer in women; enlarged lymph nodes in two or more sites; 

pain; numbness or pins and needles in the hands and feet; neurological abnormalities such as 

memory loss, poor concentration, headaches, confusion, loss of vision and seizures; 

streptococcal meningitis (fungal infection in the central nervous system) presenting with 

headache, fever, nausea, vomiting, stiffness of the neck; and changes in the mental status and 

seizures. Infection of the brain known as Toxoplasmosis encephalitis, which causes damage 

to the brain, also occurs. Further problems include blindness caused by an inflammation of 

the retina of the eye; Kaposi’s sarcoma (skin cancer) characterised by painless reddish brown 

or bluish purple swelling on the skin and mucus membrane (normally in the mouth, but also 

in the lungs and gastro intestinal tract; and cancer of the lymph nodes. Tuberculosis is one of 

the serious opportunistic infections which affect people with AIDS. 

 

Scientists have developed a clear picture and precise understanding of how HIV destroys the 

body’s immune system to make it more vulnerable to other infections which lead to AIDS, 

but have failed to identify means of making the human body immune to this virus. Van Dyk 

(2001:17) is of the opinion that the only way to stop AIDS is to prevent transmission. The 

following section will be based on the modes of transmission. 

 

2.3 MODES OF TRANSMISSION 

 

Page, Louw and Pakkiri (2006:128) and Anderson (2000:13) describe four major categories 

of HIV transmission. Aggleton et al. (1994:61) have confirmed that there are only four 

proven categories for HIV transmission. According to Van Dyk (2005:214), the most 

common means of transmission of HIV is via sexual intercourse or contact with infected 

blood, semen or cervical/vaginal fluids and he makes it clear that HIV can be transmitted 

from an infected person to his or her sexual partner, through man-to-woman, man-to-man, 
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woman-to-man, or woman-to-woman contact. The four modes of transmission will be briefly 

discussed below. 

 

2.3.1 BLOOD AND INDIRECT COMPONENTS OR DERIVATIVES OF BLOOD 

 

This mode of transmission most commonly occurs through sharing hypodermic needles with 

an infected person, and is most evident in people who use injected drugs like heroin. Some 

transmission also occurs as a result of transfusion of blood and blood products, for example 

by the re-use of contaminated needles and needle-stick injuries, which is most evident in 

health care sectors. However, Anderson (2000:3) noted that this form of transmission has a 

low infection rate as less than 0.1 percent of such events have caused infection with HIV as a 

result. Davey and Seale (2004:101) are of the opinion that health workers are also exposed to 

infected blood or other body fluids when splashed in the eyes, nose and mouth while 

performing surgery, but that the infection rate is under three percent. 

 

2.3.2 SEMEN, VAGINAL AND CERVICAL SECRETIONS DURING INTERCOURSE 

(ANAL, VAGINAL AND ORAL) 

 

The presence of HIV in blood and semen indicates the primary form of sexually transmitted 

infection. Vaginal or anal intercourse result in close contact during penetration and the 

transmission risk is high, even when precautions are taken, due to tears, lesions and rips that 

regularly occur during intercourse. Evian (1993:12) points out that receptive rectal and 

vaginal sexual intercourse present the greatest risk of infection, i.e. from 0.1 to 3 percent. 

Sometimes the condoms that are used break or come off. There is little evidence regarding 

unprotected oral sex and to what extent the low concentration of HIV particles in saliva, 

urine, and vaginal secretions constitute a possible source of transmission, but it is 

recommended that condoms be used or oral sex should be avoided if there are lesions in the 

mouth (Davey & Seale, 2004: 101). Temoshok and Baum (1990:68) refer to these modes of 

transmission as horizontal transmission, as infection is passed between individuals during 

certain risk behaviours. 
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2.3.3 MOTHER-TO-BABY TRANSMISSION 

 

Claxton and Harrison (1991:4) explain that HIV may be transmitted from mother to child in 

the uterus, during labour and delivery, or after birth, through breastfeeding. Mother-to-child 

transmission is influenced by the maternal stage of the disease, the use of Antiretroviral 

Therapy (ART) and breastfeeding practice, as well as other factors.  

 

2.3.4 BREASTFEEDING 

 

HIV transmission to an infant can occur via breastfeeding. A baby is exposed to HIV from 

the mother’s blood and from infected breast milk; breastfeeding therefore doubles the risk of 

transmission from the mother to the baby (Spencer, 2005:233) Besides the four modes of 

transmission, a study conducted in the Western and Eastern Cape confirms that there may be 

further unidentified modes of transmission, as twelve children in the Western Cape and two 

in the Eastern Cape have been found HIV positive (Hiemstra, Rabie & Schaaf, 2004:188-

193). 

 

Having discussed the modes of transmission, it is clear that, since there is no cure for HIV or 

AIDS, the only way to curb the AIDS epidemic is through prevention of new HIV infections. 

This will be discussed in the next section. 

 

2.4 PREVENTING SEXUAL TRANSMISSION OF HIV 

  

The goal of prevention measures is to keep uninfected people uninfected and to diminish the 

spread of the virus to others (Van Dyk, 2001:133). Mbuya (2000: 37) has identified four 

ways to avoid the sexual transmission of HIV: through abstinence; limiting sex to one safe 

non-infected partner: practicing safe sexual activity; and the use of male and female 

condoms. Anderson (2000: 63-65) and Abdool and Abdool (2005:227-239) have emphasised 

that there are new approaches to HIV and sexually transmitted disease prevention, like 

microbicides, vaccines and post-exposure antiviral medication. Anderson (2000:73-74) 

further noted that microbicides are produced in the form of a gel, cream, sponge, lubricant or 

vaginal ring to kill microscopic organisms such as bacteria, viruses and parasites and are used 

by females only. Abdool and Abdool (2005: 227) further noted that vaccines, microbicides, 

antiretroviral therapy and male circumcision are prevention strategies that are still 
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underdeveloped, and have been tested over 10 to 15 years with insufficient results. For the 

purpose of this study, therefore, the following four ways of preventing sexual transmission of 

HIV will be discussed. 

 

• Abstinence – Abstinence is the only effective way to protect oneself from 

contracting HIV. This means not having sex at all. It is important to encourage 

young people who have not been exposed to sexual intercourse to abstain (Van 

Dyk, 2005:30). Anderson (2000:61), however, points out that abstinence is not 

realistic in some instances and is desirable in close and loving relationships  

 

• Limit sex to one safe partner – Sexual activity with a safe partner carries no risk 

of HIV, but it is not possible to tell whether a person has the HI Virus. If one 

partner has other sexual partners, the way to find out whether he or she is HIV 

positive or not is through a blood test. A wife or husband may therefore become 

infected even if he or she is faithful. Sometimes a wife is aware that her husband 

has been or is unfaithful to her because of experiencing complications of sexually 

transmitted infections, or finds her husband’s sexually transmitted infection clinic 

card, but may keep quiet because it is culturally unacceptable for her to confront 

him (Temoshok & Baum, 1990:28). Van Dyk (2005:130-131) is of the opinion 

that, as rural-urban migrant labour is common and many partners or spouses are 

apart for long periods, they should practice safe sex or ask searching questions 

about current and previous sexual history, if it may be that one partner is not 

faithful to the other 

 

• Practice safe sexual activity – Besides abstaining, one can also enjoy the 

pleasure of sex through caressing, body rubbing, masturbation, hugging and other 

means as long as no semen or vaginal fluid reaches any mucous membrane or 

blood enters any open cuts and sores (Mbuya, 2000:38). Page et al. (2006:41) 

remind us that, instead of having penetrative sex, couples or people should rather 

masturbate. 

 

• The use of male and female condoms – Anderson (2000:66) suggests that the 

most effective method of preventing HIV during sexual intercourse is to use 
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condoms correctly every time a person has sex. Mbuya (2000:38) points out that 

condoms do not give full protection against HIV, but it are much safer than 

having sex without a condom. Page et al. (2006:41-44) discuss some important 

facts to remember when using male and female condoms. This is presented in 

Table 2.3. 

 

Male condoms used to be the only measure for preventing the sexual transmission 

of sexually transmitted diseases and HIV. The female condom was introduced 

recently. It is a sheath that has two flexible plastic rings, a loose ring at the closed 

end that helps in inserting the condom and keeps it in place during sex. It can be 

inserted into the vagina before sexual intercourse. 
 

Table 2.3: Safer condom use 

Male condoms 

• Should be stored away from excessive heat, light and moisture to avoid them from 

becoming weak and breaking  

• Should not be used when expired, sticky, brittle or damaged. 

• Should have a cushion of air in the foil packaging, which is an indication that the 

packaging is still airtight and protected from friction which can cause damage to the 

condom. 

• Should use water-based lubricants such as k-y jelly when needed.  

Female condoms 

• The user should practise inserting the female condom two or three times in private before 

using it for the first time. 

• Should be solely used and not together with the male condom, as condoms rubbing 

against each other could result in tearing 

• Should be used with both oil-based and water-based lubricants as the female condom is 

not made out of latex. 

• Should always be used new each time there is sexual intercourse and a condom that has 

passed its expiry date should never be used. 

Source: Page et al. (2006:41-44) 

It is clear from the above discussion that the most effective available strategies for prevention 

demand counselling the HIV-positive individual as well as the HIV-negative individual 

concerning behavioural interventions to reduce risk taking and condom use. 
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2.5 PSYCHOSOCIAL ISSUES 

 

The definition, symptoms, mode of transmission and prevention measures discussed give an 

indication that HIV/AIDS is a chronic, progressive and sensitive illness which affects the 

individual’s wellbeing physically as well as mentally and requires individual, social and 

medical support. This section of the chapter will present a definition of chronic illness, the 

impact of the diagnosis on the individual, reaction to chronic illness and, later on, the impact 

of HIV/AIDS on the individual and the family. 

 

2.5.1 DEFINING CHRONIC ILLNESS 

 

Various authors have defined chronic illness. Corbin and Strauss (1988) define chronic 

illness as a long-term illness that cannot be cured, irrespective of the amazing advances in 

medical knowledge and technology. It is characterised by times of recovery followed by 

relapse and the person suffers for life. The progression is not fixed, may enter an acute phase, 

improve or reach a terminal state. Janosik and Green (1992:33) and Brannon and Feist 

(1997:226) indicate that chronic illness causes death only after a long period of illness; the 

symptoms are not necessarily constant and that chronically ill people are never completely ill 

as they may sometimes feel relatively well and very sick at other times. The beginnings of 

chronic illness are often insidious, with changes that are manifested in the form of symptoms 

for a long period of time, which results in people seeking medical attention. A diagnosis is 

made when the person presents for medical attention at the health centre or is attended to by a 

physician. 

 

2.5.2 THE PROCESS OF DIAGNOSIS 

 

Chronic illness often commences with symptoms that may either be denied for a while by the 

sick person or acted upon immediately (Corbin & Strauss, 1988:23). Medical diagnoses are 

based on these symptoms, depending on the severity and frequency of the symptoms, 

appearance and the communication with the patient, spouse or family member (Desmond & 

Copeland, 2000:188). Cox (2001:102) and Corbin and Strauss (1988:27) emphasise that the 

waiting time, during which data and symptoms are analysed in order to make a diagnosis, is 

filled with panic, discomfort of symptoms, side effects, thoughts of the impact that the 

diagnosis will have on one’s future and thoughts of death. Diagnoses may be made 
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tentatively or with certainty, therefore ongoing medical examinations are always required and 

pre-test levels of distress appear to be similar for those who tested HIV positive (Hoffman, 

1996:74). The diagnostic period can be traumatic, especially when it is prolonged or ends 

with a confirmation of life-threatening illness.  

 

2.6  THE HIV-POSITIVE PERSON’S INITIAL REACTION TO THE DIAGNOSIS 

 

According to Falvo (1999:4), the emotional experiences of those encountering chronic illness 

or disabilities vary. Mbuya (2000:69) noted that the most acute reactions may occur in 

healthy people, especially if they are unprepared for the results. A number of researchers 

have examined initial reactions to a diagnosis of HIV disease or chronic illness and this is 

discussed below: 

 

• Shock 

The common initial reaction to chronic illness is shock, disbelief or numbness and the 

diagnosis or seriousness of the result or illness may be denied or disputed. Non-acceptance of 

the illness and implications has advantages and disadvantages to the individual, the advantage 

being that denial or non-acceptance in the early stage may allow the person to adjust to the 

painful situation he or she faces at his/her own pace, thus preventing excessive anxiety, and 

the disadvantage being that it may prevent the person from following health care advice and 

from learning to cope and live with the illness (Johnson & Pizzi, 1990:144). Bandawi and 

Biamonti (1990:59) confirm that the first reaction to the diagnosis of chronic conditions is 

often shock or disbelief and is followed by a degree of anger and self pity. The fact that the 

person is shocked is an indication that the person realises that a crisis exists and therefore 

fears what may happen in the future. 

 

• Fear and anxiety 

Corbin and Strauss (1988:30) are of the opinion that images of the illness may give rise to 

reactions ranging from unrealistic optimism to questions about the uncertain future. From the 

researcher’s experience, the immediate response after realising that the affected person is 

HIV positive is the fear of dying, fear of becoming sick, of losing his or her job and of being 

rejected by friends and family. According to Mbuya (2000:69), HIV positive people 

experience all sorts of fears, such as the fear of disfigurement, death, disease and 
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disablement, fear of the unknown, of becoming dependant, isolation, stigmatisation, blame 

and financial difficulties and of leaving dependants unprovided for. Fainman (2004:569) 

confirms that anxiety is a feeling of apprehension caused by the anticipation of danger, which 

may be internal or external. Brannon and Feist (1997:267) are of the opinion that people 

normally adopt new ways of responding to a crisis due to their inability to tolerate a state of 

crisis for long and consider it as healthy adaptation, but some people adopt unhealthy 

adjustments like substance abuse. Feelings of panic and anxiety are often demonstrated by an 

individual when confronted with the reality of a chronic illness and disability.  

 

• Anger and blame 

Anger results from the frustration of being diagnosed with a chronic illness and is seen an 

expression of the realisation that the situation is serious. It is accompanied by a feeling of 

helplessness (Falvo, 1999:6). Mbuya (2000:70) is of the opinion that people feel extremely 

angry with themselves, with whoever “gave” them the virus or with supernatural forces that 

might be blamed. Bandawi and Biamonti (1990:59) further noted that it is not easy for people 

to accept that there is no reason and no one to blame for what has happened, therefore people 

find it more comfortable to direct anger at a person or situation or even at oneself. 

 

• Guilt 

The researcher’s experience has shown that HIV-infected people normally feel that they 

could have prevented themselves from becoming HIV positive and in many situations feel 

that they are being punished by God or ancestors for previous transgressions, which results in 

self-blame or the blaming of the others. The latter is confirmed by Falvo (1999:6), who points 

out that guilt may be experienced if the individual or others believe that the illness results 

from perceived negligence or that avoidable circumstances contributed or caused them to 

become infected. Most patients feel guilty about the effects of the illness, and regard 

themselves as a burden to the family (Ross & Deverell, 2005:38). 

 

• Grief and loss 

When a person is diagnosed with a chronic illness, that person is separated by the present 

from the person of the past and this affects or shatters any images of self held for the future. 

People develop perceptions of no longer being able to perform activities, changes in the 

appearance of the body and changes in physical functioning. Corbin and Strauss (1988:49–
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50) and Evian (1993:89) argue that people with HIV suffer losses such as losing their 

independence, health, their spouse or lover, their job, financial security and their usual 

lifestyle, as well as losing their newborn child to AIDS.  

 

• Depression 

Fainman (2004:569) defines depression as a psychopathological feeling of sadness and the 

signs of depression include changes in appetite, sleep disturbance, difficulty in concentrating 

and withdrawal from activity. Not all HIV-infected individuals experience prolonged 

depression, as the extent of depression varies from individual to individual. 

 

Brannon and Feist (1992:101) are of the opinion that stressful events may play an immediate 

role in causing depression. Falvo (1999:6) noted that, when HIV-positive people realise the 

reality, seriousness and implications of their HIV positive status, they may experience 

feelings of depression, helplessness, and feelings of being sad and hopeless. Straub 

(2005:172) further noted that people who are depressed often perceive themselves as 

impotent, incompetent, incapable and of little value, since they have been powerless to 

prevent themselves from contracting the HI Virus. The emotional reactions to HIV/AIDS 

diagnosis is focused on what the future holds for the HIV-positive person, which leads to the 

discussion on the physical and emotional impact of HIV/AIDS on the individual. 

 

Having discussed the initial reaction of a person diagnosed as HIV positive, it is clear that the 

problems of emotional adjustment to the experience of learning that one is HIV positive and 

coping with the demands of being positive are common, vary from individual to individual 

and in most cases leads to depression. 

 

2.7 IMPACT OF HIV/AIDS ON THE INFECTED INDIVIDUAL AND 

 STIGMATISATION 

 

According to Brannon and Feist (1997:267), living with HIV disease creates a unique life 

situation for each individual who is diagnosed with this illness, including the HIV-positive 

person’s perception of his or her situation. Ogden (2004:62–63) is of the opinion that 

physical illness can be considered as a crisis as it presents a turning point in an individual’s 

life, introducing changes in identity, in location, role, social support, and the expectation of 

future changes. Ogden (2004:64) also noted that the illness is unpredictable and that timing in 
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HIV/AIDS plays a major role, as HIV is progressive and the person’s age and plans made for 

the future and time in which to live one’s life is affected. For example, a person can be 

infected at any time and at any age – when about to start a career, deciding to get married and 

have children and at many such points in life –, but because of the progressiveness of the 

illness, dreams may be doomed. The AIDS epidemic is associated with risk behaviour 

accompanying homosexuality and drug use, also because HIV-infected people are often seen 

as being responsible for their situation. Those who are infected therefore are stigmatised. This 

leads us to the next section, on stigma and its effect on the infected individual. 

 

2.7.1 STIGMA  

 

Ross and Deverell (2005:206) describe stigma as the identification and recognition of a bad or 

negative characteristic in a person or group of people, which normally result in treating them 

with less respect on account of such characteristics. These authors further noted that 

disclosure is often avoided due to felt and enacted stigma carried by HIV and AIDS 

individuals. Johnson and Pizzi (1990:156) are of the opinion that women deal with the larger 

part of stigma as they must deal with the blame of transmitting HIV/AIDS to their children. 

As emphasised by Pequegnant and Szapocznik (2000:19), the effects of stigma, blame and 

discrimination on women underscore feelings of personal guilt and shame. Locker (1983:139) 

further notes that the individual ceases to be a person but is solely identified by his or her 

medical problem and the limitations it imposes. Experiencing stigma may lead to low self-

esteem, reduced willingness to seek medical and social help and difficulty in solving 

problems with families, friends and others. It is clear from the description of stigma that 

stigma can result in problems in managing self-identities in social interaction, which may 

result in lifestyle changes. 

 

According to Falvo (1999:17), lifestyle compromises the tasks and activities of daily living 

within the individual’s environment, for instance management of the household, getting 

dressed, washing and bathing, walking around to shops and to hospital for medical treatment 

or appointments, rest and sleeping and many more. Locker (1983:99) also noted that when 

these daily tasks and activities become a problem, the person has to employ a variety of 

strategies in order to cope, like relying on a friend, family or community-based organisation 

for assistance, and that pain makes it difficult to achieve comfort as pain may lead to sleep 

disturbance. Locker (1983:112) is of the opinion that work involves more than getting a 
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salary or being remunerated for services rendered, as work provides a sense of contribution to 

self, family, friends, economy and accomplishment and meaning in life and that work is a 

source of social interaction and purpose in life. Having summarised the impact of HIV/AIDS 

on the individual person, a detailed discussion of the effects of HIV on the family will be 

presented. 

 

2.8 THE IMPACT ON THE FAMILY  

 

AIDS, like all other illnesses, affect the entire system. Janosik and Green (1992:13) define a 

family as “[a] system of interdependent members possessing two fundamental systems 

attributes: structure, or membership and function, or interaction”. Various authors discuss 

different family compositions, for example natural or biological family, adoptive family, 

family of origin and many others. For the purpose of this study, the researcher’s discussion 

will be based on the natural or biological family. 

Janosik and Green (1992:12) refer to the natural or biological family as a family into which 

the individual is born or to which he/she is related by consanguinity. Falvo (1999:14) refers 

to the family as the social network from which the individual derives identity, with which he 

or she has strong psychological bonds and that, in the absence of effective medical treatment 

intervention for HIV/AIDS sufferers, psychosocial and family intervention is extremely 

important. Mc Kenry and Prince (1994:36) states that family response to the diagnosis of a 

serious illness may be that of denial, or disbelief about the diagnosis followed by 

mobilisation of resources and support within the family. Brannon and Feist (1997:269) point 

out that sickness can cause changes in family life and that it greatly affects spouses, children 

and other family members or siblings. With the definition of a family in mind, Janosik and 

Green (1992) further emphasise that the family has different meanings for different people; 

family members are not always related by blood or law, and the role of a family is protection, 

socialisation, physical care, support and love. Because HIV is a chronic and progressive 

illness, it changes the sick person’s behaviour and attitudes and the role of the family changes 

accordingly. This indicates clearly that HIV/AIDS is a family disease; it may be the parent, 

family or the child who is infected. A brief discussion on the effects of a parent or a child 

becoming infected follows. 
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2.8.1 EFFECTS WHEN A PARENT IS INFECTED 

 

Parents with AIDS face profound parenting challenges and the children first have to live with 

the parent’s chronic illness and later cope with the death of the parent (Peouegnat & 

Szapocznik, 2000:156). When a parent becomes ill, two interdependent considerations come 

to the fore: the parent’s role performance within the family and the financial status of the 

family and of the sick person. Straub’s (2002:474) opinion is that a parent, be it the mother or 

father, is seen as the primary provider. The role of the mother is seen as a carer and nurturer 

while the father’s role is seen as the primary provider. When the father becomes ill, the 

family faces financial constraints. According to Bandawi and Biamonti (1990:58), every 

aspect of family life undergoes change when a parent falls ill, because the wife has to find a 

job when the husband becomes ill or has to work longer hours, if already employed, to make 

up for lost income. The children, depending on their ages, may give up their free time to help 

with the household chores, older sons may take up the ill father’s task of maintenance and, if 

the mother is working long hours or is attending to the father, the children have to do the 

daily household chores, like cooking, cleaning or looking after younger siblings. The same 

happens when the mother becomes ill, the father then has to depend on the children to keep 

the household functioning. 

 

Because of the different symptoms of HIV/AIDS and the different stages that the illness can 

enter, which result in role changes within the family and people’s feelings about sex, Janosik 

and Green (1992:304) argue that role change may also result in a sense of isolation or total 

exclusion of one’s role within the family, for example when the father becomes ill the mother 

takes over disciplining the children and managing the household. The same happens when the 

mother becomes ill and does not recover and may believe that her importance to the family 

has diminished, leading to feeling more disappointed than grateful that the family maintains 

the household. Bartlett and Finkbeiner (1998:113) have noted that HIV infection changes 

people’s feelings about sex. This depends on the individual feeling healthy, enjoying life, 

liking themselves, trusting others, and feeling relaxed and having the feeling to be 

spontaneous. In addition, they noted that some spouses may worry that they are no longer 

attractive or their husband or wife may have found another partner. Mc Kenry and Prince’s 

(1994: 27) opinion is that parents with AIDS need to make alternative arrangements for the 

future care of their children, either with the other siblings, family members, or friends for 
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temporary or permanent placement prior to becoming acutely or terminally ill. The next 

section presents a brief discussion of the effects generated when the child is infected. 

 

2.8.2  EFFECTS WHEN A CHILD IS INFECTED 

 

According to Mallman (2002:10), disclosure is the most complex and painful decision that 

parents have to take in telling the child about the illness. Parents worry about what to tell the 

child; if they are frank, they may fear that the child will tell other people. What to tell the 

child and how to answer when the child asks about who will care for them, also cause fear. 

Telling children forces them to face problems long before death occurs. The child may not 

know what is wrong with the parent, but will notice that something is different and may react 

with fear and anxiety. Mc Kenry and Prince (1994:130) are of the opinion that the children 

may feel neglected and rejected due to the parents’ inability to take care of them or attend to 

their needs and those children who are aware may start worrying. Children often do not know 

that they are infected and those infected with HIV as a result of abuse have to cope with the 

trauma of abuse, the disease or death of a parent and their own infection. Janosik and Green 

(1992:312) and Mallman (2002:2) further stress that every human being irrespective of age, 

gender, sexuality or race, is exposed to being infected with HIV/AIDS. Naturally parents do 

not expect their children to die before them and the early death of a child can be terrible to 

contemplate. Parents blame themselves for being the cause of the infection in the child, or for 

being poor parents who gave rise to the lifestyle that led to the illness by not disciplining and 

communicating precautionary measures to the child or young adult, or blame the child for 

putting himself in danger (Ross & Deverell, 2005:198).  

 

Parents may therefore want to keep the diagnosis secret and not tell the child, other siblings 

or other people. Such a decision is also influenced by the fear of being rejected and 

stigmatised by other people, although some parents might disclose when the child is 

emotionally, cognitively and developmentally age appropriate (Johnson & Pizzi 1994:60). 

Brannon and Feist’s (1997:271) opinion is that a sick child requires a great deal of emotional 

support from the mother, which results in little energy being left for her husband, which may 

result in a feeling of abandonment and anger. Janosik and Green (1992:60) focus the attention 

on the fact that fathers, in spite of not being involved in giving direct care to the child like the 

mother, also experience grief and ambivalence. Brannon and Feist (1997: 270) noted that 

chronically ill children spend most of their time in bed and lose school days or do not attend 
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school at all, in addition to experiencing restrictions on activities and mobility due to lack of 

strength and energy, or the acute stage of the illness. Mallman (2002:15) noted that the 

above-mentioned restrictions can be very difficult for some children as it may lead to 

isolation, depression and distress, while others may cope well. 

 

The next group of people who play a vital role in medical intervention with a sick individual 

and who spend a prolonged period with the sick person is the health professional team and 

the carer. Chronic illness involves long-term changes or effects on the lifestyle of the patient 

and the needs of the whole person must be considered in order to achieve quality of life 

during chronic illness. Close co-operation between a medical nursing team, social workers, 

occupational therapists and many more offers the best integrated service to the patient and the 

family. This leads to the role of the social worker in intervening when both the patient and the 

family go through the process of diagnosis and experience the impact the diagnosis has on the 

individual and others who are affected.  

 

2.8.3 EFFECTS OF HIV ON THE CARER OR HEALTH PROFESSIONAL  

 

For persons involved in caring for patients with HIV/AIDS, burnout is a common concern. 

This is due to the tremendous emotional and psychological stress that accompanies work in 

which recurrent illness, hardship and death is concerned. Due to the acute needs of the 

patients, the needs of staff looking after them are often overlooked. Van Dyk (2005:322) 

refers to the caregiver in the context of HIV/AIDS as any one professional, lay person or 

family member who takes care of the physical, psychological, emotional and spiritual needs 

of a person infected or affected by HIV/AIDS. Temoshok and Baum (1991: 287) noted that 

the first group of service providers to come into regular, intimate and long-term contact with 

the HIV patient in the hospital are the doctors, nurses and social workers, because of the 

enormous need for care which results in hospitalisation or formal care. This is not always an 

option and it leaves the community with no choice but to care for their own sick members. 

Janosik and Green (1992:148) mention that some health care providers unfortunately avoid or 

neglect HIV-positive patients due to the fear of being contaminated with the virus while busy 

with medical procedures or examinations, for example drawing blood or theatre procedures. 

Falvo (1999:193) identifies certain characteristics of the disease that may create stress in 

caregivers, like the unpredictability of the disease, the uncontrollability of symptoms, 
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disfigurement and other effects. Hoffman (1996:217) suggested that the stigma associated 

with HIV/AIDS may lead to isolation of both the patient and the caregiver. 

 

2.8.4  THE ROLE OF THE SOCIAL WORKER 

 

Having discussed the initial reaction of a positive HIV/AIDS test and the impact it has on the 

individual, the family and the carer or health professional, it is clear that the HIV-positive 

person, his or her family and the carer experience tremendous stress, trauma and anxiety. 

This is even so before an HIV/AIDS diagnosis is made. It is also evident that being diagnosed 

with HIV infection often leads to a psychological crisis, as the normal hope is that the test 

will be negative, while fearing and suspecting that the test will be positive (Bandawi & 

Biamonti, 1990:67). Coulshed and Orme (2006:39) refer to crisis as an upset in a steady state 

whereby a person’s habitual strengths and coping mechanisms do not work or fail to adjust, 

either because of the new situation that has not been anticipated or a series of events that has 

become overwhelming.  

