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6 
Inside the Counselling Room: Th e 

Role of Information, Education and 
Communication in Adherence to 

Antiretroviral Th erapy

6.1 Introduction
In the preceding Chapters, counselling29 has been a recurrent theme. In Chapter 3, 
health advice was mentioned as one of the reasons for being adherent to induction 
appointments. In Chapter 4, perseverance despite the economic burden was attributed 
partly to effective counselling. Chapter 5 has demonstrated the role of therapeutic 
skills in adherence to ART, with success attributed to counselling and education. 
Furthermore, in assessing cross-sectional and longitudinal adherence, we have seen 
that there was no statistically significant difference between the urban-based Mission 
Facility providing comprehensive HIV/AIDS related services and the rural-based 
Public Facility providing basic services. From a supply point of view, such results 
suggest that adherence to ART is not determined by comprehensive HIV care and 
support services, but by a minimum healthcare package, namely: medical components 
and the information itself. 

As already indicated, existing studies tend to emphasise the patient-provider 
relationship, without indicating the nature of such relationships. Psychologically-
based studies show that the education or health literacy communication through 
the provider-patient interaction is one of the significant and independent predictors 
of adherence. The key message to be taken from this literature is that in order to 
increase adherence it is important to: provide information about HIV, HIV treatment, 
its efficacy and need for adherence using clear, explicit language appropriate for 

29 Smith (1951) states that counselling is a process in which the counsellor assists the counselee to 
make an interpretation of facts relating to a choice, plan, or adjustments which he needs to make 
(in Narayana 1992). Kaleeba et al. (1997), regarding HIV/AIDS work in Uganda, gave a similar 
defi nition, with counselling referred to as a dialogue between a counsellor and client during 
which issues are discussed, options are examined, and possible plans for coping are made.
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the patient (Friedland et al. 2001).  In an attempt to supply complete and credible 
information international health bodies, (sometimes in conjunction with) ministries 
of health and civil society organisation developed HIV/AIDS counselling guidelines 
(e.g. see WHO/HIV/2004). 

The existing literature on resource-poor settings tends to emphasise preventive 
counselling as distinct from adherence counselling. Preventive counselling mainly 
occurs in the setting of voluntary counselling and testing, or routine counselling and 
testing (RCT). Evidence from Uganda shows that preventive counselling promotes 
seeking early testing and treatment for HIV/AIDS; reduces stigma, which has led to 
the revelation of serostatus to relatives and the acceptance of people living with HIV 
and AIDS (PLWHA) at the household and community level; increases knowledge of 
transmission and preventive behaviour; enables planning for the future; and improves 
quality of life (Kaleeba et al. 1997). Beyond preventive counselling, recent work has 
focused on ‘treatment literacy’, mainly its potential effect on improving access to 
drugs, protective behaviour, healthy living, and the lowering of stigma (see www.
healthlink.org.uk). However, against all that background theoretical and practical 
work, there is still a paucity of empirical evidence on the potential effects of such 
counselling and education and training on adherence to ART itself, especially in 
resource-poor settings.

This Chapter sets out to substantiate the argument that counselling and education 
commit and sustain adherence to antiretroviral therapy in the two ART sites. This 
Chapter is divided into five sections. This introduction is the first. The second section, 
6.2, describes the healthcare setting in which counselling is provided and received. 
Thereafter, section 6.3 presents the actual counselling content, as presented by the 
two counsellors at the Mission Facility and Public Facility. Section 6.4 evaluates the 
content of the counselling and its potential impact on adherence to ART. Lastly, 
section 6.5 presents concluding remarks. 

6.2 The Healthcare Settings
This being an observation study, it is necessary to provide a brief description of the 
healthcare settings in terms of the study phenomenon, the observation object, the physical 
setting , and the time of observation. 

Study Phenomenon and Observation Object 
The study phenomenon is adherence to medication. The observation object is the 
ART counselling sessions in the two health facilities, studied as part of the overall 
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counselling trajectory. As already indicated, the counselling trajectory comprised of 
five interactive counselling phases: 1) client enrolment; 2) ART education (clients 
and care-givers); 3) prescription counselling; 4) adherence counselling; and 5) 
client follow-up counselling. While each of the five counselling activities is important 
and was observed, this Chapter concentrates on ART education because it is the 
most comprehensive education and counselling session that prepares patients for 
life-long treatment, while the subsequent counselling sessions simply reinforce the 
earlier induction counselling. The prescription counselling itself is a pill-count cum 
pharmacy refill pep talk; while adherence counselling is intended to rectify perceived 
adherence barriers, and client follow-up counselling implemented at the facility and/
or home settings is targeted to specific patients needing additional adherence support 
monitoring and feedback, including the announced pill count visits. 

Physical Setting, Infrastructure, and Human Resource Capacity
Physical setting is used here to refer to the healthcare environment in which the 
provider-patient interaction takes place. In a typical observation, there are several 
important criteria to look for when evaluating the necessary and sufficient conditions 
for the delivery of health services30. This section concentrates on the infrastructure 
at the two facilities. By 2006, Mbuya Reach Out, the Mission Facility located in 
the Kampala peri-urban area, was running four treatment centres conveniently 
located within its neighbourhood. For easy management, induction counselling was 
centralised at Mbuya Church Headquarters. At the time I attended the counselling 
sessions, group sessions were being held in a semi-open venue adjacent to the main 
Catholic Church. The day I attended the ART counselling, drizzle and strong winds 
occasionally disrupted the seating formation, with the participants surging towards 
the facilitator’s platform in order to escape the rain. Environmental noise in the form 
of passing vehicles, high pressure water taps, and toilet doors often interfered with the 
counselling session. As a result, the counsellor had to shout at the top of his voice. 

The conditions of the physical setting at Kayunga Hospital were almost the same as 
at the Mbuya Mission Facility. The Kayunga Hospital is a District Referral Hospital31 

30 Th ese can be in the form of time, room or space for meeting, availability of utilities, ease 
in negotiating access, privacy/confi dentiality, waiting time, and procedure for leave taking 
(Hackney et al. 1988:97).

31 According to the Uganda National Health Sector Strategic Plan (2005) National Health 
System is organised as follows:
i) Ministry of Health and other National Level Institutions
ii) National Referral Hospitals (27,000,000)
iii) Regional Referral Hospitals (2,000,000 population)
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located 46 km from Kampala city, located ¼ km from the busy local town. The HIV 
Clinic was semi-autonomous separately hosted in the Eastern wing of the hospital, 
with one full-time doctor and several nurses and volunteers. Such a location offered 
privacy and confidentiality.  In the Public Facility, during 2006, group counselling 
was held in the interior reception lounge of the hospital where diffuse noise from 
human activity within the hospital often interfered with the counselling session.  By 
then, the accommodation problem also affected individual counselling sessions and 
consultations at the Public Facility. Despite the fact individual counselling sessions 
were being carried out behind closed doors, when I attended the individual VCT 
sessions, we had to switch from one office to another in order to create room for 
clinical examinations. 

