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Explanation Of Terms
Acceptance of ART refers to the action of agreeing to the initiation of the antiretroviral therapy taken by a tuberculosis patient co-infected with HIV when this treatment is comprehensively offered for the first time during TB therapy.

Refusal/Non-acceptance of ART refers to the action of turning down the initiation of the antiretroviral therapy taken by a tuberculosis patient co-infected with HIV when this treatment is comprehensively offered for the first time during TB therapy. 

Optimal adherence to ART refers to the action of correctly taking at least 95% of the monthly supply of the prescribed antiretroviral drugs to be taken by HIV co-infected TB patients when monitored using the pill count strategy of treatment adherence monitoring.

Sub-optimal adherence to ART refers to the action of taking less than 95% of the monthly supply of the prescribed antiretroviral drugs taken by HIV co-infected TB patients when monitored using the pill-count strategy of treatment adherence monitoring.
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REASONS FOR REFUSING ANTIRETROVIRAL THERAPY BEFORE COMPLETION OF TUBERCULOSIS TREATMENT AT PIGG’S PEAK HOSPITAL, SWAZILAND.

Abstract
Background

 Statistics from Pigg’s Peak Hospital, in Swaziland, continue to show an improvement in the uptake of HIV testing among TB patients, as well as a very high rate of HIV co-infection among the TB patients. The unit’s reports also show a low uptake of antiretroviral therapy among the HIV co-infected TB patients, and high death rates.   Most of these deaths occur among HIV co-infected TB patients who have not yet initiated ART despite being on TB treatment. Anecdotal evidence suggests that there is reluctance and refusal by a considerable proportion of TB/HIV co-infected patients to take TB treatment and ART concurrently, and that they prefer to commence ART after completing TB treatment. No study has ever been conducted in Swaziland to determine the reasons for refusal of ART initiation prior to the completion of TB treatment among HIV co-infected TB patients.
Aim

The aim of this study was to explore the reasons for refusing antiretroviral therapy among HIV co-infected tuberculosis patients, prior to the completion of tuberculosis treatment, at Pigg’s Peak Hospital, in Swaziland.
Methods
A qualitative descriptive study was conducted in order to generate information on the subjects’ experiences and views on the concurrent taking of tuberculosis and antiretroviral medicines. A sample of nineteen HIV co-infected TB patients was purposefully selected to answer the research question. 

Results
The most common reasons given by the respondents for refusing ART initiation during TB therapy were their un-readiness for ART, especially because ART must be taken for life,  the perception that one was still in good health, the fear of adverse outcomes being precipitated by combining ART with TB medicines, a preference of traditional medicines, and health systems-related problems. Other reasons were: a lack of food, substance abuse, a fear of the increased pill burden, a denial of the HIV-positive status, and problems related to treatment supporters. 

Conclusion
In TB/HIV co-infection care settings, comprehensive Pre-ART counseling must be integrated with interventions that address the specific barriers to ART initiation faced by clients; to improve the acceptability of ART initiation during TB therapy to these HIV/TB co-infected patients.
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CHAPTER 1: INTRODUCTION
1.1 Background

The global HIV challenge

The global HIV epidemic has significantly escalated over the past decade. In 2009, there were 33.3 million people living with HIV in the world compared to 26.2 million in 1999, and there were 2.6 million new HIV infections in contrast to 3.1 million in 1999 (UNAIDS, 2010). Furthermore, there were 1.8 million global AIDS-related deaths (UNAIDS, 2010). One in four AIDS deaths is caused by tuberculosis, a preventable and curable disease.

Global HIV prevention has significantly improved over the past decade, as evidenced by: a twenty percent reduction in new HIV infections in fifteen of the most severely affected countries; a decrease in the prevalence of HIV greater than twenty-five percent, consequent to the adoption of safer sexual practices by young people; and an increase in the proportion of HIV-infected pregnant women, who accessed antiretroviral treatment aimed at preventing mother-to-child transmission of the virus from thirty-five to fifty-three percent (UNAIDS, 2010). Despite the reported improvements in prevention strategies, the incidence rate remains high, with two new HIV infections for every single person initiated on antiretroviral therapy (UNAIDS, 2010).                                                                                                                  

The HIV trends and challenges in Southern Africa

 In Sub-Saharan Africa the HIV epidemic is stable or declining, as shown by: the decrease in the number of new HIV infections from 2.2 million people in 2001 to 1.8 million in 2009; the decline in the HIV incidence rate, greater than twenty-five percent, in twenty-two countries located in this region between 2001 and 2009; and the reduction in new HIV infections greater than twenty-five percent in four out of the five countries in the region with the worst HIV epidemics, between 2001 and 2009 (UNAIDS, 2010).  AIDS-related deaths are declining in Southern Africa. This is evidenced by the fact that they decreased by twenty percent in this region between 2004 and 2009. This desirable development has been largely made possible by a treatment scale-up which has significantly increased the proportion of medically eligible adults and children who received antiretroviral therapy from 2% in 2002 to 30% in 2009. For example, in Botswana, where the ARV treatment coverage exceeds ninety percent, there was a fifty percent decline in the number of AIDS-related deaths from 18 000 in 2002 to 9 100 in 2009. Furthermore, in rural Malawi the provision of ART has been linked to a 10% drop in adult mortality between 2004 and 2008 (UNAIDS, 2010). 

In Southern Africa the number of children below 15 years of age who became newly infected with HIV decreased from 190 000 in 2004 to 130 000 in 2009, while 54% of the pregnant women living with HIV in this region received antiretroviral medicines to prevent the transmission of the virus to their children, compared to 15% in 2005 (UNAIDS, 2010). These gains in the prevention of the mother-to-child transmission of HIV were better in Botswana, Namibia, South Africa, and Swaziland, where the coverage of anti-retrovirals for preventing the mother-to-child transmission of HIV surpassed 80%.  

Gender variations of the HIV epidemic 
Women and girls remain disproportionately more susceptible to HIV infection, and this is especially true in Southern Africa. This region is home to 76% of all women living with HIV in the world, most of whom are between 15 and 24 years of age (UNAIDS, 2010). The latest prevalence data show that thirteen women in Southern Africa become infected with HIV for every ten men (UNAIDS, 2010).

The impact of TB and HIV co-infection

The global scourge of HIV continues to disproportionately place a significant burden on developing countries, which bear 95% of tuberculosis cases and 98% of tuberculosis deaths (WHO, 2010). These statistics clearly indicate that both HIV infection and tuberculosis pose a major public health challenge in developing countries, especially those in Sub-Saharan Africa where, in 2009, there were approximately 22.5 million people living with HIV, accounting for 68% of the global HIV burden (UNAIDS, 2010). Furthermore, about 72% of the worldwide AIDS mortality (1.3 million out of 1.8 million deaths) in 2009 occurred in Sub-Saharan Africa (UNAIDS, 2010). The proportion of adults and children in Sub-Saharan Africa who were medically eligible for antiretroviral therapy and eventually received the treatment increased from 2% in 2002 to 37% in 2009. In addition, mycobacterium tuberculosis infects a third of the world’s population and about 8.8 million new cases of tuberculosis were diagnosed worldwide in 2010 (WHO, 2010).    

 Tuberculosis is the most frequent opportunistic infection among HIV infected individuals, and also accounts for the majority of deaths in these patients, especially in developing countries. Despite effective tuberculosis chemotherapy, in HIV/TB co-infection, tuberculosis is associated with substantially increased case fatality rates.                                                (Karim; et. al., 2010)

The importance of treating both HIV and TB co-infections
In the developing world many individuals infected with HIV know their status only after being initially diagnosed with tuberculosis in a healthcare facility (Akksilp; et. al., 2007), hence the recommendation and practice of testing for HIV in all patients presenting with tuberculosis. Treatment with highly active antiretroviral therapy (HAART) significantly improves the lives of people living with HIV and AIDS both qualitatively and quantitatively with a resultant decrease in the long-term cost of care (Maisels; et. al., 2004). Recent studies have unveiled compelling evidence of the benefits of initiating antiretroviral therapy during the course of tuberculosis treatment (Karim; et. al., 2010). For example, a study conducted in a resource-limited public health setting, in Thailand, showed that HIV co-infected tuberculosis patients who did not receive HAART while on TB treatment had a six times greater risk of death than those co-infected patients who received HAART prior to the completion of TB therapy (Sanguanwongse, 2008). Thus, the World Health Organisation currently recommends that tuberculosis patients on treatment who are co-infected with HIV are eligible for ART regardless of their CD4 count and should be initiated on HAART as soon as they are stable within two to eight weeks after beginning TB treatment (Sanguanwongse, 2008).

HIV and TB in Swaziland

Both the incidence and prevalence of HIV infections in Swaziland are very high, with an estimated HIV prevalence of 19% in individuals with ages of 2 years and above, and 26% among the 15 – 49 age groups. Furthermore, the sentinel survey of 2008 conducted on pregnant women attending antenatal care services reported that the prevalence of HIV in pregnant women is 42% (Ministry of Health, 2008).

In addition, TB and HIV co-infections have become a serious threat to public health services in Swaziland. Tuberculosis accounts for more than 20% of all hospital admissions and is responsible for an estimated 50% of deaths among HIV-infected persons. The annual case notification rate of TB in Swaziland has significantly increased from 236 per 100 000 population in 1996 to about 1 045 per 100 000 population in 2010, which is now the highest in the world (Swaziland Annual Health Statistics Report, 2010). In addition, the mortality rate of TB during the period 1997 to 2000 period escalated by more than 100%, with 411 reported deaths in 1997 as compared to 1106 deaths in 2000. All this evidence supports the statement that the mortality and morbidity of the current TB epidemic is being fuelled by the high prevalence of HIV infection in the general population. The 10th HIV sentinel surveillance among TB patients showed that about 80% of TB patients, in Swaziland are also infected with HIV. Therefore, the control of the TB epidemic currently affecting Swaziland is not feasible if equally serious attention is not given to HIV infection control. Thus, effective and strong collaboration between TB and HIV infection control programmes is mandatory, as recommended by the WHO. Such integration should be aimed at reducing the burden of TB among PLWHA and decreasing the burden of HIV infection in TB patients.  (Swaziland National Policy Guidelines for TB/HIV Collaborative Activities, 2007). 

Both the National TB and HIV treatment guidelines for Swaziland recommend that tuberculosis patients co-infected with HIV should be initiated on antiretroviral therapy regardless of their CD4 count once they are stable within two to eight weeks of TB treatment, in line with the current recommendations by the WHO. However, despite the commendable decentralization of integrated TB/HIV care services and the extensive training of healthcare workers on the proper management of TB/HIV co-infections by the Swazi Health Ministry and its partners, the national uptake of ART among HIV co-infected TB patients is currently about 60% as against a national target of 100%, which is the WHO recommendation (Ministry of Health, 2011). It follows that a very significant proportion of HIV co-infected TB patients (about 40%) are failing to access life-saving HAART during the course of TB therapy in line with national and WHO guidelines. Anecdotal evidence sourced by the National TB Control Programme (NTCP) from its quarterly national data review meetings suggests that most of these patients refuse ART initiation while receiving TB treatment, as opposed to not being offered ART (NTCP, 2011).   