 

Northen (1982:21) has noted that the major goal of crisis intervention is to reduce the 

immediate effect of stress and to help the client and those affected by the crisis to mobilise 

their coping capacity in adaptive ways. Payne (1997:80) confirms that people experience 

stress from conflict within themselves and the environment, and the role of the social worker 

is to eliminate these problems that arise from themselves and the environment, which requires 

psychoanalysis intervention assessment, which involves releasing and dealing with hidden 

feelings. He further refers to psychoanalysis as going deeply into the person’s problem. 

Systems theory is ideal for dealing with people who experience disruption in normal 

functioning.  

 

Payne (1997:140) discusses various theories that can be utilised by social workers in dealing 

with individuals and families in crisis. Systems theory seems to be the appropriate theory for 

the purpose of this study. The systems theory principle is that people depend on systems like 

their families, friends, colleagues, community groups, hospitals and other systems in their 

immediate social environment to live a satisfactory life. 

 

Payne (1997:141) also noted that people with problems may not always be able to use the 

above helping systems because such systems may not exist in their lives or do exist but are 
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not present at the time. People also may not be aware or wish to use them, for example, HIV-

infected people fear to disclose their status because they fear stigmatisation and 

discrimination by both their families and the community. 

 

The systems may be in conflict with one another. This is evident in HIV-positive people 

when they become ill, because their roles shift from mother to child or father to mother, 

which results in dependence and can lead to conflicts in interests. Payne 1997:145 

summarises the social worker’s task as:  

 

• Helping people to be able to help themselves through teaching them new skills to 

utilise in dealing with their problem situations 

• Referring and introducing people to resources appropriate to their problem 

situation that they can utilise 

• Improving interaction within families and teaching skills on how to handle a 

problem 

situation. 

• Acting as a agents of social control 

• Assisting practically where help is needed, and many more.  

 

Social workers and psychologists are qualified to deal with HIV-positive people as they 

 relate to psychological implications or underlying issues. 

  

It is clear from the discussion that HIV is experienced by the family as a personal crisis. The 

role of the social worker is to address the psychosocial needs of the family and the affected 

person, and the developmental and economic problems experienced by the family and 

individual members. 
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2.9 CONCLUSION 

 

The chapter has provided an overview of what various authors have written about the origins 

of HIV/AIDS, a definition of HIV and AIDS, symptoms of the illness, different stages and 

modes of transmission and measures of prevention. Finally, the psychosocial issues 

concerning HIV/AIDS and the impact on the individual, family and the carer and health 

profession were discussed. It can be concluded from the above discussion that HIV/AIDS is a 

chronic and progressive illness that affects all aspects of family life and can lead to both 

emotional and physical distress. For the sick person to cope with the progression of the 

illness, medical as well as emotional support is needed. The role of the social worker is to 

enhance the wellbeing of families, individuals and communities, in order to enrich their daily 

living. 

 

The next chapter will present an overview of available medical intervention with 

Antiretroviral Therapy. 
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CHAPTER 3: THE NATURE OF ANTIRETROVIRAL TREATMENT 

(ART) FOR ADULTS, PREGNANT WOMEN AND CHILDREN 
 

3.1 INTRODUCTION 

 

Because there is no cure for HIV infection or AIDS, both prevention and treatment are 

priorities for lives to be saved and human suffering to be reduced. Stewart, Padarath and 

Bamford (2005:28) have confirmed that a comprehensive HIV/AIDS treatment and care 

strategy which encompasses all levels of the health care system and treatment comprises the 

effective integration of prevention and treatment intervention. There are many issues that the 

client has to consider before making the decision to accept treatment. The counselling 

situation may be the only opportunity for the client to consider some of these issues, so it is 

appropriate for the counsellor to ask relevant questions and give relevant information for the 

patient to consider. Some of the issues concern whether the patient is an adult or a child, for 

instance in order to discuss the different treatments and dosing, as well as the need to readjust 

as the child grows. If the patient is pregnant or planning to become pregnant, this could limit 

their treatment options. 

 

Much has been done and written about the prevention and management of the HIV/AIDS 

epidemic. This has come from various bodies of knowledge like medical science, 

epidemiology and the social and behavioural sciences. According to UNAIDS (2003:3), 

activists like the Treatment Action Campaign (TAC) and the Congress of South African 

Trade Unions (COSATU) have formed an alliance around access to treatment. UNAIDS 

(2003:28) noted that, by the end of 2002, thirty thousand people were estimated to be on 

antiretroviral treatment, which was mainly offered through private medical schemes, 

workplace programmes, research projects or through the non-governmental organisation 

Médecins Sans Frontières, based mainly in Khayelitsha, Cape Town. The AIDS Management 

Report (2003:51) confirmed that the Goldfields Mining Company had 50 000 HIV-infected 

employees and had initiated antiretroviral treatment programmes in the workplace. Cornell, 

Walker and Reid (2004:112-113) noted that the Treatment Action Campaign (TAC), the 

AIDS Law Project (ALP) and Cosatu then started to protest to persuade government to make 

medication or ART available and to develop a treatment plan for people living with 

HIV/AIDS, as they were dying due to lack of medication. Prior to the above (UNAIDS, 
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2003:28), antiretroviral treatment had been used in public health systems for preventing 

mother-to-child transmission, for sexually assaulted people, and as post-exposure prophylaxis 

for health care workers after exposure to needle pricks or any exposure during patient 

examination, but had not been available to the majority of HIV-positive South Africans for 

treatment purposes. Andrews and Keegan (2004:19) pointed out that it was only in 2003 that 

the South African Government announced that plans were under way to include antiretroviral 

treatment as part of the HIV programme and in 2004 Antiretroviral treatment was rolled out 

to all South Africans at no cost. Abdool and Abdool (2005:79) have emphasised that the roll-

out programme is one of the significant responses to the HIV/AIDS epidemic. This chapter 

will aim to meet the second objective of the study, which is an overview of antiretroviral 

treatment. Then the importance of engaging counsellors to learn about ART in order to 

understand the full range of issues involved with treatment will be discussed. 

 

The discussion will include a description of antiretroviral treatment; the drug regimens used 

in South Africa: goals of antiretroviral treatment; the use of antiretroviral treatment in adults, 

pregnant women, children; the medical and psychosocial assessment done before and after 

commencing antiretroviral therapy; and the role of the multidisciplinary team.  

 

The following section presents a brief description of antiretroviral therapy and the three main 

classes or groups of antiretroviral drugs and regimens used in South Africa. 

 

3.2 DESCRIPTION OF ANTIRETROVIRAL THERAPY (ART) 

 

Antiretroviral therapy (ART) or Highly Active Antiretroviral Therapy (HAART) comprises 

treatment with drugs that attack the virus in different ways (Bartlett & Finkbeiner, 1998:239). 

Abdool and Abdool (2005:503-504) have emphasised that these drugs do not destroy the 

virus completely, but interfere with the way the virus tries to reproduce inside the human cell, 

thereby suppressing viral replication. Van Dyk (2005:73) and Spencer (2005:8) also 

confirmed that antiretroviral therapy is not a cure for HIV, but that the different combinations 

of medication play different roles, which can help slow down the progression of the disease 

and also support and promote the restoration of the immune system. For this to happen, the 

patient has to understand that the medication needs to be taken life-long and that it has to be 

taken daily (Abdool & Abdool., 2005:504). Kalichman (1998:101) has stressed that 

antiretroviral medication works with the body’s natural immunity to effectively fight 
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infection. The three groups of antiretrovirals, how they act against HIV, and the drug type 

and names will be discussed briefly in the following section. 

  

3.3 THE GROUPS OF ANTIRETROVIRALS 

 

Spencer (2005:14-15) and WHO (2003:2) noted that there are three types of antiretrovirals, 

each of which targets a different part of the virus multiplication, namely Non-Nucleoside 

Reverse Transcriptase inhibitors, Nucleoside Reverse Transcriptase inhibitors and Protease 

inhibitors. Bartlett and Finkbeiner (1998:239) and the Aids for Aids Clinical Guide (2007:25-

30) have presented a discussion on how the three groups of antiretrovirals act against HIV.  

 

The first group of antiretrovirals is referred to as Protease inhibitors (PIs). Protease is a 

different HIV enzyme. After HIV has merged its DNA with human DNA cells, it causes the 

production of a string of protein in the cell. Protease cuts this protein string into smaller 

proteins that can be used to construct new HIV particles. Protease inhibitors help to prevent 

an infected cell from producing new infectious virus particles. 

 

The second group is referred to as Non-Nucleoside Reverse Transcriptase Inhibitors 

(NNRTIS). Reverse Transcriptase is an enzyme that is used once the HIV has invaded the 

human cell. This enzyme converts the viral genetic code into the same form as the genetic 

code of human cells (DNA). This viral DNA then merges with the human DNA, which 

converts the cells into a factory making the building blocks of a new virus. There are two 

different classes of anti-HIV drugs that target reverse transcriptase, namely Nucleoside and 

Non-Nucleoside reverse transcriptase inhibitors. 

 

The third group is referred to as Nucleoside reverse transcriptase (NRTI). These are the 

first antiretroviral agents to treat HIV infection. Their structures mimic those of natural 

nucleosides. After being phosphorylated by cellular enzymes, they compete with natural 

nucleotides and are preferentially incorporated by HIV reverse transcriptase into new viral 

DNA inhibiting the elongation of new DNA chains and thereby halting the replication 

process. Derelinckx (2004:5) explained that the drug groups or types discussed below are 

identified by the name of the drug used to effectively fight the type of infection formulated. 

Table 3.1 presents the drug type and drug name as discussed by Bartlett and Finkbeiner 

(1998:240-241) and Derelinckx (2004:6). 
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Table 3.1: Antiretroviral types 

DRUG TYPE DRUG NAME 

 Protease inhibitors (Pi) 

 

 Zidovudine 
 Didanosine 
 Zalcitabine 
 Stavudine 
 Lamivudine 
 Abacavir 
 Emtricitabine 

 Non-Nucleoside reverse transcriptase inhibitor  

 (NNRTi) 

 

 Saquinavir 
 Ritonavin 
 Indinavir 
 Nelfinavir 
 Amprenavir 
 Lopinovir 
 Atazanavir 

 Nucleoside reverse transcriptase inhibitors (NRTi) 

  

 Delavirdine 
 Nevirapine 
 Efavirenz 

 Source: Bartlett and Finkbeiner (1998: 240-241) and Derelinkx (2004: 6) 

   

Besides the drugs discussed above, there are many different drugs that can be used to fight 

HIV and more continue to be developed. At present, almost 13 registered antiretroviral drugs 

are available in South Africa and abroad. Currently, two treatment regimens are available in 

health care centres in South Africa (Wood, 2005:20;34). A brief discussion of the two 

regimens follows.  

 

3.4 DRUG REGIMENS IN SOUTH AFRICA 

 

There are different regimens that counsellors should know in order to discuss different 

treatments and scheduling options with the patient. The patient should also be shown what 

the drugs look like, and the different names, side effects and what to do when experiencing 

side effects should be discussed with them. The National Antiretroviral Treatment guidelines 

(2004:12-13 – see Addendum C) recommends the following two regimens for use in South 

Africa. 

 

Regimen 1A and 1B are referred to as the First Line Regimens.  

Regimen 1A consists of 3TC, D4T and Stocrine and can be used by men and by women who 

are post menopause, who have tubal litigation or who have had a hysterectomy. It is 
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advisable for women who may fall pregnant to take Nevirapine (Regimen 1B) instead of 

Stocrine, as Stocrine can cause birth defects. 

 

Regimen 1B consists of 3TC, D4T and Nevirapine, and may be given to women who can or 

want to fall pregnant, men and women who cannot tolerate Regimen 1A, and those who 

become resistant to it. A study on antiretroviral resistance presented at the XV International 

Aids Conference in Bangkok in 2004 confirmed that Regimen 1B does not contain Stocrine, 

which is not advisable for people who work night shifts or present with clinical depression as 

it may lead to tiredness or aggravate depression, and that patients who cannot tolerate 

Regimen 1A or 1B, or have developed resistance to either regimen, can go onto Regimen 2 

(Miller, 2004:23). 

 

Table 3.2 presents the names and categories of drugs used in South Africa. 

Table 3.2: Drug name and category 
DRUG OTHER NAME CATEGORY 

 3TC  Lamivudine Epivir Nucleoside Reverse Transcriptase 
inhibitor (NRTi) 

 D4T  Stavudine or Zerit Nucleoside Reverse Transcriptase 
inhibitor (NRTi) 

 Nevirapine  Viramune Non-Nucleoside Reverse Transcriptase 
inhibitor (NNRTi) 

 Stocrine  Efavirenz Non-Nucleoside Reverse 
Transcriptase inhibitor 
(NNRTi) 

 AZT  Zidovudine Nucleoside Reverse Transcriptase 
inhibitor 
(NRTi) 

 AZT/3TC  Combivir Nucleoside Reverse  
Transcriptase inhibitor 
(NRTi) 

 DDi  Didanosine or Videx Nucleoside Reverse Transcriptase 
inhibitor 
(NRTi) 

 Kaletra  Lopinavir/Ritoravir Protase inhibitor (Pi) 

Source: Wood (2005:32) 

As discussed in the previous chapters, there is no cure for HIV/AIDS. Currently available 

antiretroviral regimens will therefore not cure HIV/AIDS. There should therefore be goals to 

ensure an effective service.  
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3.5 GOALS OF ANTIRETROVIRAL TREATMENT 

 

The National Antiretroviral Treatment Guidelines (2004:4) and the AIDS for AIDS Clinical 

Guide (2007:24) refer to the primary goals of antiretroviral treatment as: 

• to durably inhibit viral replication in order to decrease HIV-related morbidity and 

mortality 

• to rapidly increase the CD4 cell count (disease progression) to levels at which the 

patients are no longer susceptible to serious opportunistic infections which lead to 

the patient’s viral load (amount of HIV in the body) becoming undetectable while 

on antiretroviral treatment – Spencer (2005:5) has stated that the goal of 

Antiretroviral treatment is to “provide maximal viral suppression, restore immune 

function and improve the quality of life”.  

• to prevent transmission of the virus – Martinson and Morris (2004:18) confirmed 

that women who avoid breastfeeding, had elective caesarean sections and 

received Antiretroviral treatment for their own health and prophylaxis to protect 

the baby from infection may reduce the risk of mother-to-child transmission to 1-

2%. 

It is evident from the goals of antiretroviral treatment that such treatment can improve the 

quality of life for people living with HIV/AIDS; reduce the number of opportunistic 

infections; reduce the risk of mother-to-child transmission; and reduce deaths related to Aids. 

However, antiretroviral treatment can cause drug-related side-effects for the patient, like all 

other medication.  

The next section will provide a brief discussion of common side effects and toxicity 

associated with antiretroviral treatment. 

 

3.5.1 SIDE EFFECTS OF ANTIRETROVIRAL TREATMENT 

Any drug can have side effects, therefore it is important to note that almost all patients on 

ART will experience mild or minor side effects related to the adjustment period. The 

counsellor needs to be knowledgeable about these side effects to be able to share the 

following information with the patient: the frequency of side effects, duration, severity and 

how these side effects will affect the patient’s quality of life. 

According to Bartlett and Finkbeiner (1998:241-242), physicians refer to antiretroviral drug 

side effects as adverse drug reactions, which can be either allergic or toxic. Allergic reactions 



 45

mean that the cells of the immune system are not familiar with the drug and respond by 

causing rash, fever or both and that serious allergic reactions may be an indication that the 

drug or related drugs should be avoided. Toxic reactions caused by the drug include anaemia 

or kidney failure, which and are normally dose-related, and lowering the dose may relieve the 

symptoms. Anderson (2002:109) is of the opinion that adverse drug reactions are 

unpredictable; if a drug is taken and tolerated, it does not mean that it can be taken later and 

cause no adverse reactions, as some people may have serious adverse reactions after one dose 

or not experience any adverse reactions until they have taken the drug for months or years.  

The following table presents a brief description of common side effects and toxicity resulting 

from antiretroviral treatment.  

 

Table 3.3: Common side effects and toxicity 

Drugs Common side effects Toxicity 
 3TC  skin rash, blistering sores, lesions in 

mouth, diarrhoea, swelling of mouth 
and irritation of the eyes. 

 lactic acidosis, lipo- 
atrophy 

 D4T  fever, cough, dizziness, mild  
 stomach problems, headache. 

 peripheral neuropathy 

 Nevirapane  nausea, vomiting, pain, discomfort, 
weakness and tiredness, skin rash. 

 hepatitis, Steven-  
 Johnson’s Syndrome,  
 liver toxicity 

 Stocrin  nausea, vomiting, vivid dreams, birth 
defects if taken during pregnancy, 
rash. 

 hepatitis, Stevens- 
 Johnson’s Syndrome 

 AZT  mild fever, dizziness, loss of appetite, 
headaches, sleeping difficulty, malaise, 
mild stomach problems. 

 lactic acidosis, 
 lipoatrophy 

 AZT/3TC  combination of side effects discussed  lactic acidosis,  
 lipoatrophy 

 DDi  rash, difficult breathing, swollen lips, 
tongue or face.  
 Unusual tiredness, sore throat, fever, 
nausea, vomiting, severe stomach pain, 
fainting, thirst, increased urination. 

 pancreatitis, peripheral  
 neuropathy  

 Kaletra  vomiting, stomach pains,  
 weakness, tiredness, yellowing  
 of the skin or eyes, muscle  
 soreness, numbness, tingling  
 or burning pain in the hands,  
 arms, feet legs or joints.  

 Lipodistrophy or  
 disfigurement, insulin  
 resistance 

Source: Aids for Aids Clinical Guide (2007:31), Venter (2005:24), The National 
Antiretroviral Treatment Guidelines (2004:21-22) (see Addendum C) and Spencer 
(2005:14-24) 
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Despite the unbearable side effects caused by antiretroviral treatment, which may be short 

term or long term, some HIV-positive people are desperate to be treated in order to prolong 

their lives. The Antiretroviral treatment programme was initially predominantly introduced at 

hospitals and was slowly rolled out in primary health care in order to increase patient 

enrolment and care. Referrals are still made from health care centres to hospitals for HIV-

infected patients to access antiretroviral therapy (Fougelberg, 2006:12). A brief discussion on 

the referral process, which the counsellors should know about, is given in the next section. 

 

3.5.2 REFERRAL PROCESS IN THE HEALTH SECTOR 

 

Bor and McCann (1995:85) have explained that referrals can be internal, done in regular team 

meetings in a health sector, external from another health care centre or to another health 

centre, or from a general practitioner. UNAIDS (2003:5) has confirmed that some HIV-

positive patients from the private sector are referred to government clinics to join the 

antiretroviral treatment programme as they have been receiving treatment in the private sector 

but can no longer afford it, or because they, for various reasons, should follow the treatment 

guidelines.  

 

For a patient to be helped at an Antiretroviral site, the following procedures prescribed by the 

National Antiretroviral Treatment Guidelines (2004:5) need to be followed by the referring 

institution. 

 

• The referral must be made by letter or an Antiretroviral referral form and must 

indicate what medical and psychosocial services have been rendered. 

• Patients referred or considered for antiretroviral treatment must meet the medical 

criteria. 

• External referrals must be directed to an ART centre nearest to the patient’s 

health care centre.  

• The psychosocial criteria are not exclusion criteria, but factors that aim to identify 

the patient at risk of poor adherence and to explore alternatives. 

 

In this section, the discussion has focused on what Antiretroviral treatment is; how the 

different groups of Antiretroviral medication fight the replication of the virus in the human 



 47

body; the different antiretroviral regimens used in South Africa and their side effects; toxicity 

caused by the antiretroviral treatment; and the process of referral for commencement of 

antiretroviral treatment. The next section will focus on the medical and psychosocial criteria 

applied for commencing antiretroviral treatment. 

 

3.6 MEDICAL CRITERIA (for commencing Antiretroviral treatment with adults) 

 

It is important for the counsellor to find out why the patient wants to start treatment and to 

assess whether the patient qualifies for treatment.  

 

Stewart et al. (2004:40) recommend that antiretroviral treatment be commenced when HIV 

infection is confirmed and under any of the following conditions: 

 

• Clinically advanced HIV diseases (classified according to WHO as Stage IV HIV 

disease, irrespective of CD4 cell count, and WHO Stage-III disease, with 

consideration of using CD4 count cells less than 200 cells/mm3). 

• WHO Stage I or II HIV disease with CD4 cell count less than 200/mm3.  

 

Kalichman (1998:122) has stressed that pregnant HIV-infected women and their newborn 

babies or infants who are exposed to HIV should also receive antiretroviral treatment, 

irrespective of their CD4 count. Medical indications for commencing antiretroviral treatment 

are as important as the patient’s readiness to commence antiretroviral treatment, which is 

facilitated through psychosocial assessment done by both the Social Worker and adherence 

counsellor. The following section will provide a brief discussion of the psychosocial criteria 

to commencing antiretroviral treatment. 

 

3.6.1 PSYCHOSOCIAL CRITERIA FOR COMMENCEMENT OF ANTIRETROVIRAL 

TREATMENT 

 

Stewart et al. (2004:27) noted that the selection panel for antiretroviral treatment may include 

a trained medical officer, professional nurse, a dedicated counsellor and a social worker. The 

fact that counsellors can be included is of importance for this study. UNAIDS (2003:23) 

further noted that guidelines for Antiretroviral treatment provision require that a number of 

services include HIV counselling, testing and follow-up counselling services (to ensure 
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psychosocial support and adherence to treatment) and capacity to appropriately manage HIV-

related illness and opportunistic infection to be in place. 

 

According to the Co-ordinator of Antiretroviral Treatment at the Department of Health (DoH) 

and the Adherence Counselling Co-ordinator at the Aids Training, Information and 

Counselling Centre (ATTIC), the DoH and ATTIC enter into a contract to train all adherence 

counsellors, the idea being to lesson the burden of HIV/AIDS on Social Workers and 

Doctors. The training comprises a 12-day antiretroviral treatment therapeutic counsellor 

training course. The aim of the course is to equip counsellors with the knowledge and skills 

they need to counsel patients with regard to utilising antiretroviral treatment, adherence and 

resistance, as well as all psychosocial issues associated with HIV/AIDS. The requirements for 

admission to the course are a matric certificate and/or equivalent, and at least three years’ 

experience as a Voluntary counselling and testing (VCT) or Mother to child counselling and 

testing (MTCT) Counsellor. A counsellor needs to be nominated as an adherence counsellor 

by his or her organisation and must be employed in the state health sector. The successful 

participant will then receive a certificate, to be placed at an ART site (see Addendum D). The 

current researcher will argue that the course is too short and that whether the adherence 

counsellors will be able to identify psychosocial issues accordingly is of concern. The 

Cochrane Library, 2006:2) has focused on the fact that lay health care workers are widely 

used to provide care for a broad range of health issues, but little is known about the 

effectiveness of their interventions. The National Antiretroviral Treatment Guideline (2004:4) 

(see Addendum C) recommends that the following be assessed and discussed with the patient 

by the counsellor.  

 

Reliability: The patient should demonstrate reliability through having presented him- or 

herself for three or more scheduled visits to an HIV clinic. 

Alcohol and substance abuse: There should be no active alcohol or substance abuse by the 

patient. Bartlett and Finkbeiner (1998:130) noted that substance abusers often have problems 

in complying with the complex regimen necessary to treat HIV infection. 

Depression: No untreated depression should exist. The Southern African Clinicians Society, 

(2005, 31) have made it clear that severe depression, suicidal talk, domestic violence, and any 

psychotic or irrational behaviour should be dealt with seriously.  

Disclosure: It is strongly recommended that patients should have disclosed or joined a 

support group. The researcher’s opinion is that it is preferable to have a family member who 
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lives in the same house to monitor the patient more closely. Desmond and Copeland 

(2000:89) noted that family members or special friends who accompany the patient can be 

valuable supporters. 

Insight: Patients need to have a good understanding of the virus, consequences of HIV and 

the role of the antiretroviral treatment, and need to have accepted their HIV status before 

commencing antiretroviral treatment. Kalichman (1998:31) expressed the opinion that 

educating HIV patients about the overlapping symptoms of depression, HIV infection and 

side effects caused by the medication can lead to a better understanding and improved 

emotional adjustment, which may lead to improved adherence to medication. 

 

Having discussed the medical and psychosocial selection of patients for commencing 

antiretroviral treatment, it is important that the patient be educated about antiretroviral 

treatment by giving information on drug regimens, offering support and ideas for adhering to 

treatment and maintaining protective behaviours. The above could be facilitated through 

educational sessions with the patient and his or her family or friend. A brief discussion of the 

visits of patients to the Antiretroviral clinic follows. 

 

3.6.2 ANTIRETROVIRAL TREATMENT VISITS 

 

Educating people about treatment is a critical part of preparing them for treatment and for 

engaging communities and individuals to learn about antiretroviral drugs to enable them to 

understand issues involved with treatment (The Cochrane Library, 2006:12).  The Cochrane 

Library (2006:9) also confirmed that the International HIV Treatment Preparedness Summit 

held in Cape Town emphasised that treatment education was as important as medicine and 

that effective management of side effects or the expected good adherence to therapy could 

only be reached through good treatment education. 

 

The process of initiating antiretroviral treatment is based on the treatment visits and 

therapeutic pre-treatment information given at each visit by the health care team. Dennill and 

Swanepoel. (1995:95) refer to a health care team as “a group of people who share a common 

health goal and common objectives, determined by community needs, to the achievement of 

which each member of the team contributes in accordance with his or her competence and 

skill, and in co-ordination with the function of others”. The recently published South African 

National Antiretroviral Treatment Guidelines (2004:7) (see attached Addendum C) noted that 
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the antiretroviral treatment visits of patients consist of a pre-treatment visit, screening and the 

on-treatment visit as discussed below.  

 

3.6.2.1 Pre-treatment visit 

The patient has to undergo three information and educational sessions with the counsellor in 

preparation for commencing antiretroviral treatment. The three sessions with the counsellor 

or social worker take place over a six-week period, at two-weekly intervals, depending on the 

condition of the patient’s health. UNAIDS (2003:21) has noted that patients sometimes start 

to visit the clinic at a very late stage of the disease. For example, with on-registering with the 

programme the average CD4 count of patients, for instance, is 57, but for some patients it is 

zero, so that antiretroviral treatment needs to be commenced urgently. This means that there 

will be no opportunity to plan the patient’s care, because the situation could not be 

anticipated by the programme planner. 

 

3.6.2.2 Screening visit 

Screening visits normally take place two to four weeks before starting ART.  

 

The National Treatment Guidelines (2004:7) refer to the screening visit as the patient’s first 

visit after referral. It comprises a detailed medical history of the patient performed by both 

the doctor and medical nurse, basic ART information and issuing of pamphlets by the 

Counsellor or Social Worker. UNAIDS (2003:22) explained that the screening visit is when 

the patient enrols for the Antiretroviral programme, a detailed medical history is taken and a 

range of routine tests are done, including tests for pregnancy, X-Rays, liver and kidney 

functioning, and more. Stewart et al. (2004:19) emphasised that good information and strong 

support for patients and community are essential before and after treatment. 

 

3.6.2.3 Second visit  

The second visit normally takes place two weeks before starting ART, and two weeks after 

the screening visit, when the patient has had time to consider the implications of ART 

treatment. 

 

The National Treatment Guidelines (2004:8) (Addendum C) note that this is a follow-up 

session and the nurse, counsellor or social worker does the following: The nurse draws blood 

for the following tests (if not done during the six preceding months): viral load, CD4 count 
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and ALT or Alanine Transaminase (called liver enzymes) to determine liver functioning, and 

counting the Cotrimoxazole or Bactrim levels (given at the previous visit to prevent 

opportunistic infections) to assess the patient’s ability to understand instructions and adhere 

to them. The adherence counsellor or social worker clarifies questions about HIV or 

treatment and reinforces adherence issues. As requested in the first session, the treatment 

supporter must accompany the patient and must also be part of the counselling session. 

 

The information given during the first and second visits might not indicate readiness to 

commence antiretroviral treatment. Therefore continued sessions are of importance. UNAIDS 

(2003:22) has confirmed that the clinic team must be satisfied that the patient understands 

what is involved, is ready and is willing to make a commitment to long-term therapy before 

drugs are prescribed. When it is decided that the patient is ready, treatment is commenced 

and follow-up sessions or visits are scheduled with the doctor, counsellor, nursing sister and 

the social worker. 