With external funding, the physical infrastructure in both health facilities has since 
drastically improved. The Mission Facility completed an executive office block 
in September 2006; while the Public Hospital, with funding from the Makerere 
University Walter Reed Project, also upgraded and expanded its HIV clinic in 2008. 
However, in terms of aesthetics, both facilities lacked an elaborate ‘fancy’ reception; 
for instance, one with TV entertainment, IEC materials, magazines, infant games, 
drinking water cylinders, hanging pictures, upholstery, and sign boards.

   

Old Counselling Lounge Kayunga Hospital Donor Funded Extension Block , Kayunga 
Hospital

iv) District Health Services (District level, 500,000 population)
v) Health Sub-District 

Referral Facility General Hospital (District level - 500,000 pop) or Health Centre IV • 
(County level - 100,000 pop) 
Health Centre III (Sub-country level  - 20,000 population)• 
Health Centre II (Parish Level – 5,000 population• 
Health Centre I (Village Health Team - 1,000 population)• 
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Refurbished Offices, Kayunga Hospital

While the Mission Facility enjoyed access to a substantial amount of funding, being 
a private organisation, it lacked a CD4 machine and laboratory. Instead, it depended 
on another health facility (Mildmay) located along the Entebbe airport road. 
Furthermore, without an inpatient facility, the Mission Facility depended on a referral 
system to manage complicated cases. On the other hand, although the Public Facility 
was under-funded, it had a laboratory equipped with a CD4 machine and laboratory 
technician, and a fairly large number of health workers managing the inpatient and 
outpatient departments, who also serviced the HIV/AIDS department (see Table 
A.6  and Table A7 in the Appendix). 

Even so, the HIV clinics in both settings were experiencing a severe shortage of doctors 
amidst rapidly expanding enrolment for HIV services (see Chapter 7). By 2008, the 
only doctor serving the ART Clinic in a Public facility had left to pursue post-graduate 
training. The two facilities therefore depended on patient-based volunteers to handle 
counselling and the community network of care (though this was more prominent 
in the Mission Facility).

Management Information System (MIS)
MIS can be considered to be part and parcel of the diagnostic technology. As a 
generic concept, a management information system refers to interrelated components 
working together to collect, store, retrieve and disseminate information to support 
decision making, coordination, control, analysis and visualisation in an organisation 
(Laudon and Laudon 2009). The important components of MIS are: data, hardware, 
software, communication network, and procedures. In 2006, the health management 
information system was weak in both facilities as they lacked a separate Monitoring 
and Evaluation (M&E) unit, a computer, and appropriate channels for sharing 
information.  Later (2007?), the Mission Facility established an M&E unit; the Public 
Facility had not yet done so.
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Time 
The time of arrival at the clinic varied, with rural patients starting to arrive as early as 
8:00am, while in the urban Mission Facility patients normally arrived after 9:00am. 
Rural patients were typically earlier because they were aware of long waiting hours 
and the long distance to return home. It was a requirement that Treatment Supporters 
attend the ART counselling at least once. Based on observations, while the majority of 
patients in the rural settings came with their Treatment Supporters for the induction 
counselling, many patients in the urban settings did not. Women formed the majority 
of clients, and most were middle aged (30 years and above). Privation and anxiety 
was reflected in clothing and bodily appearance. Newly enrolled clients exhibited a 
mutual awareness of each other’s presence but rarely directly attended to each other. 
However, as the number of physical contacts in the healthcare settings increases 
along a continuum of visits, the intensity of social interaction likewise increases. 
Talking and sharing revolves around episodic illness, drug side effects, comforting, 
and compliments about physical appearance. In other words, as treatment progresses, 
‘un-focused interaction’is replaced by ‘focused interaction’32. 

Duration of Observation
As mentioned in the methodology Chapter, I attended ART education sessions twice 
in both facilities in order to establish consistency in the content and the amount of 
information given over time. Results indicated a variation in communication style 
but not in the content of information given in the two health facilities. I devoted the 
rest of the remaining time to quantitative and explanatory qualitative studies. The 
material for other verification sessions has been excluded from this Chapter in order 
to avoid cumulative bias by including additional concepts and scores from different 
counselling sessions that were conducted by different facilitators for different types 
of patients. 

Facilitation Method
A problem solving approach was used whereby the counsellors mainly used a self-
questioning and self-answering facilitation technique intended to prompt answers 
and to simplify complicated information. Sometimes counsellors posed questions 
to the patients to obtain a feeling for the patients’ knowledge. No reference materials 
were supplied, and visual aids were used in the Mission Facility only. However, even 
here these visual aids were in the form of diagrams drawn on materials cut out of 
polythene sacks. 

32 Focused Interaction relates to mutual awareness of ones existence and active interaction (cf. 
Giddens 1989).
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Counselling Visual Aid, Mission Facility

Entry Arrangements
While I sought formal permission from the gate-keepers (Administration and HIV/
AIDS clinic) to conduct my research, including attending counselling sessions, the 
other participants were not aware of my identity as a researcher. On ART counselling 
days, I reported early and waited for the facilitator like any other patient. Even during 
the interpersonal VCT closed sessions that normally precede ART counselling, I 
was introduced as a Trainee Counsellor (in the Public Facility) and simply as ‘one 
of us’ (in the Mission Facility). However, as research progressed through advanced 
stages, the amount of research activities, frequency of contact, depth of inquiry, and 
supervision of research assistants naturally disclosed my identity. 

Collecting and Analysing the Data 
The Methodology Chapter has already described the steps taken to collect and analyse 
the data obtained. During a counselling session I used unstructured observation 
without a checklist to collect the data. For fear of disclosing my identity when 
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collecting data, I avoided a tape recorder and recorded my observations manually. I 
respected the boundaries between observer and observed by not asking questions 
during the counselling session. 

In terms of data analysis, I performed a simple content analysis, stopping at descriptive 
analysis that would involve breaking down the data, identifying the empirical 
indicators, and collapsing similar empirical indicators into concepts. My analysis 
stopped at open coding , which involves identifying first-order concepts and their 
substantive codes (Sarantakos 2005:349). However, in the presentation of findings, 
the original counselling material has been maintained and reproduced in its original 
form with the open codes here below in order to allow the reader to participate 
in the interpretation of the counselling material and, perhaps, arrive at alternative 
interpretations.

For easy understanding of the subsequent counselling material, it would be better 
for the reader to familiarise him/herself with the coding frame (concepts and their 
respective codes used). Hence I provide Table 6.1 before the counselling material 
itself. On the coding frame below, each empirical indicator has a score, representing 
not statistical significance, but ‘frequency of appearances’, or the ‘emphasis and space’ 
given to a given piece of information by the counsellor. Counsellors, especially in 
the Public Facility, tended to use a communication technique of paraphrasing or 
emphasising key messages. In order to avoid double counting of repeated messages, 
a Message Repetition Technique code was adopted abbreviated as MRT. 