TB/HIV co-infection management at Pigg’s Peak Hospital 
The quarterly report for the TB Clinic at Pigg’s Peak Government Hospital, which is the focus of this study, for the third quarter of 2011 (July 1 to September 30), shows that a total of 159 cases of TB were diagnosed during this quarter, 92% of these clients underwent HIV counseling and testing, 70% of the TB patients who tested for HIV were actually co-infected with HIV, 33% of the TB/HIV co-infected patients were successfully initiated on antiretroviral therapy, and 15% of all the TB patients died. Furthermore, the quarterly report for the same TB clinic for the fourth quarter of 2011 (October 1 to December 31) reveals that; a total of 156 cases of TB were diagnosed during this quarter, 91% of these clients received HIV counseling and testing, 76% of the TB patients who tested for HIV were actually co-infected with HIV, 31% of the TB/HIV co-infected patients were successfully initiated on antiretroviral therapy, and 13% of all the TB patients died. 

The statistics for the two quarters alluded to above show a 90% uptake of HIV testing among TB patients,  which is very close to the National TB Control Programme’s target of 100%.  The report  also shows  a very high rate of HIV co-infection among TB patients, a high death rate among the TB patients, and a very low uptake of ART (32% on average) among HIV co-infected TB patients, which is below the National TB Control Programme’s target of 100% ART uptake among all TB/HIV co-infected clients. In addition, the TB register at Pigg’s Peak Hospital shows that more than 90% of all the patients who died while on TB treatment in each of these two quarters stated above were co-infected with HIV and not yet initiated on antiretroviral treatment. The quarterly statistics indicate that there is a significant proportion of TB/HIV co-infected patients at this facility who are undesirably not on antiretroviral therapy, which is worrying in the face of high mortality rates evident among those TB/HIV co-infected patients not receiving ART. Ideally, the WHO recommends that all HIV co-infected TB patients should be commenced on antiretroviral therapy within two to eight weeks of initiating TB therapy, and when the patient is clinically stable (Sanguanwongse, 2008).

Anecdotal evidence based on the observations of healthcare workers manning this facility suggests that this undesirable state of affairs is a result of the reluctance and refusal of a considerable proportion of TB/HIV co-infected patients to take concurrent TB and ARV therapy, which they would have to do if HAART were to be commenced prior to the completion of the tuberculosis treatment in line with WHO recommendations and Swaziland National Treatment Guidelines. The anecdotal evidence suggests that the TB/HIV co-infected patients prefer to commence ART after completing the TB treatment.
1.2 Problem Statement

Most patients diagnosed with tuberculosis at Pigg’s Peak Hospital’s TB clinic also subsequently test positive for HIV (70 – 80%). Successful treatment of these HIV co-infected TB patients requires early initiation of ART as soon as they are stable on the tuberculosis medicines. However, a significant proportion of the HIV/TB co-infected patients are reluctant to start taking HIV medicines prior to completing the tuberculosis treatment.  

1.3 Study Justification

In view of the fact that no literature could be found regarding reasons for the decline of HAART among HIV-co-infected TB patients in Swaziland prior to completion of TB treatment, this study will provide useful information on this important element of health care. This research project will also contribute to the development of interventions aimed at improving the uptake of antiretroviral therapy among HIV co-infected tuberculosis patients prior to completion of TB therapy at Pigg’s Peak Hospital and other similar settings in Swaziland. 

1.4 Research Question

 What are the reasons for decline in the uptake of antiretroviral therapy in HIV co-infected tuberculosis patients before the completion of the TB therapy at Pigg’s Peak Government Hospital in Swaziland? 

1.5 Aim of Study

The aim of this study was to explore the reasons for refusing antiretroviral therapy among HIV co-infected tuberculosis patients prior to the completion of the tuberculosis treatment at Pigg’s Peak Hospital in Swaziland.

1.6 Specific Objectives 
1. To identify the factors associated with the declining uptake of antiretroviral therapy in HIV co-infected tuberculosis patients prior to the completion of the tuberculosis therapy at Pigg’s Peak Hospital in Swaziland.

2. To determine the socio-demographic characteristics of HIV co-infected TB patients who decline antiretroviral therapy initiation prior to the completion of the tuberculosis therapy at Pigg’s Peak Hospital in Swaziland.   

                                        CHAPTER 2: LITERATURE REVIEW

  2.1 The Natural Process of HIV Infection 

Acute HIV infection, which is also known as primary HIV infection and or acute seroconversion syndrome, occurs in forty to ninety percent of new HIV infections (WHO, 2004). Symptoms occur two to four weeks post exposure. The acute syndrome may present in the form of: a glandular fever-like illness (fever, rash, arthralgia, and lymphadenopathy) or an acute self-limiting neurologic syndrome (aseptic meningitis, peripheral neuropathy, encephalitis or myelitis). A severe acute seroconversion syndrome might imply a worse long-term outcome. The diagnosis of HIV at this stage may be missed for several reasons which include the fact that the clinician may not consider HIV infection, the non-specific clinical features may be mistaken for another cause, and standard serological tests are usually negative at this stage (WHO, 2004). Serological tests first become positive about four to twelve weeks after infection, with over ninety-five percent of patients seroconverting within six months of HIV transmission. The diagnosis of acute HIV infection is best confirmed by the demonstration of HIV RNA in plasma.

Almost all if not all people infected with HIV will progress to develop HIV-related disease and AIDS in the absence of antiretroviral therapy. In adults there is a long and variable period of latent or asymptomatic HIV infection which precedes the onset of HIV-related disease and AIDS. A person infected with HIV may remain asymptomatic for ten or more years. Some HIV-infected people progress more rapidly than others to HIV-related disease and AIDS. The rate of progression relies on virus and host characteristics. The virus characteristics include type and subtype: HIV-1 and certain HIV-1 subtypes may result in rapid progression. The host characteristics that may result in rapid progression include: age less than five years, age more than forty years, concurrent infections, and genetic factors. The period of asymptomatic illness is much shorter in children. Most children become ill before two years of age while a few remain well for several years.

2.2 The Tuberculosis Infection

Tuberculosis is a bacterial disease which is caused by mycobacterium tuberculosis (WHO, 2004). These organisms are also known as tubercle bacilli or acid fast bacilli (AFB). Tuberculosis disease occurs when the bacilli in the body multiply adequately to overcome the body’s defences. The source of infection is an actively coughing patient with sputum smear- positive pulmonary tuberculosis (PTB). This patient produces infected droplet nuclei while coughing, talking, sneezing, spitting and singing. Direct sunlight kills the bacilli within five minutes but they can survive in the dark for long periods. Transmission therefore generally occurs in confined or congregate settings when exposed persons inhale the infected droplet nuclei. A person’s risk of exposure is increased if the concentration of the droplet nuclei in the contaminated air is very high and the length of time he/she breathes that air is longer. The individual’s risk of infection depends on the extent of exposure to infected droplet nuclei and his/her susceptibility to infection.

After five years untreated TB results in death in fifty percent of the patients, twenty-five percent will be healthy (self-cured by a strong immune system), and twenty-five percent will remain ill with chronic infectious TB. 

Primary or latent infection occurs in people with no previous exposure to tubercle bacilli (WHO, 2004). The miniature droplet nuclei that are inhaled evade the bronchial mucociliary system to reach the alveoli. Infection begins with multiplication of the bacilli in the lungs. This culminates in a lesion known as the Ghon focus. Lymphatics drain the bacilli to the hilar lymph nodes. The combination of the Ghon focus and the associated hilar adenopathy form the primary complex. The bacilli may subsequently spread from the primary complex to the blood stream. In most cases, the immune system stops the multiplication of bacilli but a few dormant bacilli may persist. A positive tuberculin skin test would be the only evidence of infection. In a few cases, a weak immune response results in tuberculosis disease within a few months. Rapid progression to intra-thoracic disease is more frequent in children less than five years of age.

Post-primary tuberculosis develops following a latent period of months or years after primary infection (WHO, 2004). It may occur through re-activation of dormant tubercle bacilli emanating from a primary infection or by reinfection. Reactivation refers to the process of dormant bacilli starting to multiply in response to a trigger such as immunosuppression resulting from HIV infection. Post primary TB frequently affects the lungs. However, any part of the body may be involved. Post primary TB is characterised by extensive cavitation, upper lobe involvement, positive sputum smear, and a lack of intra-thoracic lymphadenopathy in most cases. Patients with these clinical features are the main transmitters of tuberculosis in the community.

 2.3 TB/HIV Co-infection

Global statistics indicate that 11.5 million people living with HIV were co-infected with

mycobacterium tuberculosis (WHO, 2004). Seventy percent of co-infected people were in Sub-Saharan Africa, twenty percent in South-East Asia, and four percent in Latin America and the Caribbean. HIV infection probably increases a person’s susceptibility to infection with mycobacterium tuberculosis. Furthermore, HIV infection increases the risk that mycobacterium tuberculosis infection will progress to active tuberculosis disease. HIV also increases the rate, in addition to the risk, of the progression of new or latent mycobacterium tuberculosis infection to disease. A person living with HIV has a ten times greater risk of developing tuberculosis than an HIV negative individual. HIV infection increases the risk of a person infected with mycobacterium tuberculosis developing tuberculosis disease from ten percent in a lifetime in an HIV-negative individual to ten percent per annum in an HIV-infected person. HIV is actually the strongest factor known to increase the risk of TB. Tuberculosis disease may occur at any point in the course of advancing HIV infection and the risk of developing TB increases sharply with declining immunity. Tuberculosis notifications have increased in populations where both HIV and mycobacterium tuberculosis infections are very common. For example, some populations in Southern Africa have seen a three-to five-fold increase in TB case notifications in the last ten years. The rate of HIV co-infection in these TB patients is as high as seventy-five percent. 
The principles of TB control do not change even in settings of very frequent HIV/TB co-infection. However, in populations with a high prevalence of HIV/TB co-infection, healthcare services are faced with large and escalating numbers of tuberculosis patients. Consequently, there is: over-diagnosis of sputum smear-negative PTB (pulmonary tuberculosis) due to difficulties in diagnosis, under-diagnosis of sputum smear-positive PTB due to the excessive laboratory workload, inadequate monitoring of TB therapy, decreased cure rates, elevated morbidity during therapy, elevated death rates during treatment, increased treatment default rates due to adverse drug reactions, high rates of TB recurrence, and increased transmission of drug-resistant strains among HIV-infected patients in congregate settings (WHO, 2004). Despite the widely held belief that the bacteriological response to TB medicines is not affected by HIV status, some data show that the relapse rates post standard rifampicin inclusive tuberculosis therapy are significantly higher in patients infected with HIV and may be decreased by extending therapy (Lawn, 2009). Furthermore, secondary prophylaxis with isoniazid has been shown to reduce recurrence rates in high burden areas (Lawn, 2009).   

