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Abstract
	Background
In order to provide an assessment of experiences of patients on the Comprehensive HIV and AIDS Care Management and Treatment (CCMT) programme it is essential to ascertain how accessible the CCMT programme is, moreover, is it is critical to determine the level of quality and the extent in which patients are satisfied with service provided. The study investigated and described the experiences of patients on the Comprehensive HIV and AIDS Care Management and Treatment (CCMT) programme.

	Purpose
The purpose of the research was addressed within a quantitative approach applying descriptive designs. A self-administered questionnaire was used to collect the data that fit the objectives of the research. In this study the population applied to patients who lives in the vicinity of Tshwane District, Pretoria West and Kalafong Hospitals;

	Method
Systematic random sampling consisted of 402 patients on the CCMT programme in three hospitals namely Tshwane District, Pretoria West and Kalafong Hospitals. Eligible participants were those who were 18 years and older and have been on the CCMT programme for 6 months or longer. Data was captured on Microsoft Excel 2007 and descriptive statistics was analysed with Stata 10.

	Results
In this study 415 interviews were secured in all three hospitals, A total of 415 questionnaires were distributed in all three hospitals where a response of 97% was obtained, which compares favorably with the experience of other researchers.  

	Conclusion
The study reveals that the CCMT programme in Tshwane District, Pretoria West, and Kalafong hospitals is being implemented in accordance with what has been prescribed in the operational plan for the comprehensive HIV and AIDS Care, Management and Treatment for South Africa as it is accessible, of good quality with patients that are generally satisfied with service provided. 
Key terms: 


HIV and AIDS, health care, accessibility, quality, management, guidelines.




Chapter 1

Introduction and Background
1.1 Introduction
It is estimated that 5.5 million South Africans are currently infected with HIV and the majority of these infections are as a result of vaginal sexual intercourse transmission, this suggests that the HIV and AIDS epidemic in South Africa is one of the worst in the world (UNAIDS, 2008).

All districts and sub-districts in the nine provinces of South Africa are currently having health facilities accredited for provision of ARVs through the Comprehensive HIV and AIDS Care Management and Treatment plan (CCMT). Accreditation of CCMT services is conducted through the collaboration of the National and Provincial Departments of Health including partners and communities. The operational plan for the management of CCMT is a policy which provides direction for the management of HIV and AIDS Care and Treatment and it was developed by the National Department of Health during 2003.

This chapter intends to provide an orientation of the background to the study and problem statement.

1.2 Background

The first recognized cases of Acquired Immune Deficiency Syndrome (AIDS) were diagnosed in the United States during the early 1980’s (Goedert & Blattner 1988). During that time it was noted that gay men in New York and San Francisco began to develop uncommon opportunistic infections and cancers that were to some degree resistant to treatment (CDC, 1987).
Human Immunodeficiency Virus (HIV) is a lentivirus and it was first isolated in 1983 by Dr Montagnier, Dr Gallo on the other hand was the first scientist to propagate HIV into the cell line in 1984 (Goedert and Blattner 1988). It was evident during the time that HIV was certainly the causative agent for AIDS (Gallo & Montagnier 1988). 

South Africa initiated the provision of treatment with Antiretroviral (ARVs) for patients infected with HIV during 2004. During 2009, the public health sector’s Antiretroviral (ARV) programme had an estimated 700 000 adults and children being treated for HIV and AIDS (Department of CCMT statistics 2009). The ARV programme in South Africa is believed to be one of the largest in the world, however, the Actuarial Society of South Africa (ASSA) estimated that 496 770 adults and children were in need of HIV and AIDS treatment in South Africa in 2008 and did not receive it (ASSA Model 2005). This programme is the largest in the world because South Africa has the highest rate of HIV and AIDS.

Some of the goals of the operational plan are as follows:

· To provide ART for patients presenting with low CD4 counts in order to improve functional health status and prolong life.

The rationale of providing ART to patients with low CD4 cell counts is due to the fact that HIV is known to attack the CD4 cells, and with time, individuals infected with HIV will often have a drop in CD4 cells. When the CD4 cells are low, the chance of being infected with an opportunistic ailment is increased dramatically.
· Provide a comprehensive continuum of care, support and treatment. 

It has been reported that attention in the provision of CCMT services in South Africa is mainly focussed on the supply of ARVs to facilities including procurement and pricing (HST 2005). Provision of services of quality and augmentation of dignity are the principles, representing that human beings are worthy of respect and have the right to be treated with courtesy and with consideration for their feelings, is premised within the operational plan in an attempt to make certain that patient satisfaction is assured in health care facilities accredited for provision of CCMT. Few studies in South Africa have been conducted to determine the experiences of patients who are on ARTs in order to assess whether the service they are receiving is in accordance with what has been prescribed by the operational plan of CCMT.

South Africa is currently scaling up access to ARVs to South Africans through the CCMT programme. Scaling up access to ARVs in South Africa is important as South Africa is one of the countries with the largest number of people living with HIV and AIDS, therefore, given the challenge at hand, the country has to put in strategies to make certain that all individuals who are currently living with HIV and AIDS and who meet the criteria are provided with ARVs through the CCMT programme. Moreover, the National Strategic Plan of HIV and AIDS and STIs 2007-2011(NSP) requires that 80% of people living with HIV and AIDS be provided with CCMT services by 2011. Significant investments to ensure that the highest available quality of care and equitable access is provided through the CCMT programme are some of the guiding principles of the operational plan for comprehensive HIV and AIDS care management and treatment for South Africa. These investments can be in the form of well trained human resources for health to make certain that service provision is never compromised. The availability of other resources and relevant technologies, for effective service provision through the CCMT programme, is another example of investments required.   
Although ARTs are currently known to be highly effective for improving the lives of people infected with HIV, it has also been shown that ART programmes are extremely complex to manage (Schneider, Blaauw, Gilson, Chabikuli & Goudge 2004). In line with the above, in South Africa, provision of ARTs by facilities within the public sector meant that such a facility had to be assessed to determine whether there was an adequate infrastructure, capability for data collection and monitoring including the availability of human resources in adequate numbers (Yoder, Mkhize & Nzimande 2009). It was expected that the above measures will assist in making certain that provision of ARTs is managed accordingly. CCMT policy has not changed since 2004 in South Africa, however, health services have been improved dramatically since 2004. When the provision of ART is managed well it is also more likely to improve adherence to treatment from patients accessing ARVs. Adherence is also known as the proportion of doses prescribed that are actually taken at the recommended time (Goudge, Ngoma and Schneider, 2004). Similarly, it has also been shown that adherence to ART is a strong predictor of HIV outcomes. Maintenance of high adherence levels in HIV treatment is critical to the success of the programme, this is because high adherence can reduce viral loads, increase CD4 counts and improves health (Goudge et al 2004).
It is has become increasingly imperative to establish the extent to which the CCMT programme is being implemented in line with the enormity of patient’s experience and satisfaction regarding the CCMT programme in  South Africa. This is due to the fact that exorbitant amounts of money is used annually to run the CCMT programme including the procurement of expensive ARVs through public funds.
1.3 Problem statement
South Africa is currently in its 5th year of implementing the CCMT programme through the operational plan (OP) of HIV and AIDS Care Management and Treatment. The CCMT programme is escalating immensely and it had more than 900 000 patients receiving treatment towards the end of 2009. Access and quality of the CCMT programme in relation to what is prescribed in the OP is not well known in South Africa. Meanwhile, an assessment of patient satisfaction on CCMT is also not adequately explored. This study is an attempt to understand patient’s satisfaction towards access and quality of the CCMT programme.
1.4 Research questions

The research questions for the study are:

· How accessible is the CCMT programme for patients?;

· How do patients experience the nature and extent of quality of the CCMT programme?;

· What is the level of satisfaction of patients regarding the CCMT programme.

1.5 Aim

The aim of this study was to investigate and describe patient’s experiences on the CCMT programme with reference to accessibility, quality and satisfaction levels of patients in three hospitals in Tshwane, Gauteng.

1.6 Objectives
The objectives of the study are to:

· To investigate accessibility of the CCMT programme to South Africans who live in the vicinity of Tshwane District, Pretoria West and Kalafong Hospitals;

· To investigate patients’ experiences of the nature and level of quality of the CCMT programme in Tshwane District, Pretoria West and Kalafong Hospitals; and
· To determine the level of satisfaction of patients regarding the CCMT programme in Tshwane District, Pretoria West and Kalafong Hospitals.
1.7 Justification of the study

South Africa is one of the countries that started with the provision of HIV and AIDS treatment in public health facilities during 2004. As a result, the National Department of Health was instructed by cabinet to develop an Operational Plan for Comprehensive HIV and AIDS Care, Management and Treatment (CCMT) for South Africa. The developed Operational Plan showcases numerous options and choices for South African citizens for the care and treatment of people living with HIV and AIDS. Meanwhile, cabinet will on the other hand have the opportunity to analyze and evaluate the plan as an attempt to obtain realistic decisions that are based on comparison, impartiality, justice, fairness, and universal access to basic health care and sustainability. 

1.8 Definitions

The description of concepts pertaining to the study is important. Many HIV and AIDS terms will be dealt with in this chapter and the literature review chapter, as they require detailed clarification. But as there is such a vast number of terms, a glossary has been compiled containing the related terminology (refer to page 88).
1.9 Conclusion

In this chapter provision of ARVs through the CCMT programme within the health care facilities in South Africa is introduced.  The main components dealt with in this chapter are the background and introduction to the problem statement. 

The provision of ARVs through the CCMT programme in South Africa remain relevant as it has consistently been shown in industrialized countries where ARVs are provided through a public health programme that the lives of people infected with HIV are dramatically improved and the life threatening AIDS becomes a more manageable chronic disease. Therefore, the CCMT programme in South Africa while it is still in its infancy has to make certain that it comprises of significant investments through the use of well trained and skilled human resources for health including the availability of all other resources such as technological and consumables to make certain that the service is never compromised in relation to access and quality. The findings of this study is expected to provide evidence for policy formulation in the facilities or hospitals, province or national offices, to make certain that individuals in the CCMT programme receive HIV and AIDS services in line with what has been prescribed in the OP. Meanwhile, hospitals will also be able to assess the interaction they are having with patients in the CMMT and it is expected that they will seek to improve in areas where they are lacking.
Chapter 2

Literature Review

2.1 Introduction

Chapter 2 reviews the literature in terms of the study. Access to HIV and AIDS programmes provided is critical in order to realize the goal of the National Strategic Plan of HIV and AIDS and STIs 2007-2011 which states that CCMT services including provision of ARVs should be made accessible to 80% of people requiring them (National Strategic Plan 2007-2011). It is evident that the provision of CCMT services that are of good quality will foster increased satisfaction in patients accessing CCMT. 

Patients satisfied with CCMT services will inevitably encourage others to access services as it is brought to scale. The type of literature consulted for this review is generally articles from journals and reports produced by government departments and or partners providing aid relief in HIV and AIDS programmes. This chapter includes the literature review on patients experiences enrolled in the HIV and AIDS care management and treatment programme. The following aspects are reviewed:

· Global and national responses to HIV and AIDS

· Access, quality and satisfaction of HIV and AIDS programme

2.2 Comprehensive HIV and AIDS Care Management and Treatment 
2.2.1 Global response to HIV and AIDS

During 2005, group eight countries (USA, France, Germany, Russia, United Kingdom, Italy, Japan and Canada) announced that they were committing to work closely with the WHO, UNAIDS and other international bodies in HIV prevention, treatment and care. This was meant to make possible universal access to HIV and AIDS treatment to all those who need it by 2010 (UNAIDS 2006).

Progress is being made in scaling HIV and AIDS treatment. However, challenges associated with non-availability of health human resources in sufficient numbers and weaknesses in health systems impedes negatively in making available equitable access to HIV and AIDS treatment (UAIDS 2006).

Table 1:  People receiving ART (as adapted from UNIADS 2006)
[image: image2.emf]
According to UNAIDS 2006, the African region was mostly affected by the AIDS epidemic. The least affected region during 2005 was the Eastern Mediterranean and the American regions which despite being the least affected have an astonishing high coverage rate of ART therapy activities. 

It is evident in many industrialized countries such as the United states and Britain that access to ARVs through the public health sector can bring about numerous advantages in managing the still incurable AIDS; as a result, HIV related morbidity and mortality is reduced considerably and the health status of HIV infected individuals is improved (Bucciardini, Murri, Guarinieri, Starace, Martini, Vatrella, Cafaro, Fantoni, Grisetti, d’Arminio Monforte, Fragola, Arcieri, Del Borgo, Tramarin, Massalla, Lorenzetti and Vella, 2006).

Towards the end of December 2008, more than 4 million people were receiving ARVs in countries such as South Africa, Botswana, Malawi, and Senegal. There has been an increase of over 1 million when compared with the previous year (WHO, UNAIDS and UNICEF 2009). Sustained progress was witnessed in the expanding access to HIV prevention, treatment and care services in low and middle-income countries. Donor fatigue seems to be starting to impede access to ARVs in some African countries. Uganda currently has 110 000 patients on ARVs. On the other hand, the country also has 140 000 patients requiring treatment with ARVs because their CD4 counts have declined to under 200 cells/mm3 (Wasswa 2008).  
Access to ARVs in developing countries has impacted positively on the reduction of stigma, denial and discrimination of people infected with HIV (Global prevention working group 2004).
It has been suggested that emerging differences in HIV related deaths can be attributable to the access of HIV treatment services. People affected by these are usually those will low-socio economic status (Fein 1995). The situation in South Africa is also not very different to the findings made by Fein in 1995. Significant proportions of patients on the CCMT programme are made up of patients who are women with a low-socio economic status.
It has been shown that those on lower income and women, among others, are the groups that are at risk of poor access to ARVs. Data has emerged to support that limited access to HIV treatment services is contributing to the ongoing HIV and AIDS mortality (Wood, Montaner, Bangsberg, Tyndalla, Strathdeed, O’Shaughnessy and Hogg 2003).
Therefore, intervention to improve access to HIV treatment is required; other studies suggested it is critical to improve contact between HIV care providers and communities (Bangsberg, Hecht, Clague, Charlebois, Ciccarone and Chesney, 2001). 
The impact of the above studies is that access to HIV treatment services has enormous benefits as it helps to reduce discrimination. This is because in some instance, a substantial proportion of patients with no access to HIV treatment services are women and people with low socio-economic status. It is therefore evident that more research is required in other health care settings in order to improve the outcome of HIV treatment services.
Peltzer and Phaswana-Mafuya (2008) conducted a study on the symptoms experience of people living with HIV and AIDS in the Eastern Cape which is one of the provinces of South Africa. The study elucidated extremely high levels of symptoms reported by patients on the HIV treatment programme. It was therefore recommended that improving the quality of the HIV treatment programme may assist in the reduction of symptoms and pain in people living with HIV.
It is well known that greater access to ARVs could change the lives of many people and foster investments in the health system in countries that are resource constrained.