Table 6.1: Information Appearances between the Two Sites

Code Concepts and Indicators Mission Facility Public Facility
AS Adherence Standards/Requirements
AC Adherence – Commitment 0 3
ACS Adherence – Coping Strategies 0 3
AD Adherence – Medication Dose 7 3
AG Adherence – Goal 2 0
ALT Adherence – to Life-Long Th erapy 2 4
AMA Adherence – Seek Medical Advice 4 3
AS Adherence – Schedule/Time 1 4

Sub-Total 16 20
BA Barriers to Adherence
BA Barrier – Alcohol 1 1
BI Barrier – Opportunistic Infections 1 1
BP Barrier – Poverty 1 3
BM Barrier – Misconception/Misled 0 5
BRA Barrier – Access (Costs) 1 0
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BSE Barrier – Side Eff ects 1 0
Sub-Total 5 10

AE ART Effi  cacy 
EA Effi  cacy – of Antiretrovirals  9 3
EK Effi  cacy – Knowledge (How it Works) 5 0
AL Antiretroviral Limitations 6 2

Sub-Total 20 5
BC Behavioural Change 
CAF Change – Avoid Fear/Stigma 0 2
CAH Change – Alcohol Habits 2 2
CATI Change – Avoid/Treat Infection 3 1
CCE Change to Cost-Eff ective (methods/items) 3 6
CF Change – Faith 0 3
CD Change – Diet 5 8
CH Change – Hygiene 2 4
CHM Change – Avoid Herbal Medicine 0 1
CPS Change – Protected Sex 0 2
CRH Change – Reproductive Health 0 2
CSB Change – Risk Sexual Behaviour 3 3
CSE Change – Self-Effi  cacy 0 2
CSH Change – Avoid Smoking Habits 0 1

Sub-Total 18 36
KCF Knowledge of Condition Related Factors
KBM Knowledge of Bio/medical issues 8 2
KCT Knowledge – Control and Treatment 1 2
KHA Knowledge – of HIV/AIDS  (Transmission 

and Symptoms)
7 0

KTI Knowledge – of Treating Opportunistic 
Infections

1 0

KVR Knowledge – of Viral Resistance 4 1
Sub-Total 21 5

TP Treatment Partner 2 2
MRT Message Repetition Technique 12 25

GRA ND TOTAL 94 103

The section below reproduces the original oral counselling materials that I recorded 
verbatim during ART counselling at both the Mission Facility and Public Facility, and 
coded after wards using the coding frame presented immediately above. 

6.3 ART Counselling Content

6.3.1 Counselling Material for the Mission Facility
A female co-counsellor started pinning up the pictorial visual aid at 9:35am and 
thereafter a male counsellor, (previously an Expert Client) walked into the open 
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venue and introduced himself together with the co-counsellor. The co-counsellor 
did not participate in talking except switching the visual aid. The counsellor opened 
the presentation. 

Counsellor: First I would like to thank you for coming to this session. Let me also 
remind you that each of you will have to undergo an interview before 
being initiated on ARVs. I should begin by emphasising the importance 
of coming with the Treatment Partner. If you have not come with your 
Treatment Supporter today, I will allow you attend for today, but make 
sure you come with [your] Treatment Supporter next time [TP]. If you 
have a question [during the session], please feel free to ask. Before I talk 
about ARVs, we should start by talking about HIV/AIDS itself [KHA]. 
True, I am here to teach you about the new medicine, but first all you 
should know the reasons for taking the medicine. 

Counsellor: Why are you here today?

Clients: We are sick and craving to extend our lives [AG]. 

Counsellor: What health problem brings you here today? 

Clients: HIV/AIDS [KHA]. 

Counsellor: What is the difference between HIV and AIDS? [KHA] 

Clients: HIV is the weevil (Kawuka), while AIDS is a condition of multiple 
symptoms [KHA]. 

Counsellor: With AIDS, the symptoms are obvious, but you should avoid pointing 
a finger unless tests have been done.  

How is the virus transmitted from one person to another? 

Clients: Through sexual intercourse, especially if someone had unprotected sex; 
piercing or using sharp objects; blood transfusion [KHA]. 

Counsellor: (Interjecting) This used to be the case in the past but today all blood is 
screened. 

Clients: (Continuing) Breast-feeding and umbilical cord cutting [KHA]. 

[Disruptions] Meanwhile, the raindrops splash into the venue and we push our 
plastic chairs towards the counsellor and the session continues.

Counsellor: So, in order to avoid mother-to-child transmission, one has to take 
preventive medicines as well treating the baby within 72 hours of birth 
[KCT]. 
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Counsellor: Does anyone have a question? [MRT]. No question from the 
audience.

Counsellor: (Using a self-questioning technique) - What is positive living? You 
should also know the (preventive) measures. Avoid sex, feed well, and 
take your medicines [CSB, CD, AD]. You should avoid the habit of taking 
red meat thinking that you are taking a balanced diet [CD]. Take food 
that is readily available [CCE]. Avoid sexual behaviour that can lead to 
re-infection [CSB].  

Counsellor: (As he introduces a new topic, he continues talking as he rolls down 
the visual aid that shows the biology of the virus) - We are here in order 
to know the amount of blood soldiers we have in our body, and to seek 
medicine [MRT].. Mr White Blood Cell or the soldier is armed with 
a gun [KBM]. When the number of soldiers in your body goes down, 
the body becomes exposed to any kind of infection, for instance flu, 
and that infection becomes persistent. The ARVs restore the number 
of body soldiers [EA]. The WBC, or CD4 cell for that matter, or the 
‘body soldiers’ which defend our bodies against the enemy, are restored 
[MRT]. When the number of ‘body soldiers’ substantially decrease the 
enemy wins the battle [KBM]. The medicines you will take will restore 
the CD4 cells [EA].

Counsellor: (He introduces a new topic through self-questioning and self-answering) - 
What are ARVs?  ARVs are powerful medications that fight the virus and 
can improve your health [EA]. ARVs stop the virus from making more 
copies of itself [MRT]. They help the body army to fight the invading 
enemy thus prolonging our lives [MRT].

Counsellor: (Self-questioning and self-answering) - Do the ARVs cure HIV/AIDS? 

[Interruptions] Once again rain disrupts the session.

Counsellor: (Continues) - You should know this, ARV is not a cure for HIV, it only 
puts an enemy to sleep [AL]. If you take the ARVs you can still infect 
others, especially if you have unprotected sex [MRT, KHA]. The new 
person (re-infection) awakens the virus [MRT]. 

Counsellor: (Displaying another visual aid showing the ARVs and the human-like 
sleeping virus.) The moment you stop taking ARVs, the virus will wake 
up [AL, KBM]. If it wakes up it is will be more ferocious than ever before 
[KVR, MRT].
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Counsellor: (Using a self-questioning technique) - How should we take ARVs?  ARVs 
should be taken as the doctor tells you. If you miss a dose or share your 
ARVs, the medicine will not work [AD]. You cannot economise ARVs 
by taking a half a dose – that is wrong. Always take a full dose [MRT]. 