 

3.6.2.4 On-treatment visit 

UNAIDS (2003:22) and The National Antiretroviral Treatment Guidelines (2004:9) point out 

that this is the first visit following the patient commencing antiretroviral treatment and that 

the doctor, nursing sister, counsellor and social worker should assess adherence. The patient 

is expected to return the containers of the cotrimoxazole given over the preceding month, the 

doctor should monitor the CD4 count and viral load, final information and adherence 

counselling are to be done by the adherence counsellor or social worker and feedback is to be 

given to the rest of the team. The National Antiretroviral Treatment Guidelines (2004:10) 

emphasise that the above should take place fortnightly for the first month, then monthly for 

the next three months and, finally, every three months. However, if the patient experiences 

side effects he or she should return to the clinic immediately. 

 

The modes of transmission discussed in Chapter two indicate that non-pregnant adults, 

pregnant women and children can be infected with HIV and all require an equal opportunity 

to be treated with antiretroviral medication. In the following section, antiretroviral treatment 

of pregnant women will be discussed. 
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3.6.3  ANTIRETROVIRAL TREATMENT AND PREGNANT WOMEN 

 

The continued growth of the HIV/AIDS epidemic on the global scale has resulted in a drastic 

increase in the number of children infected and affected by the virus. Statistics South Africa 

(2005) revealed that 3.3 million women and 104 863 babies were living with HIV in 2004, 

and 30% of babies born to infected mothers would themselves have HIV. As current 

literature by Martinson and Morris (2004:19) emphasise, most of the mother-to-child 

transmission occurs during pregnancy, labour, delivery or breast feeding. Anderson (2000:4) 

stated that mother-to-child transmission varied between 25 and 30%, depending on the 

maternal stage of disease, practice of breastfeeding, the use of antiretroviral therapy, duration 

of membrane rupture as well as other factors. Martinson and Morris (2004:18) confirmed that 

the risk of mother-to-child transmission could be reduced through providing Antiretroviral 

therapy during pregnancy, as well as to the infant in the first six weeks of life, and that the 

transmission rate could be reduced by 65.5%, more especially when treated with Zidovudine, 

by performing a caesarean section and avoiding breastfeeding. Antiretroviral treatment for 

pregnant women plays a dual role as it is of benefit to the pregnant mother’s health and also 

prevents the risk of transmission to the unborn foetus. The next section focuses on the aims of 

antiretroviral treatment of pregnant women. 

 

3.6.3.1 The goal of antiretroviral treatment of pregnant women  

The goal of treating HIV-positive pregnant women is to prevent mother-to-child transmission 

and treat the mother for her own health as she is immuno-compromised (i.e. CD4 count 

below 200) (Martinson & Morris, 2004:17). As discussed (in the section on regimens used in 

South Africa), it is recommended that antiretroviral regimens for women of child-bearing age 

should be selected with consideration of the possibility of planned or unintended pregnancy, 

so as to avoid foetal deformities (McIntyre, 2004:17). HIV-infected pregnant women are 

considered for antiretroviral treatment when they meet the medical requirements discussed 

below. 

 

3.6.3.2 Medical criteria for commencing antiretroviral treatment for pregnant mothers 

The counsellor should give information to the pregnant mother on options to reduce the risk 

of mother-to-child transmission and on improving prognosis in adults. 

 



 53

The National Treatment Guidelines (2004:13) (Addendum C) recommends that antiretroviral 

treatment during pregnancy should be commenced when: 

•  The pregnant woman presents with stage four or a CD4 count less than 200, 

irrespective of the WHO Stage. 

• When the pregnant woman is in the early stage of HIV and not requiring 

antiretroviral treatment according to the medical criteria, but will follow the 

prevention of mother-to-child transmission protocol for the district (2004). 

Anderson (2000:144) confirms that pregnancy is one of the emergencies of 

antiretroviral therapy and goes on to confirm that Efavirenz given to pregnant 

women is associated with cleft palate in newborns and many other deformities. It 

is clear that some antiretroviral drugs are not to be given to pregnant women in 

order to avoid harm to the unborn foetus. Therefore it is clear from the above 

discussion that there is an opportunity for pregnant women to initiate ART 

treatment during pregnancy in order to experience the dual benefit of reducing 

mother-to-child transmission and sustaining the health of mothers needed to raise 

infants. The next section provides the reader with antiretroviral drugs 

recommended for pregnant women. 

 

3.6.3.3  Regimens for pregnant women 

The regimens prescribed for pregnant women are the same as for other adults, except that 

some drugs need to be replaced (for example, Efivarenz is replaced with Nevirapine) and 

some drugs need to be avoided or carefully monitored; Stavudine and Didanosine cause lactic 

acidosis and should be avoided. The Aids for Aids Clinical Guide (2007:154) has confirmed 

that ZT/Zidovudine, 3TC and Nevirapine have been proven to provide effective antiretroviral 

treatment for HIV-infected pregnant women, and that women who have commenced 

antiretroviral treatment with a CD4 count above 350 should discontinue antiretroviral 

treatment after delivery, in order to avoid toxicity and to preserve future options. In common 

with antiretroviral treatment in all adults, there are side effects with antiretroviral treatment 

administered to pregnant women. 

 

3.6.3.4 Side effects   

According to the Aids for Aids Clinical Guide (2007:54), a few common antiretroviral drug 

side effects are experienced by pregnant women. The following side effects are found to be 
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common: fatal lactic acidosis has been experienced by pregnant women using Stavudine and 

didanosine; Lopinavir/ritonavir causes high blood sugar; Nevirapine can cause difficulties 

with liver function; and Nevirapine may cause hepatitis and rash in women. It is clear that 

treatment options are limited when a woman is pregnant, as they take Nevirapine instead of 

Efavirenz, which causes severe side effects like liver function abnormalities. A functional 

liver is important for the body to function effectively. Patients on Nevirapine should therefore 

be carefully monitored by the medical team and the input of the counsellor through 

continuous counselling on which side effects may be serious and what to do about the side 

effects is vitally important. 

 

3.6.3.5 Psychosocial criteria 

There are psychosocial criteria that need to be assessed by the counsellor before the patient 

can commence ART, but no patient should be denied treatment if he or she does not meet the 

criteria. The reason for assessment is to gain a clear understanding of the patient, his or her 

lifestyle and social or work environment in order to find the most suitable treatment option 

for the patient and to ensure adherence to antiretroviral treatment The National Antiretroviral 

Treatment Guidelines (2004:4). 

 

The psychosocial criteria for commencing antiretroviral treatment and the scheduled visits 

are those for adults. Antiretroviral treatment for the pregnant mother starts when the child is 

in the womb and is continued after birth. It is clear from the above discussions that there are 

many issues that the client has to consider before deciding to start treatment. The counselling 

sessions may be the only opportunity that the patient has to consider some of these issues, 

and the role of the counsellor is to facilitate these discussions. Therefore it, once more, is 

important for the counsellor to be knowledgeable, not only concerning the psychosocial 

issues but also the medical issues related to HIV/AIDS and ART. The next section presents a 

brief discussion on antiretroviral treatment for children. 

 

3.7  ANTIRETROVIRAL TREATMENT FOR CHILDREN 

 

HIV infection in children may follow a more rapid course than in adults due to clinical 

manifestations, because their immunological systems and organs are growing and developing, 

which lead to a rapid decline in their CD4 T-cells (Southern African HIV Clinicians Society, 

2005:14). With Statistics South Africa (2005:2) having indicated that 104 863 babies were 
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living with HIV at the end of 2004, this presents a serious problem. Children acquire HIV 

infection through mother-to-child transmission (MTCT), breast milk, sexual abuse, rape, 

child prostitution, needle sharing, the use of non-sterile equipment by traditional healers, 

male and female scarification and surgery. Van Dyk (2005:23-39) and the Aids for Aids 

Clinical Guide (2007:57) have confirmed that mother-to-child transmission, accounting for 

95% of paediatric HIV, is the most common route. Transmission through blood transfusions, 

which rarely happens, is possible where blood is donated in the window period and a very 

small number of infections that occur have no obvious cause. A study conducted at 

Tygerberg Hospital (Western Cape) in 2000 confirmed that 12 children from the Western 

Cape and one each from the Eastern Cape and KwaZulu Natal were reported to be infected 

through horizontal transmission (Heimstra, Rabie & Schaaf, 2004:187). 

 

Cotton (2005:18) made it clear that antiretroviral treatment in children follows the same 

principles as in adults and that the main difference is the dosing, which requires exact 

measurements and needs to be readjusted as the child grows. 

 

It is evident from the above that most children become infected via mother-to-child 

transmission. In order to commence antiretroviral treatment in children, a diagnosis is made 

according to the severity of the clinical symptoms that the child presents with and the HIV 

status of the mother. The Aids for Aids Clinical Guide (2007:59) and Cotton (2005:16) 

confirmed that HIV-infection in children is detected through mother-to-child transmission 

and must be suspected in children presenting with the conditions mentioned below. 

 

3.7.1 DIAGNOSING HIV IN INFANTS AND CHILDREN 

 

The Aids for Aids Clinical Guide (2007:59) and Cotton (2005:16) note that, when HIV is 

suspected in children presenting with some of the following conditions it is an indication to 

commence ART: 
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Table 3.4: Clinical HIV conditions in children 

chronic diarrhoea invasive bacterial diseases such as 

failure to thrive arthritis, osteitis, mastoditis 

infection with unusual organisms unexplained arthropathy 

recurrent candidiasis unexplained cardiomyopathy 

recurrent infection rectovaginal and peri-anal fistulae 

recurrent pneumonia enlarged parotids 

severe pneumonitis in the first year of 

life 

severe herpes zoster or chicken pox 

 generalised lymph adenopathy 

 unexplained anaemia or 
thrombocytopaenia 

Source: Aids for Aids Clinical Guide (2007:57) and Cotton (2005:16) 

 

3.7.2  GOALS OF ANTIRETROVIRAL TREATMENT IN CHILDREN 

 

The goal of antiretroviral treatment for children is the same as with adults. The National 

Treatment Guidelines (2004:30) (see Addendum C) have noted these goals as: 

• To prolong the child’s health and to decrease HIV-related morbidity and 

mortality 

• To attain absence of opportunistic infection while on antiretroviral treatment 

• To attain an undetectable viral load and for this to remain undetectable on ART.  

• To attain a high CD4 count, which will continue to rise and remain above the 

initial CD4 count before starting ART. 

 

In order to reach the above goals, an adult is required to monitor the child’s treatment. Cotton 

(2005:18) noted that, in addition to antiretroviral treatment, prevention of opportunistic 

infections; aggressive treatment of intercurrent infections; nutritional support; and good 

supportive care is essential. When medical conditions needing to be considered in diagnosing 

HIV in children have been identified, and treatment is considered to reach the goals of 

antiretroviral treatment in children, both the medical and psychosocial criteria need to be 

considered before commencing treatment, as with adults. 
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3.7.3  MEDICAL CRITERIA TO CONSIDER BEFORE COMMENCING ART IN 

CHILDREN 

 

The medical criteria that indicate commencement with antiretroviral treatment in children are 

based on clinical, immunological criteria and the age of the child. The following discussion is 

based on the National Treatment Guidelines (2004:31) (see Addendum C) and Cotton 

(2005:20). 

 

Antiretroviral treatment for children is commenced according to age, which ranges from 

infants less than one year to children of twelve and adolescents from the age of thirteen years, 

who follow the adult guidelines discussed in the previous sections of the chapter (Cotton, 

2005:20). The National Antiretroviral Treatment Guidelines (2004) recommend that children 

who are continuously hospitalised for HIV-related disease or undergo prolonged 

hospitalisation present an indication to start antiretroviral treatment. The same applies to 

infants younger than a year who have a CD4 count of less than 30 to 35% and clinically 

present with severe failure to thrive, chronic diarrhoea, candidiasis, pneumonia, anaemia or 

Stage two of the WHO rating. 

 

• Children of 1 to 3 years with a CD4 count less than 4% to 20% who clinically 

present with severe failure to thrive, chronic diarrhoea, candidiasis, pneumonia, 

meningitis, or WHO Stage 2 and 3 

• Children of 4 to 12 years with a CD4 count of less than 15% who clinically 

present with AIDS opportunistic infections, severe failure to thrive, recurrent 

pulmonary TB, progressive encephalopathy or present with WHO Stage 3. 

There is no routine screening of children, therefore children are totally dependent 

on adults to identify their need for treatment and take them to the clinic. 

 

3.7.4 ANTIRETROVIRAL REGIMENS FOR CHILDREN 

 

Children’s medication differs from adult medication in that it is initially given in the form of 

syrup and later in the form of tablets. Children’s medication needs to be mixed and kept in a 

refrigerator or cool place. The dosages are given according to body surface (body square 

meter and body weight). It is also advisable to switch from syrups to tablets or capsules as 
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soon as possible (tablets and the contents of capsules may be dissolved in water or clear apple 

juice, but in no other fruit juices). Children may occasionally need to change a drug (from the 

first-line regimen to one from the second-line regimen) due to intolerance or a serious 

adverse reaction or side effects. Swapping from one regimen to another limits the patient’s 

second-line treatment options (as only two regimens are available at present). The decision to 

swap must be made by a doctor with appropriate experience (Cotton, 2005:21-23). 

 

3.7.5 ANTIRETROVIRAL MEDICATION AVAILABLE TO CHILDREN 

 

Table 3.5 presents a brief description of children’s antiretroviral treatment according to the 

age difference, dosage to be taken, when to take the medicine and method of storage 

(National Treatment Guidelines, 2004:35). 

 

Table 3.5: Children’s ART treatment 

First-line therapy (Regimen 1) 

Fridge available  No fridge available 

Stavudine (D4T) Zidovudine (AZT)  

Lamuvudine (3TC) Lamivudine (3TC)  

Under 6 months 

Ritonavir Ritonavir 

Stavudine (D4T)  

Lamivudine (3TC)  

Above 6 months 

Lopinovir/ritonavir (given if 
nevirapine was used for PMTCT) 

 

Second-line therapy (Regimen 2) 

Fridge available No fridge available 

Didanosine (DDI)  Didanosine (DDI) 

Zidovudine Abacavir (ABC) 

Children under 3 
years or 10 kg in 
weight 

Nevirapine Nevirapine 

Fridge available No fridge available 

Didanosine (DDI) Didanosine (DDI) 

Zidovudine Abacavir (ABC) 

Children above 3 
years and weighing 
more than 10 kg 

Efavirenz Efavirenz 

Source: National Treatment Guidelines, 2004 

 

Common side effects of antiretroviral treatment in children are discussed below. 
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3.7.6 SIDE EFFECTS OF ART IN CHILDREN 

 

As with adults, it is important to note that almost all patients will experience mild or minor 

side effects related to the adjustment period. The role of the counsellor is to assist the carer in 

understanding what to expect and what to do about the side effects. 

Side effects or adverse reactions differ from one medication or regimen to another. 

Symptoms indicating a reaction normally appear within six weeks of the initiation of 

treatment. 

• Fever, diarrhoea, anaemia, pancreatitis, skin rash, nausea, vomiting, hepatitis, 

raised liver enzymes, lactic acidosis, bone marrow suppression, peripheral 

neuropathy (excessive bleeding), lipodystrophic changes (changes in body 

structure), lipid abnormalities, bloating, flatulence, vivid dreams, dizziness, 

distractedness, lipid abnormalities, fatigue, malaise, bad taste, gastro intestinal 

symptoms and more (Cotton, 2005:24; Aids for Aids Clinical Guide, 2007:56). 

 

3.7.7 PSYCHOSOCIAL CRITERIA FOR COMMENCING ART IN CHILDREN 

 

The psychosocial criteria for commencing antiretroviral treatment with children is the same 

as for adults, except that an adult person must be identified to administer the antiretroviral 

medication and that all discussions are conducted with the adult, be it mother, carer, or a legal 

guardian. Hockton (2002:10) defines a child as any person under the age of 18 years. The 

Child Care Act No. 74 of 1983 (in Lawyers for Human Rights, 1998:64) stipulates that a 

parent or guardian must consent to any medical treatment or surgery for a child under the age 

of 14 years. It is important that older children should know why they are being treated, with 

full or partial disclosure to enhance adherence, as they behave more maturely and responsibly 

after learning their diagnosis (Aids for Aids Clinical Guide, 2007:72).  

 

The National Antiretroviral Treatment Guidelines do not cater for physically and mentally 

challenged people. The next section presents a brief discussion of this situation, which will be 

dealt with in detail in the next chapter. 
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3.8  PEOPLE WITH DISABILITIES 

 

Disability refers to physical, intellectual, sensory and/or multiple impairments which may be 

permanent or temporary in nature (Bowe, 2004:7). Bartlett and Finkbeiner (1998:175-205) 

are of the opinion that 20 to 30 percent of HIV-positive people experience HIV-associated 

dementia, which causes mental slowing, taking longer to organise thoughts and respond to 

questions and reduced co-ordination, and which can lead to severe mental impairment, and 

eye infection, which can lead to blindness in the later stages of HIV. A further effect caused 

by the virus in the brain involves motor problems, which result in difficulty in walking, 

difficulty in holding a drinking glass or spoon, inability to dress oneself and many more. 

However, physically disabled people are able to manage adherence in the same manner as 

able-bodied people, except when the disability affects the ability to take medication (Bowe, 

2000:203).  

 

The literature lacks information on studies specifically aimed at people living with disabilities 

and their exposure to HIV, in South Africa and abroad. Citron et al. (2005:18) have indicated 

that the association between rape and HIV transmission is not well documented. HIV 

infection has been confirmed in a number of affected children. In their case how they could 

have become infected remains unclear and further investigation will consider sexual abuse 

and exposure to unsterilised needles, amongst other factors (Hiemstra, Rabie & Schaaf, 

2004:188).  

 

Shisana and Simbayi (2002:7) made it clear that being disabled in a rural area presents many 

difficulties related to the accessibility of services and adequate social and economic support. 

Many disabled people may find it difficult or impossible to access local clinics or even to 

collect their disability grants, which often leaves them unattended or under-diagnosed and 

without the necessary education and financial means to support themselves. According to 

Martinson, Morris and Mclntyre (2004:5), South Africa has the highest incidence of sexual 

assault in the world. Between February 2002 and March 2003 more than 40 percent of the 

survivors of sexual assault under 18 years were girls and 14 percent of them were 12 years 

old or younger.  

 

The above clearly indicates that lack of care on the part of parents or carers and a justice 

system that fails to deal with alleged perpetrators may lead to the disablement of persons and 
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make children vulnerable to sexual exploitation and, as a result, increase their risk of 

contracting HIV/AIDS and poor adherence. The process of initiating antiretroviral treatment 

requires a number of services for effectively reaching the goals of antiretroviral treatment. 

The next section provides a brief discussion on a multidisciplinary team approach and the 

role of each discipline or profession in HIV/AIDS management. 

 

3.9 THE MULTIDISCIPLINARY TEAM 

 

The multidisciplinary team focuses on providing a continuum of care, which is important 

because it provides an important first contact between service users and helping agencies; it 

facilitates the decision about intervention; influences the allocation of resources; and 

determines whether or not there are potential risks in this situation (UNAIDS, 2003:17). 

Authors Stewart, Padarath and Banford (2004:28) have confirmed that patients should be 

provided with information on other services that they should link to at every point. 

 

Dennill et al. (1995:11) defined a multidisciplinary health team as “[a] group of people who 

share a common health goal and common objectives, determined by community needs, to the 

achievement of which each member of the team contributes, in accordance with his or her 

competence and skill, and in co-ordination with the function of others”. The multidisciplinary 

team in the ARV clinic is a group of health care practitioners, each with particular specialist 

knowledge, working together to enable the optimal social functioning of a patient, his family 

and the community, in order to achieve adherence to antiretroviral treatment and success in 

treatment (UNAIDS, 2003:18). 

 

Schurink and Schurink (1990:71) also confirmed that any strategy to curb the spread of AIDS 

in a co-ordinated manner requires a multidisciplinary team approach which involves various 

disciplines like social workers, counsellors, doctors, and other relevant persons. Dennill et al. 

(1995:116-117), the National Treatment Guidelines (2004:9-10) and UNAIDS (2003:18-21) 

have identified different disciplines involved in HIV/AIDS management and their roles as 

presented in Figure 3.1. 
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Figure 3.1: The multi-disciplinary team  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The diagram above shows that each health care team member has to have detailed knowledge 

about ART, adherence management and full knowledge about the National Guidelines, in 

order to become familiar with the requirements and be able to render effective service. It is 

also evident that counselling is common to each discipline. Barker, McCannon, Venter and 

Mmbara (2004:7) have noted that the outcome for chronic diseases has been most successful 

in situations where a structured programme of care delivery results in informed, 

knowledgeable, proactive, protocol-driven care providers who work collaboratively with their 

peers. The design of care in the clinic should therefore take into account the varied needs of 

the clinic staff, with the intention to provide care that is patient-centred, effective, safe, 

efficient, timely and equitable.  
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Gaede (2006:24) has expressed the opinion that task shifting and multitasking in HIV 

management is common, e.g. nurses ensure that all TB and ARV patients at the clinic have 

all their paper work sorted, guide the patient through tests and medication and trace 

defaulters. Counsellors do more than checking adherence as they also get involved in 

nutritional advice and other tasks. Barker et al. (2004:8) are of the opinion that work over-

burdened clinics result in dysfunctional progress as caregivers are consumed with 

inappropriate tasks. Clinic efficiency is significantly enhanced when the role of each member 

or profession in a unit is clarified.  

 

3.10 CONCLUSION 

 

HIV/AIDS is a chronic condition and there is no cure at present; the only effective way to 

manage HIV/AIDS is through prevention and treatment intervention. The South African 

Government committed itself to a National Aids Treatment Plan in 2004. Before 2004, 

antiretroviral treatment was only available in a small number of health centres and in private 

practice where HIV-positive people paid for the medication. Currently, two regimens are 

available in the health care centre for adults, pregnant women and children, and the only 

difference is that children’s medication is in the form of liquids and that pregnant women get 

nevirapine for the benefit of their own health and the health of the baby. The medication has 

side effects which range from mild to severe and may also cause toxicity. The criteria that are 

applied for commencing antiretroviral treatment and the general guidelines to be followed by 

health care practitioners are the same, except that, for children, communication is done 

through the mother, legal guardian or carer. The National Antiretroviral Treatment 

Guidelines have excluded mentally challenged, blind and physically challenged people as 

these conditions normally occur in the later stages of the infection and may be temporary or 

permanent and may impact negatively on adherence when no supervision is available. For the 

medication to be managed effectively, an integrated approach is of importance. Such an 

approach includes various disciplines in the managing of antiretroviral treatment and 

prevention. 

 

The above discussion on the psychosocial implications of HIV/AIDS has stressed that there is 

no cure for HIV/AIDS. Extensive and continuous counselling is therefore of importance in 

assisting HIV-positive people to live a psychologically healthy life after diagnosis. The next 

chapter will focus on HIV/AIDS counselling and adherence counselling. 
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CHAPTER 4: HIV/AIDS AND ADHERENCE COUNSELLING 
 

4.1  INTRODUCTION 

 

Antiretroviral treatment has been proven to be effective in the suppression of HIV replication 

and leads to a restoration of immune functioning, despite the unbearable side effects caused 

by the medication and the psychosocial impact HIV/AIDS has on the individual and the 

family. Venter (2005:22) reported that 70 000 people were already receiving antiretroviral 

treatment in the public health sector programme (Roll-Out) in July 2005 and that they were 

from the five provinces Gauteng (approximately 20 000), Western Cape (10 000), KwaZulu-

Natal (12 000), Eastern Cape (3000) and North-West (6000). According to Bandawi and 

Biamonti (1990:67), one of the most powerful ways to address psychosocial aspects of 

HIV/AIDS and to prolong treatment is through counselling intervention. Hoffman (1996:2) 

agreed that, because HIV/AIDS is incurable and progressive, counselling intervention is the 

ideal intervention skill to alleviate the social, emotional and physical stress caused by being 

HIV positive. Guidelines for antiretroviral treatment provision requires a number of services 

to be in place, which include HIV counselling, testing and follow-up counselling services to 

ensure psychosocial support and adherence to treatment.  

 

The purpose of this chapter is to meet the final objectives of this study. Firstly, the chapter 

will present an introduction about what counselling entails, the need for and aims of 

counselling and the role of the social worker. Then the discussion will focus on the 

environment and ambience required for counselling, ethics, cultural background, counselling 

skills and adherence counselling in order to establish a relationship and understanding of the 

patient’s problem. 

 

4.2  DEFINING COUNSELLING 

 

Nelson-Jones (2003:6) has referred to a counsellor as someone who has a professional level 

qualification which permits him or her to practise, who is a member of a National 

Counselling body and works in accordance with their code of ethics and who has an 

appropriate depth of training and experience, like social workers and nurses who combine 

professional qualifications in their primary role. Bor and McCann (1999:27) noted that 
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professional counsellors in primary care deal with psychological, emotional and family-

related issues. 

 

McLeod (2003:7) define counselling as a service sought by people in distress or in some 

degree of confusion who wish to discuss and resolve their distress and confusion in a 

disciplined, confidential and less stigmatising professional relationship such as offered in 

medical or psychiatric settings between a trained counsellor and a client. Bor and McCann 

(1999:42) defined counselling in a primary care setting as a service offered by counsellors 

who are involved in a complex network of relationships, involving members of the primary 

health care team and often a variety of outside agencies. Counselling in a health care system 

is defined according to the psychosocial model, which is based on the entire family and 

stresses the need to understand symptoms and treatments in the biological, psychological and 

social contexts (Juntuken & Atkinson, 2002:17). Evian (1993:167) defined counselling as a 

process that helps people to understand and deal with their problems with the help of the 

counsellor who discusses, explores the feelings, worries and concerns of the client and, 

together with the client, looks at ways of dealing and coping with these feelings and 

concerns.  

 

It is clear from the different definitions of counselling that counselling services vary 

according to different settings and the needs of people who seek such services. The needs that 

drive people to seek counselling will be discussed in the next section. 

 

4.2.1  HIV-INFECTED PEOPLE’S NEEDS FOR COUNSELLING 

 

It is evident from previous chapters that HIV/AIDS has become the most intensively studied 

virus in history and that it has enormous implications for the health and psychosocial 

wellbeing of individuals infected with HIV and their families and for community structures 

involved in the delivery of psychosocial and medical services and the responses of 

governmental agencies. Bennett and Erin (1999:53) noted that counselling has been 

recognised as an important part of HIV testing. HIV has important psychosocial 

consequences as well as medical consequences and counselling interventions help these 

clients to learn to live with the psychosocial consequences (Hoffman, 1996:3). Kalichman 

(1998:275) has confirmed that, as the HIV disease progresses, symptoms emerge, and the 

need for medical care increases, people infected with HIV may require assistance in 
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managing their condition over the long term. HIV/AIDS-infected people are cared for by 

their families or friends who have differing beliefs, views or reactions to their status. 

Therefore both the patient and the family need to be educated or given information about 

HIV/AIDS, and this can be done through counselling. Kalichman (1998:275) further 

confirmed that the need for coping and support of people with HIV changes over the course 

of the HIV disease as fatigue, weakness, symptoms and side effects interfere with emotional 

wellbeing in the early stages of AIDS and physical disability impedes coping in the later 

stages. According to Ross and Deverell (2004:207), HIV-infected people are faced with a 

predictable series of psychosocial adaptive tasks including maintaining a meaningful quality 

of life, retaining intimacy, coping with disfigurement and loss of functions, and that, in some 

instances, denial is used to cope with these situations. Kalichman (1998:272) is of the opinion 

that substance use as a means of avoidance is a common form of escape from daily life 

stressors, including HIV/AIDS, and may interfere with adaptive coping, besides disrupting 

social relationships. Evian (1993:173) pointed out that “counselling is often required to help 

deal with feelings of rejection, guilt, shame and blame in a relationship”. Individuals need to 

be prepared by means of accurate and appropriate information, education and problem 

solving skills to adhere to treatment and to access support when needed (The Cochrane 

Library, 2006:9).  

 

HIV/AIDS-affected people are faced with unfavourable and harmful conditions and situations 

caused by the psychosocial implications of being HIV positive and the side effects and 

toxicity caused by the medication. These conditions can be managed through counselling 

intervention. In order for the counselling sessions to be effective, there are certain aims which 

will be discussed in the next section. 