CD4+ T-lymphocytes decrease numerically and functionally with advancing HIV infection (WHO, 2004). Disseminated TB and extrapulmonary TB therefore occur more frequently in the presence of HIV co-infection. Even in people living with HIV, PTB is still the most common form of tuberculosis. On the one hand, in early HIV infection the clinical picture often resembles post-primary PTB with sputum smear results that are often positive, and it commonly presents with cavitation on CXR. On the other hand, in advanced HIV infection; the clinical picture often resembles primary PTB with sputum-smear results that are negative, and it commonly presents with infiltrates as opposed to cavities on CXR. The commonest forms of extrapulmonary TB are pleural effusion, lymphadenopathy, pericardial disease, miliary disease, and meningitis. A study conducted in India, a developing Asian country, showed that tuberculous lymphadenitis and pleural effusion (TB pleurisy) were the commonest forms of extrapulmonary TB in people co-infected with HIV (Singhal and Jaiswa, 2011).

In a person infected with HIV the presence of other infections inclusive of tuberculosis may allow HIV to multiply rapidly. This may result in the faster progression of the HIV infection.

Complexities of the HIV/TB co-epidemic in Southern Africa
Countries in the Southern Africa region, which constitutes the epicentre of the global HIV/TB co-epidemic, have undertaken commendable efforts to adopt and implement appropriate policies, strategies and guidelines in an endeavour to control the HIV/TB co-epidemic. However, these noble achievements are being dealt severe blows by human resource constraints, weak management, weak health systems, inadequate health infrastructure and shortages of equipment and/or health commodities (Corbett et. al., 2006). These factors are limiting the Southern African populace’s access to TB/HIV diagnosis, care and treatment by increasing patients’ waiting times in queues at health facilities, delaying diagnosis and treatment initiation when laboratory reagents are out of stock. Furthermore, medicine stock-outs result in undesirable treatment interruptions which expose clients to the risks of developing drug resistant HIV and TB infections. In addition, the lack of infrastructure has slowed down the decentralisation of fully integrated HIV/TB management services resulting in transport fares constraints for co-infected clients who have to travel to remote, centrally located health facilities offering the integrated services.

Antiretroviral treatment coverage in Southern Africa is still significantly below the targeted goal of 80% access, consequent to the fact that new HIV infections outpace those initiated on ART – for every single person started on HIV medicines two people become newly infected with HIV (World Bank, 2011). Prevention therefore remains pivotal to an effective HIV control response in the African sub-region, especially among the high risk groups such as men having sex with men and commercial sex workers. The incidence of HIV infection is on the rise in some nations, which is why countries must now strive to balance investments in treatment and prevention. However, despite the increase in the financing of HIV control programmes in the past decade, funding shortfalls persist because the bulk of the money covers treatment (World Bank, 2011). 

The on-going global economic crisis has not spared African countries, which are now faced with challenges in mitigating the adverse impact of the financial crisis on scaling up access to HIV medicines, efforts to curb the HIV/TB co-epidemic especially in Southern Africa, interventions aimed at sustaining prevention efforts, and efforts to strengthen weak health systems (World Bank, 2011).

A serious complication of the TB problem in Swaziland and other Southern African countries with a high prevalence of HIV has been the emergence of multi-drug resistant strains of the organism causing the disease (Ministry of Health, 2011). Patients infected with multi-drug resistant strains need prolonged treatment with very expensive medicines which will not cure a significant proportion of them. Such therapy costs at least a hundred times as much as the cost of curing a patient with a drug-sensitive strain of mycobacterium tuberculosis. Hence, very few countries can afford this additional burden. 

2.4 The Prevention and Control of HIV

Global coverage of antiretroviral therapy has shown a progressively increasing trend, even though the universal access target of 80% coverage has not yet been achieved; however, the successful development of a cure or vaccine for HIV is unlikely in the immediately foreseeable future (WHO, 2010). The best possible strategy aimed at mitigating the HIV epidemic is therefore prevention. Successful prevention efforts require continuous and consistent interventions over time, clarity on the actual needs of the target population, and the full participation of members of the target population in the prevention efforts. Some of the stumbling blocks to successful prevention that have been observed in different parts of the world include national or regional political instability, population growth in settings where resources are dwindling, other co-existing endemic diseases, and inefficiency or corruption accompanied by apathy at local governmental/non-governmental, national and international levels.

HIV is a preventable infection. Therefore, if everyone who is currently living with the disease were to completely avoid transmitting it to anyone else, the disease would eventually work itself out and disappear. Data indicate that HIV prevention and counseling efforts can be effective despite the fact that combating transmission through behavior change is a complex challenge. A study was conducted in Zambia with the participation of twelve thousand heterosexual couples (Allen et. al., 1992). This study revealed that fifty-seven percent of the couples consisted of partners both of whom were HIV-negative, twenty-three percent consisted of partners both of whom were HIV-positive, and twenty percent were discordant. All the couples received counseling on HIV prevention and were given condoms. This study further showed a reduction in the HIV acquisition rate from three percent to 0.5 percent per year in couples where both partners were HIV-negative, and a decrease in the HIV transmission from twenty-three percent to less than ten percent per year among the discordant couples.

2.5 The Treatment of HIV Infection (Anti-Retroviral Therapy)
In the early 1980s people infected with HIV were not likely to live longer than a few years. However, this sad state of affairs has been significantly improved by the development of antiretroviral drugs. Currently there are more than thirty approved antiretroviral drugs for the treatment of HIV infection (United States Department of Health and Human Services, 2011). These medicines do not cure people of HIV but they suppress the virus. They do not completely eliminate HIV from the body but are capable of suppressing the virus to undetectable levels. The diminished viral load enables people infected with HIV to live longer and healthier lives. However, these individuals can still transmit the virus and they have to consume the antiretroviral medicines continuously in order to maintain the quality of their health. 

The primary broad goal of antiretroviral therapy is to reduce HIV-related morbidity and mortality, thus enhancing the patient’s quality of life (National Comprehensive HIV Package of Care in Swaziland, 2010). Additional primary objectives of HIV treatment include suppressing the viral load maximally and durably to undetectable levels, and restoration with subsequent preservation of the immunologic function. The secondary goal of antiretroviral therapy is to reduce the incidence of HIV by decreasing transmission amongst discordant couples, from mother-to-child, and to new partners. Furthermore, the other auxiliary goal of HIV treatment is to reduce the stigma and discrimination against people living with HIV.  

According to the United States Department of Health and Human Sciences (2011), the classes of antiretroviral drugs include the following:

· Reverse transcriptase inhibitors (RTIs) – which interfere with the crucial step of reverse transcription in the lifecycle of HIV. During reverse transcription the HIV enzyme reverse transcriptase converts HIV RNA to HIV DNA. There are two main types of RTIs: nucleoside or nucleotide RTIs (NRTIs or NtRTIs), which are faulty DNA building blocks that stop the replication of HIV in a cell when they become incorporated into the HIV DNA during reverse transcription; and non-nucleoside RTIs (NNRTIs), which bind to the enzyme reverse transcriptase interfering with its ability to convert HIV RNA to HIV DNA. Some examples of NRTIs include stavudine, zidovudine, lamivudine, abacavir, and didanosine; NtRTIs include tenofovir; and NNRTIs include nevirapine and efavirenz.
· Protease inhibitors (PIs) – interfere with the protease enzyme which HIV utilizes to produce infectious viral particles. Some examples of PIs include ritonavir, lopinavir, saquinavir, and lopinavir/r (ritonavir boosted lopinavir). 
· Fusion or entry inhibitors – interfere with the virus’ ability to fuse with the cell membrane, thus preventing entry into the host cells.
The National Comprehensive HIV Package of Care Guidelines for Swaziland (2010) state that in order to prevent the emergence of HIV strains that are resistant to specific antiretroviral medicines, healthcare providers recommend that people living with HIV be treated with a combination of ARVs known as highly active antiretroviral therapy (HAART). The HAART strategy combines at least three ARV medicines from at least two different ARV drug classes. Preferred regimens use combinations of two nucleoside reverse transcriptase inhibitors, known as a dual NRTI backbone, plus either a non-nucleoside reverse transcriptase inhibitor (NNRTI) or a ritonavir-boosted protease inhibitor (PI). The regimen selection should take into consideration factors such as co-morbid conditions (e.g. tuberculosis, hepatic disorders, and renal dysfunction); pregnancy or pregnancy potential; and potential interactions with other medications. 

Antiretroviral treatment programmes are being significantly strengthened in Africa, which is home to the majority of the people living with HIV in the world, through international advocacy and donor funding. This highly commendable development enhances the chances of survival for the millions of Africans living with HIV who are at risk of tuberculosis related morbidity and mortality. Tuberculosis control programmes were previously focused on diagnosing and treating all infected individuals while placing minimal emphasis on HIV testing and treatment for tuberculosis patients. Therefore, tuberculosis control programmes in Africa still have a mammoth task of adapting to the new climate of antiretroviral availability in order to fully integrate HIV diagnosis and treatment services with tuberculosis control activities. Potent threats to this integration do exist, such as drug interactions and historic differences in the way the two diseases are perceived. The viability of both TB and HIV control programmes in Africa, particularly Sub-Saharan Africa, is heavily dependent on the successful integration of TB and HIV control activities   

2.6 The Impact of HIV Co-infection and ART in TB patients

In the presence of HIV co-infection tuberculosis is associated with high mortality and morbidity, despite effective tuberculosis therapy. However, studies have revealed evidence which shows significant reduction in mortality among HIV co-infected tuberculosis patients who are appropriately initiated on antiretroviral therapy during the course of tuberculosis treatment (Karim et al, 2010). The results of this study showed that the initiation of antiretroviral therapy during tuberculosis therapy in patients with confirmed HIV/TB co-infection reduced mortality by 56% and that a delay in initiating ARV therapy increased the death rate from 5.4 per 100 person-years to 12.1 per 100 person-years when the initiation of HAART was delayed until the completion of tuberculosis therapy. It was also noted that the interval between the completion of the TB treatment and the initiation of HAART is important, because a considerable number of deaths in the sequential therapy group occurred during this period. 

A prospective population-based study in a rural province in Northeastern Thailand also documented a substantial reduction in the risk of death during tuberculosis therapy for patients receiving ART (Akksilp et. al., 2007).
 A similar population-based study was conducted across four provinces in Thailand between October 2004 and March 2006 (Sanguanwongse, 2008). The results of the study indicated that only 11% of TB/HIV co-infected patients started on ART died compared to 46% of the co-infected patients for whom ART was not prescribed.  Even for those with very low CD4 counts (<10cells/ml) 21% of the patients receiving ART died, compared with 81% of those not receiving ART. Sanguanwongse (2008) concluded that the risk of death among HIV co-infected TB patients who were not receiving ART was six times greater than the risk of death among HIV co-infected TB patients receiving ART in the resource-limited public health setting in Thailand. 

The literature reviewed suggests that both single site-based and population-based studies provide evidence which shows that the appropriate initiation of ART during TB therapy significantly reduces mortality among HIV and TB co-infected patients.