The inception of ARV programmes should be structured in such a way as to strengthen access and quality of health services through making available additional improvements in health care through drug supplies, access to laboratory services and referral systems including staff training and support (Schneider & McIntyre 2003). 
As ARVs are being scaled up an assessment of quality of care becomes critical in order to identify and correct serious and severe shortcomings in the provision of ARVs or other medical settings (Health Services Research Group 1992). HIV treatment programmes that are of good quality will have the majority of patients adhering to treatment which in turn will give improved clinical outcomes (Curtis, Patrick, Caldwell, Greenlee & Collier 1999).
It has been noted that satisfied patients are more likely to comply with the stringent requirements of taking ARVs such as the fact that one will have to take ARVs for the rest of their lives, not missing scheduled appointments and ARVs, adhering to treatment and leading a healthy life style. This will in turn be associated with good treatment outcomes. Therefore, high levels of patient satisfaction are imperative for successful implementation of HIV and AIDS services (Carr-Hill 1992). Some of the factors that are known to improve patient satisfaction are health care providers that are polite, kind and respectful towards patients. It is also generally accepted that facilities that are clean will impact positively on the likelihood of patient satisfaction. Facilities that do not run out of drug supplies will improve patient satisfaction (Kucukarslan & Nadkarni 2008).

During the United Nations General Assembly Special Session (UNGASS) on HIV and AIDS, in June 2001, 189 countries represented by heads of states made a commitment to fight against HIV and AIDS through global and national action, known as the UNGASS Declaration of Commitment on HIV and AIDS (UNAIDS 2001). These are all the countries that are member states of the United Nations (UN) including South Africa. The countries pledged to implement multi-sectoral strategies and financial plans to deal with denial, stigma and discrimination in relation to HIV and AIDS. The multi-sectoral strategies involved the use of government and the communities represented by the National AIDS Councils. Coordination of HIV and AIDS activities is implemented through the use of three principles namely:

· One agreed HIV and AIDS action framework that provides the basis for coordinating the work of all partners;
· One national AIDS coordinating authority, with a broad based multi-sector mandate; and

· One agreed country level monitoring and evaluation system.

The financial plans are also coordinated in consultation with the coordinating authority and are in line with the 5 year National Strategic Plan which is developed by the ministries of health (UNAIDS 2001).

Furthermore, civil society, people living with HIV and AIDS, business (through business coalition), vulnerable groups, women and young people should be involved in HIV and AIDS issues. The inclusion of civil society, people living with HIV and AIDS, vulnerable groups and women is critical in order to make certain that they are represented and their issues are not neglected. Business is essential as it plays a role of making available financial and other resources through coordination by the AIDS coordinating body. In this manner, HIV and AIDS issues are dealt with through the involvement of communities and communication to people at risk of an infection with HIV is made possible. Human rights, treatment, reduction of impact and strengthening of health education and legal systems needs to be addressed UNAID 2001. Health education will facilitate community mobilization and orientation on issues such as how to avoid an infection with HIV, where infected individuals should go for treatment, and how the infected should interact with the infected. The legal system plays a role in making certain individuals infected with HIV are not marginalized side lined or relinquished of their duties in work environments.
In 2005, the then secretary general of the United Nations (UN) Dr Kofi Annan at the General Assembly high level meeting on HIV and AIDS in New York said that the world is faced with an unprecedented crisis: but one that has a solution which is an unprecedented response from everyone (UNAIDS 2005). This was an effort to encourage countries that are UN member states to learn from experiences of other countries that were already providing HIV and AIDS treatment such as Botswana, Ghana and United States to arrest the AIDS epidemic and replicate and build on their successes.

The global response to the fight against HIV and AIDS noted the need for increased funding to be made available through traditional donors, private sector, and the most affected countries themselves for the fight against HIV and AIDS. This is critical to ensure that low income countries burdened by HIV and AIDS are supported in order to provide HIV and AIDS treatment, care and support.
A cross-sectional study in Côte d’Ivoire utilizing face to face interviews among patients attending health centers for HIV care in Abidjan and Bouake, attempted to determine the impact of access to ART on sexual behavior (Moatti, 2003). Self reports were used in this study to assess sexual behavior, but this is a method with limitations as it may be biased by socially desirable responses (Moatti, 2003).

On the other hand, an attempt to compare socio-economic and health characteristics of HIV infected patients in Côte d’Ivoire and an assessment of whether patients had access to ARV drugs or not was conducted (Msellati, 2003). This study was a cross sectional survey making use of medical files and face to face interviews. This study elucidated that patients from the poorest social and economic backgrounds did not achieve access to ARVs in spite of subsidies provided for the public. This study further noted that there was inadequate information provided to patients living in rural areas requiring access to ARVs as more than 60% of patients in this sample did not know anything about the drug access initiative in Côte d’Ivoire (Msellati, 2003). Social challenges associated with the difficulties in accessing antiretrovirals were that HIV infected patients might be required to disclose their status to their families including partners.

A study from Burkina Faso found that the cost of ARV provision remains one of the main barriers for increased access and adherence to treatment (Nguyen et al, 2003). This experience was shown in most other African countries by the AIDSETI Progress Report (2000). Substantial decrease in drug prices has fueled access to ARVs which on the other hand increased investment in infrastructure and human resources. This was further supported by Bastos (2001) who demonstrated that universal access to ARVs is possible in middle to low income countries; this formed the basis of the Brazilian model of providing treatment to HIV positive individuals, which many developing countries adopted including South Africa. This study further showed that Brazil dealt with numerous challenges such as accessing affordable drugs.

2.2.2
National response to HIV and AIDS
The South African government implemented the operational plan for Comprehensive HIV and AIDS Care, Management and Treatment to provide through public health facilities antiretroviral treatment at the expense of the state. Patients with CD4 counts below 200 cells per micro liter or those who have progressed to WHO stage IV showing clinical symptoms of AIDS are eligible for treatment of HIV and AIDS through the CCMT programme (Department of Health 2003).
The primary goal of providing free ART services in the public health sector in South Africa is to decrease HIV related mortality and morbidity (Department of Health, 2004). The selection criteria for inclusion with the CCMT in order to access ART is as follows:-

Patients should have a CD4 count of less than 200 cells/m3 or the patient must be on the World Health Organization (WHO) clinical stage IV (Department of Health, 2004). Access to ARVs in South Africa was implemented using existing health systems. The planning process involved was inclusive, which led to the development of the Operational Plan (OP) for CCMT (Schneider & McIntyre, 2003).
The OP for CCMT in South Africa was launched by the South African government in 2003. The remarkable component of this plan was the provision of anti-retroviral therapy (ART) in the public health sector which was seen by many as long overdue. This is largely due to the impression that South Africa at that time was going through a period in which political and government leadership was associated with denying an association between HIV and AIDS. The operational plan has the following objectives:
· Ensure that the majority of South Africans who are currently not infected with HIV remain uninfected;

· Enhance efforts in prophylaxis and treatment of opportunistic infection, improved nutrition and lifestyle choices;

· Provide effective management of those infected with HIV who develop opportunistic infections through the provision of appropriate treatment;

· Provide treatment with anti-retrovirals (ARVs) in patients with low CD4 counts in order to improve their immune system;

· Integrate traditional and complementary medicine into the CCMT programme;

· Provide a comprehensive continuum of care, support and treatment.
2.3
Accessibility of the CCMT programme

According to The Oxford Advanced Learners Dictionary (2005) accessibility is “a general term used to describe the degree to which a product, device, service, or environment is accessible”. 
Accessibility also refers to how accessible a service is for people with disabilities, for example; in terms of the CCMT programme this service will pertain to the provision of ARVs for people with diseases or disabilities that are associated with HIV and AIDS.

ARV programmes that are accessible should be situated closer to the public or patients. This will allow patients to travel shorter distances to seek health care. Appointments in facilities providing ARVs should be provided in accordance with a schedule in order to avert erratic visits by patients. It is also expected that patients should be provided appropriate means of accommodation (such as to be provided with chairs or benches) in facilities during and when waiting for care. Other measures of accessible facilities involve maintaining of professional behavior by health care providers (such as provision of full attention and privacy when affording health care). The above can only be facilitated with availability of skilled human resources for health.

South Africa is one of the countries that has a resource constraint, this results in challenges associated with scaling up ARVs and the provision of ARV in accordance to the OP for CCMT (Peltzer, 2008). Some of the well known challenges associated with scaling of ARVs are shortages in both human and financial resources (Schneider, 2006). 

The Actuarial Society of South Africa (ASSA) has estimated that 645 000 and 1 450 000 South Africans will require treatment with ARVs from 2006 to 2009 correspondingly, meanwhile the country‘s CCMT programme had more than 650 000 patients receiving treatment by end of December 2008 (Department of Health, 2009).

These large numbers of patients requiring treatment pose a burden on the already overstretched public sectors ARV programme (Van Rensburg, 2006). 

It is therefore critical to ascertain how the availability of ARVs, nutrition and nutritional supplements including laboratory services are impacting on the CCMT programme in South Africa. The South African public accessing CCMT are not required to pay for ARVs in the public health sector, as a result the cost of ARVs will not necessarily present a barrier to access and adherence to treatment, however, the distance travelled by patients to access CCMT services, long waiting time for examination, privacy, and courtesy of staff are some of the factors to be investigated through this study to elucidate how accessible CCMT is in South Africa. 

2.4 Quality of the CCMT programme 
Berwick, Enthoven and Bunker (1992) defined quality as "meeting the customer's needs, which assumes that patients have sensible, understandable, reasonable expectations of health care."
ARV programmes that are of good quality should be well staffed. Medication should always be available at all times and patients should be informed about the correct ways of taking them. Patients should always be referred to other appropriate services when it has become necessary.

The aspects that will be covered in relation to quality are as follows:

· The explanation of laboratory results, involvement in making decisions and asking about side effects of drugs, by doctors;

· Provision of education, of all medication at all times, kindness, assessment of financial status, provision of counseling and appropriate referrals.

It has been noted that there are numerous definitions of quality of care with unanimity, some definitions have been patient centered while others have emphasised that individual versus public perspectives on the quality of care exists in tension (Bowen 1987).
Hogenkamp (2007) conducted a longitudinal study within the South African Catholic Bishops Conference (SACBC) child care centers and used a quantitative questionnaire consisting of components of the harmonization of quality review in health care and welfare. Questionnaires were completed by managers and care givers on a five point likert scale. The above study elucidated that there was a difference in quality of care between different child care sites and the location of child care centers was found to have an influence on the level of quality provided. 

ARVs are very powerful medicines that are known to have the ability to reverse the effects of AIDS or progression to AIDS. They also help people infected with HIV to live healthily as a result; many people would die if there is no intervention with ARVs. On the other hand, it is generally known and accepted that one of the first principles in medicine is to do no harm. It is therefore critical for ARV provision in South Africa to work in relation to not just the provision of ARVs. Quality of care in this situation has to be extremely good. ARVs are known to have very serious side effects such as lactic acidosis, lipodystrophy and peripheral neuropathy also attributed to ARVs is Stavudine (Health Sector Strategic Plan, 2006). 
On the other hand, patients on ARVs also face the challenge of taking ARVs for the rest of their lives and interruption of treatment should be discouraged as it is associated with challenges such as the development of drug resistant HIV which can be transmitted to other people within the community. This may result in potential challenges with treatment success in individuals with drug resistant HIV (Bennet et al 2008). 

Health care facilities providing CCMT services should have health care professionals who will be able to set a time to engage with patients about their wellbeing comprehensively as cited in the operational plan. Individuals on the CCMT programme have to routinely have blood drawn for various tests such as CD4 counts, viral loads, etc. It is paramount for patients to be informed about the outcomes of the tests conducted on them irrespective of whether they are making significant progress in immune system improvement or not, the patients’ rights charter requires this to be done and it is also expected that this information will assist patients in adhering to treatment.

As discussed above, on average one in ten patients on ARVs will develop some kind of side effect to ARVs. It is therefore critical for doctors to ask patients whether they are developing side effects or not and this study will seek to determine whether this practice is being implemented. 

Individuals on CCMT require to be informed about ways in which they can avoid becoming sick and spreading the virus to other people, this study will assess the extent in which this information is shared with patients (Department of Health, 2003).

Since ARV treatment is life-long; health care facilities are required to always have enough stock of this critical medicine. Individuals on treatment are not expected to run out of ARVs due to stock outs in health facilities. Counseling on how to take medication, the importance of not missing treatment, psychological counseling, nutritional advice, assessment of financial circumstances are some of the activities that are supposed to be made available for individuals on CCMT (Cooke, 2006).
 2.4.1 Information

Information is a concept that has many meanings, from everyday usage to technical settings. Information is a collection of facts organized in such a way that they have additional value beyond the value of facts themselves (Stair & Reynolds 2003:5). The concept of information is closely related to notions of constraint, communication, control, data, form, instruction, knowledge, meaning, mental stimulus, pattern, perception, and representation.
In terms of  the CCMT programme, information relates to the communication of HIV and AIDS related activities such as the availability of HIV specific education materials in appropriate languages, provision of thorough counseling services to patients by well trained counsellors, provision of information by doctors and other health providers on how patients can avoid spreading the virus, explanation by the pharmacist about correct ways of taking medication and the potential side effects of the medication, explanation on the importance of not missing treatment. 
The need for information and communication to better the understanding of the reasons that causes patients to default or stop treatment cannot be overemphasized. Availability of HIV specific material and educational activities for patients in the health care setting assists to improve knowledge about ways in which they can prevent the spread of HIV. The operational plan also requires provision of CCMT to be facilitated by a well defined communication strategy. This is due to the fact that susceptibility to an infection with HIV is related to a number of factors including culture, poverty and lack of education (Orrell, 2003). 