Counsellor: (Using a self-questioning and self-answering technique) - How long 
should I take the ARVs? ARVs do not cure HIV/AIDS [AL]. They must 
be taken for life [ALT]. ARVs do not work when taken for only 2 weeks 
or 1 month [ALT]. Do not start ARVs unless you have enough money 
(for transport) to continue (with medication) [BRA].

Counsellor: (Using a self-questioning technique)- How do ARVs work? (Displaying 
another visual aid showing the cell structure) The virus leaves its coat 
at the entrance and escapes through the first gate (cell membrane) up 
to the second gate [KBM]. It further slips into the second gate reaching 
the inner training ground (nucleus). It takes control of the ‘soldiers’ 
[KBM]. The virus disorients the command chain and it asks the soldiers 
to produce many copies of the virus. It eventually ruptures the shell, 
releasing numerous enemies. It is at this stage that your body becomes 
weak and weaker. Because your body soldiers have been either killed or 
disoriented, the body becomes exposed to all sorts of attacks [KBM, 
KTI]. 

Therefore, it takes three stones to cook a pot [EK, EA]. It takes three medicines to 
fight the HIV [AD, MRT]33. If you try to cook a pot on two stones, it will certainly 
topple with all its contents and you will end up starving that day [AD, KVR]. One 
of the drug components intercepts the enemy at the quarter guard [EK, EA]. The 
second medication neutralises the virus that must have slipped through the quarter 
guard [EK, EA].The third drug neutralises the enemy who is already deep inside the 
cell, thus stopping its reproductive activities [EK, EA]. If you took your medications 
properly and consistently, it will certainly restore the ability of your body to fight the 
invading enemy, and eventually become productive [EK, EA, AG]. If you stopped 
taking ARVs for a while, it is as if locking up a dog in a kennel and starving it for three 
days [KVR]. If it breaks loose it will bite any object that stands in its way [KVR]. It 
is the same with starving the virus of medications [MRT]. 

Counsellor: (Using a self-questioning technique) - Can ARVs cure all the sicknesses? 
ARVs do not cure all complications associated with HIV [AL]. You can 

33 Th is message falls short of making clear that the fi xed dose combination contains the three drug 
components.
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still suffer from TB, diarrhoea, malaria, or other different infections [AL, 
KTI]. Disease like TB can be best treated with other types of medications 
[CATI]. You must treat those infections separately as well as continue 
to taking ARVs [AD].

Counsellor: (Using a self-questioning technique) - Do all people who are HIV positive 
need ARVs?  No, it is only after a large number of body soldiers have 
been destroyed by HIV that a person will need ARVs [KBM]. If ARVs 
are introduced before the body is ready for them, the medicine will hurt 
your body. You should wait for the doctor’s advice [AMA]. 

Counsellor: (Switching to discussing preventive measures.) Avoid contracting malaria 
[CATI, BI]. Cook or boil your food properly in order to avoid diarrheal 
[disease] [CATI, CH]. If you wash your mango using a lesu34 and you 
take that mango on the assumption that the mighty ARVs will protect 
you from any infection, then that is committing a serious mistake [AL]. 
Take ‘initiatives’ to maintain your hygiene [MRT].

Counsellor: (Using a self-questioning technique) - Are ARVs really too strong? They 
(ARVs) cause side effects and, at the same time, are difficult to take 
[BSE]. Fortunately, when your body is extremely down, ARVs will help 
you gain more years [EA]. If you happen to develop side effects do not 
sit back or stop taking ARVs. You should tell the CATTS (Community 
AIDS and TB Treatment Supporter) as well as reporting to the clinic 
immediately [AMA].

Counsellor: (Using a self-questioning technique) - Is it ok if I can have one Nile 
Special (strong beer brand)?  ARVs and alcohol do not go together 
[CAH, BA]. If alcohol is a problem, I implore you to discuss such a 
problem with us so that we can help you [AMA]. It hurts if you take 
alcohol [CAH]. Lastly, take a lot of water so that ARVs circulate well 
in your body [CD]. Drink, but not alcohol [MRT]. Feed well on the 
available food. Mukene (small protein fish) is good for your body [CD, 
CCE]. Do not fry food [CD]. You do not need a sack of money to 
feed well [MRT, CCE]. Avoid reckless (sexual) behaviour [CSB]. But 
also kneel down and thank God that has given you this opportunity of 
accessing the drugs for life [CF].

Counsellor: Does anyone have a question? 

34 Cott on fabric used by African women for multiple purpose – skirt, hip wrapper , head gear
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Client:  What happens if I vomit up the drugs?

Counsellor: If you only vomited up the pill, take another one but explain to the doctor 
that you vomited. But before you take another pill make sure you check 
whether you have actually vomited it [AD].

Client: If, some time after the dosing time, I happen to remember, can I still 
take my medication? [AS] 

Counsellor: If you remember that you missed your medication after 1-1.5 hours, 
take your medication, but if you remember when it is just 1-0.5 (hours) 
to the next dose time, you have to wait and take your dose at the right 
dosing time. But also tell the doctor what happed [AMA, [AD]]. 

[Observer’s comments] The ART education session stopped here and the people 
dispersed. The counsellor informed the clients that he and the CATTS 
were available to answer questions. I asked the clients to comment on 
the training they had just had. The majority stated that they had some 
knowledge about HIV/AIDS but the information concerning ARVs was 
particularly useful. They pointed out that the message was clear, though 
some desired another session.

6.3.2 Counselling Material for the Public Facility
On 3 November 2006, I attended an ART education session at Kayunga Public 
Hospital. The session was handled by a senior nurse, still here referred to as a 
counsellor. The group of clients comprised of three categories: those attending ART 
education for the first, second, or third time. The size of the group was 17 patients 
– 13 females and 4 males. The counselling took place in an open outpatient waiting 
lounge. 

Counsellor: (Using a self-questioning technique) - What are we studying today? 
We are here to know how we are going to take the drugs (ARVs), the 
time, dose, and diet. First, you should know that ARVs is not a cure, but 
you take it to ‘bring down’ the infection, and to boost the number of 
‘body soldiers’ [AL, EA]. Second, you should be ready and prepared 
to take it for the rest of your life – it is not a matter of trying [ALT]. 
This medication is hyper-sensitive, you should not ‘marry’ it with the 
‘small jerry cans’ (meaning herbal supplements) [CHM]. Thirdly, our 
medication restores the severely deteriorated health conditions [EA]. 
I call upon you to understand it, accepting it, and complying with the 
rules [KCT, KBM].
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Counsellor: (Using a self-questioning technique) - How will the medication be 
taken (i.e. treatment schedule)? Treatment for malaria is a short-term 
treatment, and the medication process is not a routine. This one (ARVs) 
is a fixed-dose and fixed-time regimen [AS, AD]. It is up to you to decide 
your dosing time [AS]. Though, the rule of thumb is taking it during 
the morning and evening hours [AS]. 