 

4.2.2  AIMS OF COUNSELLING 

 

Egan (1990:4) has argued that some clients seek help because they are not as effective as they 

would like to be in dealing with their conflicting or problem situations and therefore need to 

be helped and empowered to live more effectively. The South African HIV Clinicians Society 

Expert Committee (2004:28) has stated that “the aim of counselling is to provide each 

individual with sufficient information to manage his/her condition well and to access the 

support required to deal with all aspects relating to their infection, medical, social 

psychological and emotional”. Burnard (1992:155) earlier pointed out that counselling 
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HIV/AIDS patients involved educational issues, psychosocial issues, advice and assisting 

them to cope with or manage the problem situation in their lives. This can be achieved by 

helping them to see problems in perspective or to make decisions and to implement them, 

either directly or by contacting and utilising appropriate resource systems. The aim of 

counselling is to help patients, carers or professionals to make sense of how patients 

experience the illness and to develop a capacity to predict and plan ahead (Bor & McCann, 

1999:32). McLeod (2003:12) further argued that some of the aims of counselling involve 

problem solving, relating to others, gaining insight into one’s emotional difficulties, self-

awareness, self-acceptance, empowerment, cognitive and behavioural changes. 

 

This discussion has provided a brief description of what counselling is, its aims and the need 

for counselling. Before counselling can be performed, the environment in which counselling 

is to be performed needs to be identified and arranged in order to ensure privacy, because 

HIV/AIDS is seen as a private and sensitive issue. The next section will discuss some 

administrative aspects that should be taken care of.  

 

4.3  ADMINISTRATIVE ASPECTS OF COUNSELLING 

 

Every workplace is different and every general practice or health centre has its own character, 

culture and social context. A practice manager needs to see to it that the working environment 

is both patient- and worker-friendly (Bor & McCann, 1994:14). The first administrative 

aspect to be considered is the counselling environment, which will be discussed below. 

 

4.3.1  COUNSELLING ENVIRONMENT 

 

Prior to counselling, the counsellor needs to consider the following: that there will be privacy, 

and sufficient time for the client, the counsellor’s behaviour and the environment in which 

the counselling will take place (Fine & Glaser, 1996:106-107). Munro, Manthei and Small, 

(1979:23) recommended that the counsellor be aware of the surroundings concerning aspects 

such as whether seats are comfortable and well placed, whether the décor of the room is 

warm and relaxing, the counselling setting private and informal and whether there is freedom 

from extraneous noise. From the researcher’s experience, the practical situation may not 

always be ideal as counselling takes place wherever space allows: in a hospital, for example, 

counselling may take place in the ward, the doctor’s or nursing sister’s office, or in the 
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secretary’s office, depending on the patient’s physical condition and his or her ability to walk 

to the counsellor’s or social worker’s office. Burnard (1992:21) has confirmed that few 

people who work in the health professions can engineer the situation to such a degree that 

they can set up a particularly appropriate environment. An aspect flowing from this as the 

second administrative aspect to be discussed is privacy. 

 

4.3.2  PRIVACY 

 

The need for total privacy must be assured when counselling is conducted with patients with 

HIV/AIDS, and the counsellor should also assure the client that the conversation cannot be 

overheard by others. Noise should be avoided, as it can give a sense of absence of privacy. 

Bennett and Erin (1999:144) have expressed the opinion that information concerning certain 

aspects of the body or bodily condition of a person is considered intimate and such 

information needs to be kept private. Rautenbach (2004:26) noted that every person has a 

right to not have the privacy of his or her communications infringed. Bor and McCann 

(1994:16) focused on the importance of privacy regarding pre-test counselling arrangements. 

Some settings that have demarcated HIV/AIDS areas, such as waiting rooms, may expose 

clients entering the counselling room to being seen by their friends, relatives or co-workers. 

The researcher’s experience has shown that privacy in HIV/AIDS centres cannot always be 

assured as no one can predict who will visit the centre on any specific date. This leads to the 

third administrative aspect to be discussed, namely time. 

 

4.3.3  TIME 

 

Bor and McCann (1998:84) noted that the patient’s expectations may not match the doctor’s 

or counsellor’s at the time of referral. The patient therefore might miss the appointment and 

the best the counsellor and doctor can do, is to create a climate that allows the patient to 

change without feeling under pressure to make a commitment to the process. The researcher’s 

experience has revealed that most patients with HIV experience financial problems due to 

unemployment or a recent job loss or are unable to make timely arrangements to get a bus or 

taxi, which results in them missing the appointment. Burnard (1992:105) is of the opinion 

that fixing a limit to the time may lead to many advantages; clients normally disclose 

important information towards the end of the meeting or counselling session. A fourth 

administrative aspect concerns the furnishing of the counselling area. 
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4.3.4 FURNISHINGS 

 

As indicated in the second chapter, some related symptoms of HIV/AIDS involve body pains, 

genital warts and other discomforts. These symptoms might complicate sitting or sitting for a 

long period of time, therefore soft chairs or a few scattered cushions may be of help. Bor and 

McCann (1999:19) recommended comfortable chairs for both the patient and counsellor as 

they will be sitting for a long period of time.  

 

4.3.5  LIGHTING 

 

The fifth administrative aspect that needs attention is lighting. Burnard (1992:216) noted that 

some symptoms that affect the comfort levels of patients are that they either feel too hot or 

too cold, irrespective of the weather. The counsellor’s room or counselling setting should 

always have bright colours or be painted in bright colours, always have open windows or 

contain a fan. The sixth administrative aspect concerns the counsellor’s behaviour. 

 

4.3.6  COUNSELLOR’S BEHAVIOUR 

 

The counsellor’s behaviour should be appropriate, This, for example, concerns dressing 

appropriately, displaying positive body language, showing empathy, using good 

communication skills, displaying mutual, demonstrating ability to understand the needs of 

others, tolerance and maturity in all interactions. Egan (1990:69), in referring to genuine 

people as people ‘at home’ with themselves in all their interactions, has indicated that 

genuineness has both negative and positive implications because it means doing some things 

and not doing others.  

 

It should be clear from the above that it is not always possible to have a perfect setup, but it is 

important to get as close to this as one can in order to create a comfortable environment for 

both client and counsellor before a referral is made or before meeting the client. The next 

section will briefly discuss the referral procedure. 
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4.4  THE REFERRAL PROCEDURE 

 

According to Van Dyk (2005:203), a referral may be initiated by the patient (self-referral), a 

family member, a friend, or a doctor. Bor and McCann (1999:83) have pointed out that the 

counsellor needs to be aware of a number of things when a referral is made. These include 

knowledge of the relationship of the patient to the referrer; how the patient experiences the 

referral; what the changes that are expected by the referrer are; whether there is an agreement 

between the referrer and the patient; and why the referral is made. Referrals can be made 

during regular team meetings in a health sector, or from a general practitioner, and may be 

designated as an emergency (Bor and McCann, 1999:85). In most instances, the initial 

intervention undertaken with HIV/AIDS patients is through pre- and post-test counselling. 

This will be discussed briefly in the next section. 

 

4.5  PRE-TEST COUNSELLING 

 

Nelson-Jones (2003:3) indicated that pre-test counselling can be done by a doctor, clinical 

psychologist, counselling psychologist, counsellors, a psychiatrist and a social worker. Pre-

test counselling is regarded as a prerequisite for performing an HIV test and knowing one’s 

HIV status is a first step in preventing viral transmission and ensuring good health in the 

future (South African HIV Clinicians Society, 2004:28). Van Dyk (2005:207) has 

emphasised that consenting to medical treatment or testing entails information and 

permission and that persons doing the test without the patient’s consent are liable to 

prosecution in South Africa. Pre-test counselling focuses on the value of knowing one’s HIV 

status and the consequent lifestyle and social change that such knowledge will bring. It 

should include assessing the patient’s understanding of HIV transmission; psychological 

stability; impact of a positive or negative result; social support; the importance of 

confidentiality and of obtaining the results; and should ensure that follow-up and other 

resources such as referral services are explained and obtain written, informed consent for the 

HIV test (Anderson, 2000:47). The South African HIV Clinicians Society (2004:28) stresses 

that “Wise counsel will assist the patient to manage his/her personal affairs and make 

provision for the long term care of dependants”. A return date for obtaining the results is set 

at the initial visit or, in cases where a “rapid” HIV-antibody test is done, the results can be 

given immediately. The return date or session arranged for providing the results of the HIV 

test is referred to as the post-test counselling session. 
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4.6  POST-TEST COUNSELLING 

 

When post-test counselling is offered, the patient has had an HIV test but has not yet received 

the results. In Bennett and Erin’s (1999:31-34) opinion it is important that the person who 

conducted the pre-test counselling, or the doctor who tested the patient, should present the 

results and continue with counselling, the advantage being that pre-test counselling begins to 

build a relationship with the client and an idea is formed of what to expect in post-test 

counselling. The content of post-test counselling will therefore be determined by whether the 

result is negative or positive. The patient must be shown the result and the counsellor must 

assist the patient in understanding the result (Van Dyk, 2005:208). Post-test counselling is 

required with a negative as well as with a positive result; when the result is negative, the 

patient must be educated about safe sex and the HIV test must be repeated. When the result is 

positive, the counsellor must instil hope, deal with the immediate emotions, discuss how to 

notify partners and or family, how to practice safe sex by introducing the use of condoms in a 

relationship, assist the patient in dealing with feelings, particularly where the patient has been 

poorly prepared and any other relevant problem (South African HIV Clinicians Society, 

2004:28).  

 

Having discussed the psychosocial implications of HIV/AIDS and the side effects caused by 

the medication it is evident that patients with HIV/AIDS experience tremendous physical and 

psychological problems that require continuous assessment and counselling to enable them to 

deal with and learn to cope with future conflict situations. This can only be done through the 

phases of the counselling process as discussed below.  

 

4.7  PHASES OF THE COUNSELLING PROCESS 

 

The phases in the counselling process provide the counsellor with a useful framework to 

focus on or to use when conducting interviews during the counselling sessions, although this 

cannot be seen as a guarantee of good counselling. Each phase is based on the counselling 

skills utilised and goals set by the counsellor for the client to benefit from the counselling 

session. It does not necessarily mean that a skill used in one phase cannot be used or does not 

have relevance in another phase. The phases that are discussed are not always followed in a 

linear way, as intervention with HIV-infected patients varies in accordance with the stage of 
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the illness at which the patient is referred (Evian, 1993:173). Egan (1990:31), for instance, 

has warned that, in practice, the problem management and opportunity development process 

is not clean, clear and linear, as described by the steps and stages.  

As discussed in the previous two chapters, people with HIV/AIDS and their families 

experience feelings of great distress due to the initial reaction to being HIV positive and the 

stigma attached to HIV/AIDS. This results in periods of extreme crisis that occur during the 

progression of the disease through loss of status and support, isolation from the 

neighbourhood – experienced by both the patient and the family–, as well as from the 

established family unit and the larger community. The phases of the counselling process to be 

discussed are therefore based on the problem solving approach.  

 

The first phase is referred to as the relationship building phase.  

 

4.7.1  PHASE 1 - RELATIONSHIP BUILDING 

 

Egan (1994:22-23) referred to this as the stage of reviewing the current scenario, where the 

initial exploration and clarification of problems and opportunities takes place. Fine and 

Glasser (1996:17) noted that the first contact with the client occurs when the counsellor has 

accepted the referral, contacts the patient and arranges an appointment. By doing so, the 

counsellor initiates the counselling relationship and process, as some patients may use the 

opportunity to discuss their perception of the problem prior to the session. Bor and McCann 

(1999:149-150) therefore view the first contact as a brief therapy which can be administered 

telephonically or in the form of a letter which needs to be done professionally, with care, and 

within the ethos of brief counselling. Palmer (2000:101) also indicated that the initial 

exploration in the first phase, which he refers to as stage one, may even be done on the 

telephone, to establish whether it is appropriate for the therapist to engage with the client, 

because it sometimes emerges that the therapist is not dealing with the client’s presenting 

problem or is not sufficiently competent to deal with it and has to refer the client to a 

competent therapist in the area of the problem. Nelson-Jones (2003:37) has suggested that the 

helping relationship starts at, if not before, the point at which counsellors first met with 

clients and therefore referred to the first phase as the introduction phase which can be 

described as meeting, greeting and seating. Fine and Glasser (1996:53) earlier agreed that 

help begins before the client enters the counsellor’s office or helpers enter the client’s home 

and that there are specific characteristics and behaviours that are important to observe during 
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the first interview, for example aspects of the client’s state of health; the client’s perception 

of himself or herself; the client’s tension symptoms; client’s effective state; client’s voice; 

and suchlike. Burnard (1992:94) referred to this stage as “meeting the client” and stressed 

that it is an important part of the larger counselling relationship as it sets the tone for the 

whole dialogue. Bor and McCann (1999:41) have recommended brief therapy in primary care 

settings as such facilities practice from a time-awareness perspective and preventative 

assistance is the ideal and must be dealt with effectively. 

 

The researcher will argue that phase one must be gone through with a family member, or 

include giving the patient an information leaflet because of the degree of progress of the 

disease or stage in which the patient is when referred. It is also important to note that 

permission must be obtained from the patient before communicating with a relative or a 

friend. Hoffman (1996:21) confirms that people with HIV may develop mild neuro-cognitive 

disorders, which may result in difficulty with regard to recalling information, impairment in 

attention and reduction in the ability to process information. The first contact does not occur 

at a specific place or time, as with normal counselling of HIV-infected patients in a room, but 

depends on the health and condition of the client, as the client may be a patient in hospital, or 

bedridden at home. Hoffman (1996:67) made it clear that “the patient’s health status demands 

that boundaries change with their needs”. The first contact is based on relationship building 

and creating a working environment for both the patient and the counsellor, which could also 

lead to a brief introduction of the problem or taking of the patient’s history, to be discussed in 

the second phase. 

 

4.7.2  PHASE 2 - HELPING THE CLIENT TELL HIS OR HER STORY 

 

During the second phase of the counselling process, the goal is to give the client an 

opportunity to express his or her emotions and to think through the complexity of problems. 

Hill and O’Brien (1999:22-23) refer to the second phase as the exploration stage in which the 

counsellor encourages the client to tell his or her story; helps the client to explore his or her 

thoughts and feelings; learns about the client; and facilitates the arousal of the client’s 

emotions. Hill and O’Brien (1999) further noted that the helper seeks to establish rapport and 

develop a therapeutic relationship with the client. The counsellor can accomplish the above 

through attending non-verbally to clients; taking careful note of everything clients say 

verbally and non-verbally; restating the content of what clients say; reflecting feelings; and 
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asking open-ended questions to encourage clients to explore. Authors like Van Dyk 

(2005:185) and Palmer (2000:165) refer to the second phase as the initial stage, the first 

meeting and assessment stage which aims to help the client to tell his or her story, explores 

possible ‘blind spots’ and clarifies the client’s motivation, and explores elements of the 

presenting problem. The main aim of the second phase is to define the problem as the client 

understands it, to put the problem in the context of how others see it and to give the 

counsellor some sense of how the client is relating to the problem (Fine & Glasser, 1996:53). 

Egan (1994:23) regarded this stage is the preferred scenario and the counsellor’s role as to 

help clients to identify their goals and objectives on the basis of their own understanding of 

the problem situation and opportunities. The counsellor’s intervention is based on utilising a 

variety of skills and roles in assisting the client to tell his or her story in order to understand 

the told story or problem more fully. This is discussed under the next phase. 

 

4.7.3  PHASE 3 - DEVELOPING AN INCREASED UNDERSTANDING OF THE 

PROBLEM 

 

The goal of the third phase is to gain a deeper understanding of the problem situation, to 

attain the basis for specific action. Both the counsellor and the client have to clarify and 

enlarge their understanding of the relevant problem (Nelson-Jones, 2003:38). Hill and 

O’Brien (1999:22) have referred to this stage as the insight stage, where the counsellor works 

with clients to achieve new insight into or understanding of their inner dynamics, while 

clients gain new insight or awareness of their own role in dealing with their problems. When 

clients gain insight into their problem, they see things in a new light or differently. Brammer 

and Macdonald (1999:55) referred to this stage as facilitating positive action, where both the 

counsellor and the client are exploring the problem, gathering facts, express deeper feelings, 

learn new skills and formulate goals. The above should be reached by summarising what was 

discussed, or told by the client, to gain deeper information and a clearer picture of the 

problem, and avoid assumptions. In this phase, clients may present with a lot of problems or 

may only identify one major problem or issue in his/her life; on further enquiry or probing, 

the counsellor may discover a host of other problems. Both the counsellor and the client must 

agree on a working problem through prioritising what to work on immediately (Cormier & 

Cormier; 1991:177). Burnard (1992:100) similarly regarded the third phase as characterised 

by identifying and prioritising which problem of the presented problems needs immediate 

attention and, when identified, deciding upon alternative choices and plans on which both the 
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client and counsellor have to work. The fourth phase focuses on implementing the plans 

agreed upon into action.  

 

4.7.4  PHASE 4 - INTERVENTION OR ACTION 

 

The fourth phase involves the implementation of plans formulated by the counsellor and the 

individual client, couple or family, as well as the attainment of goals. The process normally 

begins by breaking down goals into sub-goals, followed by tasks or actions to be performed 

by the client with the support of the counsellor. The main aim of this phase is to promote the 

client’s responsibility (Hill & O’Brien, 1999:24). Van Dyk (2005:180) sees the counsellor act 

as an agent of change through facilitating the process of future change, setting realistic goals 

and deciding on how to achieve these goals. Egan (1994:28) also stated that the strategies 

followed in the action phase need to be translated into a step-by-step plan and that self-

responsibility is a lay value in the action phase. Nelson-Jones (2003:39) has confirmed that 

counsellors should focus on clients’ own ideas and give them confidence in their own 

resources for handling the problem situation.  

 

The researcher will argue that this phase, in practice, especially in the health care sector or 

HIV/AIDS clinics, is normally not reached (as after pre- and post-test counselling) the client 

is referred to an infectious diseases clinic in his or her area, more so when the CD4 count is 

high and the patient presents with no symptoms or is medically stable. A referral for further 

service rendering is normally made to the clinic and social worker or counsellor. Egan 

(1975:40) also indicated that most counsellors never get to the third stage or the action phase, 

as they assume that the action phase is the client’s responsibility. Nelson-Jones (2003:238) 

also stated that referrals can be done at any stage, depending on whether and when the helper 

becomes sufficiently clear that referral is in the best interest of the client. In the action phase, 

the client has the responsibility to change and to grow to be able to become or display a 

problem solving attitude. It is also evident that termination of the helping relationship is 

possible at this stage. The last phase brings the working relationship to an end. 

 

4.7.5  PHASE 5 - TERMINATION OF THE COUNSELLING SESSIONS 

 

Termination is a process that occurs at the end of the helping relationship. Termination with 

HIV/AIDS patients cannot be predicted, as it may take place during the first visit or during 
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phase one, due to the patient’s illness, which might require immediate admission to a 

rehabilitation centre, hospice or health centre, or by the patient’s request due to financial 

constraints related to travelling to and from hospital. Van Dyk (2005:182) has agreed that “a 

counselling session is often terminated naturally without much prompting or planning”. Hill 

and O’Brien (1999:331) noted that counselling sessions are supposed to be terminated when 

individual, couple or group goals are met or satisfactorily achieved or when the counsellor 

feels he or she is no longer working productively. The accomplishment of the goals is 

summarised and the progress of the working relationship is evaluated. Evaluation gives both 

the counsellor and the client the opportunity to discuss reasons for goals not being achieved. 

It is important to let the clients summarise the working relationship or if they plan a written 

summary, that it be done jointly (Brammer & Macdonald, 1999:68).  

 

McLeod (2003: 349) suggested that, in terminating the working relationship, referral may be 

done if the counsellor feels a sense of incompleteness and the client is reluctant to continue 

the relationship. This would leave the door open for possible follow-up and may make the 

termination less abrupt. Bor and McCann (1999:49) mentioned that personal issues are 

discussed when a working relationship is built and both counsellor and client often find 

termination challenging, as they frequently find it difficult to think of not seeing each other 

again. This often results in termination bringing up issues of loss for both the counsellor and 

the client, but sometimes clients may struggle with how to express thanks and show 

appreciation for the counsellor’s help in the process of change, and some may reveal sadness 

as they still have unresolved problems. Doyle (1992:54-55) noted that the key processes at 

the ending phase of a working relationship are summarising, evaluation, dealing with loss, 

maintenance of learning, and referral. To ensure that the processes of growth and change will 

continue, dependency needs to be dealt with before termination, as it frequently needs 

attention.  

 

Having discussed the phases of the helping relationship, it should be clear that particular 

communication skills are needed by counsellors and social workers in order to build a 

relationship and to facilitate growth. 
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4.8 COMMUNICATION SKILLS 

 

Counselling comprises a conversation between a client and the counsellor and it involves 

communication skills in every phase of counselling. Communication skills are tools to 

develop a relationship and to work through a helping relationship (Brammer & Macdonald, 

1999:70). Egan (1990:08) noted that listening and attending are basic skills that helpers such 

as social workers and counsellors use throughout the entire helping process to enable clients 

to feels safe and explore their thoughts and feelings. The South African HIV Clinicians 

Society Expert Committee (2005:29) noted that attending, listening with empathy and 

probing are essential communication skills for helpers.  

 

4.8.1  ATTENDING 

 

Attending refers to the physical and psychological presence of the counsellor with their 

clients (Egan, 1990:108). Hill and O’Brien (1999:81) noted that the goal of attending in 

helping sessions is for helpers to communicate to the clients that they are there for them, are 

paying attention to them and assist them in talking openly and exploring their thoughts and 

feelings. Egan (1990:107) has confirmed that clients feel that they are valued and worth being 

listened to when helpers want to hear what they have to say. According to Van Dyk 

(2005:185), attending refers to the physical and psychological presence of the counsellor with 

their clients, while being passive, concentrating and listening most of the time. Non-verbal 

aspects of behaviour need to be clearly discussed and connected to specific incidences, e.g. 

greeting behaviour, emotional display and other expressions of behaviour (Lago, 1996:66). 

Burnard (1992:58) also focused on the fact that counsellors need to consider their behaviour 

when listening to the clients. Counsellors use certain non-verbal skills when attending to their 

clients. Egan (1990:109) summarises these skills under the acronym SOLER, presented as 

follows: 

 

S  The counsellor is encouraged to sit squarely to be able to listen more effectively 

to the client and to allow the counsellor to see all aspects of communication that 

is verbal and non-verbal and to indicate involvement.  

 

O An Open position indicates involvement and availability. Desmond and 

Copeland (2000:76) has pointed out that a closed gesture, with arms or hands held 
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in front of the upper body are seen as a defensive posture because the counsellor, 

doctor, therapist or social worker is seen as closing himself or herself from those 

who are facing them. Burnard (1992:59) also warned that crossed arms and legs 

may convey a defensive attitude to the client, while an open posture could be a 

sign that the counsellor is open to the client and to what he or she has to say.  

 

L Lean towards the client. Van Dyk (2005:185) noted that slightly leaning towards 

the client is an appropriate strategy for avoiding incorrect messages as it is an 

indication that the counsellor is listening with empathy and the client feels that he 

or she is understood. 

 

E Maintain good eye contact. Brammer and Macdonald (1999:72) noted that eyes 

are among the key vehicles of communication and that looking at other people or 

at their eyes is an indication of interest in the client and his or her problem. 

Silverman, Kurtz and Draper (1998:25) voiced the opinion that eye contact also 

allows the counsellor to pick up non-verbal messages from the client’s eyes, but 

that it does not mean that eye contact must be a fixed stare to be effective. Too 

little eye contact may convey the message that the counsellor is not interested and 

too much eye contact may result in the client feeling uncomfortable, dominated, 

controlled or intruded upon (Hill & O’Brien, 1999:84). In some cultures, eye 

contact might be seen as disrespectful. Lago (1996:66) also stressed that various 

cultures practice similar bodily movements, but the meaning of such movements 

may differ from culture to culture. 

 

R It is important that the counsellor feels relaxed while listening and does not think 

of responses while listening. According to Burnard (1992:59), the client tends to 

be more at ease if the counsellor is relaxed. In practice, counsellors may be 

nervous, scared and shocked due to the client’s deteriorating condition. Normally, 

clients also develop anger and express anxiety due to the deterioration of their 

health; they develop fears and worries about who is going to care for them; about 

loss of employment; changing roles; and how the counsellor is going to treat them 

because of their sexuality or social engagement and how the virus was acquired. 

Hoffman (1996:160) confirms that the “intrapsychic process which often reflects 
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care personality dynamics, may be expressed through transference and counter 

transference”. 

 

Effective attending refers to attending to both the client and counsellor’s presence and body 

language. Therefore the counsellor needs to effectively attend and listen to what the client is 

saying, both verbally and non-verbally. The next section comprises a brief discussion on 

listening skills, which will include probing to obtain more information or getting a clearer 

understanding of what is said and expressing empathy in order to indicate concern or feeling 

with the client.  

 

4.8.2  LISTENING SKILLS 

 

Listening refers to the ability of the counsellor to observe and understand both verbal and 

non-verbal communication messages and cues that the client expresses or presents (Hill and 

O’Brien, 1999: 81). Silverman, Kurtz and Draper (1998:29) referred to attentive listening as 

the counsellor’s ability to pick up or listen to both verbal and non-verbal cues, which requires 

both listening and observing. Burnard (1992:56) identified three levels of listening which a 

skilled helper has to master; a brief discussion follows. 

 

The first level of listening refers to the linguistic aspect, which is what the client tells 

verbally by using words, phrases, metaphors and many more. Hill and O’Brien (1999:91) 

supported the idea that clients communicate with helpers in a variety of ways, the most 

obvious being the words they use to express their thoughts, feelings and experiences, and 

paralanguage, which involves non-language sounds, non-words, vocal style and speech 

disturbance. 

 

The second level of listening refers to paralinguistic aspects whereby the counsellor could 

listen to the tone of the patient’s voice, or the volume of the voice, accent, ums and errs and 

timing. For this, the counsellor should allow the client to talk and not try to keep the client to 

a specific theme or point. 

 

The third aspect is referred to as the non-verbal aspect; the counsellor observes the client’s 

facial expression, the use of gestures, body movement, eye contact and other cues. Here it is 

of great importance that the counsellor should clarify any assumptions she makes about the 
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body language with the client. Bernard and Krupat (1994:71) explained that listening is often 

equated with sitting and doing nothing – a passive approach. The counsellor’s listening, 

however, does not include listening with your ears only and observing to the client’s body 

language, but listening carefully to what clients really mean, that is, putting the verbal and 

non-verbal messages together and hearing what the client is feeling. Fine and Glasser 

(1996:38) also noted that, during listening, the therapist is not only passively listening to the 

client and his or her thinking is not random and passive, but that the counsellor is trying to 

pull together what he/she observes and hears into a coherent framework for understanding the 

client. It is important to be an informed and attentive listener, in order to be able to provide 

information and scientific knowledge in a manner that can be understood by the client, and to 

listen attentively to be able to hear what the client is saying behind the words by means of 

probing (South African HIV Clinicians, 2004:30). 

 

Burnard, in 1992 (:15), made the point that body language is dependant to a large degree on a 

wide number of variables involving the context on which it occurs, the personality of the 

person using the body language, the nature of the relationship, and more.  

 

(Burnard 1992:34) further noted that it is safer not to assume what the client is saying by 

means of the body language, but to use it as a clue and clarify with the client what he or she 

means. The counsellor makes statements to the client about what the client tells to indicate 

that the counsellor understands the feeling the client is expressing. Empathetic listening 

involves listening to the content, meaning, feelings and reasons for feelings to be able to 

respond empathetically (Egan, 1993:73). Ross & Deverell (2004:247) made it clear that 

empathetic listening centres on the kind of ‘being with’ needed to develop an understanding 

of clients and their worlds and that empathetic listening involves the counsellor’s probing in 

order to get more information – for the client to understand himself or herself and their 

conflict situation more clearly and for the counsellor to intervene appropriately, probing is 

used in all stages of the helping process or in counselling. In this regard, Egan (1990:41) also 

wrote that “prompt and probes are verbal tactics for helping clients talk about themselves and 

define their problems more concretely in terms of specific experiences, behaviours and 

feelings”. For effective counselling to occur, the counsellor and client must be able to 

accurately and appropriately send and receive both verbal and non-verbal messages and their 

conversation needs to be based on ethical codes to protect both. It is clear from the above 
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discussion that attentive listening is of central importance in identifying the problem to be 

able to intervene accordingly.  

 

4.9  ETHICS AND VALUES IN THE COUNSELLING PROCESS  

 

Health care workers working with HIV should be aware of the legal and ethical issues they 

may face, as well as their own legal, ethical and professional obligations (Citron et al. 

2005:293). Brammer and Macdonald (1999:153) explained ethics as what is considered as 

correct behaviour in a given situation and values as what is considered good and desirable. 

The characteristics of a profession involve ethical principles that the practitioners of the 

profession accept and agree to follow as a condition of membership. Such characteristics 

differ in various professions and are dependent on the nature of work that is performed and 

the priorities and goals of the professional service. Hill and O’Brien (1999:50) noted that 

ethical codes intend to protect the clients and provide counsellors, social workers, doctors, 

nursing psychologists and other involved persons with assistance regarding the best action to 

take in working with people in distress or in problem situations.  