2.4.2 Resources

Resources can be defined “as any physical or virtual entity of limited availability source http://www.en.wikipedia.org/wiki/Resources”. 
In terms of the CCMT programme, resources will include all human resources in health facilities providing psychological, social and clinical care in patients on CCMT. This will also include all consumables and medications necessary in caring and supporting patients on the CCMT programme.
Resources in facilities accredited for CCMT are essential, the operational plan prescribes that a team of personnel in CCMT facilities should include doctors, professional nurses, pharmacists, counselors, data capturers, admin clerks, dieticians and social workers. 
A study on patients’ satisfaction conducted in the Free State provinces found significant differences in mean patient satisfaction with services provided by nurses across the province’s five districts. It was realised that human resource shortages particularly the shortage of professional nurses in the CCMT programmes maybe the reason behind the differences in mean patient satisfaction (Wouters, Heunis, van Rensburg and Meulemans 2008).
2.5
 Satisfaction levels of patients on the CCMT programme 
Satisfaction “is contentment and is an important mechanism of ensuring that standards of health care are being maintained and achieved as showed in a breastfeeding survey” by (Crow et al 2002).
The processes in which patients on the CCMT programme are subjected to when receiving care are as follows: 

Patient administration; friendliness of hospital staff; neat waiting areas; availability of HIV specific material; obtaining of medication on time; explanation provided on how to take medicines; assessment of patient’s financial status; provision of nutritional advice and counseling; providing of laboratory results and explanation; privacy and confidentiality are the aspects which will be measured in order to determine the level of satisfaction on patients. 

Another survey showed that most patients were satisfied with breastfeeding education support services and felt that the service quality was better than expected (Chin and Amir 2008). However, the results needed to be interpreted with caution as there were mediocre responses provided and that the sample size was not large enough.

Carr-Hill (1992) has indicated that there are six general aspects that are supposed to be considered in patient satisfaction with general health care. These factors are medical care and information, food and physical facilities, non-tangible environment, quality of food, nursing care, and visiting arrangements. Patients on CCMT within health care facilities in South Africa are not necessarily too exposed to all those factors. Patient satisfaction as a result of the experiences they had within the health institutions is an important performance measure and outcome of health care. Patient experiences and their views on public sector CCMT programmes to determine satisfaction with services are not investigated fully in South Africa (Igumbor 2004).

As illustrated above, patient satisfaction assists in determining the standard of health achieved and maintained in a health care facility. This is especially relevant in the HIV and AIDS context as it has consistently been shown that the scaling up of ARVs in countries assists in the strengthening of the National Health System in its entirety to make certain that there is effective delivery of CCMT and other important health priorities (Department of Health, 2009). 

Van Rensburg (2006) conducted a cross sectional study in patients enrolled in the ART programme in the Free State (FS) province. The differences in patient satisfaction were analysed through the one way analysis of variance and it was found that patients were satisfied with the general services provided for by nurses providing ART services. However, patients were not found to be satisfied with the waiting time during assessments. This study further confirms that the shortage of human resources within the ART programme in the FS province is one of the most important obstacles to successful provision of ARV therapy.

It is apparent that patient satisfaction plays an immense role in health care provision in general and this is particularly important in the public service facility playing a role in providing access to CCMT in South Africa. The financial restrictions that are associated with the provision of health care continually signifys the important role and need for efficiency in providing health care. Provision of CCMT services can easily be associated and seen as a number of steps or production processes and falls into the trap of forgetting about people receiving care. 
2.6
Conclusion

The objective of the CCMT indicates utilizing the present health infrastructure with the purpose of ensuring efficiency in delivering ART therapy care services. Provisioning of CCMT services embodies accessibility, program quality and satisfaction. This process is followed through in the management of ART therapy services by monitoring of easy accessibility of ART service sites, procurement of ART drugs and satisfaction levels of people living with HIV/AIDS, receiving ART drugs for the effective and efficient functioning of the program. From the literature review, authors highlighted the importance of management of ART drug therapy treatment to determine the success of ART treatment as a comprehensive program. The researcher linked these program activities with the focus on the present ART service sites as practiced in certain public hospitals.
Chapter 3

Methods
3.1 Introduction
This chapter illustrates the research approach and the process followed to obtain the data applicable for the study. In more detail the process focuses on the aim of the study, the assumptions, research design, data collection and analysis and the ethical approach. 
3.2 Research Design

This was a cross sectional study conducted during September 2009 in three hospitals accredited for CCMT within the City of Tshwane Metropolitan Municipality in Gauteng province, South Africa. Coughian, Cronin, Ryan (2006) has described research methodology in research as the nuts and bolts of how research is undertaken. Furthermore, it was elucidated that a number of elements apply in research methodology; however, research design is the first. 
It should be noted that study designs use the same basic reasoning; however, this is done in different ways. Cross sectional design is one of the well known study designs and this type of research studies the entire population or a subset is selected and from this, data is collected to help answer research questions of interest (Biemer & Lyberg 2003).
3.3 Setting

South Africa currently has more than 492 health facilities in nine provinces accredited for the provision of ARVs through the CCMT programme (Department of Health Monitoring and Evaluation reports, 2009). The CCMT programme is currently being scaled up in South Africa in order to increase access. When the programme started, the focus was in hospitals; however, primary health care (PHC) facilities are also being accredited to provide CCMT services. Pretoria West, Kalafong and Tshwane District hospitals are currently implementing the CCMT programme (Department of Health Monitoring and Evaluation reports, 2009). 
3.3.1 Sites

Data for this study was collected in three hospitals in Tshwane namely Pretoria West, Kalafong, and Pretoria District Hospitals. 

Tshwane District Hospital (with 147 beds) is a level one institution and it delivers services in the centre of Steve Biko Academic Hospital which is a tertiary institution.    

(http://www.tshwanedistricthospital.gov.za). 

Pretoria West Hospital is a primary level district hospital (with 148 beds) which renders a referral service to Kalafong hospital. (Gauteng provincial Department of Health Development 2008).

Kalafong Hospital (with 700 beds) is a large regional institution which refers to Steve Biko Academic Hospital. All these hospitals are in close proximity of each other (within a radius on 10 kilometers), and have antiretroviral services (University of Pretoria 2009)

Tshwane District, Pretoria West and Kalafong Hospitals are health facilities situated in areas around Tshwane, Gauteng province in South Africa, where they render health services that include: outpatients, inpatients, and casualty.

3.4 Study population

According to Polit and Beck (2006), a population can be referred to as a total number of people fitting the specific set of specifications in a study. Study population can also be referred to as a target population. The study population in the current study comprised all patients 18 years and older enrolled in the public sector CCMT programme in Tshwane, Gauteng at the following sites: Pretoria West, Kalafong and Tshwane District hospitals. The combined population of patients meeting the requirements for inclusion in this study in three hospitals was estimated at 8850. Parahoo (2006) showed that the target population is a unit within the study population that provides the frame from which the target population is selected.
3.5 Sample size and Sample size procedure
According to Polit & Beck (2006) quantitative research designs should have large samples in order to increase representativeness and reduce the possibilities of sampling errors.

In order to establish a sample with adequate power, based on a population of 8850, the sample size in the current study was calculated using Epi Info (CDC, 2004) at 90% power and a 95% confidence interval and found to be 384. Proportional random sampling was used wherein patients from each hospital were proportionally represented in relation to the estimated number of patients on the CCMT in each hospital. 
According to Russel (2005) when a sample is selected the researcher should clearly identify the target population and the criteria to be used in excluding and including participants. Moreover, it should be the procedure used during sample selection including the number of participants invited should be apparent.  Systematic random sampling was utilized in each hospital where every 3rd patient was approached and requested to take part in the study. In cases where the 3rd patient wished not to participate in the study, the next patient was approached and requested to participate until the sample size in each hospital was reached. 
The sampling frame consisted of three hospitals accredited and implementing the CCMT programme in the City of Tshwane Metropolitan Municipality, Gauteng.

The study sampled 384 patients in the three hospitals and respondents were proportionally represented in accordance to the hospital. The sample consisted of patients who have been on ARVs through the CCMT programme for 6 months or longer.

3.6 Inclusion criteria and exclusion criteria
All patients 18 years and older enrolled in the public sector CCMT programme for 6 months or more in Tshwane, Gauteng province in the following hospitals: Pretoria West, Kalafong and Tshwane District Hospitals. Patients who were younger than 18 years and those who have been on treatment for less than 6 months were excluded.
3.7 Data collection instrument

According to Coughian, Cronin, Ryan (2006) a number of strategies can be developed when collecting data which includes interviews, questionnaires, attitude scaled or observational tools. However, questionnaires are the most commonly used data collection instruments and consists mainly of close ended questions with a choice of fixed answers.
A data collection instrument can be defined “as a form or a set of forms used to collect information for an evaluation, these forms may include interview instruments, intake forms, case logs and attendance records, moreover, they may be developed specifically for an evaluation or modified from existing instruments” (http://www. http://www.epa.gov/evaluate/glossary/d-esd.htm 2010).

Researcher administered questionnaires were used by the researcher and trained interviewers in Sipedi and English (see Annexure 7.2). Participants were approached and recruited for the study when they were waiting for medical consultation. This was done in order to cause minimal disruption to consultation and other health care services. The interviews were conducted at the three hospitals namely: Tshwane District, Kalafong and Pretoria West Hospitals. 
The data collection tool was adapted from the process evaluation of the implementation of the operational Plan for Comprehensive HIV and AIDS Care, Management and Treatment for South Africa conducted by the Department of Health during 2007. The contents of the tool were translated into Sepedi language. The data collection tool had 59 items which required to be completed by respondents. Six questions covered socio demographic characteristics of respondents. A total of 16 questions enquired about access to CCMT services in each of the three hospitals. 
Wu (2007) has described the Likert scale as a popular social science instrument which can measure constructs such as attitudes, images and opinions. Eight access questions were rated on a 5-category Likert scale and the remaining 8 questions were dichotomous
The 3rd section dealt with the quality of CCMT services, this section had 13 questions wherein 3 questions were rated on a 5-category Likert scale while the remaining 10 questions were dichotomous. The 4th section was about the satisfaction level of respondents with CCMT services, this section had 12 questions and they were all rated on a 5-category Likert scale. The last section dealt with the level of dissatisfaction of respondents with CCMT services, as similar to the previous section all 12 questions in this section were rated on a 5-category Likert scale.

Table 2: The composition of the data collection instrument. 

	Section
	Questions

	I. Socio-Demographic  Information
	Questions 1.1 – 1.3

	II. Access 
	Questions 2.1 – 2.16

	III. Quality
	Questions 3.1 – 3.13

	IV. Satisfaction
	Questions 4.1 – 4.12 

	V. Dissatisfaction
	Questions 5.1 – 5.12


 Components of data collection instrument

• Section I consists of socio-demographic information of the respondents in terms of their gender, age, marital status, education level, income source, mode of transport and length of care. 

• Section II indicates the respondent’s experience and perception about access to CCMT programme. 

• Section III illustrates and measures the respondent’s experience and perception in relation to the level of quality in CCMT programme.
• Section IV indicates the respondent’s overall satisfaction level in relation to core aspects of the CCMT programme.

• Section V indicates the respondent’s overall dissatisfaction level in relation to core aspects of the CCMT programme.

The English and Sipedi versions of the data collection tool were made available in all sites during data collection, however, all patients were comfortable and preferred to be interviewed using the English data collection tools during September 2009. 
3.8 Validity and Reliability

3.8.1 Validity 

Polit and Beck (2006:328) and Gillis and Jackson (2002:26) define “validity in terms of whether the measuring instrument measures what it is supposed to measure”. In quantitative statistics the concept of validity is described by a wide range of terms Golafshani (2003). It has been noted that validity is not a single, fixed, or universal concept but a contingent construct grounded in the process and intentions of a particular research methodology Winter (2000). To ensure validity of the measuring instrument, pre-testing of the data collection tool was undertaken at Danville clinic to determine the clarity of questions, their relevance, completeness, consistency and the time required to complete one questionnaire.  

3.8.2 Reliability

For Polit and Beck (2006) reliability means to “test the accuracy of a measuring instrument”. According to Joppe (2000) reliability is the extent to which the results are consistent over time and an accurate representation of the population under study is referred to as reliability and if the results of the study can be reproduced under a similar methodology, then the research instrument is considered as reliable.
The following strategies were employed in order to increase the reliability of the study: A questionnaire plan was developed and the research assistants were provided with training in order to standardize the questionnaire as much as possible. A standardized questionnaire plan was developed and shared with research assistants during their training in order to increase reliability of the study. The training provided included providing an orientation in all three hospitals prior to data collection. The principal investigator verified all the completed questionnaires after data collection and made certain that data was stored appropriately. A coded Microsoft Excel (2007) worksheet was used during data capturing in order to minimize the chances of entering incorrect figures.
The principal investigator checked all questionnaires prior to data capturing to make certain that they were as complete as possible. 

Research questions were compiled in such a manner that only one aspect was measured at a time. Consistency of questions was maintained with a structured questionnaire as the only data collection tool for this study.
The questionnaire was translated into Sipedi and thereafter translated back to English to make certain that the meaning was not lost.

3.9 Data collection
This study was conducted on patients who have been on the CCMT programme for at least 6 months or longer. Trained data collectors and the principal investigator provided respondents with standard introductory information regarding the objectives of the study. 

During the registration process, all patients were informed about the study and every 3rd patient on the register was requested to see researchers by the attending health care professional. All patients who gave consent and took part in the study were provided with an incentive of a set of 10 facial tissues to thank them for the time they took to aid data collection. Data collection was initiated at Pretoria West Hospital followed by Kalafong and Pretoria District hospitals respectively. An estimated period of one month was used for data collection as it was extremely challenging to be provided with approval to collect data by the hospitals.  At Tshwane District hospital the developed research proposal for the study was subjected to another process of ethical clearance with the University of Pretoria even though the hospital superintendent had already granted approval for the study to be conducted. 

Pre-testing of the questionnaire was conducted at Danville clinic with 10 participants who are on the CCMT programme in a primary health care setting. 

The developed questionnaire was coded on Microsoft Excel to aid data capturing. All 402 questionnaires were captured and data was analyzed with Stata version 10 (Stata Corp. 2007, College Station, Texas). Access to CCMT services, quality of CCMT services, satisfaction and dissatisfaction levels were compared with the socio demographic information of patients through analysis of descriptive statistics. 