Now we get into [a] problem here! Only one household member may have a watch 
[BP, TP]. What will you do in case that person is far away from home? Aha! You may 
decide in favour of depending on the school bell. What will happen when the school 
closes for holiday? [ACS] 

Clients: We will depend on the wall clock, cock crow, or a radio [ACS]. 

Counsellor: But what happens when the wall clock runs out of battery? [BP] You see! 
If the available cues for action are failing you, the ultimate solution is to 
trust your intuition, fit the medication time into your mind [CSE]. 

Counsellor: (Introducing a new topic) - There also those other illnesses that 
may interrupt your treatment [BI]. Without hesitation report such 
symptoms to us (health staff) [AMA]. However, every time you appear 
for consultations, come with your pill bottle which will be given to you 
[AD]. Know this: whenever you lie to the doctor, you lie to yourself, 
and above all, you lie to your health [AMA, CSE]. 

[Interruption] The counsellor’s mobile phone rang, and she stepped out to attend to 
incoming call, returning after a while.

Counsellor: (Returning to the venue and continuing) - You should not forget this. 
Of all things in life, what is your wealth? Life [MRT]. Can you forget 
your life? Can you please tell me: who is your favourite friend in your 
life? [MRT]

Clients: Father, mother, my child (etc.)

Counsellor: That is alright. If that person died, immediately after grieving, reach 
out for the most favourite living friend – the medicine [AS]. Take your 
medicine [MRT, AC]. Let the medicine be your closest companion. Let 
it be your identity card. Do you remember those old bad days (political 
instability) when soldiers used to stop us at the roadblock and ask for our 
IDs? That necessity still applies to these medicines, everywhere you go 
take them with you [MRT]. Make use of reminders, for instance, placing 
your pills next to your toothbrush [MRT, ACS]. If you started taking 
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these ARVs you will have to take it for life till death does you part with 
your ARVs [ALT, AC]. 

Counsellor: (Introducing a new topic) - Be aware of the relationship between these 
drugs and hygiene [CH]. Use only boiled cold water to take your 
medicine. Have a personal container for your drinking water [MRT]. 
After playing football, children will simply dip their dirty cups and hands 
into the water pot. At worst, occasionally the household might run 
out of safe drinking water [MRT,CH]. Avoid the risks associated with 
taking cold food, you will expose yourself to diarrhoea – have a separate 
container [CH]. During daytime, cockroaches tend [to] seek refuge in 
the jerry cans and toilets, and return to your uncovered food and pee at 
night. Therefore, (proper) storage for food is as important as the type 
of food you are taking [MRT]. In order to avoid more infection, take 
warm food [CHI]. You should know that your body is vulnerable, every 
part of your body is weak [KHS, CATI]. By now you must have realised 
that your eyebrow and hair tend to peel off [MRT]. Take care of your 
body. You should also know that ARVs do not cure malaria [AL]. Seek 
appropriate treatment for malaria [AMA].

Counsellor: (Introducing a new topic) - Besides ARVs, there is an equally important 
medication that you should take on a regular basis – that is, food [CD]. 
It is common knowledge to you, if a child feeds properly it looks 
healthy and grows faster [MRT]. Go for the kind of food that will 
boost your body [CD]. I am not talking about expensive and luxurious 
food [CCE]. You should not be a liability to the care-givers due to an 
insatiable appetite for sumptuous meals to accompany your medication 
[MRT]. When I speak of a balanced diet, I don’t mean any type food, for 
instance, banana, Irish potatoes – but sauce [CD, BM]. By sauce, I mean 
nutritious sauce like beans, groundnuts, soy, mukene (high protein fish), 
fish, meat, chicken, eggs. I realise you are frowning suggesting that such 
is a luxury and expensive [CCE]. Whatever I have mentioned you have 
in your homes – you produce it locally [MRT]. You should not try to 
mislead your friends that the new medicine (ARVs) is damn expensive 
to take [CCE, BM]. A single egg is not expensive, but the benefits are 
enormous [MRT]. Put some money aside for ‘another pill’. If milk is 
available in your home feel free to take it [MRT]. However, avoid this 
business of obtaining half litre milk and diluting it with a 20 litre jerry 
can of water, and ending up taking milk colour rather than milk itself 
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[BP, CD]. Whenever you have an opportunity to take milk, take only a 
concentrated cup of milk. Seasonal fruits are equally essential and readily 
available – I mean pawpaw, sweet plantains, mangoes, what else? [CD, 
CCE]. Do not say that such fruits are reserved for children [MRT]. 
However, you don’t have to indulge in eating the whole pineapple – a 
slice of pawpaw will do [CCE]. Do not try sugarcane because your jaws 
are too weak to chew sugarcane. Greens (vegetables) are also essential 
for your health [CD]. You do not have to wait for cooking oil to enjoy 
your vegetables [CD, CCE]. Take food before taking your ARVs [CD]. 
Failure to take ARVs with food will upset your stomach, your head will 
spin, and at worst, you can throw up the pills [MRT, AD]. ‘Squeeze’ a 
passion fruit, add a little sugar, and take it before or after the medication 
[MRT]. You will need a (vacuum) flask [MRT].

Counsellor: (Introducing a new topic) - In order to take our medication properly, you 
have to have a ‘Treatment Supporter’ [TP]. Not someone who lives far 
away from your home, because that one is likely to disappear soon after 
being recruited. Neither is it wise to pick a fellow patient from the main 
(hospital) gate and present him/her to us as your Treatment Supporter. 
You may assume that a fellow patient know your health condition and 
needs better. Forget it. That patient supporter is equally pre-occupied 
with his health condition. Do not pick a person who is too busy to attend 
to you – a person who is always in a rush to find his/her customers/
clients. You need a person who is always available, who can remind you, 
alternate meals for you. Such a person can be a family member, head of 
household, or your child. My advice is – on a day-to-day basis, a child 
is handy [MRT].

Counsellor: (Introducing a new topic) - Another issue I have to talk about today 
is self-control and discipline. ARVs are likely to improve your physical 
and emotional condition [EA]. Your body will get better and the ‘desire’ 
will come [CSB]. Some people justify their (sexual) actions by saying, 
‘After all, I did contract this virus from a tree’. To some, they rationalise 
that ‘Do I have to grow as old as a mahogany for timber extraction?’35 
‘Let me service everybody that comes my way’. Remember this, you 
service as much as you are being serviced (with a virus) [CSB]. My 
advice is one – if you fail to control your desires then use a condom 

35 Th e two messages refer to people who deliberately infect other people and brag about the idea of 
longevity. 
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[CPS]. I usually hear this street talk that ‘I used a condom last night’. The 
question is: ‘do you know how to use it properly?’ [CPS] But if [you] 
use a condom properly, it can protect you from Candida, syphilis, and 
gonorrhoea [CATI]. However, a condom has limitations. If you are a 
married woman, a condom will not always protect you from pregnancy36. 
Becoming pregnant will make matters worse [CRH]. When you contract 
HIV, the number of body soldiers drastically reduces [KBM]. When you 
become pregnant, you overburden your body because you are feeding 
two persons. So, as a woman, the condom will not always protect you 
from pregnancy, you need another method of family planning [CRH]. 