2.7 Factors Influencing the Initiation of ART during TB Treatment

The combination of antiretroviral therapy with tuberculosis treatment results in a rapid reduction in the incidence of other opportunistic infections, because ART restores pathogen-specific immune responses (Lawn, 2009). Despite all the evidence supporting the concomitant treatment of both diseases in HIV/TB co-infected patients, ART is often deferred in co-infected patients, sometimes until the completion of tuberculosis therapy, due to concerns about the potential drug interactions between rifampicin and some classes of antiretroviral drugs, the immune reconstitution inflammatory syndrome (IRIS), the overlapping side-effects of TB drugs and antiretroviral drugs, the high pill burden, and programmatic challenges (Karim et. al., 2010). Immune reconstitution inflammatory syndrome (IRIS) refers to host inflammatory responses which occur within weeks of ART initiation as a result of the rapid restoration of pathogen-specific CD4 lymphocyte functional responses to opportunistic infections such as TB (Lawn, 2009). IRIS is more common with advanced immunodeficiency and takes one of two forms. First, the initiation of ART may lead to the unmasking of existing but subclinical TB. Secondly and more commonly, IRIS presents itself as clinical deterioration of known, existing TB which is still undergoing treatment at the time of ART initiation. IRIS affects 8 – 43% of TB patients who are concurrently treated with ART and most commonly presents with fever, lymphadenopathy, and worsening respiratory symptoms and signs. This syndrome is diagnosed presumptively based on the timing of ART initiation and after excluding other infections. Thus, it is recommended that ART initiation be delayed for between two and eight weeks in patients with newly diagnosed TB and HIV infections to allow desirable reduction in the mycobacterial antigen burden by TB therapy. However, the decision must strike a good balance between delaying ART initiation adequately to prevent IRIS and starting ART early enough to prevent additional opportunistic infections and death.                                  

Concurrent administration of ART and TB medicines is complicated by the overlapping side-effects of both therapies and the fact that rifamycins (rifampicin, rifapentine, rifabutin) tend to decrease the serum levels of non-nucleoside reverse transcriptase inhibitors and protease inhibitors. Thus, the simultaneous administration of these medicines needs meticulous drug selection, dose modifications and close therapeutic drug monitoring (Lawn, 2009).   

The problem of patients refusing ART is not unique to Swaziland. Maisels (2004) reported that 57% of eligible patients who did not receive ART declined this intervention when it was recommended by the provider following a review of medical records at a Community Health Centre in the USA, with the aim of determining the reasons why certain eligible patients did not receive ART between 1997 and 1998. The patients’ most common reasons for declining ART were not being ready for strict adherence to a complex regimen (7 of 16), and a fear of the side effects (6 of 16). Other reasons included active drug use, religious beliefs, homelessness, confidentiality concerns, depression and feeling well without HAART.

The providers did not recommend ART because of active drug use (4 of 6 patients), a lack of engagement with the care offered (2 of 6 patients), homelessness, depression, and the perception that the patient was doing well without ART. These findings also support the recommendations that providers should be trained on how to offer patients the opportunity to develop a plan to address barriers to initiation and adherence to ART, that they offer the appropriate support required to successfully implement such a plan, and that resources should also target the treatment of substance abuse and mental illness to improve the utilization of ART.  Currently, there is no published prior local study which identifies the factors responsible for the non-acceptance of ART among eligible patients in Swaziland.  

The total distance traveled by patients to an ART site and the cost of the transport involved have also been proven to have an influence on the acceptance of antiretroviral therapy among TB patients co-infected with HIV. For example, a retrospective cross-sectional analysis of routine programme data at Thyolo Hospital in rural Southern Malawi on all newly diagnosed HIV-positive TB patients showed that the acceptance of HAART in these patients was low (13.6% of 742 patients offered ART were actually initiated on ART) and associated with the cost of transport to the hospital-based ART site (Zachariah et. al., 2007). The higher the cost of the transport to the hospital-based ART site, the less probable it was that a TB patient co-infected with HIV would accept HAART. The researchers therefore concluded that the financial constraints of TB patients co-infected with HIV at the time of starting ART might imply that they were too impoverished to afford the cost of accessing HAART. In Swaziland, this factor has never been studied.

A study of HIV/TB co-infected patients whose participants were drawn from Zambia and South Africa also showed that costs related to ART had to be met by households that were already stretched by a period of managing TB (Bond et. al., 2009). The required expenditure on transport in relation to the distance travelled to reach the healthcare facility was unaffordable for some patients in rural Zambia, resulting in either a delay or a failure to start ART, or missed review appointments. However, antiretroviral therapy was more readily accessible for households of low socio-economic status living in peri-urban South Africa because of the shorter distances travelled to health facilities, the availability of disability grants, and their less absolute poverty. Travelling long distances to health facilities also proved to be a limitation on the accessibility of ART in the rural parts of the Eastern Cape Province in South Africa (Bond et. al., 2009).

The fact that successful HAART requires a balanced diet has also constituted a significant barrier to ART initiation among HIV/TB co-infected patients faced with food insecurity in Swaziland, where more than two-thirds of the population live below the poverty line, with an average family expenditure of less than one US dollar per day (UNDP, 2010). HIV/TB co-infected participants of a study conducted in rural Zambia spoke about their hunger and the need to take medication with food (Bond and Chileshe, 2010). The participants’ households had to change from their inexpensive staple diet of vegetables and maize meal to the costly “balanced diet” recommended at the ART clinic. Most of the participating households complained that they could not afford the required diet, yet the TB and HIV medicines needed to be taken with food. One of the TB/HIV co-infected participants went to the extent of equating the lack of food for a person on both TB and HIV medicines to torture. 

The use of alternative medicines, particularly traditional preparations, is a common phenomenon in Swaziland and other developing African countries. In Swaziland studies have shown that the majority of patients visit traditional practitioners prior to presenting at formal healthcare facilities (Ministry of Health, 2008). A study conducted in three public hospitals in KwaZulu-Natal, South Africa, showed that ART naïve HIV-infected patients commonly use traditional herbal therapies and frequently do not disclose this information to healthcare workers (Peltzer et. al., 2008). Research has also shown that HIV co-infected tuberculosis patients may deliberately refuse antiretroviral therapy offered to them by healthcare workers consequent to their beliefs in alternative medicines offered by traditional and faith healers (Bond and Chileshe, 2010). For instance, a thirty-year-old man who was one of the seven HIV/TB co-infected participants of a Zambian study failed to report to the ART clinic for the initiation of HIV medicines because he believed in traditional remedies (Bond and Chileshe, 2010). 

Other individual factors that influence the uptake of and adherence to HIV care and treatment include the fear of the effects of disclosure, the denial of the patient’s HIV-positive status, stigmatization, substance abuse, and discordance with the partner (Mugavero, 2012). In much of sub-Saharan Africa, nearly half of all couples affected by HIV are discordant (Guthrie et. al., 2011). Discordance refers to a couple in which one partner is HIV-positive while the other is HIV-negative. A study conducted in Kenya showed that despite access to regular healthcare, referrals to treatment centres, and having free access to ART, more than a third of participants with eligible CD4 counts and drawn from sero-discordant couples had not initiated ART one year post eligibility (Guthrie et. al., 2011). These findings suggest that some factors associated with discordance may constitute barriers to HAART initiation. Furthermore, research has also produced evidence to the effect that HIV co-infected tuberculosis patients who were in denial of their HIV infection were reluctant to be initiated into antiretroviral therapy, that their excessively long working hours coupled with irregular working shifts may limit co-infected clients’ access to antiretroviral therapy, and that HIV/TB co-infected patients may be reluctant to start ART because of the anticipated stigma associated with taking HIV medicines (Bond and Chileshe, 2010).
Health system inefficiencies compound the difficulty of ensuring a satisfactory take-up of ART. These are inefficiencies such as the long waiting lists for ART initiation, the mandatory multiple visits required prior to ART initiation, a poor rapport with healthcare providers, passive as opposed to active referrals, making little information available to patients, providing non-empathetic care, long waiting periods for clients due to a shortage of medical personnel, the loss of blood samples or the results of the baseline tests required for ART initiation, a lack of electricity, and the breaking down of key laboratory equipment such as the CD4 machine (Mugavero, 2012). These factors apply to Swaziland as much as they do elsewhere. An eligible client has to pay multiple visits to a health facility prior to the initiation of ART (two to three visits for pre-ART counseling sessions and baseline laboratory investigations), the referral system has not yet been standardized in the country because the Ministry of Health is still working on a national referral mechanism and developing an integrated national referral document, there are recurrent delays in obtaining laboratory results due to shortages of laboratory reagents which are consequent on the financial crisis that the country is experiencing, and there are wide-spread human resource constraints cutting across all the various disciplines of healthcare workers in the country.
This study aims to investigate all of the elements that may contribute to clients refusing ART before completing their TB treatment. 

CHAPTER 3: METHODOLOGY

3.1 Study Design
A qualitative descriptive methodology was used to conduct the study. A qualitative design was selected in order to generate information on the subjects’ experiences and views as opposed to those of the researcher, as well as to provide a purposeful conversation which would represent a flexible and adaptable process of enquiry (Robinson, 2000). 

3.2 Study Setting

The study was conducted at the TB Clinic which is situated at Pigg’s Peak Hospital in the Northern Hhohho sub-region in Swaziland. This hospital is the sub-region’s referral facility and it offers integrated TB/HIV management services at its TB Clinic. The patient registers in the TB Clinic at Pigg’s Peak Hospital, in Swaziland show that the clinic offers TB screening services to an average of ten TB suspects per day and that an average of thirty new TB cases are detected per month. Furthermore, the daily attendance register indicates that an average of thirty-five TB patients visit the clinic for their monthly supply of TB medications. The clinic has fully integrated HIV management services so that TB/HIV co-infected clients access all services under one roof – a one-stop-shop approach. Thus, HIV counseling and testing is offered to all TB suspects during the process of screening for TB and to all TB patients at the time of diagnosis.
3.3 Study Population

The study population consisted of patients who receive TB treatment at the above clinic. The sample consisted of patients who had been diagnosed with TB, were HIV co-infected , had refused the ART offered to them prior to the completion of eight weeks of TB treatment, and were still on TB treatment but had not yet started taking HIV medicines.

3.4 Recruitment

TB patients who test positive for HIV undergo pre-ART counseling, undergo baseline laboratory tests (CD4 count, full blood count, liver function tests, and kidney function tests) and finally undergo ART initiation in the TB clinic. In Swaziland TB treatment lasts six months for new patients and eight months for previously treated patients. The co-infected patients are initiated on ART, in accordance with the national guidelines, as soon as they are stable on TB treatment after at least two weeks of TB treatment and not later than eight weeks after the initiation of TB therapy. When a patient states that he/she is not prepared to take ARVs when the first comprehensive offer to initiate ART is made by a healthcare worker, this is recorded in red ink as a refusal of ART on the patient’s outpatient records and against the patient’s name in the facility’s TB register. This serves as an alert to the healthcare workers that the patient needs further counseling and health education on the importance of HAART until he/she accepts ART initiation. 
It was therefore possible to recruit the participants in the study purposefully with the aid of the facility’s TB register, which clearly indicated which of the co-infected patients had refused ART.  The participants were contacted by telephone and/or physically through the facility’s mobile treatment adherence officers to inform them about the study and give them an appointment for an interview on a day that fell within the four weeks which were allocated for data collection.  