3.10 Data analysis

Data was captured onto a coded Microsoft Excel worksheet; it was then imported to Stata 10 for analysis. Descriptive statistics were utilized in this study. Frequency in this study is reported in terms of numbers and percentages and will appear in the form of tables and graphs. Bar charts were used in labeling variables per scale according to a nominal, ordinal, interval and ratio level as indicated by Parahoo (2006). The services of a statistician were utilized and the STATA 10 software program was used.
3.11 Ethical consideration

Burns and Grove (1999) explained that ethical committees are supposed to provide approval before research can be conducted. The role of these committees is to ensure that ethical principles are applied and that the rights of participants are not violated.

Ethical clearance for this study was obtained from the University of Limpopo, Medunsa Research Ethics Committee (MREC) before the study commenced, the certificate was issued on the 31st of August 2009 (see Annexure D).

Permission to conduct this study was requested from the hospital superintendents of Tshwane District, Kalafong and Pretoria West Hospitals. The Hospital Superintendents granted permission for this study to be conducted (Letters attached as Annexure A).
Ethical considerations included procedures for maintaining confidentiality, together with limited access and timely destruction of lists linking results to individuals, exclusion of identifying information from the Microsoft excel coded workbook for data capturing and the Stata 10 database. The use of encrypt, aggregate reporting, and methods to monitor and correct breaches of confidentiality. 
Written informed consent was obtained from all participants of the study through the use of personnel in ARV sites and by enumerators. All patients were recruited individually for the study before or after they have received health care services in all hospitals in order to cause minimal disruption in the provision of services.

3.12 Bias

This study made use of volunteers and it may have been susceptible to selection bias, specifically response bias, as a result in this study this kind of bias may have resulted in over-representation of participants who are dissatisfied with the service. However, should participants be fearful of the fact that providing negative comments about the service may have an impact on their future treatment despite the fact that confidentiality is guaranteed, the study can be subject to information bias. 
According to Polit and Beck (2006) at least 50% of the sample is needed in order to participate in order to overcome response bias. As a result a percentage of the sample who participated in the study is an important element in generalising the results.

To control bias, the study used one section of a set of questions at a time and exercised unambiguous language where respondents were urged to ask questions if they do not understand anything.

This study was partially funded by the National Department of Health, however, this funding source had no role in the design, conduct or reporting of the study results or in the decision to submit the manuscript for publication.
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3.13 Gantt Chart
3.14 Dissemination of results
A research summary document will be developed and shared with the three hospitals where the study took place. A dissemination of findings arrangement with the three hospitals has been reached, wherein a formal presentation will be made after successful completion of the study. A comprehensive document will be sent to the Director-General at the National Department of Health. It is also planned that the findings of this research will be published in both local and international journals.

3.15 Conclusion 
This chapter provided an outline of the research approached and process followed in order to collect the required data for this study. 
Once the research problem had been defined, it was important to decide on the approach to use when investigating the problem. In this study the focus was on utilizing the quantitative research method and descriptive design to study the experiences of patients on the CCMT programme. The defined population for this study included three public hospitals in one province (Gauteng). The sampling method consisted of a systematic random sampling technique. 

To determine whether access and quality of the CCMT programme was experienced a structured data collection instrument in the form of a questionnaire was utilized. The questionnaire was pre-tested in terms of reliability and validity for Gauteng Province, in a City of Tshwane Metropolitan Clinic which was not included in the main study. Once the pre-testing had been completed, the necessary changes were made and the final product was applied to the larger study. Permission was obtained from the hospital superintendents of the three hospitals to conduct the identified study. 

Chapter 4

Presentation and Discussions of data
4.1 Introduction

This chapter discusses data analysis and interpretation against accessibility and quality of the CCMT programme. On the other hand the level of satisfaction of patients with regards to the CCMT programme will be also be presented. The objectives of the study were:

· To investigate accessibility of the CCMT programme for South Africans who live in the vicinity of Tshwane District, Pretoria West and Kalafong Hospitals;

· To investigate patients’ experiences of the nature and level of quality of the CCMT programme in Tshwane District, Pretoria West and Kalafong Hospitals; and

· To determine the level of satisfaction of patients regarding the CCMT programme in Tshwane District, Pretoria West and Kalafong Hospitals.

This chapter provides the data analysis for the study under the following sections: Socio-demographic information, Access to CCMT programme, Quality of the CCMT programme, Satisfaction level with the CCMT programme and Dissatisfaction level with the CCMT programme.
4.2 Response rate

In this study 415 interviews were secured in all three hospitals, however, 402 respondents agreed to take part in the interviews as a result 13 respondents declined to be interviewed. The response rate was 97%. Despite the request to respond to all questions, some of the respondents did not respond to all of the questions, which could be due to fear of disclosing information which respondents deemed sensitive. Polit and Beck (2006) indicated that at least fifty percent of the sample is required from respondents, this also assists in overcoming response bias.
4.3 Data presentation and interpretation

Data in this study is presented according to the different sections of the data collection instrument such as:

· Section I: Access to CCMT programme;
· Section II: Quality of CCMT programme;

· Section III: Satisfaction level of CCMT programme; and 

· Section IV: Dissatisfaction level with the CCMT programme.
4.4 Descriptive statistics

Descriptive statistics was used to describe the population considered throughout this study; this was done through the comparison of three hospitals namely: Kalafong, Tshwane District and Pretoria West hospitals. The gender composition, age, marital status, education, employment status, mode of transport and length of care of respondents in all three hospitals were compared.  According to Adler and Clark (2008) “descriptive statistics are used to describe and interpret collected data from the study sample”. “Frequencies are the number of cases in each category of a variable and are displayed in terms of tables, pie graphs and bar charts (Adler & Clark 2008)”.
In the display of bar charts the accumulative values for the variable, for all hospitals are indicated in blue, and this is the figure used in the discussion of findings. According to the responses in this report response alternatives mainly include “strongly agree”, “agree”, “not sure”, “disagree”, and “strongly agree” and “very satisfied”, “satisfied”, “not sure”, “unsatisfied” and “very satisfied”. For the purpose of data analysis and interpretation, response alternatives were grouped as positive and negative responses. 

4.5 Section I: Socio-demographic characteristics of respondents

Section I of the questionnaire acquired information from the respondents pertaining to their age, marital status, education levels, employment status, mode of transport and length of health care received within the different hospitals. 
4.5.1 Respondent’s age 

A total of 402 respondents took part in this study. Of the respondents, 180 (48%) came from the 31 to 40 year age group. Curtis, Patrick, Caldwell, Greenlee and Collier (1999) found the median age of respondents to be 39 which is in line with the results of this study and according to Wouters et al (2008).
More females 307 (76 %) than males 95 (24%) participated in this study (table 2). Wouters et al (2008) studies on patient satisfaction in the CCMT programs elucidated that the majority of respondents were women, but fails to provide any reason. The poor male participation could have been as a result that females are more concerned with good health; however, a clear deduction is thus not possible (table 3). 
4.5.2 Marital status of respondents 

According to Kamdi, Shad, Kar, Gangani and Humme (2006) marital status is an important factor among women in terms of knowledge, attitude and practices related to HIV and AIDS.  It is disconcerting to note that 214 (54 %) of the respondents were single compared to 119(30%) that are married (table 3). The reason maybe twofold, either that respondents prefer to be single with no commitment in terms of marital status or that respondents have a poor level of knowledge on HIV and AIDS.  
4.5.3 Respondent’s educational level

Table 3 indicates the respondents’ level of education, with 54 (14%) having primary and 153 (39%) secondary education.  It is apparent that 39 % of the respondents received secondary school education, which is contradictory to the study by Wouters et al (2008), where less than 20%   of respondents completed secondary school.
4.5.4 Respondent’s employment status

The majority of respondents 196 (49%) were unemployed, with 104 (26%) full-time employed, 50 (13%) part-time employed, and 19 (5%) were self-employed respectively.  According to Peltzer (2008) respondents in a study on the symptom experience of people living with HIV and AIDS in the Eastern Cape, South Africa were without health insurance suggesting that they were also unemployed. According to Koch, Rumrill, Roessler, and Fitzgerald (2001), employment is directly associated with improved psychological and psychosocial functioning for people living with chronic, terminal, and life-threatening illnesses. 
4.5.5 Respondent’s mode of transport

The majority of respondents 300 (75%) used buses or taxis as a mode of transport to reach their respective hospitals to seek medical care, whereas 63 (15%) of respondents indicated that they walk to their respective hospitals while 28, (7%) used private vehicles. According to Tjaronda (2008), “lack of transport to the health services has resulted in people living with aids not adhering to ART treatment”. In retrospect, this question lacks to identify if transport is available for patients on ART. 
4.5.6 Respondent’s length of health care on ART
Of the respondents who answered this question 171 (43%) had less than one year receiving ART treatment in their respective hospitals, where 125 (32%) respondents have been on ART treatment between 1-2 years respectively (table 3).

Table 3: Socio-demographic Characteristics of respondents (n=402)
	Characteristics
	Hospital 1
	Hospital 2
	Hospital 3
	Total
	(%)

	Age (y)
	
	
	
	
	

	20-30
	17
	14
	33
	64
	17.00

	31-40
	74
	41
	65
	180
	48.00

	41-50
	32
	22
	35
	89
	24.00

	51-60
	6
	6
	13
	25
	06.00

	61-73
	0
	1
	6
	7
	05.00

	Total
	129
	84
	152
	365
	100

	(%)
	35
	23
	42
	100
	

	Gender
	
	
	
	
	

	Male
	29
	26
	40
	95
	24.00

	Female
	101
	66
	140
	307
	76.00

	Total
	130
	92
	180
	402
	100

	(%)
	32.3
	22.9
	44.8
	100
	

	Marital status
	
	
	
	
	

	Married
	37
	32
	50
	119
	30.00

	Living with partner
	10
	9
	17
	36
	09.00

	Single
	76
	42
	99
	217
	54.00

	Divorced
	1
	6
	5
	12
	03.00

	Widowed
	4
	3
	3
	10
	03.00

	Separated
	1
	0
	4
	5
	01.00

	Total
	129
	92
	178
	399
	100

	(%)
	32
	23
	45
	100
	

	Educational level
	
	
	
	
	

	No schooling
	6
	9
	19
	34
	09.00

	Primary (grade1-7)
	19
	10
	25
	54
	14.00

	Secondary school (not complete)
	57
	34
	62
	153
	39.00

	Secondary school (complete)
	35
	30
	54
	119
	31.00

	Degree/Diploma
	11
	6
	9
	29
	07.00

	Total
	128
	92
	169
	389
	100

	(%)
	33
	24
	43
	100
	

	Income source
	
	
	
	
	

	Employed full-time
	30
	27
	47
	104
	26.00

	Employed part-time
	17
	11
	22
	50
	13.00

	Self-employed
	3
	5
	11
	19
	05.00

	Unemployed
	72
	42
	82
	196
	49.00

	Pension
	0
	0
	6
	6
	01.00

	Child support grant
	5
	3
	6
	14
	04.00

	Disability grant
	0
	4
	3
	7
	02.00

	Total
	127
	92
	177
	396
	100

	(%)
	32
	23
	45
	100
	

	Mode of transport
	
	
	
	
	

	On foot
	17
	12
	34
	63
	15.05

	Bus/Taxi
	105
	64
	131
	300
	75.00

	Bicycle
	0
	0
	2
	2
	0.5

	Private car
	5
	14
	9
	28
	07.00

	Ambulance
	3
	2
	1
	6
	02.00

	Other, specify
	0
	0
	0
	0
	0

	Total
	130
	92
	177
	399
	100

	(%)
	33
	23
	44
	100
	

	Length of care
	
	
	
	
	

	< 1 year
	52
	55
	64
	171
	43.00

	1-2 years
	42
	27
	56
	125
	32.00

	3-5 years
	19
	5
	40
	64
	17.00

	>5 years
	16
	4
	12
	32
	08.00

	Total
	129
	91
	172
	392
	100

	(%)
	32.9
	23.2
	43.9
	100
	


Key: Hospital 1 = Kalafong hospital, Hospital 2 = Pretoria West Hospital, Hospital 3 = Tshwane District Hospital

Table 4: Mean and standard deviation of age (n=365)
	   Age
	Observations
	Mean
	Std. Dev
	Min  
	  Max

	 Male
	91
	41.52747
	8.952145
	23
	73

	Female
	274
	36.77737
	7.878524
	20
	69


According to table 4 above, it is apparent that male respondent’s age was between 23 and 73 and female respondent’s age was between 20 and 69. Table 3 depicts that male respondents (91; 25 %) age range between 23 and 73 years, whereas female respondents (274; 75 %) age varies between 20 and 69. The variation around the mean age for males is higher (42) when compared to that of females (37). It is evident that the spread of age for males was 9 and 8 respectively.
4.6 Section II: Respondent’s experience and perception about access to CCMT programme. 