Men, sometimes you are amazing. If a man realises that he is unwell, he will force 
himself (to have sex) for the sake of proving a point that he is still capable (of fulfilling 
marital obligations). As a man, you should know this: one round (of sex) is like taking 
a marathon of 7 kilometre on a hot day, 3 rounds makes it 21 kilometres [CSB]. Look! 
You drain your body, you become weak and weaker, and what are you after anyway? 
Stop such reckless behaviour [MRT]. 

[Interruption] At this point there was an interruption, as a client asked a question 
about the need to take an HIV test as a couple. Afterwards, the talk 
continued.

Counsellor:  (Introducing a new topic) - A person who does not drink is always sober. 
On the other hand, after taking a number of bottles, you will become 
‘wiser’ [CAH,BA]. As drunk as you are, you (as a woman) will stumble 
and slumber at the roadside. I pity you – don’t think men will spare you, 
they will prey on you [CAH]. Let me be frank with you, a drunken virus 
becomes wild [KVR]. The other bad habit is (taking) cigarette [CSH]. 
Smoking exposes you to contracting TB [MRT]. 

Counsellor: (Introducing a new topic) - I end up by advising you, simply ignore what 
people say. Avoid stigma [CAF]. Have that talk with yourself – ‘Today 
it is me, tomorrow it is someone else’ [MRT]. You should know this – 
every person around you is sick, it is a matter of time. The epidemic is 
here to stay. I know when you go to bed, you tend to lie awake all night 
long, imagining your death, your burial, your children [CAF]. Please, 
talk to your God [CF]. However, we should not turn to God in a crazy 
way [BM]. Pastors will lay hands on you and then ask you to take (HIV) 
test. Because you have been taking medication for some time, the test 

36 Th e message here is that married people rarely use condoms consistently. 
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results will show negative. You start chanting ‘Alleluia!’, praising Jesus 
for the miraculous healing [BM]. Stopping medication is a big mistake 
[ALT, BM]. I doubt very much whether Jesus will accept your decision 
to stop medication. Let Jesus be your witness as you take your medicine 
[ALT, AC].

Client: What if I forgot to take my pills and remember another day?

Counsellor: The first rule, never forget to take your medication. However, in event of 
missing a pill, return the missed pill when you visit the clinic [MRT].

[Observer’s comments] This session lasted for two hours. From my observation, 
before the beginning of the session little interaction existed among 
the patients, but at the end of the session the patients opened up and 
started interacting. The general opinion of the participants was that 
the information restored hope and was useful in helping them to 
understand how the medicines work and what is involved in adhering 
to the medicine.

6.4 Evaluation of the Counselling Content 
Undertaking a comprehensive content analysis requires identifying what is being said, 
how it is being said, why is it being said, and its potential effect. Therefore, there are two 
ways of approaching such a question: one, by focusing on the manifest content, and 
two, by focusing on the latent content. As mentioned in the methodology Chapter, 
the manifest content concerns the visible and surface text, while the latent content deals 
with the underlying meaning conveyed through the document or material. In other 
words, while the manifest focuses on the what, the latent approaches the delicate 
questions of how and why, while evaluating the effect is subjective in nature. 

The manifest content is usually analysed by counting the frequency of the appearance 
of the messages, and the latent content by constructing and deconstructing the 
meaning, the underlying justification, as well as the context within which such 
meanings were being conveyed. That said, the purpose of this Chapter is not to 
carry out a content analysis for its own sake but to evaluate the potential impact of 
counselling and education material on adherence to ART.

6.4.1 Quality of Information and It Potential Effect on 
Adherence to ART

Quality of information is associated with individual impact. However, information 
completeness may be subjective. The best way to measure information completeness 
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would be to compare the information content and the adherence barriers already 
identified in Chapters 3 and 4. The only limitation with this analytical approach 
is that the counselling and educational material that is presented above targeted 
newly recruited patients while the adherence barriers (in Chapters 3 and 4) were 
extracted from clinical records for continuing patients. Nonetheless, the reliability 
and validity of this analytical approach is based on four important principles. First, the 
composition of counsellors in the two facilities remained the same over time (before 
2006). Second, counselling and education was guided by the MOH, ensuring the 
similarity of counselling and education materials between the two different health 
facilities over time (see table 6.1). Third, the adherence barriers presented in this 
study are consistent with the adherence barriers reported in studies conducted in 
resource-poor settings elsewhere (cf. section 1.2.3). Fourth, the proposed approach is 
only intended to establish the potential effect of information on adherence to ART. 

Table 6.2 matches the adherence barriers and the information and knowledge given, 
and is built from the findings of Chapter 3 (adherence barriers) and this Chapter 
(Table 6.1) combined. The first two columns (1 and 2) show the adherence barriers, 
while last columns (3 and 4) show the information and knowledge disseminated and 
their respective codes for the two Health Facilities combined. 
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Table 6.2: Relationship between Counselling Information and Adherence 
Barriers

Adherence Barrier Counselling and Education 
Categorical 
adherence 

Barriers 

Specifi c Barrier  and its Eff ect 
on Adherence Activities Code Information and Knowledge 

Disseminated 

Individual 
Factors

Health Condition Sickness as a barrier to 
induction appointment, 
pharmacy refi ll, dosing time, 
medication dose  

CATI• 
CD• 
CH• 
CSB• 
AMA• 
AD• 
BI• 
CSH• 
BM• 

Avoid/ contracting OI  or • 
treat OI  separately
Take dietary food• 
Follow safe hygiene practices • 
Avoid reckless sexual • 
behaviour 
Follow Doctor’s Advice • 
Adherence to triple therapy• 
Report the symptoms of  OI • 
without hesitation
Avoid smoking habits• 
Avoid being misled about the • 
cause and cure

Improved health condition as 
a barrier to pharmacy refi ll and  
medication dose

ALT• 
AL• 
KBM• 
EK• 
AMA• 
AD• 
EA• 

ART is a life long treatment• 
ARVs are not a cure   but • 
restore immunity
Puts the virus to sleep• 
Knowledge about the HIV/• 
AIDS
Follow Medical Advice• 
Knowledge of triple therapy• 
Antiretroviral Effi  cacy• 

 Regimen
 Side-Eff ects

Side-eff ects aff ects as a barrier 
to medication dose  

BSE• 
AD• 
AMA• 

ARVs are strong drugs and • 
cause SEs 
Adherence Goal• 
Follow the medical advice• 