3.5 Sampling 

A purposive sampling method was employed. Purposive sampling allowed the selection of information-rich cases that met the stipulated criterion for this study (Patton, 1990), i.e. HIV co-infected TB patients who had declined ART. The sample size was determined by the reaching of a point of data saturation, which was the point at which the data collection process ceased to gather any new information. A sample of nineteen HIV co-infected TB patients was purposefully selected and achieved by the reaching of a point of data saturation. 

3.6 Inclusion and Exclusion Criteria

The study included HIV co-infected TB patients who were being treated at Pigg’s Peak Hospital in Swaziland during the period 01/10/2011 to 30/11/2011 and had refused the ART offered to them before the completion of the eight weeks of TB treatment. HIV co-infected TB patients who were already taking both ART and tuberculosis therapy were excluded from this study. 

3.7 Data Collection 

Data was collected using a self-developed in-depth interview guide (Appendix D). The interview guide generated data that provided information on demographics and the factors that contribute to the refusal of ART by HIV co-infected TB patients prior to the completion of their tuberculosis therapy at this hospital.

The process of data collection began with the securing of a private room for each interview, to avoid unnecessary interruptions and to ensure confidentiality. This was followed by the introduction of the study to the patient. Thereafter, informed and written consent form was administered. In-depth interviews were subsequently conducted, applying the self-developed interview guide (Appendix D). The researcher personally conducted all the interviews in the local language. Tape-recording of the interviews allowed the researcher to concentrate on the process of the interview while capturing all the conversations.
3.8 Ethics

· Ethical approval was obtained from the MEDUNSA Campus Research Ethics Committee prior to undertaking this study (Appendix A).

· Ethical approval and permission to conduct the study were obtained from the Swaziland Ministry of Health’s Research Ethics Committee before conducting this research project. (Appendix B)

· Permission to conduct the study was obtained from the management of Pigg’s Peak Government Hospital, in Swaziland, (Appendix C) following the submission of the proof of ethical approval by the Research Ethics Committees of both MEDUNSA Campus and the Swazi Ministry of Health.

· Once participants had volunteered to take part in this study, the written informed consent of each participant was obtained (Appendix D). The informed consent document explained relevant information relating to the study, and the participants were given the option of reading the information themselves or of asking that it be read to them by the researcher. Each participant was also given an opportunity to ask questions pertaining to his/her participation or any aspect of the study. Finally, participants were requested to sign the written consent as confirmation that they were ready to participate of their own free will, acknowledging that they had the right to discontinue at any time if they so wished. 

3.9 Data Management

Audio recordings from the digital voice recorder were downloaded into a laptop, making sure that the transfer from the recorder to the computer was complete for each interview. Data transcription was performed, where the audio data was converted to hand-written verbatim. The data was then translated from SiSwati to English, typed and uploaded into NVIVO9 data analysis software.
3.10 Data Analysis  

The data was analyzed using NVIVO9 qualitative data analysis software.

The transcribed interview was read thoroughly until the researcher had become familiar with it. The data was reviewed for common themes with application to the identified research questions. The researcher unveiled the meaning of each significant statement or phrase. Significant phrases and statements directly related to the reasons for declining ART among HIV co-infected TB patients prior to the completion of their tuberculosis therapy were identified and recorded. The significant statements or phrases were organized into clusters of themes. The themes were then used to produce a full description of the participants’ views and experiences.  

(Sandelowski, 1995)

The whole process of comprehending, synthesizing and theorizing the data obtained from interviewing the study participants was conducted with the technical assistance of the research supervisor. The supervisor was therefore the second independent researcher, played a role in minimizing researcher bias, and consequently increased the dependability of the study findings.     
CHAPTER 4: RESULTS
The quantitative analysis of the study findings is aimed at profiling the characteristics of the participants of the study. However, the qualitative analysis, which is the focus of the study,  sought to identify in-depth the reasons for the refusal of ART initiation before the completion of their TB treatment by HIV co-infected TB patients.  

4.1 The demographic characteristics of the respondents

Gender and  age 

There were 10 male and 9 female participants in the study, with age ranges from 22 to 63. The majority of the participants (13 out of 19) were in the 30 – 49 year age groups. Figure 1 shows the age ranges:

Figure 1: Participants age distributions                                    
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Marital status
The majority of the study participants (12 out of 19) were monogamously married. This finding generates a hypothesis which could be tested in future studies to the effect that there could be some factors peculiar to monogamous marriage which are associated with the refusal of ART initiation prior to the completion of their TB treatment by HIV/TB co-infected patients. Figure 2 shows the distribution of marital status among the participants in the study.

Figure 2: Marital status of participants 
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Figure 3: Distribution of the participants according to the number of their children.
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Residential area

89.5% live in a rural area, with only 10.5% residing in an urban area. 

First diagnosis
53% (n=10) of the participants were first diagnosed with TB, compared with 47.4 (n=9) who were first diagnosed with HIV. This finding is consistent with the results of other studies, which show that most HIV/TB co-infected patients are usually diagnosed with HIV infection following an initial diagnosis of tuberculosis. The healthcare services in Swaziland have truly undergone a paradigm shift from offering client-initiated HIV counselling and testing to a provider-initiated approach. This means that every client presenting at any health facility is offered HIV testing in addition to their presenting health need, even if they don’t present with symptoms suggestive of HIV infection. This is done in an effort to mitigate the high prevalence and incidence of HIV in Swaziland. 
Months on TB treatment

Most of the participants (84.2%, N-16) had been on TB treatment for a period exceeding two months, compared to 15.8% of those who had been on treatment for less than two months.
Highest standard of education attained 

Most of the participants had a secondary education. Fewer had only primary education, and only one participant did not have any formal education, as depicted in figure 4.

Figure 4: Participants’ literacy level
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Employment status

The majority of the respondents were self-employed (10 out of 19). Self-employment in this study refers to an individual who engages in informal income-generating activities at a personal level rather than being formally or informally employed and remunerated by another person or an organisation. The self-employed respondents were all generating minimal income from their rural communities, because more than two thirds of the Swazi populace lives in poverty in the rural areas, with most of the rural families living on less than one US dollar per day. Thus, the majority of the respondents were of low socio-economic status despite that they style themselves as being self-employed. This supports the identification of an association between poverty/low socio-economic status  and the refusal of ART initiation prior to the completion of their TB treatment by HIV/TB co-infected patients. Figure 5 below illustrates the distribution of employment status among the respondents. 

Figure 5: Participants’ employment status.

[image: image5.png]Frequency

12

10

o

Employment status

W unemployed and non-peasant
farmer
W unemployed and peasant farmer

m self employed

m formal manual employment





Smoking
The majority of the study participants were non-smokers (16 out of 19) as shown in figure 6

Figure 6: Smoking status of the respondents 
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Alcohol intake

About one third of the study participants were consumers of alcohol, as depicted by figure 7 below. 

Figure 7: Participants’ alcohol consumption status 
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4.2 Results of the qualitative data analysis 

Using the Nvivo 9 qualitative data analysis software, ten themes were identified after an in-depth analysis of the data generated from interviewing the participants. The identified themes, definitions and examples of quotations from which they were generated are presented below. 
Theme 1: Relationship between TB and HIV
This refers to the respondent’s opinion regarding the relationship between tuberculosis and HIV infection, as well as the nature of the relationship. 
The respondents were able to identify some relationships between TB and HIV, and only two respondents did not know if there was a relationship between the two.

Most respondents understood that HIV predisposes one to TB.
 “Through health education I now know that there is a relationship between these two diseases. If you are infected with HIV you are more vulnerable to TB, especially if you are not on antiretroviral therapy because your immunity is progressively declining thus increasing susceptibility to TB,” 32-year-old female respondent.

A few participants understood the relationship without a comprehension of the sequence.
 “Yes, there is an association. If you have TB, you may also be HIV infected. If you have TB you must also test for HIV and if you are infected with HIV you must be screened for TB,” male respondent.
“I think if you are diagnosed with TB, it is also very likely that HIV infection may be present in association with the TB. These two diseases are so inter-related that if you are diagnosed with one of them chances are very high that you also have the other one. I can explain it in this way,” 29-year-old male study participant. 
The respondents also acknowledge that a TB diagnosis may indicate that one is also HIV infected. 

 “There is a relationship between these two diseases. If you are diagnosed with TB, it is also very likely that HIV infection may be present in association with the TB. These two diseases are so inter-related that if you are diagnosed with one of them chances are very high that you also have the other one,” female respondent.  
These findings show that the knowledge of the relationship between HIV and TB does not guarantee acceptance of ART initiation during their TB treatment by the HIV/TB co-infected patients.
Theme 2: Comparison between challenges of TB and HIV
This theme is concerned with the respondent’s opinion on which disease, TB or HIV,  poses more health challenges than the other, and the respondent’s reasons for his/her opinion. 
Most respondents were of the opinion that TB poses more health challenges than HIV.

“In the absence of treatment, TB progresses fast and may result in a person being bedridden in a short period of time while HIV may slowly progress over years especially if a person takes good care such as eating a healthy diet,” 40-year-old male.

This finding suggests that these clients do not accept ART initiation during TB treatment because they prioritise TB therapy over HAART.

Fewer of the study subjects were of the opinion that HIV poses more health challenges than TB. 

“I think the one living with HIV will face more challenges because of the fear of death and stress of knowing that you are HIV positive for life because there is no cure for this disease,”

36- year-old male. 

This finding suggests that HIV co-infected TB patients may still prioritise TB treatment over ART even when they are of the view that HIV poses more health challenges than TB. The reasoning behind this prioritisation is not understood.
Even fewer respondents were of the view that both diseases pose equal challenges.

 “In my opinion there is no better disease between the two. I mean TB is curable and HIV is manageable despite being non-curable when one takes ARVs,” 26-year-old female respondent.
 “Both diseases have equal health challenges because both diseases result in death if an individual does not take care of one’s self,” 33-year-old male study participant.

This finding shows that even when HIV/TB co-infected patients are of the view that both diseases pose equal health challenges, they will still give TB treatment first preference over ART by refusing the initiation of HIV treatment during their TB therapy.
 Theme 3: Views on the complications of TB medication
This relates to the side-effects of TB medicines experienced by the study participants and the actions they took while experiencing the adverse effects of TB medications.

Most of the study subjects (15 out of 19) experienced side-effects of the TB medicines soon after initiation of the treatment - especially itchy skin rashes and excessive hunger. 

“I experienced itchiness of the skin and developed skin rashes,” 34-year-old male.