Section II of the questionnaire acquired information on the respondents’ experiences about access to CCMT programs in terms of appointments and waiting times of the CCMT programme.  
4.6.1Respondents’ access to the CCMT programme
The majority of respondents 382 (97%)  indicated that they were receiving health care in terms of CCMT programs from Tshwane district, Pretoria West or Kalafong Hospitals, respectively which are their primary points of obtaining care, while 11 (3%) indicated they receive health care in other regions (figure 4.2). According to Abdool Karim, Abdool Karim & Baxter (2005) access to ART through the public health system can transform AIDS from an insidious killer to a manageable chronic illness.
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Figure 4.1: Respondents’ access to CCMT programs (n=382)
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Figure 4.2: Respondents’ access to health facility rendering CCMT programs (n=293).  
The majority of the respondents who answered this question 293 (73%) travelled less than 30 minutes from their homes to the different health facilities (figure 4.2). According to the Department of Health (2007), evaluation of the CCMT program, more than 50% of the patients on ART treatment travelled beyond 30 minutes from their homes to the health facility.
4.6.2 Respondents’ appointment schedule 
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Figure 4.3: Respondents’ appointment schedule (n=377)
According to figure 4.3    377 (97%) of the respondents’ were provided with an appointment date to visit the health facility. Molina et al 2009 in a patient satisfaction survey indicated that patients who were provided with appointments and treated with courtesy and respect were more satisfied with the health care service they have been offered. According to Chin & Amir (2008) in a survey of patient satisfaction with the breastfeeding education and support services of the royal women’s hospital providing patients with appointments was associated with a strong level of satisfaction among patients.
4.6.3 Contact details for emergency appointments 

[image: image6.emf]0 50 100 150 200

Kalafong

Pretoria West

Tshwane District

Contact details for emergency 

appoinment provided

details provided for emergency 

appointments


Figure 4.4: Contact details for emergency appointments available for the respondents (n=278) 
According to the majority of the respondents who answered this question 278 (71%) were provided with contact details for emergency appointments (figure 4.4). Wouters et al 2008 indicated that the management of ART is complex and often requires lifelong clinical monitoring and counseling to make certain that patients adhere to treatment, shortages of human resources will indirectly impact negatively on providing patients with contact details for emergency appointments.
4.6.4 Respondents’ access to chairs in the waiting room
It is positive to note that 374 (94%) of the respondents indicated that there was a chair or bench in the waiting area. According to Chesney (2000), patients who are not provided with access to chairs in the waiting room were more likely to have poor adherence to ARVs.
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Figure 4.5: Respondents’ access to chairs in the waiting area (n=374)
4.6.5 Respondents’ waiting time

Figure 4.6 indicates the respondents’ responses in terms of waiting time. It is unclear why 8 (2%) of the respondents did not answer the question. Of the respondents who answered this question nearly two-thirds 260 (66%) indicated that they waited for less than 30 minutes to be seen by a service provider. The largest proportion of respondents from Tshwane District Hospital 97 (24%) indicated that they waited for less than 30 minutes to be seen by a service provider. According to the (Department of Health, 2009) many patients judge the quality of service that they receive based on the length of time they spend waiting to be seen by a heath care provider. The above study further showed that 53% of respondents waited for less than 30 minutes (Department of Health, 2009).According to Anderson, Camacho, & Balkrishnan (2007), patient’s long waiting time is associated with lower levels of patient satisfaction.
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Figure 4.6: Respondents’ waiting time (n=394)
4.6.6 Availability of HIV education material in the waiting area

Figure 4.7 indicates the respondents’ responses in terms of whether HIV material was available in the waiting area. Of the respondents who answered this question 266 (68%) indicated that HIV education material was available in the waiting area. Tshwane District hospital had the largest number of respondents 33% (128) who indicated that there was HIV education material available in the waiting area. According to Carr-Hill (1992, the availability of health education material plays a pivotal role in patient satisfaction.
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Figure 4.7: Availability of HIV education material (n=389)
4.6.7 Recommending of the hospital to families and friends

Figure 4.8 indicates the respondents’ responses in terms of recommending the hospital to families or friends. It is unclear why 11 (3%) of the respondents did not answer the question. Of the respondents who answered this question 360 (92%) indicated that they will recommend the hospital they were receiving care in to families and friends. The largest proportion of respondents from Tshwane District Hospital 161 (41%) indicated that they will recommend their hospital to families and friends. A study by (Molina, Lim, Seow, and Heng 2009) found that the odds ratio of recommending the hospital in a patient satisfaction survey in Singapore were 7.08 (4.85, 10.34).
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Figure 4.8: Recommending the hospital to families or friends (n=360)
4.7 Section III: Quality of CCMT services

Section III of the questionnaire acquired information in terms of quality of service provided to patients when accessing health care in CCMT facilities. 

According to Crow, Gage, Hampson, Hart, Kimber, Storey & Thomas (2002) an assessment of patient satisfaction has been shown as an important mechanism for quality assurance, this assists in making certain that standards in health care are maintained and achieved. 
Table 5: Levels of satisfaction with Access to CCMT services

	Items
	Positive response n (%)
	Not sure n (%)
	Negative response n (%)
	n (%)

	The receptionist or booking clerk was kind, polite, and showed respect and was helpful towards me
	341 (87)
	16 (4)
	34 (9)
	391

	The nurse was kind, polite and showed respect to me
	367 (94)
	11 (3)
	13 (3)
	391

	I had enough privacy in consultation with the service provider
	347 (88)
	17 (4)
	29 (7)
	393

	The doctor greeted me and was kind, polite and showed respect to me
	390 (98)
	5 (1)
	4 (1)
	399

	The doctor gave me full attention during the consultation
	374 (99)
	12 (3)
	12 (3)
	398

	I felt comfortable talking to the health care provider about my problems
	386 (97)
	6 (2)
	 6 (2)
	398

	I am satisfied with the level of care provided to me
	373 (94)
	10 (3)
	14 (4)
	397

	I have a good understanding of my problem and what to do to stay healthy
	394 (98)
	2 (1)
	5 (1)
	401


Table 5 indicates levels of satisfaction of patients on the CCMT program. Three hundred and forty one (87%) of the respondents agreed that “the receptionist or booking clerk was kind, polite, and showed respect and was helpful towards me”. 
On the other hand, 390 (98%) of respondents strongly agreed that the doctor was kind, polite and showed respect. The process evaluation of the implementation of the operational plan for comprehensive HIV and AIDS care management and treatment for South Africa during 2004-2007 showed that 93% of respondents indicated that the doctor showed courtesy and politeness (Department of Health, 2009). Effects of Survey Mode on Results of a Patient Satisfaction Survey at the Observation Unit of an Acute Care Hospital in Singapore reported the odds ratio of 2.97 (1.39, 6.36) on how often had doctors treated respondents with courtesy and respect (Molina et al, 2009).
Meanwhile, 367 (94%) of respondents strongly agreed that the nurse was kind, polite and showed respect to them. The process evaluation of the implementation of the operational plan for comprehensive HIV and AIDS care management and treatment for South Africa during 2004-2007 showed that 95% of respondents indicated that the nurses showed courtesy and politeness towards them. 
Monlia et al (2009) reported results of a patient satisfaction survey at an Acute Care Hospital in Singapore with an odds ratio of 2.56 (1.24, 5.30) on how often did nurses treat respondents with courtesy and respect.
With regards to privacy during consultation, 347 (88%) of respondents strongly agreed that they were provided adequate privacy. It is evident that doctors provided full attention during consultations and had less interruptions as 374 (99%) of respondents) agreed with the above statement. Chin and Amir (2008) showed that 85% of patients in a patient satisfaction survey in Melbourne were provided sufficient privacy during consultation.

Table 5 further elucidates that 386 (97%) of respondents agreed that they felt comfortable talking to the health care provider about their problems. According to Woodcok & Bradley (2001), the importance of patient and health care provider communication contributes to adherence to ARVs.
Meanwhile, 373 (94%) of respondents indicated that they agree and are satisfied with the level of care provided by the hospital for them. Respondents seem to have a good understanding of their health challenges and appear to be familiar with what they need to do to stay healthy as the majority 394 (98%) strongly agreed that they have a good understanding of their problem and what they should do to remain healthy.
4.8 Section IV: Satisfaction level of CCMT 
Section IV of the questionnaire acquired information in terms of the level of satisfaction patients on CCMT were subjected to.
4.8.1 Explanation of laboratory results to the respondents
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Figure 4.9: Explanation of laboratory results to respondents (n=372)
Figure 4.9 indicates the respondents’ responses on explanation of laboratory results. It is unclear why 5 (1%) of the respondents did not answer the question. Of the respondents who answered this question 372 (93%) indicated that the doctor explained the laboratory results in a manner in which they understood. A large proportion of respondents who indicated that the doctor explained the laboratory results were from Tshwane District Hospital 162 (41%).
4.8.2 Side effects to drugs

Molina et al (2009) indicated that only one out of four patient encounters with medical doctors explain medical issues such as diagnosis, diseases and treatments in such a way it could be understood. 
Three hundred and seventy three respondents (96%) indicated that the treating medical doctor wanted to know if side effects are experienced as a result of taking ARVs. According to McNicholl (2004 and 2005) “adverse effects of antiretroviral drugs vary by drug, by ethnicity, by individual, and by interaction with other drugs, including alcohol”.   
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Figure 4.10: Respondents asked about side effects to drugs (n=373)
4.8.3 Education on how to avoid getting sick

Figure 4.11 indicates the respondents’ responses in terms of education on how to avoid getting sick. It is unclear why 4 (2%) of the respondents did not answer the question. Of the respondents who answered this question 383 (96%) indicated that they were educated on how to avoid getting sick. More than 40% of respondents from Tshwane 
District Hospital indicated that they were educated on how to avoid getting sick. Woodcock and Bradley (2001) explained that understanding of HIV is likely to depend on an effective doctor-patient communication. 
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Figure 4.11: Education received by respondents on how to avoid getting sick (n=383)
4.8.4 Informed about how to avoid spreading the virus

Figure 4.12 indicates the respondents’ responses in terms of information on how to avoid spreading the virus. It is unclear why 5 (1%) of the respondents did not answer the question. Of the respondents who answered this question 374 (94%) indicated that they were provided information on how to avoid spreading the virus. A large proportion of respondents from Tshwane District Hospital 168 (42%) indicated that they knew of ways to avoid spreading the virus.

The process evaluation of the implementation of the operational plan for comprehensive HIV and AIDS care management and treatment for South Africa 2004-2007 showed that 95% of respondents indicated that they were provided with enough information and from that they are familiar with what to do to avoid spreading the virus (Department of Health, 2009).
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Figure 4.12: Information on how to avoid spreading the virus (n=397)
4.8.5 Provided medication at all times

Figure 4.13 indicates the respondents’ responses in terms of providing medication at all times. It is unclear why 5 (1%) of the respondents did not answer the question. Of the respondents who answered this question 168 (89%) indicated that they were provided medication at all times. A large proportion of respondents from Tshwane District Hospital 155 (39%) indicated that they were provided with medication at all times, i.e. they had never experienced stock outs.

In the evaluation of the operational plan for comprehensive HIV and AIDS care management and treatment for South Africa during 2004-2007 results showed that 91% of respondents indicated that they were provided with medication at all times (Department of Health, 2009).
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Figure 4.13: Provided medication at all times (n=397)
4.8.6 Correct way of taking medicine

It is paramount for the pharmacist to provide adequate counseling on how to use medication, the importance of this kind of counseling cannot be overemphasized when it come to ARVs in order to curb the potential emergence of drug resistant HIV. 

Figure 4.14 indicates the respondents’ responses in terms of explanation on the correct ways of taking medicine. Less than one percent of the respondents did not answer the question. Of the respondents who answered this question 388 (97%) indicated that they were provided with an explanation on how to take the medicine. A large proportion of respondents from Tshwane District Hospital 174 (43%) indicated that they were informed of the correct way of taking medicine.
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Figure 4.14: Correct way of taking medication explained (n=399)
4.8.7 Information on potential side effects

Figure 4.15 indicates the respondents’ responses in terms of information on side effects. Of the respondents who answered this question 365 (91%) indicated that they were asked about the side effects of the drugs they were taking. A large proportion of respondents from Tshwane District Hospital 162 (41%) indicated that they were asked about the side effects of drugs. 
Molina et al (2009) indicated more than 40% of hospital staff describes possible medical treatment side effects in a way to inform patients.
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Figure 4.15: Information on potential side effects (n=399)
4.8.8 Explanation about the importance of not missing treatment

Figure 4.16 indicates the respondents’ responses in terms of an explanation about the importance of not missing treatment. Of the respondents who answered this question 378 (95%) indicated that they were provided with an explanation about the importance of not missing treatment by pharmacists. A large proportion of respondents from Tshwane District Hospital 168 (42%) indicated that they were provided with an explanation on the importance of not missing treatment. 
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Figure 4.16: Explanation about the importance of not missing treatment (n=398)
4.8.9 Financial status of respondents

Figure 4.17 indicates the respondents’ responses in terms of assessment of financial status by the hospital. It is unclear why large number of respondents 45 (12%) did not answer this question. Of the respondents who answered this question 262 (73%) indicated that their financial status was assessed. A large proportion of respondents from Kalafong Hospital 96 (27 %) trailed Tshwane District Hospital 95 (26%) indicated that their financial status was assessed. “Financial information is necessary to direct strategic decisions and the assessment of the performance of organizational units such as district offices, hospitals, community health centers and clinics” (Stenzel 2007).
.
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Figure 4.17: Financial status of the respondents (n=357)
4.8.10 Total respondents referred to a dietician

Nutrition plays a pivotal role in advancing the health and wellbeing of patients on ARV medication (Department of Health 2009). Good nutrition is critical when taking ARVs as a result, the CCMT program utilizes the services of dieticians or nutritionists in order for nutritional assessment and advice to be provided to patients on ARVs. 
Figure 4.18 indicates the respondents’ responses in terms of referral to a dietician. Of the respondents who answered this question 349 (89%) indicated that they were referred to a dietician. A large proportion of respondents from Tshwane District Hospital 136 (35%) indicated that they were referred to a dietician. 
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Figure 4.18: Total respondents referred to a dietician (n=349)

Table 6: Quality assessment of CCMT services
	Items
	Strongly agree n (%)
	Agree n (%)
	Not sure n (%)
	Strongly disagree n (%)
	Disagree n (%)
	n (%)

	The doctor involved me in decisions regarding my healthcare
	229 (58)
	133 (34)
	16 (4)
	3 (1)
	12 (3)
	393

	The pharmacist was kind, polite and showed respect to me
	300 (76)
	76 (19)
	8 (2)
	5 (1)
	8 (2)
	397

	I received appropriate psychological counselling to help me cope
	256 (65)
	107 (27)
	17 (4)
	10 (3)
	4 (1)
	394


Three hundred (75%) of respondents strongly agreed with the statement “The pharmacist was kind, polite and showed respect to me” (table 6). Nearly two thirds, 256 (64%) of respondents indicated that they received appropriate psychological counseling to help them cope and 229 (58%) of respondents showed that the doctor involved them in decisions regarding their health care (table5). According to Walburg, Bevan, Wilderspin and Lemmers (2006) health care should provide high quality treatment to patients covering all clinical aspects. It could be deducted that the respondents were satisfied with the quality of different health care services provided. 
4.9 Satisfaction levels of CCMT program
Table 7: Respondents satisfaction level in terms of CCMT
	Items
	Very satisfied n (%)
	Satisfied n (%)
	Not sure n (%)
	Unsatisfied n (%)
	Very unsatisfied n (%)
	n (%)

	Patient administration
	237 (60)
	112 (28)
	15 (5)
	14 (4)
	17 (4)
	395

	Friendliness of hospital staff
	220 (55)
	123 (31)
	24 (6)
	17 (4)
	13 (3)
	397

	Neat waiting area
	228 (58)
	114 (29)
	15 (4)
	22 (6)
	16 (4)
	395

	HIV specific material
	168 (42)
	131 (33)
	21 (5)
	11 (3)
	65 (16)
	396

	Always obtained medication
	254 (64)
	117 (29)
	6 (2)
	5 (1)
	16 (4)
	398

	Explanation on how to take medication
	268 (68)
	106 (27)
	1 (0.2)
	5 (1)
	16 (4)
	396