 

In South Africa, the social work profession is defined by a code of ethics and values which 

guide and regulate behaviour in providing services to individuals, families and communities. 

These ethics and values ensure that the social worker conducts him- or herself ethically in all 

activities. The South African Council for social services professions (2008:5-10) noted that 

the social worker, in order to render quality service to clients, has to comply with the 

following values and ethics: social justice, respect for people’s worth, human rights and 

dignity, competence, integrity, service delivery, care and concern for the other’s wellbeing 

and professional responsibility. The most important responsibility that social workers have 

towards clients is confidentiality; failing to maintain confidentiality is regarded as unethical 

and can lead to disciplinary steps taken against the involved social worker. In Schuklenk’s 

(2001:36) opinion, ethical codes ensure that all professionals act in a responsible manner; 

ensure quality client care; and contribute to society through their working. Cottone and 

Tarvydas (2003:74) noted that principle ethics involve a system of ethical rules and principles 

to determine what is the right or moral decision in an ethical dilemma. Because HIV/AIDS 

involves information concerning certain aspects of the body which is considered to be 

intimate, it needs to be kept away from the public eye, therefore information should be 

regarded as confidential.  
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Confidentiality is the obligation of professionals to respect the privacy of clients and the 

information they provide. Cottone and Tarvydas (2003:26) also rated confidentiality, 

autonomy, accountability, beneficence and non-maleficence and justice as the most enduring 

professional ethical obligations. In HIV/AIDS counselling or in a helping relationship one 

frequently deals with information from client’s secret lives, their trust that their confidences 

will be kept is of vital importance (Nelson-Jones, 2003:177). Spiegel (1985:57) noted that 

counsellors should inform clients prior to counselling of any professional and or legal limits 

to the confidential relationship; if they fail to do this, they may only share confidential 

information with others with the direct written consent of the client. McDaniel (2004:49) 

noted that patients should be informed that their personal information would be shared with 

other people in the health care team in order to facilitate their diagnosis, treatment and care 

and required their written consent. In Rautenbach’s (2004:28) opinion, any letters or material 

written by other professionals that are contained either in the general record or in the 

confidential therapist record which refer to other people, family members, or other third 

parties require the written permission of the client before disclosure. However, in situations 

where the clinician or psychiatrist receives convincing clinical information that a patient who 

is HIV positive is infecting other people and the patient refuses to agree to change behaviour 

or to notify the person/persons at ongoing risk, and the clinician or psychiatrist has good 

reason to believe that the person has failed or is unable to comply with the agreement, it is 

permissible for the medical officer or psychiatrist to notify the identifiable person or persons 

or arrange for public authorities to do so (Kalichman, 1998:32). 

 

Citron et al. (2005:294) confirmed that, in the case of HIV/AIDS infection, the need to 

protect the health and life of a spouse or sexual partner of the person with HIV who is 

reluctant to disclose, a clinician’s decision to break confidentiality is justifiable, but should be 

an action of last resort. Myerscough (1989:75) focused awareness on the fact that 

confidentiality cannot always be maintained in a hospital setting due to a lack of privacy 

because of the presence of nurses, students, and others. Morrissey (2005:172) emphasised 

that, in medicine, confidentiality usually applies to the relationship between patient and the 

wider health care team as information is shared with a wide number of people, and a therapist 

may have some difficulty in deciding what information is relevant to share with colleagues 

who also care for the patient. In this regard, Rautenbach (2004:26) has expressed the opinion 

that information about the patient obtained from another medical professional should be 

regarded as confidential. The rule relating to professional confidentiality states that where 
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information is needed through the instruction of a court of law or statutory provision, a 

practitioner such as a counsellor can only divulge the information verbally or in writing with 

the written consent of the patient. In the case of a minor under 14 years, consent must be 

obtained from his or her guardian or parent and, in the case of a deceased patient, this must be 

obtained from his or her next of kin or the executor of his or her estate (Rautenbach: 

2004:26).  

 

Hill and O’Brien (1999:50) noted that both the client and the counsellor have a right to make 

choices and take actions, provided that the results do not affect or harm others. It is important 

at the beginning of a relationship that all parties should be informed about the nature of 

confidentiality and that what type of information might be shared with whom and why is 

discussed with them (Spiegel, 1995:72). Bennett and Erin (1999:206) have warned that the 

information which people with HIV as patients or clients have to entrust to health care 

professionals is often of a sensitive nature; disclosing such information to third parties might 

result in distrust of the professionals, which may result in people no longer being willing to 

seek help in health care systems. Such breaches of confidentiality might endanger public 

health. The stigma, discrimination and marginalisation associated with HIV/AIDS infection 

have resulted in a strong emphasis on confidentiality and the protection of privacy. Therefore 

the defence of human rights is an ethical response to maintain human rights. It is therefore 

important to note that stigma, discrimination and marginalisation is experienced by most 

HIV/AIDS-infected people, but varies from one culture to another. In order to render an 

effective service, the counsellor or clinician therefore needs to be culturally sensitive. 

 

4.10  HIV AND CULTURAL DIVERSITY 

 

Citron, Brouillette & Beckett (2005:28) refer to culture as a social matrix that includes the 

ethno-cultural background of the patient and clinician and the knowledge and practices that 

each brings to understanding and treating illness. Sue and Sue (1990:35) referred to culture as 

the “totality of ideas, beliefs, skills, tools, customs and institutions in which each member of 

society [is] born”. Cultures are not fixed, stable entities. Myerscough (1989:121) noted that 

South Africa is populated by a wide variety of cultures derived from many countries of the 

world and all form part of the everyday scene which includes travellers, visitors and 

immigrants. Clinicians therefore need to broaden their understanding of how to best 

communicate and intervene with patients from other cultures. In clinical care, clinicians have 
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their personal, professional and institutional subcultures and need to be aware of and sensitive 

to how these may shape the interaction between patient and clinician, as with all illnesses 

(Citron et al., 2005:249). It is important to plan the interview carefully, because counsellors 

or clinicians deal with patients from different cultures and a rigid assessment process or 

counselling process. Forcing a patient, for example, to disclose delicate aspects of his or her 

life, e.g. sexuality, previous experience of, maybe, rape and/or other family differences, may 

hinder chances of building a strong alliance or successful continuous care with the patient.  

 

According to Pedersen and Draguns (2002:339) many hospitals have a panel of volunteer 

interpreters or employed interpreters covering a wide range of languages and there may be a 

lack of corresponding words to describe both physical and emotional symptoms and changes 

of mood. Citron et al. (2005:249) noted that aspects that should be considered when an 

interpreter is needed are gender, age, the interpreter’s religious affiliation and that, if 

possible, the interpreter should not be someone from the patient’s family. The counsellor and 

interpreter should jointly decide on who would be acceptable. Desmond and Copeland 

(2000:22) noted that relatives are normally used to interpret or assist in translation, which 

normally results in some facts being altered to protect the patient from bad news. Because of 

the differing interpretation of illness, people develop different beliefs about the illness and 

treatment, which, in most cases, result in people with different cultural backgrounds not 

directly disagreeing with a treatment plan, but demonstrating their disagreement by not 

adhering to the medication (Spector, 1996:78). 

 

Ellis (1999:97) has found that interpreters may display little sensitivity, interrupt, omit, 

substitute, add or condense communication and that the emotional content may be the 

component most easily lost. Cottone & Tarvydas (2003:207) noted that, during interviews 

with native English-speaking patients, terms used either by the doctor or patient may be 

confusing and ambiguous and may result in serious misconceptions. Ellis (1999:45) further 

found that many African languages use metaphors, allusions and euphemisms when dealing 

with illnesses and this is one of the most common causes of misinterpretations. The patient’s 

perception of his or her complaint and interpretation of the nature of his or her illness are 

likely to be influenced by cultural frames of reference. During chronic illnesses like HIV, for 

example, the person’s belief and the way he/she seeks help may vary from one stage or phase 

of illness to another and the individual’s own understanding of his or her symptoms and 

illness will guide illness behaviours and responses to treatment. Spector (1996:78) also 
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emphasised that culture plays a vital role in the interpretation of the causes of illness, as some 

people believe that the facet of epidemiology is not academia, but another person, and not a 

microbe.  

 

In most cultures the senior male is seen as the head of the family and approval for major 

interventions like operations and decisions about the medical care of any family member 

need to be approved by the male or father in a family (Myerscough, 1989:122). Citron et al. 

(2005:251) indicated that it is important for clinicians to use more than one approach when 

developing a treatment plan and include modern medical practices, religious healing and 

support, traditional healing or other alternatives in order to accommodate all cultural 

backgrounds.  

 

It is important to approach counselling in a way which takes cultural differences into account, 

as it may have an impact in the working relationship as well as with adherence to medication. 

Therefore it is also important to negotiate his or her priorities or beliefs with the client by 

listening to the client’s concerns (rather than by re-explaining the treatment plan or arguing to 

defend it) in order to get a clearer picture of the actual cause and to maintain a working 

relationship or adherence to the treatment plan. The next section will present a brief 

definition of adherence, introduce models that are used to study adherence and, finally, 

suggest how health care workers can assess adherence in order to promote it. 

 

 

4.11  ADHERENCE 

 

Adherence is pertinent to many conditions in medicine, but it is an issue of great importance 

to infectious diseases because imperfect adherence to treatment is one mechanism whereby 

resistant strains of infectious agents develop. WHO (2003:95) has noted that, unlike with 

other chronic diseases, the rapid replication and mutation rate of HIV means that a very high 

level of adherence, for example 90-95%, is required to achieve ideal sustained viral 

suppression. 

 

Brannon and Feist (1992:256) have defined adherence as the extent to which a patient’s 

behaviour in terms of taking medication, following diets or executing lifestyle changes 

coincides with medical or health advice. Adherence is therefore not only about taking the 
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medication on time but a combination of lifestyle strategies and medical or other approaches 

to ensure a healthy life while suffering from a condition or disease (WHO, 2003:3). 

According to Kalichman (1998:13), adherence to antiretroviral treatment can be placed in a 

larger context of behaviour. For example, a younger age of the person; use of substances; 

impoverished living conditions; maladaptive coping; and unsafe sexual practices are factors 

associated with treatment non-adherence. The researcher will argue that no specific age can 

be associated with adherence and that the factors associated with non-adherence may apply to 

older people, too, for example substance abuse. Younger people might be eager to take their 

medication in order to prolong their lives whereas older people might feel they are too old 

and it is alright to die (which is also in line with the normal assumption that older people die 

first). Brannon and Feist (1997:196) agree that the relationship between adherence and age 

depends on the specific illness, time frame and medication and that compliance can either 

increase or decrease with age. The next discussion attempts to explain why people do not 

adhere to their medication. 

 

4.11.1  THEORIES OF ADHERENCE 

 

The researcher regards behavioural and cognitive theories of relevance for the purpose of this 

study, because of psychosocial implications and cultural differences or beliefs of clients that 

may have a major impact on the patient’s future adherence. These theories are also helpful in 

understanding the reasons of adherence and non-adherence. Client’s seeking counselling for 

emotional problems describe their problems in terms of their feelings or situations with which 

they cannot cope (Trower, Casey & Dryden, 1996:1). Therefore patients need to be assisted 

in viewing these situations differently by learning alternative ways to deal or cope with 

conflicting situations through behavioural changes and learning. 

 

4.11.1.1 Behavioural theory 

An individual’s behaviour is characterised by the specific person’s personality and as a result 

of life experiences. Some behaviour is appropriate and desirable whereas other behaviour can 

be inappropriate and undesirable. Those who behave inappropriately and undesirably 

therefore failed to learn correctly and the only solution is to teach them appropriate ways to 

behave (Doyle, 1992:117). Brammer and Macdonald (1999:172) confirmed that behavioural 

counselling is a learning process by which the counsellor helps the client to learn something 

new or learn how to change a specific behaviour in a particular situation. The behavioural 
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theory of adherence (Brannon & Feist, 1997:88) is based on operant conditioning as the 

immediate reinforcement of any positive response that leads the person towards adherence, in 

this case, positive reinforcement such as an award or reward for completing the medication. 

The rewards in practice are usually in the form of compliments or the fact that the patient 

feels healthier. The response could be negative in the form of punishment, but this will have 

limited place in adherence. Punishment may be applicable, though, as in the case where, after 

many attempts to get the patient to comply with the antiretroviral medication, such a patient 

puts himself or herself in danger of becoming resistant to the medication and should be taken 

off the medication or programme. 

 

Kalichman (1998:314), though, has confirmed that adopting health-promoting behaviour and 

changing health-compromising habits can improve general wellness and enhance personal 

control, but will not cure the HIV disease. Information about the disease; how to take the 

drugs; how to store the drug; discussion of side effects of the drugs; and how the drug is 

expected to help could be of importance in enhancing compliance, however, and lead to 

promoting good health. Ross & Deverell (2004:203) noted that the behavioural theory is 

based on reinforcement to improve compliance with medical recommendations. In practice 

keeping a diary, pillboxes, setting the alarm clock and following up of education sessions are 

practical ways used to maintain adherence. Trower et al. (1996:7) have supported the idea of 

keeping daily diaries, and using other self-monitoring devices, structuring daily activities and 

reinforcing steps toward behaviour change as helpful in initiating and maintaining healthy 

behavioural changes. All interviews in counselling involve emotions and information to 

indicate that counsellor’s and social worker’s intervention is aimed at changing a client’s 

behaviour and attitude through assisting the client in changing unrealistic thoughts or 

behaviour by means of educating the client to learn to do things in a new or different way. 

This leads to the next model, the Cognitive model, which is discussed below. 

 

4.11.1.2 Cognitive theory 

This theory is based on many of the same principles as the behavioural theory and the 

common theoretical basis is learning, as human behaviour is learned and learning principles 

can be applied to change a human being’s behaviour. The Cognitive theory involves people’s 

interpretation and evaluation of their situation, as well as their self-conception as to whether 

they are able to cope with the illness and its treatment (Trower et al. 1996:1). Stroebe 

(2000:77) has confirmed that cognitive techniques help clients to identify and correct 
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thoughts which are associated with emotional upsets and experiences of relapse. HIV/AIDS 

is a chronic illness with a severe psychosocial impact on the individual and on families and 

requires the development of problem solving skills to manage side effects and symptoms, 

which the client may obtain from the counsellor or social worker through knowledge or 

education. Feist & Brannon (1997:189) is of the opinion that cognitive focused counselling 

helps clients to acquire more relevant and factual information, to learn to choose from their 

behaviour or courses of action to make satisfactory decisions and to solve problems. 

HIV/AIDS support groups focus on cognitive and behavioural strategies, as the individual is 

taught skills in order to be empowered to handle problems and establish socially supportive 

relationships, for example issues around disclosure; relaxation skills; how to manage anxiety; 

treatment education; and other skills which may result in adherence to treatment. McCrady 

and Epstein (1999:52) have confirmed that effective treatment relies on adequate 

formulations of the individual’s distress and problems and that a good formulation will 

indicate likely priorities for therapy. The behavioural and cognitive theories emphasise that 

behavioural change and learning new ways to cope with stressful events or experiences can 

be attained by being confident and assertive. A brief discussion of the various cognitive 

learning theories which are of relevance to the study is presented below. 

 

• The self-efficacy theory 

As discussed in Chapter 2, in order to attain satisfactory health outcomes, a person needs to 

practice certain precautions (behaviours) in order not to become infected with HIV or to 

become compliant with the medication to slow down the progression of HIV to AIDS when 

already infected,.  

 

Brannon and Feist (1997:189) noted that the Self-Efficacy Theory is based on people’s 

beliefs concerning their ability to initiate difficult behaviours and their ability to see the 

results or predict their ability to accomplish these behaviours. It usually is situation specific 

and refers to a person’s ability to perform the necessary behaviours to produce the desired 

outcomes in a specific situation. In Antiretroviral treatment, it would be the patient’s ability 

to take medication irrespective of the unpleasantness of the task or the side effects as it may 

lead to better health after a period of time. Bernard and Krupat (1994:625) is of the opinion 

that self-efficacy refers to the judgment made about oneself in relation to specific tasks, the 

belief that one can organise and carry out behaviour, be it stressful or unpredictable. Efficacy 



 89

focuses on the individual’s capacity to recover by making use of available resources beyond 

one’s limits. A person’s capacity is affected by his or her thoughts and attitudes. 

 

• The theory of reasoned action 

Because of the knowledge patients gain through counselling about the medication and its side 

effects, they become motivated to take their medication as prescribed, but they may have no 

intention to comply with their treatment, as they may tell lies in order to impress the health 

care worker. Brannon and Feist (1997:257) have confirmed that self-reports may be 

inaccurate as patients may underreport poor adherence, as well as over report good 

compliance, to avoid the displeasure of their health care provider. According to Brannon and 

Feist (1997:189), this theory attempts to predict how well patients would comply with 

recommendations concerning diet and treatment. Compliant behaviours are directly 

influenced by intentions, which, in turn, are influenced directly by patients’ attitudes and their 

motivation to comply. For patients to engage in a desired behaviour, they need to have a clear 

understanding of the benefits of the treatment, its side effects and the importance of 

adherence. Bennett and Erin (1999:3) are of the opinion that threat appraisal involves 

consideration of both the individual’s perceived susceptibility to an illness and its anticipated 

severity. It is clear that behaviour is a function of the intention to perform a specific 

behaviour and social pressure also affects one’s behaviour, which results in either negative or 

positive outcomes. It is therefore important to understand why and when people fail to act in 

order to maintain their health or become adherent. This will feature in the discussion of the 

next model. 

• The health belief theory 

In order to maintain good health when infected with HIV/AIDS, one needs to use protective 

measures and to comply with prescribed treatment. According to Bernard and Krupat 

(1994:69-71), this model predicts behaviour that would serve to promote good health. There 

are four interactive states of belief which collectively impact on compliance, namely: 

perceived susceptibility, perceived severity, perceived benefits, perceived barriers and 

perceived self-efficacy. A brief discussion of each follows. 

  

• Perceived severity refers to the seriousness of contracting HIV in terms of 

consequences for health, for example pain, disability, death, discrimination, side 

effects of the antiretroviral treatment and so forth. 
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• Perceived benefits – This dimension refers to the beliefs that individuals hold 

about the effectiveness of various actions available to protect themselves from a 

particular disease, as well as the feasibility of these actions (Bennett & Erin, 

1999:35). 

• Perceived barriers – This dimension involves consideration of the likelihood of 

safer sex practices reducing risk of viral transmission and the cost of doing so, 

which may include the embarrassment of negotiation condom use, buying or 

collecting condoms, the pleasure of sex, and so forth (Dishman,1994:116). 

• Perceived self-efficacy – This dimension refers to a person’s belief that he or she 

can alter the behaviour or action required to reach positive consequences 

(Bernard & Krupat, 1994:7). In antiretroviral treatment, this will refer to the 

patient’s ability to continue taking the medication irrespective of the unpleasant 

taste and side effects. 

The health dimension suggests that patients who are well informed about a 

disease and its consequences are more likely to adhere than people who are less 

knowledgeable (Stroebe, 2000:20). 

 

These theories attempt to predict and explain adherent and non-adherent behaviour. The 

behavioural model emphasises reinforcement to attain adherence and the cognitive learning 

theories place emphasis on a person’s belief about his or her illness and the ability to control 

their own health, because these theories help us to understand the reasons for adherence and 

non-adherence are important in that the counsellor or social worker would consult with the 

patient to find out what the real problem is from the patient’s point of view or perspective. 

This can be done through assessment with the patient. The next section will present a brief 

discussion on assessing adherence and factors associated with adherence and non-adherence.  

 

4.11.2  ASSESSING ADHERENCE 

 

Assessment is an ongoing process that occurs throughout the counselling process and is 

performed by a counsellor, social worker, medical doctor, nurse or multidisciplinary team 

(Hoffman, 1996:25). McCrady and Epstein (1999:484) stated that the core of professional 

practice is assessment and that the client and the worker or team can only decide how to 

intervene and with what when a complete assessment has been done. To achieve ideal 
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sustained viral suppression in antiretroviral therapy, 90 to 95 percent of adherence is 

required, which suggests that the patient may skip doses whereas the definition refers to 

adherence as being consistent. This may be confusing to the patient and may result in ill 

health. Brannon and Feist (1997:257) suggested that defining non-adherence to a particular 

regimen is difficult and not always followed according to the regimen dosage as, in general, 

the rate of non-compliance with medical or health advice is approximately 50% and 45% fail 

to adhere to recommendations for long-term therapy. 

 

There are various ways and means by which to measure patient’s compliance. Brannon and 

Feist (1997:57-58) identified basic means of measuring patient’s compliance by doing the 

following: 

• Asking the clinicians, whose reports are based on test results, as evidence is 

detectable through blood or urine and this is referred to as biochemical evidence. 

These tests are normally performed in a laboratory and are expensive. The result 

may be misleading due to differences in the metabolism and absorption of drugs 

in individuals and because the results may indicate that the drugs were taken at 

some time but the amount taken in and the time may not be indicated. These tests 

need to be carried out more frequently and regularly to maintain adherence. 

• Asking family members to monitor the patient, but this may not be possible as the 

monitor may not be present at all times to confirm whether the medication was 

taken and will therefore have to rely on the patient’s report. 

• Doing pill counts by counting the number of tablets or medication left. This is not 

always accurate as the patient might have thrown the tablets away or may take all 

the tablets, but not as prescribed. 

 

WHO (2003:96) has proposed that misreporting of adherence by patients occurs because they 

want to please the provider or avoid the displeasure of the provider. The above discussion 

gave an overview of some complications that may be experienced when assessing adherence 

but it does not necessarily mean that this is not effective in some instances, as adherence 

depends on the patient’s motivation and intention to comply with the medication. 
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4.11.3  PREDICTING ADHERENCE 

 

It is not possible to predict absolutely which individuals will ultimately adhere to their 

treatment plan. According to the WHO (2003:96), various factors are used to predict 

problems with adherence to medication. These factors include regimen characteristics, 

various patient factors, the relationship between provider and patient and the systems of care. 

Anderson (2000:322) identified health care beliefs; health care access; familiarity of the 

treatment setting; availability of social support from clinic staff; and simplicity of treatment 

as the most accurate predictors of medication adherence and drug retention. For the purpose 

of this study, a brief discussion of each of these factors follows below. 

 

• Regimen-related factors 

People who are HIV positive are vulnerable to other opportunistic infections due to their 

suppressed immune systems. The most common infection is Tuberculosis, which also 

requires treatment for a period of time and increases the number of tablets or medication to be 

taken and side effects experienced. Cohen and Maartens (2004:8) have confirmed that many 

HIV-infected patients in South Africa are co-infected with Tuberculosis and those on 

antiretroviral treatment are sometimes deferred for a period of time due to additive side 

effects and drug toxicity. Bernard and Krupat (1994:137) have expressed the opinion that the 

most important factor that affects adherence negatively is the number of drugs to be taken 

and have warned that the more often drugs need to be taken, the greater the danger of 

forgetting and error. Kalichman (1998:130) also found that failing to adhere can be due to 

forgetting, as well as to inability to tolerate side effects; lack of motivation; and the burden of 

a complicated drug regimen that may disrupt one’s daily routine. This is more evident in the 

case of children, for whom the medication, which is given in the form of liquids, needs to be 

measured accurately, crushed or dispensed in water at a certain time and needs special 

attention in drawing up the correct volume. The South African HIV Clinicians Society 

(2005:19) has noted that paediatric dosages are calculated according to the child’s weight, a 

dose of 1.75ml is difficult to measure accurately, therefore needs to be 1.8ml, a more 

practical dose, and to expel air from the syringe to make sure that the correct volume is drawn 

and the medication is given with special instructions. 

 

As indicated in Chapter 3, children’s medication is given in the form of a liquid but this needs 

to be switched to tablets as soon as they can swallow, as liquids are more expensive and often 
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have a bad taste. Brannon and Feist (1997:261) have agreed that the severity of the illness; 

unpleasantness of the medication; duration of the treatment; and the complexity of treatment 

are possible factors that predict lack of compliance. HIV-infected people normally experience 

stigma and discrimination which may lead to people becoming homeless or unemployed, and 

therefore not being able to access resources and some of the basic needs, for example a 

refrigerator (to store children’s medication), shelter, support and other kinds of help, which, 

in turn, results in difficulty to keep track of doses (Abdool & Abdool, 2005:544). HIV care 

has become more complex, involving increasingly successful combinations of antiretroviral 

drugs and additional treatment for opportunistic infections and special instruction in 

administering both adult and children’s medication. As the medication is going to be taken by 

the HIV-infected person, it is important to assess patient-related factors. 

 

• Patient-related factors 

As discussed in Chapter 2, the psychosocial circumstances of the patient need to be assessed 

in order to identify immediate problems as well as future problems that may affect adherence, 

for these to be dealt with before commencing antiretrovirals treatment or when the patient is 

already on antiretroviral treatment. WHO (2003:98-99) indicated that a patient’s behaviour, 

age, support structure, personal beliefs, cultural norms and many more aspects play a vital 

role in whether the patient will adhere to taking the medication as prescribed or refuse to take 

the medication. The social support that HIV-infected people receive from family members, 

friends, the health care team members, together with clear information regarding the 

medication, leads to motivation and the means to adhere to prescribed medication (Bernard & 

Krupt, 1994:143). Patient’s cultural beliefs and attitudes also determine who is likely to 

comply, for example families with a strong belief in the efficacy of traditional medication are 

more likely to be non-compliant, compared to those with faith in medical procedures who 

will be more likely to adhere to treatment recommendations when they believe that it will 

result in health benefits (Dishman, 1994:214). Kalichman (1998:130) also noted that poor 

adherence with antiretroviral treatment is associated with the patient’s beliefs and perceptions 

of the treatment’s efficacy.  

 

Long-term therapy may result in stressful behaviour as it interferes with a person’s daily 

routine and social life, therefore most people resort to alcohol or drug abuse in order to 

overcome their stressful life pattern, which, in turn, affects their health, as they will probably 

miss doses or forget to take their medication. Brannon and Feist (1997:95) found that 
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depression and active substance abuse correlate with non-adherence, as people may increase 

their levels of alcohol consumption, resort to drugs, and change their eating habits when 

under stress. Citron et al. (2005:35) confirmed that HIV-related neurocognitive impairment 

has been associated with decreased survival; poorer adherence to medication; unemployment; 

and so forth. According to Anderson (2003:322), adherence to antiretroviral treatment can be 

placed in a larger context of behavioural adherence, for example impoverished living 

conditions; coping factors; pessimistic thinking; age; and so forth. However, it is difficult to 

predict at which age people become adherent or non-adherent, as adherence is determined by 

a specific illness, time frame and the medication which the person or patient has to adhere to. 

Compliance therefore either increases or decreases with age. The above factors can be 

maintained by the health care team through education and continuous evaluation, which is 

discussed in the next section. 

 

• The relationship between provider, patient and the system of care 

As discussed earlier in this chapter, referral in health institutions is done internally, that is, 

from other departments within the specific health institution or externally from private 

practitioners or other health centres. According to the Antiretroviral Treatment Guidelines 

(2004:8), a telephonic appointment must be arranged prior to visiting the ART site and must 

be accompanied by a referral letter, either faxed to the institution or produced on the 

appointment date, depending on whether the patient is known to the institution or is a new 

referral. In practice, a new patient that has never visited the hospital or relevant site needs to 

open a folder at the hospital’s reception and then is referred to the reception of the ART site, 

to the nursing sister, to be weighed and have arrangements made to see the doctor, then the 

counsellor, social worker or dietician and, finally, go to the pharmacy to collect the 

prescribed medication. From the researcher’s experience, the process is lengthy and might be 

problematic for patients who are sickly and unfamiliar with the procedures and the hospital 

setting. This can also create tension, which could result in a negative attitude about the 

medication. Brannon and Feist (1987: 202) have added their confirmation to the suggestion 

that the length of time patients must wait to get appointments and the amount of time spent in 

the waiting room are the two final predictors of compliance.  

 

The relationship between the counsellor or health care worker and the patient should be one 

of trust and genuineness in order to create a warm and caring relationship as this is associated 

with keeping appointments and adherence to taking medication (Bernard & Krupt, 1994:141). 
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McCrady and Epstein (1999:298) also pointed out that an important function of the therapist-

patient relationship is to keep the patient and/or his or her family members coming to therapy, 

especially during early treatment when the risk of not attending is high. Patients need to be 

involved in the discussion of their treatment and medical examination to show them respect 

so that they may become motivated to contribute to their condition. Pendleton and Hasler 

(1983:2) have suggested that patient’s who wait too long to be attended to, develop anger and 

dissatisfaction, which is associated with lower levels of adherence, and have found that 

physicians who do not involve their patients as active participants in the treatment process 

may achieve a significant lower rate of adherence than those who actively involve their 

patients. Patients should be encouraged to self-monitor their progress, and providers to 

continue monitoring their patient’s behaviour, especially after they have begun treatment. 