 “The medications require me to eat a lot,” 29-year-old male.

Only four out of the nineteen respondents had not experienced any side-effects of the TB medicines.

“I have not experienced any problems related to the TB medicines,” 34-year-old male participant.

Theme 4: The preparation of the participants for TB medication/treatment
This theme refers to the way in which the respondents had been prepared for TB treatment by the healthcare workers after being diagnosed with TB but prior to starting therapy, as well as the details of the preparations.
The preparation for TB treatment included health education on the TB medicines, their side- effects, and the importance of adhering to the full course of treatment until being discharged by the doctor .

 “I received health education. The healthcare workers informed me about TB medicines. They stressed the importance of taking them on time daily and taking the full course of treatment until discharged by a doctor,” 31-year-old female respondent.

“The nurses offered me health education concerning TB therapy. They told me about the various side effects of the medications, they encouraged me to take all my medications,” 32- year-old female.

The preparation for the course of TB medicines also involved the explanation of the role and importance of a treatment supporter. 

“They educated me about: the need and role of a treatment supporter, and about the TB medicines,” 40-year-old male participant.

The preparation for TB therapy also included reassurance on the fact that TB is curable and the importance of taking measures to prevent the spread of TB to others. 

“I received health education on the duration of TB treatment and the fact that TB is curable. I was educated about the TB medicines and the importance of protecting people around me from contracting the disease, including children,” 31-year-old male respondent.
 Theme 5: Preparation for ART 
This theme refers to the views of the participants on how they were prepared for ART by healthcare workers. The views varied widely, with some having not received any preparation. 

The preparation was through health education, counselling and the provision of information on the actual ART regimen.

 “I received relevant health education. The nurse informed me that I needed ART initiation regardless of my CD4 count because I have TB/HIV co-infection. She also explained about ART and the fact that I needed the ARVs to improve my immunity because TB worsens the decrease in the CD4 count in the absence of ART,” 32-year-old female.

“I got counselling,” 36-year-old male.
Theme 6: The complications of taking TB and HIV medicines
This theme refers to the participants’ opinions on the envisaged complications of simultaneously taking TB and HIV medicines. 

Confusing TB medicines with the antiretroviral medications: 

“Combining HIV and TB medicines may lead me into confusing the medications such that I may end up missing one medication by mistake,” 63-year-old male.
Overlapping side effects which may make it difficult to tell which of the two medications is actually responsible for any given side-effects. “If I happen to combine the two, I may no longer be able to tell which one is the cause of a particular side-effect,” 36-year-old male respondent.

Increased or compounded side-effects: 

“…. Side-effects of each medication such as developing a rash,” 22-year-old female respondent.

 “If I can take ARVs together with TB treatment, the side effects that I am currently experiencing from the TB medicines will worsen,” 48-year-old female respondent.

Concerns about adverse drug interactions which may lead to physical deterioration: 

“I thought that rushing to take ARVs could lead to deterioration in my physical well-being. When I was commenced on TB treatment my condition was critical hence I was afraid that being put on ART early would result in both medications being too potent for my incapacitated body with negative consequences,” 42-year-old male.

Concerns about the increased pill burden: 

 “This will result in me having to take too many medications simultaneously and tends to make a person eat a lot,” 51-year-old female. 
Theme 7: Barriers to taking HIV medicines
This theme explains the barriers to starting ART while on TB treatment with reference to the participant’s own situation and also according to what the patient had heard from other people with TB/HIV co-infection.
HIV treatment has to be taken for life: 

“In the case of HIV, what demoralises me is being on medication forever,” 63-year-old male.

Lack of readiness to start ART: 

“I was still not psychologically ready for ART,” 26-year-old female.

Self perception of still being in good health despite being HIV positive: 

“I was undecided because I perceived myself to be still in a good state of health,” 26-year-old female.
Preference for traditional medicines: 

“Swazi belief that traditional medicine is better than medical one is also another barrier,” 36-year-old male.
Side-effects of antiretroviral medicines: 

“I saw one patient who was initiated on ART yet he was not fully willing to be put on the treatment. He developed severe side-effects which resulted in his death,” 35-year-old male.

Long distance between home and health facility: 

“This place is too far from home and I can’t afford the transport fares,” 63-year-old male.
Discordant partner: 

“Discordant HIV results are the barrier in my case. My husband doesn’t believe that I am positive because he is negative,” 48-year-old female respondent.

Non-disclosure of HIV-positive status to partner: 

“I have been reluctant to open up,” 33-year-old male respondent.
“The nurses asked if I had disclosed my HIV-positive status to my wife. After I told them that I had not yet done so, they explained the importance of disclosure in marriage,” 42-year-old male respondent.

Lack of food: 

“My main problem is the lack of food,” 43-year-old male study participant.

Stigmatisation and the increased pill burden: 

“The barriers to taking HIV medicines include the fear of being stigmatised by friends and relatives, the lack of food, and the increased pill burden,” 51-year-old female.

Alcohol or substance abuse: 

“I consume alcohol heavily,” 48-year-old female.

Health systems-related issues: 

“I really felt healthy. I was ill-treated by healthcare workers in this hospital’s ART clinic. The way they treat patients in that building, you feel like you have already died. If I have to receive my ART from there I would rather stay at home,” 32-year-old female.

“I am still not ready to start taking ARVs and this has been reinforced by the poor relationship with the Pre-ART counsellor at my local clinic,” 34-year-old male.

“I was also unable to do my CD4 test when I came for the baseline tests for ART initiation because the machine was out of order,” 40-year-old male.
Theme 8: Enablers for taking both HIV and TB medicines
This theme refers to factors that made it easier for the TB/HIV co-infected participants to start taking HIV medicines while they were still on TB treatment.
A regular source of income and food security:

“I think getting adequate food and having a job are essential. The health education that I received made me understand that even recovery from TB is faster when you take both medications together,” 26-year-old female respondent.

Involvement of HIV/TB co-infected expert clients during pre-ART counselling of HIV/TB co-infected patients: 

“The involvement of people who are already on both TB and HIV medicines, co-infected expert clients, in the health education sessions will make it easier for fellow HIV co-infected TB patients to take ARVs,” 33-year-old male participant.

Acceptance of his/her HIV-positive status by the patient and good interpersonal skills among the healthcare workers: 

“The fact that some of you healthcare workers are good at communicating with clients and 

 acceptance of one’s positive HIV status are also strong enablers,” 32-year-old male.

Deterioration of one’s physical condition: 

“A sudden deterioration of my general state of health,” 29-year-old male respondent.

Proximity of healthcare facility to patient’s home: 

“The clinic is nearby where I stay,” 63-year-old male.

Involvement of spouse or partner: 

“The availability of my husband for us to undergo couple counselling so that he can be counselled appropriately about our discordance,” 48-year-old female.

Health education on the importance of initiating ART on time: 

“We need to be educated that these medicines are life-saving,” 32-year-old female.
Theme 9: Satisfaction with preparations
This theme is concerned with the satisfaction and non-satisfaction of those respondents who had already been prepared for ART with the manner in which they were prepared for the HIV medicines by the healthcare workers.
All the study participants were satisfied with the way they had been prepared for ART:

“I am content with the health education that is being offered. I am content with the way that I was prepared for ART,” 32-year-old female respondent.
 “I am satisfied with the way in which we are being prepared for ART,” 29-year-old male.
CHAPTER 5: DISCUSSION, CONCLUSIONS AND RECOMMENDATIONS

5.1 Discussion 
The phenomenon of refusing antiretroviral treatment before completing TB treatment brings with it a number potential negative clinical outcomes, especially because co-infection with TB and HIV is so common. Because TB is an opportunistic infection that is often associated with HIV infection, delaying antiretroviral treatment may result in the weakening of  the immune system to the extent that initiating it may at a later stage be too late for the individual patient. 

While the refusal of antiretroviral treatment before completing TB treatment is often associated with ignorance, the extent to which this phenomenon is acknowledged and addressed, as well as the views and experiences of the patients, may inform the health care system and allow it to develop interventions to address the problem. 

The Pigg’s Peak hospital offers comprehensive health education after patients are diagnosed with TB, the purpose of which is to prepare the patients for the treatment, as well as to counsel them to complete the treatment.  Despite the fact that all nineteen study participants had been offered comprehensive counselling before commencing on the actual medicines, and they generally reported their satisfaction with both the content and method of the health education offered, they still refused antiretroviral treatment before completing their TB treatment. Moreover, this treatment is offered at no cost to the patients. The findings of this study therefore suggest that satisfactory preparation for TB therapy does not guarantee acceptance of ART initiation prior to the completion of the tuberculosis treatment by the co-infected patients.  This finding is consistent with the results of other studies which have shown that knowledge does not always result in the adoption of recommended health behaviours (Gordon, 2002). Furthermore, all the patients who did not receive the appropriate health education had been referred to the lay counsellor but failed to go for the recommended health education sessions. This evidence shows that the patients are more likely to receive health education preparing them for ART if this intervention is integrated with the routine care offered to them by healthcare workers within the TB unit, as opposed to the scenario where this intervention is available in another setting away from the TB unit.

However, a lack of interpersonal skills among healthcare workers may limit the acceptance of the preparation for ART, and hence the eventual initiation on ART prior to the completion of their TB therapy by HIV co-infected TB patients. This evidence is in keeping with the literature, which shows that health systems challenges constitute a significant barrier to ART initiation among HIV/TB co-infected patients (Mugavero, 2012). 

The phenomenon of the reluctance to take ART prior to the completion of TB treatment has not been previously extensively studied, and this study is probably unique to Swaziland. However, because not much literature has been identified in this particular area of health behaviour, the extent to which it occurs is not known. There are therefore few studies to compare and contrast with this study.  It can be assumed that the combination of socio-economic status and cultural factors prevalent in this community (and possibly similar communities) plays a role in the thinking and action of these participants. 

The co-treatment of TB and HIV can only improve treatment outcomes if the challenges relating to the uptake of the treatment are addressed. Among such challenges are the side-effects, toxicities and drug interactions which can reduce efficacy (Friedland et. al., 2004). Some of the participants identified these factors as the reasons for their reluctance to take ART prior to the completion of their TB treatment.  