	Assessment of my financial status
	191 (48)
	95 (24)
	46 (12)
	27 (7)
	36 (9)
	395

	Nutritional advice
	233 (59)
	111 (28)
	18 (5)
	12 (3)
	20 (5)
	394

	Counselling
	259 (65)
	108 (27)
	9 (2)
	3 (1)
	18 (4)
	397

	Explanation of lab results
	242 (61)
	109 (28)
	12 (3)
	9 (2)
	24 (6)
	396

	Privacy
	246 (62)
	109 (28)
	15 (4)
	5 (1)
	20 (5)
	395

	Confidentiality maintained by staff
	236 (59)
	113 (28)
	24 (6)
	8 (2)
	17 (4)
	398


According to table 7 above, respondents were mostly satisfied with the explanation provided on how to take their medicine 268 (67%), counseling 259 (65%), privacy 246 (62), always obtaining medication 254 (63%), explanation of laboratory results 242 (61%) and patient administration 237 (60%). It is positive to note that more than half of the respondents are satisfied with the mentioned health services rendered at the different hospitals. 
4.10 Level of dissatisfaction with CCMT services

Table 8: Level of dissatisfaction with CCMT services

	Items
	Strongly agree n (%)
	Agree n (%)
	Not sure n (%)
	Disagree n (%)
	Strongly disagree n (%)
	n (%)

	Patient administration
	212 (54)
	91 (23)
	9 (2)
	10 (3)
	74 (19)
	396

	Friendliness of hospital staff
	194 (48)
	100 (25)
	14 (4)
	14 (4)
	73 (18)
	394

	Neat waiting area
	190 (48)
	92 (23)
	16 (4)
	22 (6)
	74 (19)
	394

	HIV specific material
	154 (39)
	97 (25)
	11 (3)
	18 (5)
	111 (28)
	391

	Always obtained medication
	205 (52)
	91 (23)
	15 (4)
	6 (2)
	75 (19)
	392

	Explanation on how to take medication
	224 (57)
	85 (21)
	4 (1)
	8 (21)
	75 (19)
	396

	Assessment of my financial status
	175 (44)
	79 (20)
	33 (8)
	21 (5)
	88 (22)
	396

	Nutritional advice
	194 (49)
	93 (24)
	14 (4)
	18 (5)
	75 (20)
	394

	Counselling
	216 (55)
	84 (21)
	9 (2)
	8 (2)
	79 (20)
	396

	Explanation of lab results
	206 (52)
	89 (23)
	12 (3)
	10 (3)
	78 (20)
	395

	Privacy
	205 (52)
	84 (21)
	20 (5)
	6 (2)
	81 (20)
	396

	Confidentiality maintained by staff
	198 (50)
	80 (20)
	29 (7)
	9 (2)
	79 (20)
	395


According to table 8 above, 224 (57%) respondents were mostly dissatisfied with how services were conducted in terms of, counseling 216 (55%), patient administration 212 (54%) and explanation of laboratory results 206 (52%). Some respondents (17%) expressed specific dissatisfaction with long waiting times for doctors and inadequate knowledge of nurses (12%) about ARVs (Department of Health 2009). However, it is disconcerting to note that more than 60% of the respondents responding to these questions are not satisfied with the health services provided as a health outcome. This is in line with Walburg, Bevan, Wilderspin and Lemmers (2006) argument that health outcome results are poor because too much focus is placed on the health process in a health system, with a lack to define clear clinical and patient experience health outcomes. 
4.11 Conclusions
A significant number of respondents in all the hospitals indicated that they were receiving care in the hospital serving as their primary point of accessing health care, this elucidates that in three hospitals care for people living with HIV and AIDS is being provided for people living closer to the facility. This can also be supported by 73% of the respondents who indicated that they travelled less than 30 to reach their respective hospitals to access health care. The majority of respondents were provided with scheduled appointments, furthermore most respondents indicated that they waited for less than 30 minutes to be attended to by a health care provider. Clearly, access to CCMT program in three hospitals is in accordance with what has been elucidated in the operational plan for HIV and AIDS care management and treatment. Most respondents indicated that they will recommend the hospital providing them with care to their family and friends which indicates that access to the three hospitals is certainly in line with the expectations of patients.

Nearly all respondents 93% indicated that the doctor explained the laboratory results to them in such a way that they understood. It is apparent that ARVs were not just dispensed to patients and the majority of respondents indicated that they were told of potential side effects of the drugs, they were asked about the side effects, they were also informed about the correct way of taking ARVs including the importance of not missing treatment.  In addition the three hospitals had excellent planning to make certain that patients do not run out of ARVs as the majority of respondents said that they were provided with ARVs all the times. Respondents were also provided with psychological counseling to help them cope.

The majority of respondents indicated that accessing health care in the respective hospitals assisted them to have a good understanding of their health problems and what they need to do to stay healthy.

Respondents were mostly satisfied with the explanation provided on how to take medication, counseling, receiving of medication all the time, privacy provided, explanation of laboratory results and patient administration provided by the hospital.
Respondents were mostly dissatisfied with how health services have been rendered. It has been noted that the level of dissatisfaction in this current study seems to be unable to provide a clearer picture; this is because certain items in which respondents were satisfied with were also shown as items respondents were dissatisfied with.

Chapter 5
Conclusion and Recommendations 
5.1 Introduction

South Africa is one of the countries that started with the provision of HIV and AIDS treatment in public health facilities during 2004. As a result, the National Department of Health was instructed by cabinet to develop an Operational Plan for Comprehensive HIV and AIDS Care, Management and Treatment (CCMT) for South Africa. The developed Operational Plan showcases numerous options and choices for South African citizens for the care and treatment of people living with HIV and AIDS. Meanwhile, cabinet will on the other hand have the opportunity to analyze and evaluate the plan as an attempt to obtain realistic decisions that are based on comparison, impartiality, justice, fairness, and universal access to basic health care and sustainability. During 2009, the Operational Plan was in its fifth year of implementation; hence this study will seek to assess the experiences of patients on CCMT in three hospitals namely: Tshwane District, Pretoria West and Kalafong Hospitals as there is a significant knowledge gap in ascertaining the effectiveness of CCMT services in South Africa. This chapter will explain concluding remarks on data analysis from chapter 4.
The aim of this study was to investigate and describe patient’s experiences on the CCMT programme with reference to accessibility, quality and satisfaction levels of patients in three hospitals in Tshwane, Gauteng.
The objectives of the study were as follows:

· To investigate accessibility of the CCMT programme for South Africans who live in the vicinity of Tshwane District, Pretoria West and Kalafong Hospitals;

· To investigate patients’ experiences of the nature and level of quality of the CCMT programme in Tshwane District, Pretoria West and Kalafong Hospitals; and

· To determine the level of satisfaction of patients regarding the CCMT program in Tshwane District, Pretoria West and Kalafong Hospitals.

5.2 Conclusions 
The conclusions will be discussed under the different sections of the questionnaire and acknowledges the responses of the respondents. The numbers of people infected with HIV accessing CCMT are apparently increasing exponentially. The number of people receiving treatment with ARVs through the public sector CCMT program was estimated at 900 000 towards the end of 2009. Challenges in the provision of ARVs in South Africa are inevitable due to the identified difficulties with drug supplies, shortages of human resources for health and other resources (Wouters 2007). Given the challenges at hand, it is essential to conduct an assessment to determine the experiences of patients who are on the CCMT program in facilities providing such service in order to assist in determining challenges at hand to help improve the service. 
A total of 402 respondents took part in this study with the largest proportion of respondents coming from the 31 to 40 year age group. Furthermore, 214 (54%) of respondents were single while 30% were married. 
Fifty four 54 (14%) had primary education which ranges from grade 1 to grade 7. It is apparent that a larger proportion, 153 (39 %) of respondents received secondary school education although they did not complete grade 12. It can be deduced that more than half of respondents (207; 53 %) have received formal training applicable to the job they practice
The majority of respondents 196 (49%) were unemployed, 104 (26%) were employed full-time while 50 (13%) were employed part-time, and 19 (5%) of respondents were self-employed. The remaining 7 (2%) were respondents who were on pension and those receiving financial support through grants. It is disconcerting to note that more than (203, 52%) of the respondents have no income, depending entirely on the public sector to provide patient health care. 
The majority of respondents 300 (75%) used buses or taxis as a mode of transport to reach their respective hospitals to seek medical care, 63 (15%) of respondents indicated that they walk to their hospitals while 28 (7%) used private vehicles. In correlation with the rate of unemployment it is deduced that the patients receive other sources of income to pay for transport fares. 
Of the respondents 171 (43%) had less than one year of health care in their respective hospitals, where as 125 (32%) had between 1-2 years of treatment in terms of the CCMT programme. The reason maybe twofold; either that the incidents of HIV and AIDS is increasing at alarming rates or that more patients are entering the CCMT programme. 
Furthermore, this study results demonstrated that respondents were very satisfied with the explanation provided on how to take their medicine 268 (67%), counseling 259 (65%), privacy 246 (62), always obtaining medication 254 (63%), explanation of laboratory results 242 (61%) and patient administration 237 (60%) respectively (table 7). It is concluded that the privacy provided for respondents during the process of providing health care and the confidentiality maintained by health staff was some of the key aspects that satisfied respondents the most. 
According to the findings of this study, it appears that respondents were dissatisfied with the assessment of their financial status 286 (72%), counseling 216 (55%), patient administration 212 (54%) and explanation of laboratory results 206 (52%) respectively (table 8). It appears that the formulation of these questions posed a problem as both questions; the one on satisfaction and the one on dissatisfaction contained the same variables. The respondents might well have been aware thereof, but might not have been familiar with what is meant by the question, thus providing invalid answers to these questions. 
The process evaluation of CCMT conducted by the Department of Health during 2007 (Department of Health, 2009) cited that the most common challenge impeding the attainment of targets set out in the operational plan is lack of adequate, experienced and skilled human resources. Despite the positive findings in this study regarding access, quality and satisfaction with CCMT services it remains critical to determine underlying factors in the three hospitals under study to ascertain the extent in which they have in relation to lack of adequate, experienced and skilled human resources.

In line with what has been reported through the process evaluation of the CCMT in 2007 (Department of Health, 2009) where it was indicated that drug procurement and distribution had improved dramatically through the awarding of the national tender for supply of ARVs, it was elucidated through this study that a significant number of respondents made an indication that they were provided with their medication at all times with no stock-outs. 

5.3 Limitations
This study utilised volunteers and it may have been susceptible to selection bias specifically response bias, as a result in this study; this kind of bias may have resulted in over-representation of participants who are dissatisfied with the service. 
Meanwhile, if participants are afraid that providing negative comments about the service may have a negative impact in their future treatment, the study can be subjected to information bias. However, systematic random sampling was used as an attempt to reduce bias. 

In terms of the compilation of the questionnaire, the questions on satisfaction and dissatisfaction contain similar variables (table 7 &8). In retrospect, the formulation of this question poses a problem as it contains too many similar variables.
5.4 Conclusions

It is apparent that access to the CCMT programmes for South Africans living in the vicinity of Tshwane District, Pretoria West and Kalafong hospitals is excellent and in line with what has been prescribed in the operational plan. Furthermore, it is evident that the quality of service provided in the three hospitals has not been compromised as respondents testified that their experiences of the service provided has been positive. Meanwhile, relatively high levels of satisfaction were showed by respondents regarding the CCMT programme in Tshwane District, Pretoria West, and Kalafong hospitals.
5.5 Recommendations

Based on the findings of this study, the following recommendations are proposed to further improve and promote CCMT services within the public and private health sector:

· Enhance and enforce a culture to monitoring CCMT services constantly to improve on the quality of the services to deliver ART treatment,
· A need to have more accredited public and private health facilities to offer CCMT services
· Continuous training of staff to acquire skills to ensure ART patient are given the best health care that will maintain their level of satisfaction.
· A need to evaluate CCMT service frequently to enhance good service delivery. 
· A need for CCMT services to be part of the primary health care services in order to improve accessibility for ART treatment catering for communities in rural and underserved areas.
· The availability of HIV specific material has to be strengthened in order to help educate patients accessing health care facilities particularly for patients on the CCMT programme.
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7. Annexure A
7.1 Permission letters

Kalafong Hospital

Mr MT Magoro

PO BOX 2602

PRETORIA

0001
24 June 2009





Dr L M Phalatsi

Acting CEO
Kalafong Hospital
Private Bag X 396
PRETORIA

0001

Dear Sir or Madam

Re: Request for permission to conduct research entitled “An assessment of the Experiences of patients in the CCMT Programme in Tshwane, Gauteng”
My name is Mmbangiseni Terrance Magoro, and I am currently a student at the School of Public Health at the University of Limpopo (MEDUNSA campus) in South Africa, pursuing a Masters of Public Health (MPH) degree. As part of the fulfilment of the requirement for an MPH, I am required to conduct research and write a dissertation. I am therefore requesting for permission to conduct research on the above title in three hospitals namely: Tshwane District, Kalofong and Pretoria West. 
Kindly note that the research proposal for the research I will undertake has been critically reviewed by the research ethics committee of the University of Limpopo (see attached report) to make certain that participant’s rights are protected at all times during this study, moreover, it is expected that the findings will make recommendations that will be beneficial for the Department of Health including patient accessing HIV and AIDS treatment in South Africa.
I look forward to your favourable consideration of my request.

Yours truly,

Mr MT Magoro
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I Dr L M Phalatsi hereby grant Mr MT Magoro permission to conduct research at Kalafong Hospital.

Signature:                                 Date:                   
Pretoria West Hospital

Mr MT Magoro

PO BOX 2602

PRETORIA

0001

24 June 2009






Dr N Soe

Superintendent

Pretoria West Hospital

Private Bag X02
Pretoria West
Pretoria
0117

Dear Sir or Madam

Re: Request for permission to conduct research entitled “An assessment of the Experiences of patients in the CCMT Programme in Tshwane, Gauteng”
My name is Mmbangiseni Terrance Magoro, and I am currently a student at the School of Public Health at the University of Limpopo (MEDUNSA campus) in South Africa, pursuing a Masters of Public Health (MPH) degree. As part of the fulfilment of the requirement for an MPH, I am required to conduct research and write a dissertation. I am therefore requesting for permission to conduct research on the above title in three hospitals namely: Tshwane District, Kalofong and Pretoria West. 
Kindly note that the research proposal for the research I will undertake has been critically reviewed by the research ethics committee of the University of Limpopo (see attached report) to make certain that participant’s rights are protected at all times during this study, moreover, it is expected that the findings will make recommendations that will be beneficial for the Department of Health including patient accessing HIV and AIDS treatment in South Africa.
I look forward to your favourable consideration of my request.