This could be achieved through providing good information, follow-up compliance aids such 

as medication calendars, drug reminder charts, for example labels on medication containers 

and information about their illness, reasons for the particular regimen. It must be noted that 

written information should be easily readable. Ley (1998:22) and Brannon and Feist 

(1997:200) suggested that language, social class and educational level need to be addressed in 

communication, in order to avoid misunderstandings, and stressed that effective 

communication is not only about knowing the person’s language but also having a degree of 

familiarity with their culture. This section has taken into account the resources, knowledge, 

attitudes, beliefs, perceptions and expectations of the patient. 

 

4.12 CONCLUSION 

 

With HIV/AIDS, counselling has been found to be the most powerful method of intervention 

in addressing psychosocial aspects and managing HIV/AIDS from a medical point of view. 

The aim of counselling is to help the person identify his or her problem situation through 

education and prevention skills, in order to be able to cope with the diagnosis. Counselling in 

health settings differs form normal counselling in terms of the duration or time of 

counselling, venue, privacy, patient staging and termination; the condition of the patient’s 

health may, for example, determine where the counselling is going to take place, whether the 

patient will be able to communicate (due to severe symptoms) and the termination may be 

reached in the first session or interview. The environment in which counselling is to take 

place must be client- and counsellor-friendly. The counselling process is not linear and 

cannot be accomplished as a ‘one size fits all’ process, because client’s problems, language 
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and cultural backgrounds differ and need to be dealt with differently. The management of 

people with HIV raises many difficult legal and ethical issues due to the nature of the illness; 

stigma discrimination; the fact that HIV poses a risk to other people; and the fact that each 

professional working with HIV should be aware of the legal and ethical issues they may face, 

as well as their professional obligations.  

 

Adherence counselling is based on giving information and educating the patient about HIV 

and the medication prescribed for it, in order to achieve adherence to ART and successful 

treatment. 

The theoretical models attempt to predict and explain adherent and non-adherent behaviour, 

as the behavioural theory focused on individual behaviour and behaviour change, and the 

ways in which intentions, attitudes and beliefs affect health behaviour. The learning theory, 

based on many of the same principles as the behavioural theory, further focuses on people’s 

interpretation of and evaluation of their situation, as well as on their self conception as to 

whether they can cope with the illness and the treatment. 

 

In Chapter 5, the data of the empirical investigation will be presented in order to explore the 

attitudes of counsellors in counselling HIV-infected patients on ART treatment. Based on the 

findings of the empirical investigation, Chapter 6 will provide guidelines, a conclusion and 

recommendations on providing services to HIV/AIDS patients on antiretroviral treatment for 

counsellors and ART sites.   
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CHAPTER 5: ART - THE VIEWS OF COUNSELLORS ABOUT SKILLS 

NEEDED FOR COUNSELLING HIV/AIDS PATIENTS 
 

5.1 INTRODUCTION 

 

A comprehensive strategy for managing HIV infection is important to improve the quality of 

life of people living with HIV/AIDS. Such a holistic approach requires a continuum of care, 

which involves both care and support. This worldwide pandemic has enormous implications 

for the health and psychosocial wellbeing of individuals, their family and their community, 

for the delivery of psychosocial and medical services, and for responses by governmental 

agencies. 

 

One of the most powerful ways to address the psychosocial aspects of this disease is through 

counselling intervention. The counsellor therefore needs to be knowledgeable about the 

psychosocial implications of HIV/AIDS for the infected and affected; about the medication; 

and on becoming adherent to the medication in order to prevent both mortality and morbidity 

resulting from HIV/AIDS. 

 

The objectives of this study are to present an overview of the implications of HIV/AIDS for 

the individual and the family and to present a description of the nature of antiretroviral 

treatment in order to gain a better understanding of the goals of antiretroviral treatment and 

its side effects; another objective is to describe HIV/AIDS and adherence counselling skills 

and processes and, finally, to explore the views of counsellors about the skills needed for 

counselling HIV patients on ART. These objectives were formulated to achieve the goal of 

the study, which is to gain a better understanding of the skills needed by counsellors for 

counselling patients on antiretroviral treatment and to present guidelines to improve the skills 

of counsellors. The content and outcome of the empirical research will be discussed in this 

chapter, which will assist in providing adequate counselling skills for counsellors to support 

and care for patients affected by HIV/AIDS. 
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5.2 RESEARCH METHOD 

 

The study was limited to counsellors employed by Sothemba and trained at the AIDS 

Training Information and Counselling Centre (ATTIC). The reason for this is that Sothemba 

was asked in 2004 by the Department of Health to employ adherence counsellors to render 

counselling services at the department’s clinic and hospitals. The approach to this study was 

both qualitative and quantitative. 

 

5.2.1 SAMPLING AND DATA GATHERING 

 

The research sample as well as the methods used to collect the data will now be discussed. 

The sample for this study was drawn from the 27 adherence counsellors employed by 

Sothemba. On average, 16 counsellors who met the criteria for inclusion in the study were 

interviewed. According to the criteria, the counsellors had to have at least a year or more 

experience in HIV/AIDS and adherence counselling and had to have received their training at 

the Aids, Training, Information and Counselling Centre (ATTIC). Purposive sampling 

(Strydom & Delport, in De Vos, 2002:334) was utilised as all the participants were adherence 

counsellors and the researcher had selected particular adherence counsellors who met the 

criteria for inclusion. Information was gathered through the use of a semi-structured 

questionnaire. Quantitative data analysis tends to lead to descriptive statistical analysis as it 

intends to respond to questions about how many respondents responded in a particular way, 

particularly regarding descriptive characteristics such as gender and age (Neuman, 2003: 313-

314). Content analysis is one of the methods used to analyse qualitative data and it is utilised 

to analyse open-ended interviews by selecting specific questions or themes and represent it in 

a research report (De Vos et al., 2002). The data will be presented in tabular as well as 

narrative form. 

 

5.3 RESULTS OF THE STUDY 

 

The results of this study will be presented in three sections, namely the identifying details, 

training and counselling. 

 

The interviews were held on different days at the different clinics. Prior arrangements were 

made with those in authority for a suitable time and day to conduct the interviews. 
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Frequencies as well as percentages are presented, but in discussion of findings only frequency 

is used, due to the limited number of participants. 

 

5.3.1 IDENTIFYING DETAILS 

Participants were asked to identify themselves by age, ethnic group, home language and other 

languages spoken, read or written.  

 

5.3.1.1 Age 

The ages of the participants are shown in the table below: 

 

Table 5.1: Age 

Age Frequency % 

<30 2 12.5 
30 – 39 6 37.5 
40 – 49 5 31.25 

>50 3 18.75 
Total 16 100 

 n = 16 

 

The ages of the participants ranged from 27 to 57. The majority (eleven) of the participants 

were between the ages of 30 and 50 years, three were older than 50 and two participants were 

younger than 30. 

 

5.3.1.2 Ethnic group 

South Africa is populated by a wide variety of cultures derived from many countries of the 

world that form part of the everyday scene which includes travellers, visitors and immigrants. 

Clinicians therefore need to broaden their understanding of how to best communicate and 

intervene with patients from different cultures (Meyerscough, 1989:121). The different ethnic 

groups of the participants are presented in the table below. 

 

Table 5.2: Ethnic groups 

Ethnic Group Frequency % 

African 8 50 
Coloured 8 50 

Total 16 100 
 n = 16  
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5.3.1.3 Home language 

Language presents the core in communicating with patients as it determines the effectiveness 

of the message conveyed. The latter is confirmed by Pedersen et al. (2002:339) who mention 

that many hospitals have a panel of volunteer interpreters or employed interpreters covering a 

wide range of languages and that there may be a lack of corresponding words to describe both 

physical and emotional symptoms and changes of mood. Table 5.3 presents the participant’s 

home language. 

 

       Table 5.3: Home language 

Home Language Frequency % 

Xhosa 8 50 
Afrikaans 4 25 

Afrikaans & English 3 18.75 
English 1 6.25 
Total 16 100 

 n = 16 

 

The home language of the majority (eight) of the participants was Xhosa, followed by 

Afrikaans (four) and English and Afrikaans (three). Only one participant's home language 

was English. 

 

5.3.1.4 Other languages 

The following table presents the participant’s home language and the other languages that 

they were able to read or write: 

 

           Table 5.4: Other languages 

Home Language X E A X E A 

Xhosa (8) 8 8 1 8 8 1 
Afrikaans (4) 4 3 4 3 
Afrikaans & English (3) 3 3 3 3 
English (1) 1 1 1 1 
 n = 16 

 

All the participants who indicated Xhosa as their home language could write and read Xhosa 

and English, and one of the participants indicated that she could also read and write 

Afrikaans. None of the participants who indicated Afrikaans, English or Afrikaans and 



 101

English as their home language could read or write Xhosa. One participant whose home 

language was Afrikaans indicated that she could not read or write Afrikaans. None of the 

participants indicated proficiency in any other language. 

 

5.3.1.5 Qualifications 

Qualifications are achieved through education that enables a person to acquire certain skills 

and knowledge in order to be fit for a certain position. Gerber (1998:461) refers to education 

as activities with the purpose to develop intellectually by developing knowledge, moral 

values and understanding. The qualifications of the participants are shown in the table below. 

        Table 5.5: Qualifications 

Qualifications Frequency % 

Primary School 0 0 
High School 12 75 

Tertiary 4 25 
Total 16 100 

 n = 16 

From the above it can be seen that the majority of the participants (12) had achieved high 

school qualifications and four had achieved tertiary qualifications. This corresponds with 

findings by Bekker (2005) that state that lay counsellors play a vital role in most health 

settings dealing with HIV, because stakeholders often are not able to afford employing 

professional counsellors. 

 

5.3.1.6  Work experience 

The participants were asked to indicate how long they had been a counsellor at the present 

institution. The results of their responses are indicated in the following table. 

Table 5.6: Work experience 

Years Frequency % 

2 1 6,25 
3 5 31,25 
4 2 12,5 
5 4 25 
6 3 18,75 
7 1 6,25 

Total 16 100 
    n = 16 
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The table on the previous page shows that all the participants have been at the present 

institution for more than a year, which corresponds with the criteria for selection for the 

population of the study. The results also indicate that eight of the participants with between 

two to four year’s experience were employed at the time of the initiation of the ART roll-out 

in the Metropolitan region in 2004 and seven participants with five to six year’s experience 

were employed two years before the initiation of the roll-out. Only one participant indicated 

having been employed three years before the initiation of the roll-out, which corresponds 

with the year in which Sothemba was founded, in 1993. UNAIDS (2003) findings indicate 

that activists, people living with AIDS, those affected by AIDS and many more were calling 

on the South African government in 1998 to develop a treatment plan for people with 

HIV/AIDS who were dying due to the lack of medication. 

 

5.3.1.7 Preferred language of communication with patients 

Table 5.7 below presents the language preferred by the participants in communicating with 

the patients.  
 

Table 5.7: Preferred language 

Language preferred Frequency 

Xhosa 8 
English 7 

Afrikaans 7 
Afrikaans & English 2 

Xhosa & English 3 
Afrikaans, English & Xhosa 1 

Total 28* 
n = 16 

 

The findings presented in Table 5.7 should be seen in relation to Table 5.3, which indicates 

the home language of the participants. Table 5.7 indicates that the home language of the 

majority (eight of the participants) was Xhosa. Four participants who indicated Xhosa as their 

home language preferred to communicate with the patients in Xhosa, three indicated that they 

preferred to communicate with their patients in Xhosa and English and one participant 

indicated English as preferable in communicating with the patients. The three participants 

who indicated Afrikaans and English as their home language preferred to communicate with 
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their patients in Afrikaans. Of the four participants who indicated Afrikaans as their home 

language, one preferred to communicate with the patients in Xhosa, Afrikaans and English, 

two preferred to communicate in English and Afrikaans and one preferred to communicate in 

Afrikaans only. The participant who indicated English as her home language, preferred to 

communicate in English. The one participant who indicated Xhosa as her home language also 

preferred to communicate in English only. These findings indicate that the majority of the 

participants preferred to communicate in English, irrespective of their home language, 

English being the official language. 

 

5.3.1.8 Use of interpreter 

The participants were asked to indicate how often they made use of an interpreter. According 

to Pedersen et al. (2002:339), hospitals may have a panel of volunteer interpreters or 

employed interpreters covering a wide range of languages. The following table presents the 

home language of the participants and how frequently they made use of an interpreter. 

 

Table 5.8: Home language, use of interpreter 

 Interpreter 

Home Language Never % Rarely % 
Afrikaans & English 1 10 2 33,33 

Xhosa 6 60 2 33,33 
Afrikaans 2 20 2 33,33 
English 1 10 0 0 
Total 10 100 6 99,99 

n = 16 
 

This table indicates that ten of the participants reported that they never make use of an 

interpreter, while six indicated that they rarely make use of an interpreter. The findings also 

indicate that the majority of the participants who indicated that they never or rarely make use 

of an interpreter are those whose home language is Xhosa. Because they can speak Xhosa, 

they do not need a translator. 

 

5.3.1.9 Experiences with interpreters 

The participants were asked to identify their experiences of the presence of an interpreter 

during their communication with the patients. Ten of the participants who indicated that they 

never make use of an interpreter did not respond to the question. The remaining six 

participants responded to the question. They gave various responses about their experiences 
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with an interpreter during their communication with the patients. These responses were all 

related to their experience that the interpreter misinterpreted information given by the clients. 

The responses of the participants will now be discussed. 

 

Misinterpretation of information  

The participants gave the following feedback:  

“The communication is not always good because you are not always sure if they 

give the right information.” 

“I did not feel very sure if information was carried over as I put it.” 

“Sometimes we don’t understand each other.” 

 

These narratives correlated with Ellis’ (1999:45) view that many African languages use 

metaphors, allusions and euphemisms when dealing with illnesses and this is one of the most 

common causes of misinterpretation. The following narratives that are also related to 

misinterpretation were recorded: 

“The interpreters lack knowledge about the subject because they interpret only 

what they feel is necessary to tell.” 

“The interpreter tries to answer questions for a client, he extends the counselling 

time.”  

These narratives correlate with Ellis’s (1999:97) view that interpreters may display little 

sensitivity, interrupt, omit, substitute, add or condense communication. This view is further 

supported by Desmond (2000:22), who found that relatives are normally used to interpret or 

assist in translation, which normally results in some facts being altered to protect the patient 

from bad news. 

 

5.3.2 TRAINING 

 

5.3.2.1 Training received 

The following sections deal with the training that counsellors had received. The participants 

were asked whether they received any formal training in counselling or adherence 

counselling. It was found that all the participants received training in adherence counselling 

and received their training in adherence counselling at the AIDS Training, Information and 

Counselling Centre (ATTIC) Plumstead, Cape Town. Table 5.9 below indicates when the 

participants received their last training. 
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            Table 5.9: Training 

Year Frequency % 

     
2003 1 6,25 

     
2004 3 18,75 

     
2005 3 18,75 

      
2006 3 18,75 

     
2007 6 37,50 

     
Total 16 100 

 n = 16 

 

Table 5.9 indicates that six of the participants received training in 2007, three in 2006, three 

in 2005, three in 2004 and only one in 2003. The findings in this section are an indication that 

the majority of the participants (fifteen) received training in adherence counselling before 

practically becoming adherence counsellors. The HIV disease will continue to be a 

significant psychosocial issue in the foreseeable future, so it remains very important that 

training programmes find ways to address this issue (as discussed in Chapter two). Training 

is a deliberate effort to ensure that specific skills, knowledge or attitudes are applied in order 

to effectively meet the counselling objectives. 

 

5.3.2.2 Training experience 

The participants were asked to indicate what their training entailed. All sixteen participants 

indicated that their training entailed basic counselling skills and adherence counselling. Only 

four of the participants indicated that they also received training in voluntary counselling and 

testing (VCT) and prevention of mother to child transmission (PMTCT). The findings 

correspond with Egan's (1990) statement that some clients seek help because they are not as 

effective as they would like to be in dealing with their conflicting or problem situations and 

they need to be helped and empowered to live more effectively. Therefore basic counselling 

skills and knowledge is vital in order to intervene properly and to empower the patients to be 

able to manage their problem situations more effectively. 
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5.3.2.3 Previous experience in counselling or adherence counselling 

The participant’s previous experience in counselling or adherence counselling is presented in 

Table 5.10, which follows.  

 

          Table 5.10: Previous experience 

Counselling experience Frequency % 

   
 No previous experience 8 50,00 
    
 Adherence counselling 1 12,50 
    
 HIV counselling 3 37,50 
    
 TB dot supporter 1 12,50 
    
 Psychosocial support 1 12,50 
    
 Social assessment 1 12,50 
 General counselling as    
 a minister's wife 1 12,50 
     
 Total 16 100 
n = 16 

 

Eight participants indicated that they had no previous experience in counselling or adherence 

counselling. The remaining eight indicated that they did have previous experience in 

counselling or adherence counselling.  

 

The above results indicate that the eight participants gained their counselling experience in 

different fields of work and that their counselling experiences were related to HIV/AIDS. It is 

advocated by the South African HIV Clinicians Society Expert Committee (2004) that the 

aim of counselling is to provide each individual with sufficient information to manage his or 

her condition well and to access the support required to deal with all aspects relating to their 

infection: medical, social, psychological and emotional. 
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5.3.2.4 Areas in which additional training is needed  

The participants were asked to indicate areas in which they think they need more training. 

They listed various areas that required additional training. The following themes were 

identified: a) Training needed for counselling of social problems and b) Training needed for 

counselling children at different ages and developmental stages. These themes were derived 

from the participant’s responses. The themes will now be discussed. 

 

a) Training needed for counselling of social problems 

Six participants indicated that they needed more training in counselling couples, termination 

of pregnancy (TOP), crisis intervention, grief and trauma intervention, rape, assessment, 

social problems and medication.  
 

b) Training needed for counselling children at different ages and developmental  

stages 

Twelve participants indicated that they needed more training in counselling children, 

disclosure with children, play therapy, and working with children at different age groups.  

 

From the above discussion it is clear that some of the participants need more training in 

working with children. This finding corresponds with the statement by (AIDS for AIDS, 

2007) that older children should know why they are taking treatment, with full or partial 

disclosure to enhance adherence as they behave more maturely and responsibly after learning 

their diagnosis. Children acquire HIV infection through mother-to-child transmission 

(Claxton et al., 1992:4). As mentioned earlier, Statistics South Africa 2005 indicated that 104 

863 babies were living with HIV at the end of 2004 (http://www.avert.org:safrika stats htm). 

This is an indication that a lot of children got infected and more children are going to be 

infected in the future. 

 

 

5.3.3 COUNSELLING 

 

The investigation was used to make enquiries about how participants regard counselling, the 

need for counselling, counselling where cultural backgrounds differed, and aspects to 

consider when counselling.  
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5.3.3.1 Description of counselling 

The participants were asked to give their understanding of counselling and their responses 

about their understanding of counselling revealed variation. The category helping relationship 

was identified from the participant’s responses and the following narratives were recorded: 

 

Helping relationship  

“Counselling it’s when you listen to patient and clients and not giving advice and 

not telling people what to do.” 

“Counselling to me means preparing client for pre-post testing and listening to 

clients emotional issues, advice clients.” 

“It is a dialogue between you and your client.” 

“Give information on medication and about the sickness, adhering to their 

medication.” 

“It is to help the client to identify his problem understand it and accept it and 

come up with solutions.” 

“In certain cases give information and options and allow the patient to decide.” 

“Action between two people, one talk about his or her problem to the counsellor.” 

“Counselling is the interaction between two or more people with the purpose of 

helping someone to make good choice.” 

“To help people to deal with their problems.” 

“To help people to make changes in their attitudes feeling and behaviour.” 

“Understanding the problem.” 

“Counselling is when you listen to the patient or client.” 

“Counselling is a process whereby you help client in order to help themselves.” 

“Helping people to change their attitude and behaviour towards HIV/AIDS.” 

“Counselling is a process where the counsellor help/assist the client to make 

informed choices.” 

 “Counselling is to help the client to cope and have a healthy lifestyle.” 

 

It is clear from the above narratives that all the participants understand counselling to be a 

helping relationship (refer to the words in bold). The findings correlate with Evian’s 

(1993:167) definition of counselling as a process that helps people to understand and deal 

with their problems with the help of the counsellor who discusses, explores feelings, worries 
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and concerns of the client and together with the client looks at ways of dealing and coping 

with these feelings and concerns. 

 

5.3.3.2 The need for counselling 

The participants were asked to identify who they think needs HIV/AIDS counselling. They 

identified various groups of people who they thought should receive HIV/AIDS counselling. 

The following narratives were selected from the participant’s responses: 

 Everyone 

“Everyone that is sexually active irrespective of age or exposed in any way.” 

“All those affected and infected by HIV/AIDS.” 

“Everybody who is willing.” 

“Everybody.” (Identified several times by the participants) 

“Everybody who is ready.” 

“All people.” 

“Everybody who want to know their status and the person that tested and his 

family.” 

“Everyone.” 

“A lot of people from all walk of life.” 

This finding corresponds with Kalichman’s (1998) observation that HIV/AIDS-infected 

people are cared for by their families or friends, who have different beliefs and views about 

or reactions to their status. Therefore both the patient and the family need to be educated or 

given information about HIV/AIDS and this can be done through counselling. 

5.3.3.3 Counselling with different cultural background 

As discussed in Chapter 4, South Africa is populated by a wide variety of cultures derived 

from many countries of the world. The participants were asked to give their views on how a 

counsellor should deal with a person who has a different cultural background to that of the 

counsellor. The following narratives were selected from the participant’s responses, which 

indicated a category identified as a) the principle of respect.  

   a) Respect 

“Respects clients culture.” 

“Respect their culture.” 

“Give the person the same respect and not be judgemental.” 
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“Respect them, respect the persons cultural background.” 

“Treat the person with respect and let him practice his cultural background.”  

“Respect their culture and sexuality.” 

“Have to respect their cultures” 

“If this become a barrier resulting in counselling not going well you refer to the  

right person.” 

“Respect the clients background and work with what is in front of you.” 

“A counsellor need to treat him with respect and not be judgemental.” 

“Respect the cultural background.” 

“You as a counsellor always have to be aware of differences and not let them  

cloud your judgement.” 

In the above responses the principle of respect has occurred ten times, followed by non 

judgemental and learning more about the cultural background, which was mentioned three 

times. Therefore it can be concluded that counsellors should always respect the culture of 

patients, be non-judgemental and learn more about the cultural background. These findings 

correspond with Myerscough’s (1989:121) statement that clinicians need to broaden their 

understanding of how to best communicate and intervene with patients from other cultures. 

Clinicians offering clinical care have their personal, professional and institutional subcultures 

and need to be aware of it and sensitive to how these may shape the interaction between 

patient and clinician, as with all illnesses. 

 

5.3.3.4 Aspects to consider in counselling 

The participants were asked to mark aspects that they thought were applicable in counselling. 

Their responses are presented in Table 5.11. 

 

Table 5.11: Aspects in counselling 

Aspects Frequency % 

Time for discussion 0 0 
Privacy of venue and     
counsellors behaviour 1 6,25 
All of the above 15 93,75 

Total 16 100 
n = 16 
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The table on the previous page indicates that fifteen of the participants felt that all of the 

above aspects need to be considered in counselling and only one participant indicated that the 

only the aspects that should be considered in counselling were privacy of venue and the 

counsellor’s behaviour. These findings are in line with Bennett et al. (1999) who stated that 

information concerning a person is considered to be intimate and needs to be kept private. 

Burnard (1992) indicated that setting a time for ending a discussion may have many 

advantages, as clients normally disclose important information towards the end of the 

meeting or counselling session. Egan (1990) discusses the counsellor's behaviour in referring 

to genuine people as being ‘at home’ with themselves in all their interactions. He mentions 

that genuineness has both negative and positive implications because it means doing some 

things and not doing others. 

 

 

5.3.4 HIV TESTING AND HANDLING OF RESULTS 

 

HIV testing has enormous emotional, psychological, practical and social implications for the 

individual who intends undergoing a HIV test. Therefore the person must be well informed 

about HIV/AIDS, as well as its implications and identify persons in support system for the 

waiting period until the results are received.  

 

5.3.4.1 Goals of pre-test counselling 

The participants were asked to give the goals of pre-test counselling. The following themes 

were identified from the participant’s responses: a) giving information, b) promoting a 

healthy lifestyle. These two themes will now be presented by offering illustrations of the 

participant’s views of the goals of pre-test counselling.  

  

 a) Giving information 

 The first theme is giving information and the respondents’ views were: 

 “To prepare the person for any results.” 

 “Establish rapport, giving the necessary information so that the client can 

make 

 informed consent.” 

 “Does the client have enough information what it’s all about and is the client  

 ready.” 
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 “Put the client at ease.” 

 “That the client receives or have all the information in order to give informed  

 consent.” 

 “To give proper information and to explain testing procedures.” 

 “The client should give informed decision about the test.” 

“Try to make sure if the person understands the testing that he/she is going to 

do.” 

 “To make the person understand what’s HIV/AIDS all about.” 

 “To prepare the client in order to except [accept] the results.” 

“To assist the client to make a well informed decision also to prepare the client 

on any results.” 

“Give information on HIV/AIDS + get participants knowledge as well + 

explain how test is done + who does the test.” 

  

b) Promoting a healthy lifestyle. 

On the second theme, promoting a healthy lifestyle, the respondents’ views 

were as follows:  

 “Healthy lifestyle and positive mind.” 

 “To empower the patient to cope with results.” 

 

Although the participant’s responses differed, all sixteen responses were based on 

information given by the counsellor to the patient or client. Therefore it is clear that the goal 

of pre-test counselling is to give information about HIV/AIDS for the patient to give 

informed consent to assessing risk behaviour and support and to promote a healthy lifestyle 

and positive mind. These findings are confirmed by Van Dyk’s (2005) statement that pre-test 

counselling focuses on the value of knowing one's HIV status and the consequent lifestyle 

and social change that such knowledge can bring. It should include assessing the patient’s 

understanding of HIV transmission, psychological stability, impact of a positive or negative 

result, social support, the importance of confidentiality and of obtaining the results, and 

should ensure follow-up and other resources, referral services and obtained written informal 

consent for the HIV test. 
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5.3.4.2 Doing HIV risk assessment 

The participants were asked to indicate how a positive HIV test result could be assessed. A 

total of 15 participants indicated that this could be assessed by the number of partners a 

person had in the preceding month/six months or year. This is supported by with Evian's 

(1993) view that receptive rectal and vaginal sexual intercourse present the greatest risk of 

infection and even condom use may pose a risk, as condoms sometimes break or come off. 

 

5.3.4.3 Disadvantages of an HIV test 

The participants were asked to identify the risk of undergoing HIV testing. Their views 

differed. Eight participants indicated that testing for HIV has no disadvantages, five 

participants indicated that the disadvantages of an HIV test are that it inconveniences a 

person's present and future plans (the factors that were identified included scare, future plans 

about families, changed lifestyle, being ill most of the time, rejection and stigma, 

unpredictable future, fear to die and life span. Two participants indicated that a disadvantage 

of having an HIV test is obtaining consent as no test can be done without the patient’s 

consent and one participant indicated that it depends on the patient’s state of mind. 

 

From the above findings it can be concluded that only five participants responded to the 

question about advantage. The responses of these participants are supported by views 

expressed by Ogden (2004), which point out that physical illness can be considered a crisis as 

it presents a turning point in an individual’s life, involving changes in identity, in location, 

role, social support and the future. This view is further supported by Mbuya’s (2000) findings 

that HIV positive people experience all sorts of fears, such as the fear of disfigurement, death, 

disease and disablement, fear of the unknown, of becoming dependant, of isolation, stigma, 

blame and of leaving dependants unprovided for. 

 

5.3.4.4 Giving HIV results to patients 

In keeping with pre- and post-test counselling and the ethics and values in the counselling 

process (as discussed in Chapter two), a return date for obtaining the results is set at the initial 

visit and the results must be provided without delay on the scheduled date (South African 

HIV clinicians Society, 2004). According to Cottone et al. (2003), confidentiality, autonomy, 

accountability, beneficence and normal efficiency and justice are the most enduring 

professional ethical obligations of professionals to their clients or patients.  
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The participants were asked how HIV results should be given to patients. The theme that was 

identified from the participant’s responses was: a) Immediately and confidentially. The 

following narratives were recorded: 

 

“As soon as possible direct and clear.” 