Failure in 
Concentration 

Mistaken time/dates as a 
barrier to pharmacy refi ll

AMA• 
AS• 

Follow the medical advice• 
Have a watch, and depend on • 
your cues for action/intuition

Forgett ing, losing pills, 
misplacing pills as barriers to 
dosing schedule, medication 
doses

CAH• 
ACS• 
CAH• 

Maintain mental stability by • 
avoiding alcohol
Let the ARVS be your • 
companion 
Avoid Alcohol• 
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Livelihood 
Activities

Reproductive 
Work

Busy with domestic work as 
a barrier to dosing time and 
medication dose 

ACS• 
• 

Let the ARVS be your • 
companion 

Picking child from school as a 
barrier to pharmacy refi ll

ACS• Let the ARVS be your • 
companion 

Economic 
Production

Too busy with work (farm/off -
farm) as a barrier to induction 
appointment, pharmacy refi ll, 
meal/snack, dosing time 
medication dose

ACS• Let the ARVS be your • 
companion 

Social  
Engagements 

Travelled for (social events) 
as a barrier to  induction 
appointment, pharmacy refi ll, 
meal/snack, dosing time 
medication dose

ACS• Let the ARVS be your • 
companion 

Entertaining Visitors as a 
barrier to dosing time

ACS• Let the ARVS be your • 
companion 

Att ending burial as a barrier to 
pharmacy refi ll, dosing time 
medication dose

ACS• Let the ARVS be your • 
companion 

Poverty 
Accessibility 
Constraints  

 Transport problem as a barrier 
to pharmacy refi ll, meal/snack 
intake, medication dose

BRA • Plan in advance for recurrent • 
transport costs 

Food Shortage Food Shortage in a home/ lack 
of accompanying food on that 
day as a barrier to meal/snack 
intake, dosing time medication 
dose

CCE• Feed well on the readily • 
available food
Avoid luxurious food• 

Practical Problems Food was not ready as a barrier 
to meal/snack intake, dosing 
time medication dose

AS• Adherence to Dosing • 
Schedule

Sharing Medicine is a barrier 
to medication dose

AD• If you share your ARVS, the • 
medicine will not work

Table 6.2 above indicates that the information and knowledge provided in the two 
facilities targeted the common adherence barriers, as well as providing practical 
solutions for overcoming and/or reducing such adherence barriers. Therefore, 
counselling provides knowledge and advice for overcoming barriers such as associated 
health condition, regimen side-effects, engagement in livelihood activities, access 
constraints, food shortage, and others.
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The accuracy of information given is reflected in it being factual, reducing uncertainty, 
and providing a basis for action. It is consistent because patients benefit from the same 
accurate information during each provider-patient encounter throughout the HIV/
AIDS treatment cycle. The relevance can be measured as the extent to which the 
information given provides practical solution to barriers based on patients’ realities, 
experiences, and perspectives. For instance, rather than suggesting the use of expensive 
exotic food, the advice was to use locally available food; in the absence of modern 
time-keeping devices the advice was to depend on internal cues for action; in the 
event of unreliable sources of income it was advised to avoid starting antiretroviral 
treatment until financial readiness is achieved. The latter message is not intended to 
discourage patients from taking up antiretroviral treatment but to encourage them 
to be creative in mobilising funds. 

A combination of quantitative and qualitative evidence indicates that the clients were 
happy with the quantity and quality of information provided by the counsellors. First, 
the survey included a question: ‘Were you satisfied with the information you received 
on ART counselling?’ Of the 260 who responded to the question, half (51.1% 134) 
were ‘extremely satisfied’, 48% (124) were ‘satisfied’, and only 1% (3) stated that they 
were ‘somewhat satisfied’ (0.4% 1 were missing cases). A combination of ‘extremely 
satisfied’ and ‘satisfied’ suggests that 98% (258) were satisfied with the amount of 
information received. Evidence from qualitative explanatory studies also suggests 
that the amount of information and quality of care was satisfactory. 

The doctors (meaning health workers) bombarded us with a lot of information 
before we started treatment, and we continue to be educated (whenever we come 
here) about the medicine and lifestyle. Learning never stops, otherwise a professor 
would not revise his/her notes regularly. Our doctors are like parents, extremely 
compassionate. You enter the hospital gate with a worried face and leave with a smile 
on [your] face. (Kayunga Explanatory Qualitative Focus Group Discussion)

6.4.2 Potential Effect of Communication Method on Absorption 
of Information (Latent Analysis)

This section draws a distinction between adequacy of information and comprehension 
of information. Even if the information provided may be rich, the absorption of such 
information by the audience may be low due to poor communication methods 
and environment. Communication refers to a selective process of producing or 
conveying meaning in a social context (Sarantakos 2005:39; Lewis James 2004:415). 
Poor communication not only obscures the meaning but also undermines the 
internalisation of a piece of information. 
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1. Communication Methods
During observations of the actual counselling sessions, counsellors demonstrated 
communication skills, knowledge, respect, confidence, and a sense of humour. As 
the texts above indicate, counsellors at both facilities tended to break information 
up into pieces in order to help patients absorb it (message chunking); as well giving 
audience the opportunity to spontaneously ask questions (two-way interaction).  

There were, however, differences between the two counsellors in their presentation 
style. At the Mission Facility, the counsellor used the probing approach in order to 
avoid confusing patients with information of a technical nature. Here, the counsellor 
also simplified technical information by using visual aids to depict complex disease 
conditions (biology of the virus), the pharmacological effects of ARVs (ART activities 
and efficacy), and potential resistance (limitations). On the other hand, at the Public 
Facility, the female nurse deliberately avoided technical issues and dwelt more on 
adherence to medication, health protection, and promotion measures – the kind of 
information the rural folk needed. This may also explain why she did not use visual 
aids but a persuasive freestyle talk punctuated with humorous phrases and analogies. 
This freestyle approach explains why the counselling text for the rural setting had a 
higher frequency of Message Repetition Technique (MRT) codes. 

In order to simplify the biomedical technical vocabulary and jargon, both counsellors 
customise technical terms by using metaphors. Metaphors are comparisons that 
show how two things that are not alike in most ways are similar in one important way. 
‘Metaphors are a way to describe something. Authors use them to make their writing 
more interesting or entertaining’37. Metaphors help grasp ‘reality’ in an intellectual 
sense, to see the world in a certain way and, consequently, to communicate about the 
intellectual experience (Sjaak and Whyte 1989:353).  In the two counselling texts 
above, metaphors were used as creative solutions to communicate technical concepts, 
because they stimulated the imagination, explained the meanings of the desired health 
action, as well as making the action attractive and/or imperative. 