According to Nama et. al., (2008), one of the factors that contribute positively to the decision to take ARVs is the thought that parents have to provide for their children until they reached adulthood. Contrary to this opinion, twelve out of the nineteen  participants who were reluctant to take their HIV medication had their  youngest  child between the ages of 0 and 5 years. 
The results of the study also show that fourteen of the nineteen participants were either engaged in self-employment or formal manual employment. This sort of employment is usually associated with low socio-economic status, which has been previously identified as a contributory factor to HIV exposure, as well as to poor adherence to medication (McDonnell et. al., 2006). This finding is also consistent with the findings of studies conducted in other Sub Saharan African countries, where it was shown that the financial constraints of TB patients co-infected with HIV at the time of starting ART might imply that they are too impoverished to afford the cost of accessing HAART (Zachariah et. al., 2007) and that the additional costs of starting ART may be unaffordable for the families of HIV co-infected patients, which would commonly be already financially challenged by the preceding process of TB diagnosis and treatment initiation (Bond et. al., 2009).  
The relationship between TB and HIV

Given the high HIV co-infection rate of about 80% among TB patients in Swaziland, most of the respondents displayed a clear understanding of the fact that HIV infection predisposes a person to TB. They also demonstrated knowledge of the importance of testing TB patients for HIV and screening people living with HIV for tuberculosis. Only two out of the nineteen study participants did not know if HIV and TB are related in any way. These observations show that knowledge of the relationship between TB and HIV does not directly translate into acceptance of HAART initiation prior to the completion of their TB treatment by HIV/TB co-infected patients. This finding is consistent with the evidence of other health promotion studies, which show that health education by itself is inadequate because knowledge does not always guarantee desirable health behaviour change (Gordon, 2002). Misconceptions about the nature of the association between the two diseases also contribute to the reluctance to commence ART during TB therapy among the HIV/TB co-infected.   
Comparison between TB and HIV
Most respondents stated that tuberculosis posed more health challenges than HIV. This belief results in HIV/TB co-infected patients prioritising tuberculosis treatment to the extent that they may be reluctant to start taking HIV medicines soon after commencing TB treatment. The fact that TB treatment is completed within a short period may contribute to this prioritisation. This finding suggests that HIV co-infected TB patients prioritise TB treatment over ART because of their own subjective assessments and criteria, and are not necessarily guided by the information provided by the health care system. 

There is scarcity of information on the acceptance of ART initiation among HIV/TB co-infected patients in relation to their views on which of the two diseases poses more health challenges than the other.  

Anticipated complications of taking both TB and HIV medicines
Seventy-five percent of the participants experienced complications from their TB medicines, which contributed to their reluctance to start ART prior to the completion of the TB therapy, and this contributed to their anticipation of experiencing further complications from taking both TB and HIV medicines. The majority of the respondents, about 58% (eleven out of nineteen), anticipated complications of the nature of side-effects ranging from compounded side-effects to the inability to tell which of the two medications was responsible for any given side-effect. This finding is supported by the existing literature, which also shows that fears in relation to side-effects were among the reasons for the failure to initiate ART among HIV/TB co-infected patients (Maisels et. al., 2004).

Some respondents expected complications of increased pill burden to occur if they were to take both TB and HIV medicines together. 
Barriers to taking HIV medicines
The most common barriers to taking HIV medicines prior to the completion of their TB treatment among the nineteen study participants included the fact that ART must be taken for life, their not being ready for ART, the fear of adverse outcomes being precipitated by combining ART with TB medicines, the perception that one was still in good health, their preference of traditional medicine to ART, and health system-related problems. These findings are similar to those in the existing literature by  Maisels et. al., (2004) and Bond and Chileshe (2010).
The findings of this study suggest the need for strengthening the interventions aimed at preparing HIV co-infected TB patients for ART by ensuring that all the relevant healthcare workers receive appropriate training to build their capacity in offering effective and comprehensive counselling aimed at adequately preparing the HIV/TB co-infected patients for lifetime HIV treatment. These findings also highlight the need for the healthcare system to establish formal strategic collaborations with alternative healthcare providers that will promote the timely and appropriate referral of TB/HIV co-infected patients to proven and effective lifesaving medical interventions from the informal settings. Additionally, the results show a capacity gap in customer care among the healthcare workers taking care of the co-infected patients, which could be addressed through regular and continuous customer care trainings for the healthcare workers, coupled with relevant supportive supervision to promote access to care for the patients. 
The incorporation into the preparatory interventions for HIV treatment of interventions aimed specifically and comprehensively at dealing with the problem of substance abuse could go a long way towards mitigating the negative impact of substance abuse on the acceptability of ART to the co-infected patients, as evidenced by the assertions of respondent nineteen, who admitted that he consumes alcohol heavily. In addition, interventions aimed at empowering TB/HIV co-infected clients to be able to disclose their HIV status, such as disclosure counselling and disclosure role playing with constructive criticism from healthcare workers, should be part of ART preparations. The results of the study results also suggest that the consistent availability and use of fixed dose combinations of both TB and HIV medicines which significantly reduce the pill burden for the TB/HIV co-infected patients could also improve the uptake of ART among those patients concerned about the heavy pill burden.

Bond and Chileshe (2010) have identified the tendency to under-score the importance of comprehensive couple-specific interventions being an integral component of pre-test counselling, HIV testing and the preparation for ART, to ensure that key conditions such as discordance are effectively addressed to prevent them from becoming barriers to HIV care and treatment. The results of this study support that conclusion.
The respondents suggest that having work only of an irregular and inconsistent nature may have negative implications on the ability of TB/HIV co-infected patients’ strictly adhering to ART as required, and that this might result in these clients refusing ART initiation. This is in keeping with the findings that were made among TB/HIV co-infected patients in rural South Africa, which showed that excessively long working hours and irregular shifts limit access to adherence to HAART (Bond et. al., 2009). Simpler ART regimens and interventions that involve the employer in the management of the client might give rise to the employer’s buy-in, which would facilitate the regularisation of the nature of the work of the client, and could go a long way in enabling ART initiation for some TB/HIV co-infected patients. 

The finding that the distance from the healthcare facility is a barrier to commencing ART is  consistent with the findings of other studies, among which is the study by Zachariah et. al., (2007).  This finding suggests that TB and HIV care services must be decentralised so that clients can access care at healthcare facilities as close to their homes as possible.

Enablers for taking both HIV and TB medicines
The commonly identified enablers for taking both HIV and TB medicines were continuous health education, which addressed the fear of subsequently developing poor health, and food security. These findings are in agreement with studies by Bond et. al.,  (2009) and Bond and Chileshe (2010).

Other enablers that were identified by the research subjects included: the acceptance of one’s HIV-positive status, having the TB/HIV healthcare facility close to home, financial security or employment, the involvement of TB/HIV co-infected expert clients in health education sessions (one respondent), healthcare workers with good interpersonal skills, and couple counselling. These findings are consistent with the evidence available in other studies (Mugavero, 2012; Guthrie et. al., 2011; Zachariah et. al., 2007; and Peltzer et. al., 2008).
Satisfaction with health education
All the respondents who had completed their health education sessions in preparation for ART initiation were satisfied with the quality of this intervention. This finding suggests that satisfactory health education on ART among HIV co-infected TB patients does not guarantee the acceptance of ART initiation prior to the completion of their TB treatment by these patients. It can therefore be concluded that there is a need to explore patient-specific possible barriers to ART initiation during TB treatment among the TB/HIV co-infected clients and to address them appropriately beyond the pre-ART health education sessions.  

5.2 Recommendations 

The following are recommendations derived from the study

1.  Pigg’s Peak Hospital must work towards better integration of HIV and TB management, which will  result in some of the concerns which  relate to both conditions being addressed in one setting.  This will also cut down the effort needed to counsel the two categories of patients separately and thus improve the quality of the counselling services offered. 

2. It is also recommended that decentralised rather than centralised models of integrated HIV and TB management healthcare services be developed. Decentralised models have been shown to eliminate barriers to care emanating from high transport costs for people living in remote communities in relation to central/main HIV/TB healthcare facilities.
3. Healthcare workers should undergo regular and continuous customer care training to familiarise themselves with the needs of the community. Some of the reasons identified by the participants arise from incorrect views which were circulated among the people of the community and were not corrected. 
4. An in-service training programme for healthcare workers to manage HIV/TB co-infected patients needs to be developed. The purpose will be to equip them with the relevant skills to offer comprehensive and effective Pre-ART counselling or health education, which will adequately prepare the HIV co-infected tuberculosis clients for lifetime HIV treatment. The training sessions for the healthcare workers should be conducted regularly and consistently. Furthermore, the training should be informed by the actual needs of the clients, which can be ascertained from the clients themselves. 
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Department of Public Health

                                                                      


Box 215

                                                                      


MEDUNSA

                                                                      


Pretoria

                                                                      


South Africa

The Registrar (Deputy Director of Health Services – Clinical)

Medical and Dental Council of Swaziland

Box 5 

Mbabane

Swaziland

Date:

Dear Sir

REF:  REQUEST FOR PERMISSION TO CONDUCT A STUDY
I hereby request permission to conduct a research project among tuberculosis patients registered at Pigg’s Peak Government Hospital. This is part of the requirements for my Master of Public Health Degree which I am undertaking at the University of Limpopo (MEDUNSA Campus). The title of my study is “An assessment of the acceptability of initiation of antiretroviral therapy, before completion of tuberculosis treatment, among HIV/TB co-infected patients being managed at Pigg’s Peak Government Hospital, in Swaziland”. The aim of this study is to unveil the factors that affect the receptiveness of HIV co-infected TB patients to initiation of ART prior to completion of TB therapy, at Pigg’s Peak Hospital.

The results of the study and the relevant recommendations that shall be developed will be made known to you.

Please be informed that this proposal was cleared by the MEDUNSA Research and Ethics Committee and find attached a copy of the clearance certificate.

I hope that my request will be acceptable to you.

Yours Faithfullly

Dr Elias Phiri 
Appendix B: Consent Form (English)
I hereby understand that I will be participating in a study titled: Factors associated with declining antiretroviral therapy before completion of tuberculosis treatment at Pigg’s Peak Hospital, Swaziland.

I understand that: my identity will be protected, all the information that I shall give will be treated with utmost confidentiality, I have the right to choose not to participate without being penalized in any way, I can terminate my participation at any time, and that I am free to request for explanations whenever the need arises.

I hereby sign this consent on my free will.

Signature / Cross:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Date:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Appendix C: Siswati Informed Consent form

Ngiyacondza kutsi ngito lungenela lolu cwaningo lolu phatselene nekutsi leni bantfu bangafuni kunatsa emaphilisi ekutsintsibalisa ligciwane lembulalave phambi kwekutsi bacedze kunatsa emaphilisi esifuba sengati lapha esibhedlela saseSpiki, eSwatini.  

Ngetulu kwaloko, ngiyacondzisisa kutsi: ligama lami litawuvikeleka, konke lengitakusho kutawutsatfwa njenge mfihlo, nginalo lilungelo lekukhetsa kulungenela noma kungalingeneli lolucwaningo ngaphandle kokuphoxelelwa, ngingayekela kucubeka nalo nome ngabe ngunini, futsi ngine lilungelo lekubuta ngitfole timpendvulo. 
Ngiyavumelana nalokhu lokubhaliwe ngenhla futsi kuyintsandvo yami.  

Sayina la:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Lusuku:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Appendix D: In-depth Interview Guide

Thank you for agreeing to take part in this study. I would like to inform you that this interview session will be tape- recorded and that a second researcher will assist me in analyzing the information captured in the tape. However, all the information will be treated with absolute confidentiality and used only for this study.

(A) BASIC INFORMATION
1. INTERVIEW NUMBER:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
2. DATE OF INTERVIEW:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

(B) SOCIO-DEMOGRAPHIC INFORMATION
3. GENDER :  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . 