Yours truly,

Mr MT Magoro
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Tshwane District Hospital

Mr MT Magoro

PO BOX 2602

PRETORIA

0001
24 June 2009






Dr MH Mosoane

Superintendent
Tshwane District Hospital
Private Bag X 179
PRETORIA

0001

Dear Madam
Re: Request for permission to conduct research entitled “An assessment of the Experiences of patients in the CCMT Programme in Tshwane, Gauteng”
My name is Mmbangiseni Terrance Magoro, and I am currently a student at the School of Public Health at the University of Limpopo (MEDUNSA campus) in South Africa, pursuing a Masters of Public Health (MPH) degree. As part of the fulfilment of the requirement for an MPH, I am required to conduct research and write a dissertation. I am therefore requesting for permission to conduct research on the above title in three hospitals namely: Tshwane District, Kalofong and Pretoria West. 
Kindly note that the research proposal for the research I will undertake has been critically reviewed by the research ethics committee of the University of Limpopo (see attached report) to make certain that participant’s rights are protected at all times during this study, moreover, it is expected that the findings will make recommendations that will be beneficial for the Department of Health including patient accessing HIV and AIDS treatment in South Africa.
I look forward to your favourable consideration of my request.

Yours truly,

Mr MT Magoro
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7.2 Data collection tools
Questionnaire (English)
	UNIVERSITY OF LIMPOPO (Medunsa Campus) CONSENT FORM


Research Project:
An assessment of the Experiences of patients on the Comprehensive HIV and AIDS Care Management and Treatment Programme in Tshwane, Gauteng

I have read the information on the proposed study, heard the aims and objectives of the proposed study and was provided the opportunity to ask questions and given adequate time to rethink the issue. The aim and objectives of the study are sufficiently clear to me.  I have not been pressurised to participate in any way.

I understand that participation in this Study is completely voluntary and that I may withdraw from it at any time and without supplying reasons.  
I know that this Study has been approved by the Medunsa Campus Research and Ethics (MCREC), University of Limpopo (Medunsa Campus). I am fully aware that the results of this Study will be used for scientific purposes and may be published.  I agree to this, provided my privacy is guaranteed.
I hereby give consent to participate in this Study.

............................................................     
 

 ........................................................

Name of patient/volunteer                            Signature of patient or guardian.

................................    
....................................    

................................................

Place.          
Date.                             Witness

___________________________________________________________________________

Statement by the Researcher

I provided verbal and/or written* information regarding the study: An assessment of the Experiences of patients on the Comprehensive HIV and AIDS Care Management and Treatment Programme in Tshwane, Gauteng

I agree to answer any future questions concerning the study titled: An assessment of the Experiences of patients on the Comprehensive HIV and AIDS Care Management and Treatment Programme in Tshwane, Gauteng as best as I am able.
I will adhere to the approved protocol.

Mr MT Magoro   
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2009/06/24


Pretoria
Name of Researcher 
Signature     

Date                      
Place

The purpose of this study is to determine patient’s experiences at the HIV clinics across the following domains: Access and Quality of care.

Following each statement or question, please mark the box that best represent your answer. Kindly mark only one box for each question, unless other instructions are applicable. Your answers to questions about providers should express your general feelings about all of the people who have provided you with medical care. Your response will be confidential.
Health Facility Details:
Name of Hospital:  

 _____________________________________________
Province:


_____________________________________________
District:


_____________________________________________
Date:


_____________________________________________
Section I: Socio-Demographic Information
1.1 Gender:

Male    



Female  


1.2 Age:


________________

1.3 Marital status:
Married



Living with partner


Single




Divorced



Widowed



Separated


1.6 Mode of transport
On foot




Bus/taxi



Bicycle




Private car



Ambulance



Other, specify





Section II

	Component
	

	2
	Access

	2.1
	This Hospital is my primary point of obtaining health care
	Yes
	No

	2.2
	It took me less than 30 minutes from my home to the Hospital
	Yes
	No

	2.3
	I was given an appointment according to the schedule 
	Yes
	No

	2.4
	I was given a contact number and person for an emergency appointment
	Yes
	No

	2.5
	The receptionist/booking clerk was kind, polite, showed respect and was helpful towards me
	Strongly agree
	Agree
	Not sure
	Disagree
	Strongly Disagree

	2.6
	The nurse was kind, polite and showed respect to me
	Strongly agree
	Agree
	Not sure
	Disagree
	Strongly Disagree

	2.7
	There was a chair/bench in the waiting area
	Yes
	No

	2.8
	I waited for less than 30 minutes to be seen by the service provider
	Yes
	No

	2.9
	HIV specific education material was available in the waiting area (TV/literature) in my first language
	Yes
	No

	2.10
	I had enough privacy in consultation with the service provider 
	Strongly agree
	Agree
	Not sure
	Disagree
	Strongly Disagree

	2.11
	The doctor greeted me and was kind, polite and showed respect to me
	Strongly agree
	Agree
	Not sure
	Disagree
	Strongly Disagree

	2.12
	The doctor gave me his full attention during the consultation - not interrupted by others/ phone calls etc
	Strongly agree
	Agree
	Not sure
	Disagree
	Strongly Disagree

	2.13
	I felt comfortable talking to the health care provider about my problems
	Strongly agree
	Agree
	Not sure
	Disagree
	Strongly Disagree

	2.14
	I am satisfied with the level of care provided to me by this hospital
	Strongly agree
	Agree
	Not sure
	Disagree
	Strongly Disagree

	2.15
	I will recommend this hospital to my family/friends
	Yes
	No

	2.16
	I have a good understanding of my problem and what to do to stay healthy
	Strongly agree
	Agree
	Not sure
	Disagree
	Strongly Disagree


Section III
	3
	Quality

	3.1
	The doctor explained to me my lab results such that I understood them
	Yes
	No

	3.2
	The doctor asked me about side-effects to drugs
	Yes
	No

	3.3
	The health care providers educated me about how to avoid getting sick
	Yes
	No

	3.4
	The doctor involved me in decisions regarding my healthcare
	Strongly agree
	Agree
	Not sure
	Disagree
	Strongly Disagree

	3.5
	The health care providers informed me how to avoid spreading the virus
	Yes
	No

	3.6
	The pharmacist was kind, polite, and showed respect to  me
	Strongly agree
	Agree
	Not sure
	Disagree
	Strongly Disagree

	3.7
	I was provided with all medications at all times. (No out of stock or come back again the next day)
	Yes
	No

	3.8
	The pharmacist explained to me the correct way of taking my medication
	Yes 
	No

	3.9
	The pharmacist informed me of the potential side-effects of the medication
	Yes
	No

	3.10
	The pharmacist explained to me the importance of not missing treatment
	Yes
	No

	3.11
	My financial status was assessed and I was referred to a social worker
	Yes
	No

	3.12
	I was referred to a dietician to obtain nutritional advice
	Yes
	No

	3.13
	I received appropriate psychological counseling to help me cope
	Strongly agree
	Agree
	Not sure
	Disagree
	Strongly Disagree


Section IV
	4
	Satisfaction Level of CCMT: How satisfied were you with

	4.1
	Patient Administration
	Very satisfied
	Satisfied
	Not sure
	Unsatisfied
	Very Unsatisfied

	4.2
	Friendliness of Hospital Staff
	Very satisfied
	Satisfied
	Not sure
	Unsatisfied
	Very Unsatisfied

	4.3
	Waiting Area (neat with chairs or a bench)
	Very satisfied
	Satisfied
	Not sure
	Unsatisfied
	Very Unsatisfied

	4.4
	HIV Specific Educational Material
	Very satisfied
	Satisfied
	Not sure
	Unsatisfied
	Very Unsatisfied

	4.5
	Always Obtained Medication
	Very satisfied
	Satisfied
	Not sure
	Unsatisfied
	Very Unsatisfied

	4.6
	Explanation on how to take medicines
	Very satisfied
	Satisfied
	Not sure
	Unsatisfied
	Very Unsatisfied

	4.7
	Assessment of my financial status
	Very satisfied
	Satisfied
	Not sure
	Unsatisfied
	Very Unsatisfied

	4.8
	Nutritional Advice
	Very satisfied
	Satisfied
	Not sure
	Unsatisfied
	Very Unsatisfied

	4.9
	Counseling
	Very satisfied
	Satisfied
	Not sure
	Unsatisfied
	Very Unsatisfied

	4.10
	Explanation of Lab Results
	Very satisfied
	Satisfied
	Not sure
	Unsatisfied
	Very Unsatisfied

	4.11
	Privacy 
	Very satisfied
	Satisfied
	Not sure
	Unsatisfied
	Very Unsatisfied

	4.12
	Confidentiality maintained by staff
	Very satisfied
	Satisfied
	Not sure
	Unsatisfied
	Very Unsatisfied


Section V: Dissatisfaction level
	5
	Level of Dissatisfaction: How dissatisfied were you with any of the following

	5.1
	Patient Administration
	Strongly agree
	Agree
	Not sure
	Disagree
	Strongly Disagree

	5.2
	Friendliness of Hospital Staff
	Strongly agree
	Agree
	Not sure
	Disagree
	Strongly Disagree

	5.3
	Waiting Area (neat with chairs or a bench)
	Strongly agree
	Agree
	Not sure
	Disagree
	Strongly Disagree

	5.4
	HIV Specific Educational Material
	Strongly agree
	Agree
	Not sure
	Disagree
	Strongly Disagree

	5.5
	Always Obtained Medication
	Strongly agree
	Agree
	Not sure
	Disagree
	Strongly Disagree

	5.6
	Explanation on how to take medicines
	Strongly agree
	Agree
	Not sure
	Disagree
	Strongly Disagree

	5.7
	Assessment of my financial status
	Strongly agree
	Agree
	Not sure
	Disagree
	Strongly Disagree

	5.8
	Nutritional Advice
	Strongly agree
	Agree
	Not sure
	Disagree
	Strongly Disagree

	5.9
	Counseling
	Strongly agree
	Agree
	Not sure
	Disagree
	Strongly Disagree

	5.10
	Explanation of Lab Results
	Strongly agree
	Agree
	Not sure
	Disagree
	Strongly Disagree

	5.11
	Privacy 
	Strongly agree
	Agree
	Not sure
	Disagree
	Strongly Disagree

	5.12
	Confidentiality maintained by staff
	Strongly agree
	Agree
	Not sure
	Disagree
	Strongly Disagree


Questionnaire (SEPEDI)
	UNIVERSITY OF LIMPOPO (Medunsa Campus) CONSENT FORM


Statement concerning participation in a Clinical Trial/Research Project*.

Leina la thuto/ reseach

An assessment of the experiences of patients on the CCMT programme in Tshwane, Gauteng

Tlhogokgolo ya thuto e hlakile go nna. Ga ke fase ga kgatelelo go tsea karolo

Ke a tseba gore go tsea karolo ga ka go thuto e ke boithaopi ebile nka e kgogela morago go thuto ntle le go fa mabaka. 

Se se ka se be le huwetso go thlahlobo ya ka ya mehla yeo ke e hwetsago go motho wa seemo sa ka goba go ba le huwetso go tlhokomelo yeo ke e hwetsago go ngaka ya ka ya mehla. 

Ke a tseba gore thuto e dumeletse ke ba Medunsa  Campus Research an Ethics (MCREC)

Ke tseba ka bo tlalo gore dipoelo tsa thuto di tlile go diriswa go tsa bo-Ramahlale ebile di ka gatiswa. Ke dumela go se, ge e ba ke tla ba khupamarama.

Ke fa tumelelo go tsea karolo go thuto/ research ye.

............................................................     
 

 ........................................................

Leina la Molwetsi/moithaupi



Mongwalo wa Motswadi goba mohlokomedi

................................    
....................................    

................................................


Lefelo       

Letsatsi                          
 Hlatse

__________________________________________________________________________

Lentsu la monyakisisi

Ke file polelo le/goba bongwadi* hlohleletswo mabapi le thuto/projeke*

Ke dumela go araba dipotsiso kamoka mabapi le Thuto/Projeke ka mokgwa o nka kgonago.

Mr MT Magoro   
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Pretoria

Leina la Monyakisisi
Mongwalo     
Letsatsi          


Lefelo

Maikemisetso a thuto ye ke go bona maitemogelo a balwetsi dikliniking tsa HIV mo mafelong a: Khumanego lemaiemo a godinmo a hlokomelo

Go latela lefoko goba potsiso, ngwala lepokisi go kgonthisisa karabo ya gago. Ngwala lepokisi le tee fela mo potsisong ye tee gob age ele gore molao o dumeletse.

Gee le gore bothat bogo ame ka gore a se waka wa kopana le bona, goba ga o holke goba go humana thuso, re kgopela gore o ele hloko.

Dikarabo tsa dipotsiso mabapi le badirela leago e swanetse e fe makutlo a batho bao ba hweditseng thuso.

Dipetolo tsa gago e di tla ba sehiring

Tsa maphelo ka botlalo:

Leina la sepetlela  

_____________________________________________

Provivce


_____________________________________________

District:


_____________________________________________

Letsasi


_____________________________________________

Temana ya pele : Socio-Demographic Information

Peu

Monna


Mosadi  



Mengwaga
____________________________________

Tsa manyalo

Lenyalo




O dula le molekane

Ga ona molekane





O Kgaogane le Molekane




O siele ke molekane



O kgaogane le molekane

Legato lathuto:

Ga go tswenwe sekolo



Primary ((grata 1- 5) 





Thuto tsa sekontary tse do sa felago

Thuto tsa secondary tse di fedilego

Digrata/doploma

U kena ha chelete: 

Mosomo ka nako kamoma

Moso wa motswa o swere


O ke thwetse




Ga o some

Mogolo wa Pensione




Mogolo ya bana




Mogolo wa bogolofadi





Mogolo o mongwe



Dinamelwa

Maoto




Bese/Thekisi



Paesekela




Sefatanago sa private



Koloyi ya balwetsi




Tsedingwe, dibonstshe





Ke nako ye kakang o hwetsa thuso mo lifelong le? 


