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Abstract 

Background: The positive impact of ARV’s on children and youth is evident. They enable them to live 

longer, healthier lives with minimal side-effects. Adherence is key in these positive outcomes. The 

factors underlying adherence and the problems that can develop within these factors are thus of 

interest for people striving to get optimal adherence for their patients. Purpose: To find out what 

factors, that influence adherence to ARV’s, change over time in respondents between the age of 8 till 

20, with HIV/AIDS in rural areas in Gauteng and KwaZulu-Natal, South Africa. Methods: The 

population of interest consists of 51 respondents, age 8-20 years. A questionnaire will be used to 

compare the participants on their Skills, the Environmental Opportunities or Constraints, Intentions, 

Attitudes, Self-efficacy and the Norms they are subjected to, to perform the desired behaviour, which 

influences their willingness to participate. Results: There have not been found significant changes in 

adherence over time. Conclusion: The motivation towards the treatment ART does not change over 

the course of time.  

 

Keywords: HIV/AIDS, ART, adherence, South Africa, Model of Behavioural Prediction 

 

1 Introduction 

UNAIDS data in 2006 estimates a population of approximately 47.5 million people in South 

Africa from which 5.5 million are living with HIV. The majority of its residents is poor and 34.1 

percent of the population is living with less than US$2.  

The country had its first encounter with AIDS in 1982 when the first official Aids case was 

recognised. Three years later the first AIDS Advisory group was founded during a time when 

the country was greatly disturbed by riots fighting the apartheid. In 1990 the first antenatal 

survey was taken and 0.8% of the woman turned out to be infected by the HIV virus. AIDS 
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became a part of the National agenda after the foundation of National AIDS Convention of 

South Africa (NACOSA) in 1992. The most rapid increase in the HIV prevalence took place 

between 1993 and 2000, while major political changes took place, which took away the 

attention from the spreading of this virus. Although president Thabo Mbeki had 

acknowledged the seriousness of the AIDS problem back in 1995, in 2000 he divulged his 

thoughts about ascribing AIDS to poverty instead of the sexual transmittable HIV virus. 

Scientists from around the world reacted by signing a petition which said that HIV was in fact 

the cause of AIDS (van Rijn, 2006). South-Africa has been very slow in the implementation of 

ARV’s and medication to pregnant women, compared to other countries in Africa. Pressure 

from activists made the government finally approve a plan to make ART publicly available in 

November 2003. By that time the prevalence rate among pregnant woman was 27.9 %. In 

2005 one of the targets that was set for 2003 was met when all of the 53 districts in South-

Africa had at least one service point for AIDS related care and treatment. Nevertheless, the 

number of people receiving ARV’s was behind initial targets. At the end of 2006, 33% of 

people who qualified for ART actually received treatment (Butler, 2005; World Health 

Organisation [WHO], Joint United Nations Programme on HIV/AIDS [UNAIDS] & Unite for 

Children [UNICEF], 2007).  

Approximately one out of every five children in need of ARV’s, received the drugs at the 

beginning of 2005. The UNAIDS estimates there is an estimated 240.000 children from the 

age of zero to fourteen in South Africa who live with HIV/AIDS. The disease brings up 

another problem among children. UNAIDS (2005) estimates that 1.2 million children were 

orphaned in 2005 as compared to 780.000 in 2003. The orphaned children are more likely to 

face poverty, poor health and a lack of access to education (Pembrey, 2007).  

 

Voluntary Counselling and Testing (VCT) is playing an important role in prevention and care 

for HIV/AIDS (Sangiwa, van der Straten, Grinstead & the VCT Study Group, 2000). Several 

studies concluded that both people tested positively or negatively on HIV/AIDS; change their 

sexual behaviour after doing VCT. If tested positively on HIV/AIDS; antiretroviral treatment 

(ART) would be provided if this person meets the qualifications of severity of the illness . This 

means that HIV/AIDS infected people will get professional HIV/AIDS care, management of 

infection, free Antiretrovirals (ARV’s) and preventive therapy. The ARV’s stops the HIV from 

multiplying. If ARV’s work successfully the viral load decreases and the virus becomes 

undetectable in the blood after about six months of treatment. Adults start the ART when the 

CD4 count in someone’s body is under 200. The CD4 count measures the number of CD4 
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cells present in a millilitre of blood. The result will indicate how healthy the immune system is. 

A normal CD4 count is between 600 and 2000 cells (Institute, Health & Development 

Communication, 2007). Children start treatment immediately after the HIV/ AIDS is 

diagnosed, they do not have to wait until the illness progresses.  