4. AGE (IN YEARS):  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

5. MARITAL STATUS: (a) Single (non-cohabiting)

                                         (b) Single (cohabiting)

                                         (c) Married (monogamous)

                                         (d) Married (polygamous)

                                         (e) Divorced

                                         (f) Separated

6. NUMBER OF CHILDREN:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

7. AGE OF YOUNGEST CHILD (IN YEARS)  . . . . . . . . . . . . . . . . . . . . .

8. HOME AREA/VILLAGE :  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Health demographics

Were you diagnosed with HIV or TB first?

When were you diagnosed with either HIV or TB?

When were you diagnosed with the second illness?

How long were you in ARV’s?

(C) SOCIO – ECONOMIC AND LITERACY STATUS
9. EDUCATIONAL STATUS (HIGHEST LEVEL ATTAINED):

(a) No formal education

(b) Primary school level 

(c) Secondary school level

 (d)Tertiary level certificate

 (e)Tertiary level diploma

(f) Tertiary level degree

10. EMPLOYMENT STATUS AND SOURCES OF LIVELIHOOD :

(a) Unemployed (non-peasant farmer)

(b) Unemployed (peasant farmer)

(c) Self employed

(d) Formally employed (manual)

(e) Formally employed (professional)

(D) SOCIAL HABITS
11. SMOKING: (a) Yes 

                           (b) No

12.  ALCOHOL: (a) Yes

                            (b) No

13. RELIGION:  (a) Christianity

                            (b) Islam

                            (c) Traditionalism



(d). other 

In-depth Interview Guide

1. In your understanding, what is the relationship between TB and HIV?
2. In your opinion, what causes more health challenges between HIV and TB?
3. What are your challenges of taking TB medication?

4. What are your challenges of taking HIV medication?

5. Explain how you were prepared  to take TB  medication
6. Probe: What is it that could have improved the way you were prepared?
7. Explain how you were prepared  to take HIV medication
8. Probe: What is it that could have improved the way you were prepared?
9. For a person who is on TB medication, what are possible challenges in taking HIV  medication as well?

10. I understand that some people are reluctant to take both HIV medication while they are still on TB treatment, what are some of the reasons?

11. What were your reasons for declining ARV when it was first offered to you?

12. What will encourage you to reconsider your decision not to take HIV medication while you are on TB  medication?

13. What will make it easier for you to take both HIV and TB medication?

14. What support do you need to make it easier for you to take both TB and HIV medication

Appendix E: Interview guide (Isiswati) 

Siyabonga kuvuma kwakho kulungenela lolu cwaningo. Ngitsandza kukwatisa kutsi letinkhulumo tetfu letiphatselene nalolu cwaningo titawutsetjulwa. Kodvwa ke, lolo kuto khulunywa ngako kutawu tsatfwa njenga lenkhulu imfihlo futsi kuto setjentiswa kulolu cwaningo kuphela.
INOMBOLO YENKHULUMO:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
LUSUKU:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

BULILI:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

IMINYAKA YEKUTALWA:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

UTSETFWE/UTSETSE NGALUPHI LUHLOBO: 

(a) Awukatsatfwa/awukatsatsi futsi awuhlali namuntfu

(b) Awukatsatfwa/awukatsatsi kopha ukhona lohlala naye

(c) Utsetfwe uwedvwa/utsetse munye umfati

(d) Utsetfwe esitsenjini/unesitsembu

(e) Wehlukene nomyeni/nomfati wakho kwesiphelane

(f)  Wehlukene nomyeni/nomfati wakho kwesikhashana
UNANGAKI WEBANTFWANA:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

IMINYAKA YEMNTFWANA WEKUGCINA:  . . . . . . . . . . . . . . . . . . . . .

 INDZAWO LAPHO UHLALA KHONA:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Ngukuphi lokwa tfolwa kucala kuwe emkhatsini wegciwane lembulalave nesifuba sengati? 

Basitfola nini lesifo lesa tfolakala kucala?

Lese sibili sifo sona satfolakala nini?

Sowune sikhatsi lesi ngakanani ulashelwa sifuba sengati?

UFUNDZE WAGCINA KABANI? 

(a) Awukafundzi 

(b) Ebangeni leliphansi

(c) Ebangeni lelisemkhatsini

(d) Ebangeni leli phakeme (certificate/diploma/degree)
USEBENTA KUPHI NOME UTIPHILISA NGANI?

(a) Awukacashwa ndzawo njalo awutisebenti

(b) Awukacashwa ndzawo kopha uyatisebenta (utiphilisa ngani?)

(c) Ucashiwe (usebenta kuphi?)
UYABHEMA YINI?

UYANATSA YINI TJWALA?

YINI INKHOLO YAKHO?  (a) Ulikhrestu

                                               (b) Ulisulumane

                                               (c) Ukholelwa emasikweni

                                               (d) Noma lokunye (chaza) 

1. Ngekwati kwakho, bukhona yini budlelwane emkhatsini wesifuba sengati nesifo sembulalave?

2. Ngembono wakho, ngusiphi sifo lesi bangela tinkinga letiningi emphilweni yemuntfu emkhatsini wesifo sembulalave nesifuba sengati?
3. Yini tinkinga lohlangabetana nato nawunatsa emaphilisi esifuba sengati?
4. Yini tinkinga lohlangabetana nato nawunatsa emaphilisi ekutsintsibalisa ligciwane lembulalave?
5. Chaza ukutsi walungiselelwa kanjani ukutsi unatse emaphilisi esifuba sengati? Yini lengabe yentiwa kuze lizinga lakho lekuti lungiselela kunatsa lama philisi kahle libe ngcono?
6. Chaza ukutsi walungiselelwa kanjani ukutsi unatse emaphilisi ekutsintsibalisa ligciwane lembulalave? Yini lengabe yentiwa kuze lizinga lakho lekuti lungiselela kunatsa lama philisi kahle libe ngcono?
7. Ngembono wakho, umuntfu lonatsa emaphilisi esifuba sengati angahlangabetana natiphi tinkinga tekunatsa emaphilisi ekutsintsibalisa ligciwane lembulalave kanye namaphilisi esifuba sengati?
8. Abanye abantfu abafuni ukunatsa emaphilisi ekutsintsibalisa ligciwane lembulalave bangaka ngesikhatsi basa natsa natsa emaphilisi esifuba sengati, yini tizatfu tabo?
9. Yini tizatfu letakwenta wayekela ukucala emaphilisi ekutsintsibalisa ligciwane lembulalave ngesikhatsi kutsiwa natsa lamaphilisi kwekucala? 
10. Yini loku ngakwenta ushintje sincumo sakho sekutsi ungacali ukunatsa emaphilisi ekutsintsibalisa ligciwane lembulalave ngesikhatsi usanatsa emaphilisi esifuba sengati?
11. Yini loku ngenta kube malula ukutsi unatse emaphilisi ekutsintsibalisa ligciwane lembulalave ngesikhatsi usanatsa emaphilisi esifuba sengati? Lusito muni lolu dzingako kuze kutoba malula ukutsi usebentise emaphilisi ekutsintsibalisa ligciwane lembulalave ngesikhatsi usanatsa emaphilisi esifuba sengati?
vii

_1427692612.xls
Chart1

		cohabiting
Single and not

		cohabiting
Single and

		monogamously
Married

		polygamously
Married



Frequency

Marital status

Frequency

MARITAL STATUS

5

1

12

1



Sheet1

		Age grps		Frequency

		20 - 29		4																														Age groups

		30 - 39		8																												20 - 29		30 - 39		40 - 49		50 and >

		40 - 49		5																										Frequency		4		8		5		2

		50 and >		2																										Percent		21.1		42.1		26.3		10.5

		GENDER																		Percent

						Frequency		Percent		Valid Percent		Cumulative Percent						male		52.6

		Valid		male		10		52.6		52.6		52.6						female		47.4

				female		9		47.4		47.4		100

				Total		19		100		100

		Marital status		Single and not		Single and		Married		Married

				cohabiting		cohabiting		monogamously		polygamously

		Frequency		5		1		12		1





Sheet1

		



Frequency

Age groups

Frequency

Age groups



Sheet2

		



Valid male

Valid female

Valid Total



Sheet3

		





		



Percent



		



Percent

Gender

Percent (%)

GENDER



		



Frequency

Marital status

Frequency

MARITAL STATUS



		





		






_1427692615.xls
Chart1

		20 - 29

		30 - 39

		40 - 49

		50 and >



Frequency

Age groups

Frequency

Age groups

4

8

5

2



Sheet1

		Age grps		Frequency

		20 - 29		4

		30 - 39		8

		40 - 49		5

		50 and >		2

		GENDER

						Frequency		Percent		Valid Percent		Cumulative Percent

		Valid		male		10		52.6		52.6		52.6

				female		9		47.4		47.4		100

				Total		19		100		100





Sheet1

		



Frequency

Age groups

Frequency

Age groups



Sheet2

		





Sheet3

		






_1427692608.xls
Chart1

		no formal education		no formal education

		primary school level		primary school level

		secondary school level		secondary school level



Frequency

Literacy level

1

6

12



Sheet1

		

		no formal education				1

		primary school level				6

		secondary school level				12





Sheet1

		



Frequency

Literacy level



Sheet2

		





Sheet3

		






_1427692610.xls
Chart1

		Number of children

		0

		1

		2

		3

		4

		5

		6

		8



Number of children

Percent (%)

0

5.3

10.5

31.6

21.1

10.5

5.3

10.5

5.3



Sheet1

		

						Number of children		0		1		2		3		4		5		6		8

						Percent (%)		5.3		10.5		31.6		21.1		10.5		5.3		10.5		5.3

		Number of children		0		1		2		3		4		5		6		8

		Frequency		1		2		6		4		2		1		2		1





Sheet1

		



Number of children

Frequency



Sheet2

		



Number of children

Percent (%)



Sheet3

		





		






_1427692603.xls
Chart1

		

		3		16



smoker

non-smoker

Frequency

Smoking



Sheet1

		

		smoker				3

		non-smoker				16





Sheet1

		



smoker

non-smoker

Frequency

Smoking



Sheet2

		





Sheet3

		






_1427692605.xls
Chart1

		

		3		2		10		4



unemployed and non-peasant farmer

unemployed and peasant farmer

self employed

formal manual employment

Frequency

Employment status



Sheet1

		

		unemployed and non-peasant farmer								3

		unemployed and peasant farmer								2

		self employed								10

		formal manual employment								4





Sheet1

		



unemployed and non-peasant farmer

unemployed and peasant farmer

self employed

formal manual employment

Frequency

Employment status



Sheet2

		





Sheet3

		






_1427692601.xls
Chart1

		

		6		13



consumes alcohol

does not consume alcohol

Frequency

Alcohol consumption



Sheet1

		

		consumes alcohol						6

		does not consume alcohol						13





Sheet1

		



consumes alcohol

does not consume alcohol

Frequency

Alcohol consumption



Sheet2

		





Sheet3

		