Tlase ha Ngwaga o tee




Ngwaga o tee go isa go e mebedi



Ngwaga e mebedi go isa go e mehlano

Mengwaga ye mehlano

Temana ya bobedi: Khumanego le maemo a godimo


	Componete
	
	
	
	
	
	

	1
	Khumanego
	
	
	
	
	

	1.1
	Bookelo bjo bo ke lefelo laka la go hweta thuso
	Ee
	Aowa
	
	
	

	1.2
	Ke tsea metsotso ye seripa gare sa awara
	Ee
	Aowa
	
	
	

	1.3
	Ke felwe kopano goya ka nako
	Ee
	Aowa
	
	
	

	1.4
	Ke filwe nomoro ya mogala le motho ge gona le tshoganetso
	Ee
	Aowa
	
	
	

	1.5
	Mongwaledi pharaphara o mphile hlompo le thuso
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke kwane le yona
	Gake dumelane le yona

	1.6
	Ngaka o nthusiste aba a bontsh hlompho
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke kwane le yona
	Gake dumelane le yona

	1.7
	Go be gona le setulo/panka ka kamoreng ya boemelo
	Ee
	Aowa
	
	
	

	1.8
	Ke eme nako yakafase ga halofo ya awara pele nka bona mothusi
	Ee
	Aowa
	
	
	

	1.9
	Thuto ka kokwana hloko ya HIV ebe le gona ka kamoreng ya go ema
	Ee
	Aowa
	
	
	

	1.10
	Ke bile le nako yaka ke le nosi le mothusi
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	1.11
	Ngaka o ntumedisitse, obe ana le botho le hlompho
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	1.12
	Ngaka on mpile naka ya gagwe ka moka ka nako ya go bonana, ga re a sitiswa ke motho goba di founu
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	1.13
	Ke kwa ke motho ka morago gago boledisana ke mothusi


	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	1.14
	Ke gotdofatswa ka thuso ba mpileng yona mo sepetlela se
	Ke dumelana kudu


	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	1.15
	Ke tla recommenda sepetlela se go bagwera baka


	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	1.16
	Ke tlalohanya bothata bo ken a lebona le tse ke tswanetsweng u de rida u ba li bopela bo seameng
	Ee
	Aowa
	
	
	


	2
	Quality Maemo  godimo
	
	
	
	
	

	2.1
	Ngaka o nhlaloseditse dipoelo tsa gotswa dihlalhobong ebile ke a kwesisa
	Ee
	Aowa
	
	
	

	2.2
	Ngaka o mpotsisitse ka ditla morago tsa diokobatsi
	Ee
	Aowa
	
	
	

	2.3
	Ba maphelo ba nrutile ka go phefa malwetsi
	Ee
	Aowa
	
	
	

	2.4
	Ke bile le seabe me go tseaeng sephoto sa bophelo bja ka
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	2.5
	Ba maphelo ba mpoditse go phefa to sepetsa kokwana hloko
	Ee
	Aowa
	
	
	

	2.6
	Ba dihlareng ba bontshitse hlompho
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	2.7
	Ke filwe dihlare ka dinako ka moka (Ga difele goba bare ke boe gape ka letsatsi le le latelang)
	Ee
	Aowa
	
	
	

	2.8
	Ba dihlare ba nhlaloseditse gabotse gore dihlare di soma bjang.
	Ee
	Aowa
	
	
	

	2.9
	Ba dihlareng ba mpoditse ditla morago tsa dihlare
	Ee
	Aowa
	
	
	

	2.10
	Ba dihlareng ba mpoditse bo hlokwa bja go se fetese dihlare
	Ee
	Aowa
	
	
	

	2.11
	Tsa matlotlo di a bonala ibile ba nkitse go badirela leago
	Ee
	Aowa
	
	
	

	2.12
	Ba nkisitse go ba dijo gore ke je dijo tsa makgonthe
	Ee
	Aowa
	
	
	

	2.13
	Ke hweditse maele a makgonthe ao a tlo nthusang
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona


	3
	 Level ya go kgotsofatsa
	
	
	
	
	

	3.1
	Ka nogelo ya molwetsi
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	3.2
	Bogwera ba baooki
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	3.3
	Phaphosi ya bo emelo
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	3.4
	Thuto ya HIV
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	3.5
	Ke dula ke fumana dihlare
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	3.6
	Ke humane keletso ya go somisa dihlare
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	3.7
	Khumanego ya ditshelete tsa ka
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	3.8
	Keletso ya Dijo
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	3.9
	Dikeletso
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	3.10
	Hlalosoya dipoelo tsa laborotari
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	3.11
	Sephiri
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	3.12
	Sephiri seo se swereng ke baooki
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona


	4
	Dingongorego
	
	
	
	
	

	4.1
	Kamogelo ya molwetsi
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	4.2
	Thuso le kamogelo ya baooki
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	4.3
	Phaphusi ya boemelo e hlwekile
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	4.4
	Thuto ya HIV
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	4.5
	Enwa dihlare tse o di filwego ke ngaka
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	4.6
	Hlaloso ya go somisa dihlare
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	4.7
	Khumanego ya masheleng
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	4.8
	Maele a tsa Dijo
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	4.9
	Thuso go baitsenape
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	4.10
	Explanation of Lab Results Hlalosetso ya di poelo tsa ka
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	4.11
	Privacy Sephiri
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona

	4.12
	Confidentiality maintained by staff Baoki ba swara sephiri
	Ke dumelana kudu
	Ke a dumela
	Akena bohlatse
	Ga ke dumeli
	Gake dumelane le yona


7.3 MREC application form
MREC application form

	APPLICATION FORM FOR PROPOSED RESEARCH PROJECT AT THE UNIVERSITY OF LIMPOPO 

Medunsa Campus
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A.
PARTICULARS OF APPLICANT/CHIEF RESEARCHER

First name: Mmbangiseni Terrance

 Surname: Magoro



Title: Mr
Department:



Tel: 012 312 0482 / 0827163588

School: National School of Public Health


Internal Box No: 214, Medunsa 0204

E-mail address (Researcher): Mmbangiseni_magoro@embanet.com or magoro@health.gov.za 

E-mail address (Supervisor, if applicable): Hendry_Heever@embanet.com 
B.
DETAILS OF RESEARCH PROJECT


(Tick appropriate block(s) with an ‘x’

	1.a
	New project
	×
	or : Continuation of project
	

	
	
	
	
	

	1.b
	Independent research :
	
	or : Contract research:
	

	
	
	
	
	

	
	Post-graduate research:
	×
	or : Undergraduate research :
	



Degree (specify) Masters of public Health
At which university is the degree registered? University of Limpopo, Medunsa Campus
2.a.   Title of project: 
An assessment of the Experiences of patients on the Comprehensive HIV and AIDS Care Management and Treatment Programme in Tshwane, Gauteng
 b.
Co-workers (Not for post-graduate research.  See Guidelines)

	Name
	Department/Institution
	Signature

	
	
	

	
	
	


 c.
Research Coordinator (In the case of independent or contract research)

	Nametc  \l 3 ""
	       Department/Institution
	  Signature

	
	
	


d.
Supervisor (In the case of post-graduate research)

	Name
	Qualification
	Department/ Institution
	Signature

	H van der Heever
	D Litt et Phil
	School of Public Health
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e.
Co-supervisor (In the case of post-graduate research)

	Name
	Qualification
	Department/Institution
	Signature

	
	
	
	


f. Hospital Superintendent/Health Care Manager

	
Name
	Department/Institutiontc  \l 4 ""
	Signaturetc  \l 4 ""

	Dr Mosoane
	PTA District Hospital
	


g.
Other involved departmental heads

	Name
	Department/Institution
	Signature

	
	
	

	
	
	


C. 
SPECIAL REQUIREMENTS


Will the research involve the following:

	
	Yes
	No
	
	Yes
	No

	Experimental animals
	
	×
	Approval from Animal ethics Committee attached (separate application form required)
	
	

	Special apparatus
	
	×
	Is it available at Medunsa?
	
	

	Special drugs (medicaments)
	
	
	Explanation of who will supply the drugs attached
	
	

	Radio isotopes
	
	×
	Completed radio Isotopes form attached (Appendix 4)
	
	

	Special laboratory facilities
	
	×
	Is it available at Medunsa?

If no, attach a statement of requirements
	
	

	Electron microscopy
	
	×
	Completed Electron microscope form attached (Appendix 3)
	
	

	Health care services
	×
	
	Signature of health care manager attached 
	
	×

	Statistical analysis 
	×
	
	Has a statistician been consulted? If yes, attach form.  (Appendix 2) If no explain.(
	
	×


( The researcher followed a Biostatistics course (INBSTAT 701), which allow him to do a statistical analysis of the

 research data.  

D. 
ETHICAL ISSUES

1. 
Indemnity
If a hospital (human, dental or veterinary) will be involved, please attach the written approval of the Superintendent.  Should the use of the service laboratories be required, attached a letter of consent of the hospital management that this is in order.

2. 
Consent
Will patients/human volunteers form part of the experiment/trial/survey?  If so, kindly modify the attached form, specifically for your project.  (Appendix 1)

E. 
BUDGET
Who will finance this project?  (Tick appropriate block with a “x”)

	
University of Limpopo (Medunsa Campus)
	
	Health Department
	
	Self
	
	Other (specify)
	

	
	
	
	×
	
	×
	


Please indicate the institutions where application has been made for financial support or where it is intended to apply for financial support.

	
MRC
	
	NRF
	
	CSD
	
	Other (specify)
	

	
	
	
	
	
	
	


NB:
Approval of the research project does NOT imply that the requested funds will be made available to the applicant.

G.
DECLARATION BY RESEARCHER(S)


Should this project be approved, I/we fully understand the conditions under which I am/we are authorized to carry out the above-mentioned research.  I/we guarantee to ensure compliance with these approved conditions.  Furthermore, I/we undertake not to change the procedure as detailed in the protocol but will submit a further application to the Research Committee if changes become necessary


CHIEF RESEARCHER:


DATE: 2009/07/20

SIGNATURE: 
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APPENDIX 1

	UNIVERSITY OF LIMPOPO (Medunsa Campus) CONSENT FORM


Statement concerning participation the Research study.
Name of Study:
An assessment of the Experiences of patients on the Comprehensive HIV and AIDS Care Management and Treatment Programme in Tshwane, Gauteng 

I have read the information on */heard the aims and objectives of* the proposed study and was provided the opportunity to ask questions and given adequate time to rethink the issue. The aim and objectives of the study are sufficiently clear to me.  I have not been pressurized to participate in any way.I understand that participation in this Study is completely voluntary and that I may withdraw from it at any time and without supplying reasons.  This will have no influence on the regular treatment that holds for my condition neither will it influence the care that I receive from my regular doctor.I know that this Study has been approved by the Medunsa Campus Research and Ethics (MCREC), University of Limpopo (Medunsa Campus). I am fully aware that the results of these results of this Study will be used for scientific purposes and may be published.  I agree to this, provided my privacy is guaranteed.

I hereby give consent to participate in this Study.

............................................................     
 

 ........................................................

Name of patient/volunteer                                

Signature of patient or guardian.

................................    
....................................    

................................................

Place.          

                 Date.                                Witness

___________________________________________________________________________

Statement by the Researcher

I provided verbal and/or written* information regarding this study: An assessment of the Experiences of patients on the Comprehensive HIV and AIDS Care Management and Treatment Programme in Tshwane, Gauteng 

I agree to answer any future questions concerning this study: An assessment of the Experiences of patients on the Comprehensive HIV and AIDS Care Management and Treatment Programme in Tshwane, Gauteng as best as I am able.
I will adhere to the approved protocol.

Mr MT Magoro   
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Pretoria

Name of Researcher                Signature                        Date                           

Place

7.4 Ethics clearance certificate
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n=125 ( 32 %)





n=4 (1%)





n=3 (1%)





n=4 (1%)





n=87 (22%)





n=170 (43%)





n=56 (14%)





n=124 (31%)





n=28 (7%)





n=64 (16%)





n=24 (6%)





n=105 (26%)

















n=5 (1.28%)





n=122 (31.20%)





n=0 (0.00%)





n=89 (22.76%)





n=9 (2.30%)





n=166 (42.46%)

















n=26 (7%)





n=148 (38%)





n=30 (8%)





n=60 (15%)





n=55 (13%)





n=70 (18%)

















n=15 (4%)





n=162 (41%)





n=2 (1%)





n=89 (22%)





n=123 (31%)





n=5 (1%)

















n=76 (19%)





n=97 (25%)





n=18 (5%)





n=74 (19%)





n=40 (10%)





n=89 (23%)

















n=42 (11%)





n=128 (33%)





n=37 (10%)





n=53 (14%)





n=44 (11%)





n=85 (22%)

















n=11 (2.81%)





n=161 (41.18%)





n=80 (20.46%)





n=9 (2.31%)





n=119 (30.43%)





n=11 (2.81%)

















n=123 (31%)





n=7 (2%)





n=87 (22%)





n=5 (1%)





n=13 (3%)





n=162 (41%)














n=124 (32%)





n=3 (1%)





n=8 (2%)





n=83 (21%)





n=9 (2%)





n=166 (42%)

















n=6 (2%)





n=126 (32%)





n=4 (1%)





n=86 (22%)





n=171 (43%)





n=5 (1%)

















n=126 (32%)





n=2 (1%)





n=10 (3%)





n=80 (20%)





n=168 (42%)





n=11 (3%)

















n=23 (6%)





n=7 (2%)





n=85 (21%)





n=5 (1%)





n=125 (31%)





n=155 (39%)

















n=4 (1%)





n=174 (44%)





n=2 (1%)





n=89 (22%)





n=5 (1%)





n=125 (31%)

















n=16 (4%)





n=162 (41%)





n=4 (1%)





n=87 (22%)





n=116 (29%)





n=14 (4%)

















n=9 (2%)





n=168 (42%)





n=2 (1%)





n=89 (22%)





n=9 (2%)





n=121 (30%)

















n=96 (27%)





n=34 (10%)





n=21 (6%)





n=71 (20%)





n=40 (11.20%)





n=95 (26%)























n=37 (10%)





n=136 (35%)





n=6 (2%)





n=86 (22%)





n=2 (1%)





n=127 (32%)











1.5 Income source


Employed full-time


Employed part-time


Self-employed


Unemployed


Pension


Child support grant


Disability grant


Other grant








1.4 Education Level


No schooling


Primary (grade 1-7)


Secondary school (not complete)


Secondary school (complete)


Degree/Diploma














1.7 For how long have you being receiving 


Care at this facility? 


< 1 year


1-2 Years


3-5 Years


> 5 years
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