“Give results immediately.” 

“Give results immediately and wait for reactions or feeling of the client.” 

“As they are not to give a lecture.” 

“Immediately by a person who offered pre-test counselling.” 

“Immediately after the test is done.” 

“The test shows that … the meaning of the results clearly understood.” 

“In private and after the person has been seated also been pre-test.” 

“Immediately.” 

“By being neutral and making sure patient understand.” 

“That is the first thing you do give results.” 

“Create a confidential climate + give results immediately.” 

“Immediately if it’s rapid but if it is elisa when received.” 

“Immediately in private with confidentiality.” 

“Give results immediately.” 

“Give the results immediately.” 

 

It is clear that the majority of the participants (13) agreed that the results should be given 

immediately, in privacy and confidentially. The theme of giving the results of an HIV test 

clearly was also identified. The above findings correlate with Van Dyk’s view that a positive 

result should be communicated calmly, empathetically, professionally and that simple 

language should be used. 

 

5.3.4.5 HIV-positive results 

Participants were asked for their opinion on how post-test counselling should be done in the 

case of an HIV-positive result. According to the South African HIV Clinician's Society 

(2004), when the result of the HIV test is positive, the counsellor must instil hope, deal with 

the immediate feelings, discuss how to notify partners and/or family, explain how to practice 
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safe sex by introducing the use of condoms in a relationship and deal with feelings, 

particularly where the patient has been poorly prepared.  

 

Fifteen of the participants responded to the question, while one participant did not respond. 

The following themes were identified from eight participant’s responses and the category of 

promoting a healthy lifestyle was derived from their narratives: 

a) Promoting a healthy lifestyle 

“Response of patient, make sure patient understands, motivate, encourage and give 

follow-up date.” 

“To be more attentive on how the client handle the results.” 

“Giving results immediately also recap what was stress in the pre-test.” 

“Giving the client time to respond emotionally let the person express him/herself and 

allow room for questions and concerns.” 

“Advice positive living and disclosure and treatment.” 

“The patient should be able to understand his/herself be supported and motivate the 

patient.” 

‘To emphasize positive living immediately.” 

“Give as is.” 

 

It is clear from the above narratives that the counsellors see their task as to help the client to 

live a healthy and happy life after the diagnosis. These narratives correlate with the South 

African Clinicians Society (2004) view that, even when the results of HIV testing are 

positive, the counsellor must instil hope, deal with the immediate feelings, give guidance on 

how to notify partners and/or family, how to practice safe sex, introduce the use of condoms 

in a relationship, and help patients to deal with feelings, particularly in the case of poorly 

prepared or poorly informed patients. 

  

The following narratives were recorded by the seven remaining participants: 

“That is the first thing you do to give results.” 

“Having empathy no disturbance.” 

“In a safe and where it is confidential.” 

“Give results immediately and wait for reaction or feeling of the patient.” 

“Give the patient results immediately.” 
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 “Give results immediately after receiving from the sister or nurse.” 

“Results should be given immediately while a client is seated in a quiet and private  

   place.” 

The above responses do not deal with the question, for unknown reasons. 

 

5.3.5 COMMUNICATION SKILLS 

 

It is obvious that adequate communication skills are extremely important when a serious 

issue like HIV/AIDS is discussed with patients. The following sections deal with the 

respondents’ answers to related questions.  

 

5.3.5.1 Use of communication skills 

The participants were asked to indicate the essential communication skills they were using 

through the entire counselling session. Their responses are presented in Table 5.12. 

 

Table 5.12: Use of communication skills 

Communication skills Frequency %   

      

 Respect, listening, attending, empathy 10 62,5   

      

 Listening, attending, empathy 1 6,25   

       

 Listening 2 12,5   

      

 Respect, listening, attending 1 6,25   

       

 Respect, listening, empathy 2 12,5   

        

 Total 16 100   

n = 16 

 

This table indicates that fifteen of the participant’s responses are in contrast to the question, 

while only one participant indicating that the essential communication skills used through the 
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entire counselling session are listening, attending and showing empathy. This finding relates 

to Egan (1990) who states that listening and attending are basic skills that helpers such as 

social workers and counsellors use throughout the counselling helping process to enable 

clients to feel safe and explore their thoughts and feelings. Egan's view is further supported 

by the South African HIV Clinicians Society (2004) who confirmed that attending, listening, 

empathy and probing are essential communication skills for helpers. 

 

5.3.5.2 Important communication skills 

The participants where asked to indicate and describe the most important communication 

skill from the above (Table 5.12). Thirteen of the participants indicated that listening is the 

most important communication skill, while three participants respectively indicated empathy, 

listening and respect and listening with empathy as the most important listening skills. Of the 

sixteen participants, only ten responded fully by also describing the listening skill. Four 

participants described listening as listening to the verbal and non-verbal. Two participants 

described listening as eye contact and leaning forward. Three participants described listening 

as attentive listening. One participant described it as listening with empathy.  

 

The findings correlate with Hill (1991), and Silverman et al. (1998), who state that listening 

refers to the ability of the counsellor to observe and understand both verbal and non-verbal 

communication messages and cues that the client communicates or presents and that attentive 

listening requires both listening and observing. 

 

5.3.5.3 Confidentiality 

The participants were asked to give their understanding of confidentiality in a working 

relationship. It was found that the majority of the participant’s understanding of 

confidentiality in a working relationship was that the information should be kept between the 

patient and the counsellor. 

Seven participants indicated that confidentiality in a working relationship means that 

information should be kept between the patient and counsellor; six participants indicated that 

confidentiality in a working relationship means that the information must be handled with 

respect between health teams for more inspiration and building trust. 
 

Two participants indicated that confidentiality in a working relationship refers to no 

disturbance, while only one participant indicated that confidentiality in a working relationship 
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requires that sharing of people's information without their consent is not allowed. The results 

indicate that nine participant’s responses did not correspond with McDaniel’s (2004) 

instruction that patients should be made aware that their personal information will be shared 

with other people in the healthcare team in order to facilitate their diagnosis, treatment and 

care and should be done with their written consent. 

 

5.3.6 THE COUNSELLING PROCESS 

 

The counselling process goes through various phases and various techniques of counselling 

are used. Participants were asked to indicate what they understood in this regard. 

  

5.3.6.1 The phases of the counselling process 

The participants were asked to indicate which of the following phases of the counselling 

process refers to the relationship building phase. The results obtained from their responses are 

presented in Table 5.13. 

 

Table 5.13: Phases of the counselling process 

Phase Frequency 

 
7 

• The counsellor has accepted the referral, arranges an 
appointment or contacted the patient 

    
7 

 
• The counsellor has a brief contact with the patient or 

first meets with the patient. 
  

 
 8 

• The counsellor has a brief discussion of the problem 
prior to the session. 

    
 Total 22* 

  

 n=16 

 *Participants could give more than one answer. 

 

Table 5.13 reflects that eight of the participants indicated that the relationship building phase 

is when the counsellor engages in a brief discussion of the problem prior to the session; seven 

participants indicated that this is when the counsellor has accepted the referral and arranges 
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an appointment or contacted the patient, seven indicated that it is when the counsellor has a 

brief contact with the patient or first meets the patient. 

 

Seven participant’s responses corresponded with and fifteen participants responses did not 

match with Fine & Glasser (1996) who identify the first contact with the client as when the 

counsellor accepts the referral, contacts the patient, and arranges an appointment and, by 

doing so, initiates the counselling relationship and process, as some patients may use the 

opportunity to discuss their perception of the problem prior to the session. Nelson-Jones 

(2003) further noted that the helping relationship starts at, if not before the point at which the 

counsellor first meets clients. 

 

5.3.6.2 Techniques used 

The participants were asked to indicate techniques that can be utilised by the counsellor to 

assist the patient in telling his or her story. The results derived from techniques as listed by 

counsellors to assist the patient in telling his or her story are presented in Table 5.14. 
 

Table 5.14: Techniques used  

Techniques Frequency % 

• By giving the patient an opportunity to explore his 
or her emotions, and to think through the 
complexity of problems 

 

8 

  

  

  

  

• By interrupting the patient when he or she tells a 
long story, in order for counsellor to get a clearer 
picture  

 

3 

  

  

  

  

• Attentively listening to what the client says 
verbally 

 7 

  

  

• Asking closed questions, not allowing the client to 
say much 
  1 

  

  

Total 19* 
   

n=16 

*Participants could give more than one answer. 
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The findings show that eight participants indicated that giving the patient an opportunity to 

explore his or her emotions, and to think through the complexity of problems is a technique 

utilised by the counsellor to assist the patient in telling his or her story; seven participants 

chose attentively listening to what the client says verbally, three participants indicated that 

interrupting the patient when he or she tells a long story, in order for the counsellor to get a 

clearer picture and one participant indicated by asking closed questions not allowing the 

client to say much. The findings indicate that the majority of the participants (eleven) 

responses does not correspond with Egan's (1994) findings that the stage is the preferred 

scenario and the counsellor's role is to help the client to identify their goals and objectives 

based on their own understanding of the problem situation and opportunities. 

 

 

5.3.7 ASSESSMENT PHASE: THE GOAL OF ASSESSMENT 

 

The goal of assessment is to gain a deeper understanding of the problem situation, to attain 

the basis for specific action. Nelson-Jones (2003:38) noted that both counsellors and the 

clients have the task to clarify and enlarge their understanding of the problem situation. The 

participants were asked to indicate with which of the tasks indicated in the following table the 

counsellor could increase the patient’s understanding of the problem. The findings were as 

presented in Table 5.15: 

Table 5.15: Assessment phase 

Phases Frequency 

• The counsellor clarifies and explores the problem. 
 

9 

 

• The counsellor identifies the problem and indicates to the 
patient what the problem is. 

 

3 

 

• Both the counsellor and the patient clarify and enlarge their 
understanding of the chosen problem situation. 

  

 

9 

 

Total 21* 

 n=16 

*Participants could give more than one answer. 
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The above table indicates that nine of the participants suggested that the counsellor clarifies 

and explores the problem in order to develop an increased understanding thereof, nine 

participants indicated that in order to develop an increased understanding of the problem both 

the counsellor and the patient clarify and enlarge their understanding of the particular 

problem situation, while three participants indicated that the counsellor identifies the problem 

and indicates to the patient what the problem is. 

 

Nine participant’s responses correspond with the findings and twelve participant’s responses 

do not match Nelson-Jones’s (2003) view on how the counsellor can increase the patients 

understanding of the problem. 

 

5.3.8  INTERVENTION PHASE 

 

The intervention or action phase involves the implementation of plans formulated by the 

counsellor in collaboration with the individual client, couple or family, as well as the 

attainment of goals. The process normally begins with breaking the goals into sub goals, 

followed by tasks or actions to be performed by the client with the support of the counsellor. 

The above reflects the view of Hill et al. (1999) and Van Dyk (2008), who emphasise that the 

main aim of intervention or action in counselling is to promote client responsibility and 

action as an agent of change by facilitating the process of future change, setting realistic goals 

and deciding how to achieve these goals. 

The participants were asked to indicate what they saw as involved in intervention in 

counselling. Table 5.16 on the following page presents the findings. 
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Table 5.16: Intervention phase 

Tasks Frequency 

 
• The identification of plans by the counsellor as to how the 

problem can be solved and allow the patient to perform the 
task 

 

3 

 

• Involve the patient in implementation of plans formulated as 
well as the attainment of goals, the aim being to promote the 
patient's responsibility and the counsellor act as a facilitator  

 

16 

 

• The counsellor motivates the client to focus on the 
counsellor's advice in order to gain confidence 

 

1 

 

  

Total 20* 
       n=16 

 *Participants could give more than one answer. 
 

The above (Table 5.16) indicates that sixteen participants reported that intervention in 

counselling involves the patient’s implementation of plans formulated, as well as the 

attainment of goals, the aim being to promote the patient’s responsibility, with the counsellor 

acting as a facilitator. Three participants reported that intervention in counselling involves the 

identification of plans by the counsellor as to how the problem can be solved and allowing 

the patient to perform the task. One participant indicated that the counsellor motivates the 

client to focus on the counsellor's advice in order to gain confidence. This corresponds with 

the goal of intervention which is to assist the client to be able to do things on his or her own 

in future. 

 

5.3.9 THE TERMINATION PHASE 

 

Termination with HIV/AIDS patients cannot be predicted as it could take place during the 

first visit or phase due to the patient’s illness, which might require immediate admission to a 

rehabilitation centre, hospice health centre or by self request due to financial constraints 

regarding travelling to and from hospital. Van Dyk (2005) added that a counselling session is 

often terminated naturally without much prompting or planning. 
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The participants were asked to give their understanding of termination in counselling. Their 

responses are presented in Table 5.17. 

 

Table 5.17: Termination phase 

 Tasks Frequency 

Ending the helping relationship 1 

The problem is solved or the patient is referred to 
another institution 10 

The relationship ends any time, e.g. after the first or 
second session 3 

Cannot be predicted 3 

The relationship never ends 3 

 Total 20* 

n=16 

 *Participants could give more than one answer. 

 

The above table indicates that ten participants regarded termination in counselling to occur 

when the problem is solved or the patient is referred to another institution; three participants 

indicated that termination occurs when the relationship ends at any time, e.g. after the first or 

second session; three indicated that termination in counselling cannot be predicted; three 

indicated that termination in counselling is an indication that the relationship never ends and 

one participant indicated that termination is when the helping relationship ends. The majority 

of the participant’s responses are not in line with Van Dyk (2005) whose opinion is that 

termination in counselling cannot be predicted. These findings indicate that only three 

participant’s responses reflected Van Dyk’s view. 

 

5.3.10 ADHERENCE TO TREATMENT AND NON-ADHERENCE 

 

Adherence is pertinent to many conditions in medicine, but it is an issue of great importance 

in infectious diseases, because imperfect adherence to treatment is one mechanism whereby 

resistant strains of infectious agents develop (WHO, 2003:95). The participants were asked to 

indicate factors that can be associated with non-adherence. The findings are presented in 

Table 5.18. 
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        Table 5.18: Adherence to treatment  

Factors Frequency 

Improved levels of the drug in the blood and 
throughout the body 2 

Improved treatment outcomes  

 Rising viral load and decreased CD4 counts 14 

Delay in the development of resisted straits of HIV 2 

 

Total 18* 

n=16 

*Participants could give more than one answer. 

 

Fourteen participants indicated that non-adherence can be associated with the rising viral load 

and decreased CD4 count; two participants indicated that non-adherence can be associated 

with improved levels of the drug in the blood and throughout the body, and two participants 

indicated that it can be associated with a delay in the development of resistant strains of HIV. 

The responses of the majority of the participants correspond with Spencer’s (2005) view that 

the goal of antiretroviral treatment is to provide maximal viral suppression, restore immune 

function and improve the quality of life. 

 

5.3.10.1 The benefits of adherence 

The participants were asked to indicate the benefits of being adherent to medication. All of 

the 16 participants indicated that feeling better and healthier is a benefit of adherence to the 

medication. These findings correlate with The National Antiretroviral Treatment Guidelines 

(2004) which state that the goal of ART in both children and adults is to prolong the 

condition of health and decrease HIV-related morbidity and mortality. 

 

5.3.10.2 Risks threatening adherence 

Various factors affect patients’ adherence, but it is not possible absolutely to predict which 

individuals will ultimately be adherent to their medication. The participants were asked to 

identify factors that may affect a patient’s adherence. The following themes namely a) non-

disclosure of status and b) the effects of social problems on adherence were derived from 

the responses of the participants. Eight participants indicated that non-disclosure can affect 
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the patient’s adherence to medication and the remaining eight participants indicated social 

problems and the effects arising from such problems. These themes were derived from the 

responses quoted below. 

a) Non-disclosure of HIV status  

“Disclosure.” 

“Not disclosing and not being honest.” 

“Non-disclosure to partner or close family.” 

“Disclosure not use of protection.” 

“Fear of status being known by other people and fear of being rejected.” 

“Disclosure not taking medication correctly.” 

“Disclosure not understanding how to take treatment.” 

“Non-disclose within a relationship being unemployed.” 

 

From the above responses it can be concluded that disclosure is one of the factors in 

adherence to medication. Van Dyk (2005:81) confirms that there are special challenges 

involved in HIV/AIDS that may make adherence problematic, such as the differences in 

infectiousness, legal controls, duration of therapy, confidentiality, disclosure and the non-

availability of a once-a-day treatment regimen in the form of one pill. The following themes 

will now be presented: 

 

b) The effects of social problems on adherence 

“Social issues e.g. physical abuse + alcohol abuse, lack of support, depression.” 

“Side effects can make patient fall ill, social economic conditions.” 

“Drinking alcohol, smoking, not using condoms.” 

“Not taking treatment on time, stopping + skipping treatment, drinking and using of 

alternative medicine.” 

“Abusing alcohol.” 

“Social problems, finance, alcohol abuse and no support.” 

“Drinking, smoking, not taking the medication every day.” 

“To my understanding it is just an advantage to adhere.” 

 

These responses supported the view expressed by Brannon et al. (1997:95), namely that 

depression and active substance abuse correlate with non-adherence and people may increase 

their level of alcohol consumption, use drugs, and change their eating habits when under 
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stress. This view is further supported by Anderson (2003) who found that adherence to 

antiretroviral treatment can be placed in a larger context of behavioural adherence influenced, 

e.g. by impoverished living conditions, coping factors, pessimistic thinking and so forth.  

 
 

Among the responses quoted, only one participant indicated medication as a related factor by 

mentioning side effects and one participant indicated cultural beliefs to be related factor, e.g. 

the use of medication. These findings based on non-disclosure and the effects of social 

problems on adherence do not fully correspond with the WHO (2003) statement that various 

factors are used to predict problems with adherence to medication. WHO (2003) lists regimen 

characteristics, various patient factors, the relationship between provider and patients and the 

system of care. The latter is confirmed by Anderson’s (2000) view that health care beliefs, 

health care access, familiarity of the treatment setting, availability of social support from 

clinic staff and simplicity of treatment are the most accurate predictors of medication 

adherence and drug retention. 

 

5.3.11 REFERRAL 

 
 

Patients are referred to counsellors for assistance and guidance from various sources. Bor et 

al. (1999:85) indicated that this can be done in regular team meetings in a health sector or 

from a general practitioner and may be designated as an emergency. The participant’s 

responses identified the sources mentioned below. 

 

5.3.11.1 Source of referral of patients 

The participants were asked to indicate who referred patients to them. They recorded various 

responses. Sixteen participants indicated that doctors and nurses or nursing sisters did the 

referrals and participants in three miscellaneous responses mentioned the reception, social 

worker, local clinics or a day hospital, together with voluntary or self-referred patients. 

All participants indicated that doctors, nurses or nursing sisters, in other words professional 

people, referred patients to them. This finding corresponds with the referral process discussed 

in Chapter three, which stated that the first persons to make contact with the patient is the 

medical doctor and the nurse or nursing sister. Van Dyk (2005) states that a referral may be 

initiated by the patient (self-referral), a family member, a friend or a doctor. 
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5.3.11.2 Views on the referral system 

The participants were asked to give their views on the present referral system. Their views on 

the present referral system varied. The following themes were identified from the 

participant’s responses: a) The system is good and b) the system is not satisfactory. The 

narratives will now be presented: 

 

a) The system is good  

“Here at Durbanville clinic all the departments work closely to refer.” 

“It is good because we work in a team.” 

“It is good.” 

“The referral system is good.” 

“It’s working okay.” 

“They’re working quit fine even though they still need to improve.” 

“No it’s good cause at least you start seeing patient’s for first session which gives 

you an understanding of the patient.” 

“It’s working good.” 

“Still quit right.” 

“I think it’s okay.” 

 

The above narratives show that ten participants indicated that the referral system is good. The 

view of the present referral system as identified by the other six participants was that the 

system is unsatisfactory. In this regard the following themes were identified. 

 

b) The system is unsatisfactory 

The narratives of the six participants who indicated that the referral system is not 

satisfactory follow below.  

“Not satisfactory, nurses refer a client that is suppose to be seen by either social 

worker or by other counsellors, ward doctors sent patient without consulting a 

counsellor.” 

“We are not sometimes allowed to refer because of certain services not available 

(social worker).” 

“We sometimes don’t see the client as often as we would like because the nurse is 

where the client starts and us counsellors must not touch files before them.” 

“System could improve.” 
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These responses indicate that the referral system is not satisfactory. Two of the participants 

responded as follows: “To get more support system and to cope with their status” and 

“Toshiciatrac”. From the participant’s narratives it is concluded that the referral system is 

satisfactory, as the majority indicated that the referral system is good. 

 

5.3.11.3 Internal referrals 

The participants were asked to indicate to whom they referred patients internally. Eleven 

participants indicated that they referred to the social worker, medical doctor and professional 

nurses. Five participants indicated that they referred to the psychologist and family planning 

clinic. One reason for these latter responses could be that they are not familiar with the 

referral system used in a hospital setting or clinic (as counsellors are only allowed to refer 

within the multidisciplinary team). This finding is in accordance with the National Treatment 

Guidelines (2004), Dennill et al. (1995) and UNAIDS (2003) who list the various disciplines 

involved in HIV/AIDS management as the social worker, medical doctor, pharmacist, 

counsellors, dietician, professional nurse and the administration officer. 

 

5.3.12 SUPPORT AND MENTORING 

 

Support and mentoring refer to the care received, difficult situations that arise, obstacles to 

counselling and how such obstacles are handled. These aspects are discussed below. 

 

5.3.12.1 Support and mentoring received 

The participants were asked to indicate whether they are receiving support or mentoring and 

how frequently. Sixteen participants indicated that they do receive support and mentorship 

every month. Counsellors or any person involved in care of patients with HIV/AIDS needs 

support as they dealing with emotional and psychological stress that accompanies work 

where recurrent illness, hardship and death is a constant. Additionally, many counsellors are 

themselves infected or and affected by HIV/AIDS. This view is supported by Hoffman 

(1996:217) that psychosocial aspects include the stigma associated with the disease, fear of 

becoming infected and the fact that many caregivers themselves are infected with the same 

disease. 
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Difficult situations 

The participants were asked to indicate which person they refer patients to when faced with 

difficult situations with the clients. The participant’s responses vary between the doctor, 

social worker, nursing sister, mentor, colleagues and physiologist.  

 

The following table (Table 5.19) presents the incidences of referral to other people when 

faced with difficult situations with clients. 

 

Table 5.19: Consultation 

Consultant Frequency % 

Social worker and nursing sister 7 43.75 

Doctor and nursing sister 6 37.50 

Mentor 1 6.25 

Colleagues  1 6.25 

Psychologist 1 6.25 

Total 16 100 

n = 16 

 

The findings indicate that seven participants consulted the social worker and nursing sister; 

six participants indicated that they consulted the doctor and nursing sister, one indicated the 

mentor, one participant indicated colleagues and one participant indicated the psychologist. 

 

The above findings are an indication that the counsellors mostly consult with the social 

worker and nursing sister in order to be supported and gain more knowledge. The findings 

can be linked to the fact that they receive mentorship and support from the particular person. 

The role of the social worker is to give advice to counsellors on how to deal with complicated 

issues and liaise with the nursing sister in order to identify the counsellors’ difficulties with 

the counsellors’ co-ordinator. 

 

5.3.12.2 Obstacles in counselling 

The participants were asked to indicate obstacles that they experience in counselling patients. 

The participants recorded various problem situations that they had experienced in counselling 

patients. The responses presented below were derived from the fifteen participants (one 
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participant did not respond). These responses can be divided into three themes, namely a) 

patient's issues, b) environmental factors and c) language barrier. These categories were 

derived from the themes that were identified from the participant’s responses. The narratives 

will now be presented according to the themes. 

 

a) Patient issues: 

These involved the following:  

 “Patients do not want to listen to us. They don't want to follow our protocol.” 

 “When patients refuse counselling.” 

 “No confidentiality.” 

“Disclosure.” 

 “Patients are not honest.” 

 “When patients keep quiet … doesn't want to talk to you.” 

“Patients attitude and difficulty to intervene.” 

“When patients come to me and is anti-counselling, then that patient is difficult to 

start off with.” 

“Sometimes cultural, language and sex plays a role.” 

“When patients does not want to communicate.” 

“When patients are not adherent.” 

“Seeing too much patients sometimes.” 

“Sometimes the ones you need to see are not referred to you.” 

“Sometimes when you refer a client it's not always that there is help available.” 

 

According to the above responses, most of the obstacles experienced by counsellors in 

counselling patients are based on patient issues, which is an indication that the participants 

need skills to facilitate communicating or dealing with patients’ attitudes. The findings of this 

section correlate with the view of Brammer et al. (1999:70) that communication skills are 

tools required for developing a relationship and working through a helping relationship. 

 

b) Environmental factors 

 The next obstacle experienced by counsellors concerned environmental factors 

 involving privacy. The following narratives were recorded: 

“Counselling room not private, constant disturbance during sessions.” 

“Confidentiality, safe place with no interruptions.” 
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“Privacy, I'm sharing a room with my colleague… in and out move[ment].” 

“No room, move up and down. The staff need to respect counselling sessions.” 

“Not having enough space.” 

 

These findings relate to Bennett (1999), who states that the need for total privacy  

must be met when counselling with HIV/AIDS patients is conducted, the counsellor should 

also assure the client that the conversation cannot be overheard by others and noise should be 

avoided as it can give a sense of absence of privacy.  

 

c) Language barrier 

Not being able to speak the patient’s language can become a serious barrier to  

communication and this was also indicated as an obstacle experienced by  

counsellors:  

 “Communication according to language.” 

 “Language.” 

 “Language barrier.” 

 

This results correlates with Van Dyk’s (2005:200) findings on the use of interpreters. 

 

5.3.12.3 Removal of obstacles 

The participants were asked to indicate how obstacles could be dealt with. Fifteen 

participants responded and one did not respond. The responses were based on  

the obstacles identified, as discussed above, therefore the responses on how to improve are 

listed according to the three categories, namely a) patient issues; b) environmental factors 

and c) language barriers. 

 

a) Patient issues 

“A pick up point where folders can be kept for counsellors.” 

“Probe or set another appointment to see patients.” 

“More training on diversity.” 

“Sister who refer patients to us must understand we cannot see 20 MOU, VCT and 

adherence on one day.” 

“Discuss the experience with the sister.” 
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“When there is a better understanding between staff of health carers and the 

counsellors.” 

“People must listen and do what they must do. It is must better.” 

b) Environmental factors 

“Getting enough time to sit with clients.” 

“Better room that at least have a door that can be closed and the wall be roof 

high.” 

 “Having a written sign that indicate when you are busy.” 

 “Use a notice.” 

 “Each counsellor need to have own room.” 

c) Language barriers 

 “To refer the client to the person with when he/she can communicate with the  

 same language.” 

 The results indicate that major improvements need to be made regarding patient issues and 

environmental factors which are of importance in counselling, as advocated by Van Dyk 

(2005:201). 

 

5.3.13 GENERAL COMMENTS BY PARTICIPANTS 

 

The participants were invited to make any general comments about issues they thought were 

not covered in the questionnaire. Their responses could be divided into two themes, namely 

a) feedback on the questionnaire and b) working conditions and salaries. These 

categories were derived from themes identified from the participant’s responses. Their 

narratives are presented according to these two categories. 

 

a)  Feedback on the questionnaire 

“Thanks for caring, much more hopeful now for my situation concerning space 

and financial stability.” 

“Evaluation is very good.” 

“Questionnaire is like a refresher course - we really need to be tuned up.” 

“Questionnaire was impressive - it deals with what we work with.” 

“Evaluation was good.” 
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From the above narratives it appears that the participants are not regularly given an 

opportunity to raise their concerns or asked about their progress and the difficulties they 

experience in their working environment. They therefore found the questionnaire useful, in 

that it gave them an opportunity to raise their concerns. According to Van Dyk (2005:330), 

frequent meetings between carers, social workers, counsellors, the psychiatrist and family 

carers and supervisors are important to discuss policy and share problems as they are the 

people working in the field of HIV/AIDS. 

 

b)  Working conditions and salaries 

“Underpaid.” 

“Work load to high and do not earn too much.” 

“Moved around to work at other areas without prior arrangements.” 

“Sometimes rooms not available.” 

“Too much work to be done or is expected with the short training we received.” 

“Working relationship not good, no respect or communication skills.” 

“Much more hopeful now for my situation concerning space and financial 

stability.” 

“Work not appreciated in this sense of our wages and benefits we get.” 

“We are working very hard, but we earn little.” 

“Need to be recognized as staff and respected.” 