For instance, when describing disease pathogenesis (even during VCT sessions), 
metaphors make it possible to draw a distinction between HIV and AIDS – ‘HIV is 
the ‘weevil’ that brings slim, and AIDS is the stew of infections’. Equating a virus to a 
weevil vividly describes its destructive nature, since a weevil destroys the seed from 
inside (cell), and hatches to proliferate. Importantly, the weevil metaphor makes HIV 
testing a necessity, because weevils can only be detected by sampling and cracking 

37 English Basics Volume 3, Number 26, March 29, 1999 www.rhlschool.com
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(screening) the seed. Military metaphors that depict the fierce battle that rages in 
one’s body and the eventual collapse of the system in the face of external aggression 
are an equally powerful tool for conveying information. If it is true that the enemy 
infiltrates past three defence lines, disorients the command chain, and causes friendly 
fire, then it must be a strong and smart enemy. ARVs become a liberating or salvation 
army. Aside from painting a picture of antiretroviral efficacy, metaphors are used to 
demonstrate the limitations of ARVs and the need for life-long adherence. If ARVs 
simply ‘put an enemy to sleep’ (as it was put in the Mission Facility) or are taken to 
‘bring down the infection’ (Public Facility), then ARVs are as good as sedatives; and 
the effectiveness of sedatives lies in continuous medication. To convey the necessity 
of a triple therapy, the counsellor switches from a military metaphor to the fable of 
a pot that cooks on three stones. Clearly, since it takes three stones to cook with 
a pot, and two stones result in the pot tumbling and spilling its contents, nobody 
wants to starve due to a silly mistake. Metaphors convey the dangers of being non-
adherent. Few can face a dog that breaks loose from a kennel after being starved for a 
couple of days. In rural settings, fewer metaphors were used because the counselling 
content concentrated not so much on the technical biomedical factors, but on health 
protection and promotion. 

2. Counselling Strategy
The second observation is the counselling methods that are used. A typical counselling 
intervention is supposed to define the presenting problem (problem identification), 
desired outcome (goal), the type of counselling intervention to be used (process), the 
theoretical orientation (guiding theory), under the overall structure of the counsellor-
counselee relationship (relationship). However, the counselling process at the two 
facilities appears to fall short of this idealised type. Clearly, the counselling is based 
on the assumption that treatment barriers and the nature and amount of information 
patients need are known. In the Mission Facility, the counsellor begins by telling the 
audience, ‘I am here to teach about the new medicine’. He goes on to ask, ‘Why are 
you here today?’ Patients responded, ‘We are sick and craving to live longer’. Similarly, 
in the Public Facility, the counsellor poses an opening question and answers it 
herself: ‘How we are going to take the medicine?’ This is quite different from formal 
counselling procedure whereby the actual counselling session is preceded by the 
identification of the problem and/or barriers. Furthermore, the Mission Facility 
counsellor alerts the participants that ‘You will have to undergo an interview before 
being accepted for medication’ (the standard practice), showing the asymmetrical, 
authoritarian, and directive approach taken to counselling, quite contrary to the 
desired dyadic dialogue that charts out the intervention alternative. In doing so, the 



Sustaining Adherence to Antiretroviral Therapy among HIV/AIDS Patients in Uganda

126

healthcare setting becomes a classroom, the counsellor a teacher, the client a student, 
the information lecture notes, and a choice an obligation. . 

Here, ART education is conducted in a group formation because of the ever increasing 
enrolment for HIV treatment services against the backdrop of human resource and 
financial constraints. In orthodox counselling, individual and/or group counselling 
is acceptable depending on the presenting problem and strategy adopted. Group 
counselling tends to create a conducive environment for mutual facilitation, feelings 
of belonging, collective action, and the de-stigmatisation of HIV treatment. However, 
group counselling lifts counselling out the dyadic relationship (Narayana Rao 1992) 
and is sometimes seen as lacking sensitivity to individual problems.

3.  Enforcement Strategies
Beyond counselling session, there are ‘back-stage’ manoeuvres to enforce adherence 
to ART. Results for one the survey questions intended to assess the level of treatment 
discontinuation indicated that the threats of treatment suspension are real. Of the 262 
patients, a slight 2.3% (6) had ever discontinued antiretroviral treatment, with 1% (2) 
and 3% (4) from the Mission and Public Facilities respectively (χ2= 1.077(b), df = 1, 
p =.299). The reasons for being discontinued from treatment were: non-adherence 
to antiretroviral therapy (3), overstaying in the village (1), taking TB drugs (1), or 
being seriously sick (1). 

Pharmacy refills are also used to correct perceived adherence barriers. Patients are 
allowed longer-refill intervals only after demonstrating high levels of adherence and 
negligible side-effects. Patients with unpredictable adherence pattern are maintained 
on weekly pharmacy refills. Shorter pharmacy refill returns have a cost implication 
in terms of travel costs and waiting time. Non-adherent patients are re-introduced to 
adherence counselling together with their treatment buddies.

6.5 Conclusion 
The motivation for focusing on counselling and education in this Chapter is to 
demonstrate the potential effect of counselling and education on adherence to 
antiretroviral treatment in both the Mission and Public Facilities. Assessment of 
the potential impact of counselling and education has been done by comparing the 
counselling and education material with the adherence barriers. While there are 
no standard criteria upon which adequacy of information in a prevailing situation 
can be judged, the analysis and interpretation of the information and knowledge 
material above suggests a likelihood of adherence to ART if patients are exposed to 
information that tackles the adherence barriers. In this case, the information given 
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addresses the most common adherence barriers in form of biomedical barriers and 
structural barriers, as well as providing practical solutions. The information given is 
also factual and credible (quality). As Erger et al. (2000) have argued, information 
in the medical treatment setting is best when it reduces uncertainty, provides a basis 
for action, and/or strengthens the patient-provider relationship. 

It is also necessary to point out the policy context within which mentioned 
information is provided. Counselling in Uganda is guided by the HIV Policy drafted by 
the Ministry of Health under the watchful eye of international health agencies (alluded 
to in Chapter One). Uganda’s ART Policy, which predates the National Strategic Plan, 
categorically emphasises that HIV patients are supposed to benefit from preventive 
and treatment information. This is because VCT (and Routine Counselling and 
Testing) is supposed to serve as a means for referral and enrolment for ART, while 
enrolment for ART should not lead to risky behaviour (MOH 2003). This explains 
why a single counselling session tackles both preventive and treatment issues. Beyond 
policy statements, as indicated in the introductory Chapter, operational manuals 
like the Home Based Care Trainers’ Guide for Health Workers (2004) exist, which 
define the counselling trajectory and issues to be covered. The existence of such 
policy guidelines explains the co-occurrence of education topics in the two healthcare 
settings, and may possibly explain the similar adherence patterns.

The evidence presented above, suggests that information can only be understood if 
the communication strategy is appropriate. The communication strategy should satisfy 
important elements namely:

1. Disseminating both technical concepts (theory) and practical strategies 
(action); 

2. Tailoring information to client’s information needs and absorption capacity; 
3. Making information accessible throughout treatment duration; 
4. Targeting information to both patients and treatment support networks.

In other words, both the content of the treatment information and the communication 
strategy potentially influence adherence behaviour. Nevertheless, information alone 
does not influence adherence to ART independent of other individual and social 
support factors. 