“Our work environment is not good, see to much patients and salary is way too 

little, which makes it difficult to study further and gain more knowledge.” 

“Difficult to form groups as we are moved from one clinic to another.” 

“Overload. Not only doing counselling, but also expected to run support groups 

and help with preparations of clinic files.” 

“Job description to be looked at and amended.” 

“As lay counsellors we are not really accepted as we should.” 

“Sometimes treated with no respect.” 

 

The most common condition identified by the participants is the environment in which they 

were working; the fact that they sometimes do not have rooms to work in; the feeling that 

they are not respected; are overloaded with work, sometimes multi-tasking; not recognised as 

staff: and their insufficient income. The above may result in conflict between them and other 
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members of the team or/and their managers and may affect the quality, effectiveness and 

efficiency of patient or client services. 

 

The above issues are enough to create burn-out. This is supported by McLeod (2003:428) 

who is of the opinion that burn-out is associated with feelings of lack of personal 

accomplishments or powerlessness.  

 

From the above, it is clear that the majority of the participant’s responses reflect their 

working conditions and salary. The findings indicate that the participants were interested in 

taking part in the study and that their comments are based on unsatisfactory experiences in 

their working environment, the treatment they receive from the team they work with, their job 

description and their salary. 
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5.3.14 SUMMARY  

 

The research findings contained in this chapter reflects the adherence counsellors’ knowledge 

about HIV/AIDS and treatment, their experiences in counselling, as well as the areas where 

improvement is necessary. Several positive outcomes concerning the adherence counsellor's 

knowledge and views have been noted throughout the findings. The adherence counsellors all 

receive training in counselling skills, adherence counselling training and monthly support 

from their mentors. It became clear in the findings that training in counselling skills is 

important for enabling the counsellors to intervene appropriately in working with HIV/AIDS 

patients on treatment or about to commence treatment. 

 

The participants gave their views about counselling, which indicated that the counsellors still 

need training in counselling skills. They also indicated areas that they specifically need 

training in, as well as the unfavourable working conditions they are exposed to and made 

suggestions for improvement. 

 

The data contained in these findings will be valuable for all those involved in AIDS 

counselling: the counsellors, trainers, the team they work in and their employers.  



 136

CHAPTER 6: CONCLUSIONS AND RECOMMENDATIONS 
 

6.1 INTRODUCTION 

 

Counselling as a form of intervention is one of the most powerful ways to address the 

psychosocial aspects of HIV/AIDS in order to assist both the patient and his or her family to 

cope. HIV/AIDS counselling is a newly emerged professional practice, therefore considerable 

development still needs to take place in developing research and practice. The driving force 

for this study has been to develop an understanding of the skills needed by counsellors in 

counselling HIV/AIDS patients on anti-retroviral therapy (ART) and to present guidelines to 

improve their skills. This study is descriptive and exploratory in nature. 

 

In this chapter, conclusions will be drawn on the basis of the findings of the study and 

recommendations will be made which can be regarded as guidelines for the development of 

skills for the counsellors and the adjustment of training programmes by their employers. 

 

6.2  CONCLUSIONS 

 

The following conclusions were drawn from the findings of the study. 

 

6.2.1  IDENTIFYING DETAILS 

 

6.2.1.1 Age 

Most of the participants at the various clinics/hospitals are between thirty to fifty-seven years 

of age. This suggests that they are mature enough to deal with emotional and sensitive issues 

around HIV/AIDS. 

 

6.2.1.2 Ethnic group 

The findings of this study indicated that equal numbers of participants were African (eight) 

and Coloured (eight). This indicates that information was gathered from different ethnic 

groups.  
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6.2.1.3 Home language and other languages 

Based on the findings, all the participants are able to communicate (i.e. read and write) in 

English, irrespective of their ethnicity, and the majority can also communicate (i.e. read and 

write) in Afrikaans. It can thus be concluded that they are adequately able to counsel patients 

in English as well as Afrikaans as the basis of communication. 

 

6.2.2  QUALIFICATIONS 

 

The findings indicated that all the participants have high school education, but it is not clear 

which particular grades they have completed. Four have tertiary level qualifications, but it is 

unclear which degree or diploma they have obtained. The qualifications of the participants 

therefore differ. 

 

6.2.3  WORK EXPERIENCE 

 

6.2.3.1 Years of experience 

All the participants have been at the present institution for more than one year and up to 

seven years. This suggests that they may be adequately knowledgeable regarding HIV/AIDS. 

 

6.2.3.2 Preferred language of communication with patients 

Despite the participant’s home language, the majority of the participants prefer to 

communicate in other languages than their home language. It can be concluded that the 

participants are also fluent in other languages. 

 

6.2.3.3 Use of interpreter 

Concerning the three languages preferred by the participants for communication, only a few 

(six) indicated that hey need to use an interpreter. It is thus not clear which language group 

made use of an interpreter.  

 

6.2.3.4 Experiences with the interpreter 

The participants’ experiences of making use of an interpreter were that they were unsure 

whether the information was phrased correctly. It can be concluded that the use of an 

interpreter is not always beneficial to the counsellor or the patient as it may result in 

misunderstanding. 
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6.2.4  TRAINING 

 

6.2.4.1 Training received 

Although the participants received their training in different years, all received training as 

adherence counsellors at the same training agency. This suggests that they are knowledgeable 

in adherence counselling and that their knowledge is concurrent with the need of the clinic or 

hospitals at which they render service. 

 

6.2.4.2 Training experience 

All the participants received training in basic counselling skills and adherence counselling. A 

few participants indicated additional training in voluntary counselling and testing, as well as 

prevention of mother-to-child transmission counselling. It can be concluded that all the 

participants have not received the same training in counselling, but it is unclear which 

counsellors received additional counselling training.  

 

6.2.4.3 Previous experience in counselling or adherence counselling 

Based on the finding of this study, eight participants did not have any previous experience in 

counselling or adherence counselling. Eight participants had previous experience of different 

fields of work and their experiences are related to HIV/AIDS. It is not clear where and when 

the participants received their counselling experiences. It can be concluded that participants’ 

experience in counselling or adherence counselling varies. 

 

6.2.4.4 Areas in which additional training is needed 

Although all the participants indicated that they received training in basic HIV/AIDS 

counselling, adherence counselling and other related fields of counselling, all the participants 

indicated the need for more training in counselling of social problems and in counselling 

children at different ages and developmental stages. It is not clear whether they received 

previous training in these fields and what the duration of the training was. It can be concluded 

that the participants lack knowledge in intervening with problems related to these fields. 
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6.2.5  COUNSELLING 

 

6.2.5.1 Description of counselling 

All the participants have an understanding of counselling. It can be concluded that the 

participants have knowledge of the purpose of counselling. 

 

6.2.5.2 The need for counselling 

All the participants indicated that everyone needs HIV/AIDS counselling. This suggests that 

the participants are aware that everybody, irrespective of race, gender and age can be at risk 

of contracting HIV/AIDS. 

6.2.5.3 Counselling with different cultural backgrounds 

When working cross-culturally, the counsellor and the client have to cross certain borders 

which must be seen as a learning experience. It was found that all the participants mentioned 

qualities of respect, being non-judgmental, and learning more about one's own cultural 

background as of importance when dealing with patients. It can be concluded that the 

participants are aware of cultural differences. 

 

6.2.5.4 Aspects to consider in counselling 

Based on the findings of the study, the majority of the participants indicated environmental 

factors that need to be considered in counselling. This suggests that the participants have 

knowledge of the importance of environmental factors as contributing towards creating a 

patient-friendly as well as a trustful relationship with their patients and/or clients. 

 

6.2.6  HIV TESTING AND HANDLING OF RESULTS 

 

6.2.6.1 Goals of pre-test counselling 

Pre-HIV test counselling is an important information giving session for those who intend 

undergoing an HIV test. It can be concluded that all the participants are knowledgeable about 

the goals of pre-test counselling.  

 

6.2.6.2 HIV risk assessment 

It is important for the counsellor to assess the likelihood of whether the patient or client has 

been exposed to any risky behaviours and lifestyles in order to prepare the patient for the 
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results. It was found that all the participants knew the factors to consider when doing a risk 

assessment. 

 

6.2.6.3 Disadvantages of an HIV test 

It is important for the counsellor to explore with the patient or client all the possible 

advantages and disadvantages of an HIV test, whether the result may be positive or negative. 

The majority of the participants lack knowledge about the disadvantages of an HIV test. It 

can be concluded that the participants lack knowledge for preparing the patient or client for 

the result he or she may face, especially when the result is positive. 

 

6.2.6.4 Giving results to patients 

HIV results should be communicated professionally, calmly and immediately. Based on the 

findings of the study, it can be concluded that the majority of the participants are skilled in 

giving HIV results. 

6.2.6.5 HIV-positive results 

HIV-positive patients need to be informed that medical treatment is available to help them 

stay healthier for a longer period. Based on the findings of the study, half of the participants 

lack knowledge on how post-test counselling should be done. 

 

6.2.7  COMMUNICATION SKILLS 

 

6.2.7.1 Use of communication skills 

Listening and attending are basic skills used in the helping relationship for the counsellor to 

capture and understand both verbal and non-verbal messages that are conveyed by the 

patients or clients when telling their status. Based on the findings, it can be concluded that the 

majority of the participants lack basic communication skills in counselling.  

 

6.2.7.2 Important communication skills 

The counsellor’s first task is to listen to the patient or client. Based on the findings of the 

study the majority of the participants are knowledgeable about listening skills and how to 

indicate attentive listening. 
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6.2.7.3 Confidentiality 

According to the findings of this study, the majority of the participants lack knowledge on 

how to deal with confidentiality in a working relationship. It can be concluded that the 

participants need training in dealing with confidentiality in a working relationship.  

 

6.2.8  THE COUNSELLING PROCESS 

 

6.2.8.1 Phases of the counselling process 

The relationship building phase is the first contact with the patient, be it telephonically or 

personally. The majority of the participants could not identify the relationship building phase. 

It can be concluded that the participants are unskilled in initiating a relationship building 

phase and need training in the skills needed to develop a relationship building phase.  

 

6.2.8.2 Techniques used 

It is important to allow time for the patient to be able to identify his or her own problems and 

for the counsellor to assist the client or patient to identify goals. Based on the findings of this 

study, the majority of participants appear to be unskilled in applying the techniques required. 

It can be concluded that the participants need more knowledge on how to utilise the 

techniques in order to allow the patient or client to identify his or her own problem.  

 

6.2.8.3 Assessment phase 

During the assessment phase the counsellor assists the patient or client to clarify and explore 

the problem. Based on the findings of this study, the majority of the participants lack skills in 

performing assessments. It can be concluded that the participants need more knowledge and 

training in performing assessments.  

 

6.2.8.4 Intervention phase  

Intervention in counselling entails the involvement of the patient or client in the 

implementation of plans and the attainment of goals and the counsellor acting as a facilitator. 

The majority of the participants were skilled in identifying what intervention in counselling 

involves. It can be concluded that the participants are skilled in performing tasks involved in 

intervention. 
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6.2.8.5 Termination phase 

Termination in counselling HIV/AIDS patients cannot be predicted due to various reasons, 

such as the patient's illness which might require immediate admission to a rehabilitation 

centre, hospice or health centre, irrespective of whether it is self-requested or not. The 

majority of the participants lack understanding of termination in counselling. It can be 

concluded that participants need further training in termination of counselling. 

 

6.2.9  ADHERENCE TO TREATMENT 

 

Non-compliance with the prescribed dose or doses of ART may result in drug resistance 

which, in turn, may affect the patient's viral load, as well as the CD4 count. Based on the 

findings the majority of the participants have an understanding of the factors associated with 

non-adherence. It can be concluded that the participants are knowledgeable about the factors 

of non-adherence. 

 

6.2.9.1 Benefits of adherence  

The goal of Antiretroviral treatment is to prolong the health condition and decrease HIV-

related morbidity and mortality. All the participants understand the benefits of adherence. 

Based on the findings the participants are knowledgeable about the benefits of adherence. 

 

6.2.9.2 Risks threatening adherence  

Various factors could affect the patient's adherence, which ranges from regimen 

characteristics, patient factors, the relationship between provider and patient and the system 

of care. Most of the participants were unable to identify most of the factors that affect 

adherence. It can be concluded that the participants are not sufficiently knowledgeable about 

the factors that may affect the participant’s adherence to treatment.  

 

6.2.10  REFERRALS 

 

6.2.10.1 Origin of referrals 

Referrals in a health setting are mostly done by professional people. All the participants 

receive their referrals for the patients from the professional people. 
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6.2.10.2 Views on referral system 

Referrals that are made in time and are clearly communicated or written allow the counsellor 

time to prepare him/herself for the interview. The majority of the participants found the 

referral system to be good. A few participants found the referral system to be "not always 

good" and indicated that it needed to be improved. Based on the findings it can be concluded 

that the referral system is good. 

 

6.2.10.3 Internal referrals 

Referrals between team members are important as it facilitates decisions about intervention, 

influences the allocation of resources and determines whether or not there are potential risks 

in the situation (UNAIDS, 2003:17). Based on the findings of this study, all the participants 

refer patients to the same members of the multi-disciplinary team and/or to professional 

people. It can be concluded that internal referrals are done and this is an indication of good 

team work. 

 

6.2.11  SUPPORT AND MENTORING 

 

6.2.11.1 Support and mentoring received 

The findings indicate that all the participants receive support or mentoring on a monthly 

basis. This suggests that they are receiving the necessary support from their mentors. 

 

6.2.11.2 Difficult situations 

All the participants are faced with difficult situations with their clients and they consult with 

other team members or professionals, as well as their mentors. This suggests that the 

participants do have immediate access to consultations when faced with difficult situations. 

 

6.2.11.3 Obstacles in counselling 

The obstacles that are experienced by all participants are patient-, environment- and language 

barrier-related. This explains why they consult the social worker, nursing sister and their 

mentors when faced with difficult situations. However, this may suggest a lack of 

intervention skills with patients and a lack of support from their mentors and/or those in 

authority when it comes to environmental and language barrier issues. 

 

6.2.11.4 Removal of obstacles 
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The findings of the study reveal that, based on patient issues, improvements need to be made 

with regard to the referral system and based on the environmental and language issues, 

improvements need to be made by those in authority or by managers. 

 

6.2.12  GENERAL COMMENTS BY PARTICIPANTS 

 

Although all participants indicated receiving support or mentoring from their mentors and 

other team members or professions, they still raised concerns regarding their working 

conditions and salaries. This suggests that the support they are getting is not enough, or that 

their needs or concerns are not adequately attended to, as they would like it to be. It is not 

clear what support they are receiving from their mentors or what the mentorship sessions 

entail. 

 

 

6.3  RECOMMENDATIONS 

 

Recommendations from this study have been formulated on the basis of the conclusions 

made. 

 

6.3.1 USE OF INTERPRETERS 

 

It is recommended that counsellors should communicate with the patients or clients in the 

language preferred by the patient or client. As observed in the study, it was clear that the 

participants’ experiences with interpreters are not of benefit to them or to the patients or 

clients. 

 

6.3.2  TRAINING 

 

•  It is recommended that: all participants receive the same training in counselling as it will 

lessen the burden on specific counsellors. 

• All counsellors should undergo training courses in counselling children at different ages 

and developmental stages as well as training in counselling for dealing with social problems. 

Such training could be arranged with the Department of Social Work or Psychology.  

• The participants should be trained to know the disadvantages of doing an HIV test as it is 



 145

important to discuss both the advantages and disadvantages of an HIV test in order to allow 

the patient or client to make an informed decision, to give informed consent and to prepare 

the patient or client to adjust to the future complications or problems caused by the 

progression of the illness. They should also be trained in how to do post test counselling. 

• Counsellors who find it difficult to identify the basic skills in communication, should be 

trained in communication skills. A training course with the Social Work Department should 

be arranged by the employer. 

• Counsellors who find it difficult to deal with confidentiality in a working relationship or in 

working with HIV/AIDS, should be trained in how to deal with confidentiality when handling 

a patient's information. A training course should be arranged with the HIV/AIDS legal aid 

clinics.  

•  Counsellors working with HIV/AIDS patients should receive training with regard to the 

different phases in counselling in order to work according to a framework that guides them in 

the progression of their sessions. 

• Counsellors should be trained by an experienced person in adherence counselling so that 

they will recognise the predictable factors that could affect the patient's adherence to 

treatment. 

 

6.3.3 SUPERVISION AND MENTORING  

 

It is recommended that the mentors avail themselves more frequently to discuss immediate 

problem situations experienced by counsellors, as these may result in putting more pressure 

on other members of the team. 

 

6.3.4  WORKING CONDITIONS AND SALARIES 

 

It is recommended that the working conditions of the counsellors be improved to be 

conducive to the effectiveness of counselling, so as to serve the best interests of the patients 

or clients. The agency management should therefore take responsibility for providing the 

necessary equipment and training that will create a user friendly environment and skilled 

counsellors. 
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6.3.5 FUTURE RESEARCH 

 

It is recommended that:  

• future research is undertaken on the views of patients on ART about the services 

received from the counsellors. 

• research be conducted on the impact of working conditions and environmental 

factors on both counsellors and patients. 

• research be conducted on the role of the Social Worker in working with 

HIV/AIDS patients on ART or who are about to commence ART and their 

experience with the counsellors.  
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ADDENDUM A 
 

CONSENT FORM 
 
University of Stellenbosch 
Department of Social Work 
2008 
 
ART:  THE VIEWS OF COUNSELLORS ABOUT SKILLS NEEDED IN COUNSELLING 
HIV/AIDS PATIENTS 
 
A. I, the undersigned,  ……………………………………………….. 
 
 Confirm that:   
 

1. I was invited to take part in the above mentioned research project which is undertaken 
through the Department of Social work of the University of Stellenbosch, directed by           
Ms N Frans. 
 
2. It has been explained to me that: 
 

2.1 The purpose of the study is to gain a better understanding of the intervention skills needed by 
counsellors in counselling HIV/Aids patients on ART. 

2.2 The procedure to be followed for this part of the study is both qualitative and quantitative, and 
will take place in the form of semi-structured personal interviews with the counsellors. There 
will be one interview per participant and the interview will not exceed one hour. 

2.3 There will be …………. other participants taking part in the study. 
2.4 Possible advantages to participants will be that guidelines for counsellor’s intervention with 

counselling HIV/Aids patients will be presented. 
2.5 The collected information will be treated as confidential.  The findings will be published, but 

no names of any participant will be mentioned. 
2.6 I can obtain information from the researcher after the project has been concluded. 
2.7 I have been informed of my right to refuse participation, and that this refusal will not affect in 

anyway my present/future relationship with my employer. 
2.8 No payment or extra cost will be given or charged for participation in the project. 

 
3. The information that has been given above by Ms.N Frans, has been explained to me / 
the respondent in a language that I understand and that I have been given the opportunity to 
ask which have been answered in a satisfactory manner. 
 
B. I herewith confirm that I participate voluntarily in the above-mentioned study. 
 
 Signed at ………………….………. on this ……….. day of ……………...…….…. 
2008 
 
 

 …………………………………….. 
 Respondents Signature 
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DECLARATION BY THE RESEARCHER 
 
I, Nocawe Rabeka Frans, declare that I: 
 
1. Explained the information that is contained in this document to the participant. 
2. Encourage him/her to pose questions on anything that was unclear. 

3. That this discussion was held in Afrikaans, English and Xhosa and that no translator was 
used. 
 
 
 
……………………………………….  ………………………………………… 
RESEARCHER      PARTICIPANT 
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ADDENDUM B 
 
University of Stellenbosch  
Department of Social Work 
2008 
 
THESIS QUESTIONNAIRE CONFIDENTIAL WHEN COMPLETED  
 
ART:  THE VIEWS OF COUNSELLORS ABOUT SKILLS NEEDED IN COUNSELING 
HIV/AIDS PATIENTS  
 
The questionnaire will take about 20-25 minutes of your time.  All information is strictly 
confidential and is used for research purpose only.  The purpose of the study is to gain a better 
understanding of the intervention skills needed by Counsellors in Counselling HIV/Aids patients on 
Antiretroviral treatment.  The questionnaire is anonymous; please do not write you name on the 
questionnaire. 
 
INSTRUCTION:  All answers are confidential.  There is no right or wrong answer and you are 
requested to be as honest as possible in answering the questions.  If you are unsure of any questions, 
please ask the researcher, as she will be available to handle all questions. 
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UNIVERSITY OF STELLENBOSCH  
 
DEPARTMENT OF SOCIAL WORK 
 
QUESTIONNAIRE 
 

SEMI-STRUCTURED INTERVIEW SCHEDULE FOR COUNSELLORS 
 
ART:  The views of counsellors about skills needed in counselling HIV/Aids patients 
 
All the information recorded in the questionnaire will be regarded as confidential.  Individual or 
respondents names will not be made known. 
 
SECTION A 
 

1. IDENTIFYING DETAILS 
 

1.1. Age. ________________________________ 
 

1.2. Ethnic Group  __________________________ 
 

1.3. Home Language_________________________ 
 
 What other languages can you read or write: 

 
READ: 

AFR  ENG  XHOSA  
Other:  _____________________________________ 
 
WRITE:  

AFRI  ENG  XHOSA   
        Other:  ______________________________________ 

 
SECTION B 
 

2. QUALIFICATIONS 
 

2.1.  Primary School Education   
2.2.  High School Education        
2.3.Tertiary Education                 

 
SECTION C 
 
3. WORK EXPERIENCE  
 
3.1. How long have you been a counsellor at the present institution? ______________ 
 
3.2. Which language do you prefer in communicating with your patients?  _________ 
 
3.3. How often do you make use of an interpreter?  ____________________________ 
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3.4. If yes, what is your experience about the presence of an interpreter during your 

communication with the patients: ______________________________________ 
 

__________________________________________________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 

SECTION D 
 

4. TRAINING  
 
4.1. Did you receive any formal training in counselling or adherence counselling? 

YES  NO   
 
4.2. If yes, where and when was your last training?____________________________ 
 

__________________________________________________________________ 
 
4.3. What does your training entail? ________________________________________ 
 

__________________________________________________________________ 
 
 __________________________________________________________________ 
 
4.4. Do you have any previous experience in counselling or adherence counselling? 

YES  NO   
 
If yes, explain the nature of your experience.______________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 

 
4.5. Are there specific areas of counselling that you think you need more training on?  
 

__________________________________________________________________ 
 
SECTION E 
 
5. DESCRIPTION OF COUNSELLING 
 
5.1. Explain your understanding of counselling? 

__________________________________________________________________ 
 
__________________________________________________________________ 

 
 __________________________________________________________________ 
 
 __________________________________________________________________ 
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SECTION F 
 
6. NEED FOR COUNSELLING 
 
6.1. Which people do you think require HIV/Aids counselling?  

__________________________________________________________________ 
 

__________________________________________________________________ 
 

6.2. How should a counsellor deal with a person who has a different cultural background than 
the counsellor during counsellling?  
__________________________________________________________________ 

 
__________________________________________________________________ 
 
__________________________________________________________________ 

 
6.3. Which of the following need to be considered in counselling? 
 

(a)  Privacy of venue  
(b)  Time for discussion   
(c)  Counsellors behaviours  
(d)  All of the above   

 
SECTION G 
 
7. HIV TESTING AND HANDLING OF RESULTS 
 
7.1. Before performing an HIV test what should the goals of counselling include?   
 

__________________________________________________________________ 
 
__________________________________________________________________ 

 
7.2. By which of the following can the risk of a positive HIV result be assessed? 
 

(a) The number of partners in the last month / 6months 
or year  

 

(b)  The type of sex whether anal / vaginal / oral  
(c)  The frequency of condom use  
(d)  All of the above   

 
7.3. What are the disadvantages of having an HIV test? ________________________ 
 

__________________________________________________________________ 
 
7.4. How should results of an HIV test be given to patients?  

__________________________________________________________________ 
 

__________________________________________________________________ 
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7.5. How should post-test counselling in the case of positive HIV test result be given to patients? 
________________________________________________________ 

 
__________________________________________________________________ 

 
SECTION H 
 
8. COMMUNICATION SKILLS 
 
8.1. Which of the following is essential communication skills used through the entire counselling 

session? 
(a)  Respect   
(b)  Listening   
(c)  Attending   
(d)  Empathy   

 
8.2. Which of the above is the most important communication skill?  Please describe this 

skill.__________________________________________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 

 
8.3. What does confidentiality in a working relationship refer to?  

__________________________________________________________________ 
 

__________________________________________________________________ 
 

SECTION I 
 
9. COUNSELLING PROCESS 
 
9.1. With regards to the phases of the counselling process to which of the following does the 

relationship building phase refer? 
(a)  The counsellor has accepted the referral, arranges an appointment or 
contacted the patient  

 

(b)  The counsellor has a brief contact with the patient or first meets 
with the patients. 

 

(c)  The counsellor has a brief discussion of the problem prior to the 
session 

 

 
9.2. With which of the following techniques can the counsellor assist the patient to tell his/her 

story? 
(a)  By giving the patient an opportunity to explore his or her emotions, 
and to think through the complexity of problems 

 

(b)  By interrupting the patient when he or she tells a long story, in order 
for the counsellor to get a clearer picture 

 

(c)  Attentively listening to what the client says verbally  
(d)  Asking closed questions not allowing the client to say much   
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SECTION J 
 
10. ASSESSMENT PHASE  
 
10.1. With which of the following can the counsellor increase the patient’s understanding of the 

problem? 
(a)  The counsellor clarifies and explores the problem  
(b)  The counsellor identifies the problem and indicates to the patient 
what the problem is. 

 

(c)  Both the counsellor and the patient clarify and enlarge their 
understanding of the chosen problem situation  

 

 
SECTION K 
 
11. INTERVENTION PHASE  
 
11.1. Which of the following should intervention or action in counselling involve? 

(a)  The identification of plans by the counsellor as to how the problem 
can be solved and allow the patient to perform the task. 

 

(b)  Involve the patient in implementation of plans formulated as well as 
the attainment of goals, the aim being to promote the patient’s 
responsibility and the counsellor acts as a facilitator. 

 

(c)  The counsellor motivates the client to focus on the counsellor’s 
advice in order to gain confidence 

 

 
SECTION L 
 
12. TERMINATION PHASE  
 
12.1. Which of the following does termination in counselling entail? 

(a)  Ending the helping relationship  
(b)  The problem is solved or the patient is referred to another institution  
(c)   The relationship ends anytime e.g. after the first or second session  
(d)  Cannot be predicted  
(e)  The relationship never ends  

 
SECTION M 
 
13. ADHERENCE TO TREATMENT  
 
13.1. In the treatment of HIV which of the following is associated with non-adherence? 

(a)  Improved levels of the drug in the blood and throughout the body   
(b)  Improved treatment outcomes  
(c)  Rising viral load and decrease CD4 counts   
(d)  Delay in the development of resisted straits of HIV  

 
 
SECTION N 
 
14. BENEFITS OF ADHERENCE  
 
14.1. Which of the following are the benefits of being adherent to medication? 
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(a)  Feeling better and healthier   
(b)  Stopping the medication  
(c)  No need to take the medication as prescribed   
(d)  All of the above   

 
 
SECTION O 
 
15. RISKS TO ADHERENCE  
 
15.1. What can affect patient’s adherence?  ___________________________________ 

 
__________________________________________________________________ 

 
SECTION P  
 
16. REFERRALS 
 
16.1. Who refer patients to you? ____________________________________________ 

 
 

 
16.2. What are your views on the present referral system?   
 

__________________________________________________________________ 
 

 
16.3. Who do you refer patients to internally?  _________________________________ 
 

__________________________________________________________________ 
 
SECTION Q 

 
17. SUPPORT AND MENTORING  
 
17.1. Does your work provide you with support or mentorship? 

YES  NO  
 
17.2. If yes, how frequently 

(a)  Immediately   
(b)  Weekly  
(c)  Monthly   
(d)  Quarterly  
(e)  Other   

 
 
17.3. Who do you consult when faced with difficult situations with your patients? 
 

__________________________________________________________________ 
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17.4. Which obstacles are you experiencing in counselling patients? 
__________________________________________________________________ 

 
__________________________________________________________________ 
 
__________________________________________________________________ 

 
17.5. What can improve these obstacles with counselling patients at your working situation or 

environment? ____________________________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 

 
18. COMMENTS 

 
__________________________________________________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 

 
__________________________________________________________________ 

 
__________________________________________________________________ 

 
__________________________________________________________________ 

 
THANK YOU VERY MUCH FOR YOUR CO-OPERATION 
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ADDENDUM C 

NATIONAL ANTI-RETROVIRAL TREATMENT GUIDELINES 
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ADDENDUM D 

ATTIC ART TRAINING PROGRAMME 
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