Increases in access to ART lead to a decrease in morbidity and mortality. However, effective 

HIV theories require a certain amount of understanding of the patients’ knowledge, attitudes 

and behaviours to design appropriate behavioural interventions and treatment strategies 

(Nachega, Lehman, Hlatshwayo, Mothopeng, Chaisson & Karstaedt, 2005). Findings in 

Botswana, Tanzania and Uganda suggest that patients are experiencing problems in their 

efforts to attain optimal ART adherence rates. Obstacles to optimal adherence are also 

reported, when ARV’s are provided free of charge. These obstacles are other related costs, 

such as transport expenditure, registration and user fees at the private health facilities and 

lost wages due to frequent clinic visits and long waiting times (Hardon, et al., 2007). Other 

barriers to adhering to ART are fear of disclosure, concomitant substance abuse, 

forgetfulness, suspicions of treatment, regimens which are too complicated, and access to 

medication (Mills, et al., 2006; Mannheimer, Matts, Telzak, Chesney & Child, 2005).  

If the ARV’s  are not taken as prescribed, treatment failure may ensue. Non-adherence is 

widely viewed as a risk factor for disease progression and drug-resistant virus, which can be 

transmitted through unsafe sexual and drug use practices. It appears that patients must 

ingest at least 90% to 95% of their prescribed doses consistently to maintain virologic 

success (Golin, et al., 2002; Nachega, et al., 2005). Therefore interventions to facilitate 

patients’ adherence to antiretroviral medications are crucial to optimal HIV/ AIDS care.  

 

This research has been done on behalf of the AIDS office of the South African Catholic 

Bishop Conference (SACBC). The SACBC is an organization consisting of all the bishops of 

the Catholic Church in South Africa, Botswana, and Swaziland, and their equivalents under 

canon law.  

The AIDS Office is an agency of the SACBC. It has been founded from the Catholic Church 

to help people in South Africa, Swaziland and Botswana with HIV/AIDS. The AIDS Office is 

the largest service provider in South Africa after the government, with more than hundred 

service programs for people living with HIV/ AIDS. The aim of the office is to share 

information, enable learning opportunities, facilitate training, capacity building and networking 

initiatives and share best practice models. To reach these goals, they organize education 
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and counseling programs for youth and adults at home, in communities, hospitals and clinics 

(South African Catholic Bishop Conference [SACBC] Aids Office, 2007). 

 

The positive impact of ARV’s on children and youth is evident. They enable them to live 

longer, healthier lives with minimal side-effects. Adherence is key in these positive outcomes. 

The factors underlying adherence and the problems that can develop within these factors are 

thus of interest for people striving to get optimal adherence for their patients. Therefore, the 

main question in this study is: Do the factors that influence adherence to ARV’s change over 

time in respondents between the age of eight and twenty with HIV/AIDS in rural areas in 

Gauteng and KwaZulu-Natal.  

 

In consultation with the AIDS Office in Pretoria is decided on this subject of research. More 

insight in the changing of factors over time, that underlie the adherence to ART, could alert to 

the arising of possible problems. This way, by counselling or other interventions, the 

presence or increasing of certain factors could be prevented and by this, possibly reduce the 

non-adherence.  

To measure the difference in factors influencing participation, two groups need to be 

compared. Respondents who participate and others, in need of the treatment, who do not 

participate. Problems arise in finding the latter group. Earlier research by Duim, de Hoop, 

Kaizer and Konings (2008) concluded that children and adolescents rarely not-participate  

when diagnosed with HIV/ AIDS. Caretakers usually decide on participation. When they get 

VCT there seems to be a willingness to participate in ART. Therefore, to explain possible 

non-adherence in the future a cross-sectional design will be applied. 

 

2 Theoretical background  

2.1 Three theories  

In their article, Fishbein and Yzer (2003) describe three theories used in health behaviour 

research and interventions. The “Health Belief Model” supposes that a person needs to 

believe that he or she is at risk for acquiring a serious and severe negative health outcome 

(e.g. HIV/AIDS). Also, the person has to believe that the benefits of the recommended 

behaviour outweigh the costs. The second theory, the “Social Cognitive Theory”, states that 

believe in the benefits of the recommended behaviour have to outweigh the costs as well. 

Furthermore, persons must have self-efficacy with respect to performing the recommended 

behaviour. The third theory is the “Theory of Reasoned Action”. According to this theory 
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intention to perform the recommended behaviour is the most important aspect. The intention 

is viewed as a function of three factors, namely the person’s attitude toward performing the 

recommended behaviour, the self-efficacy and /or the person’s subjective norm relating to 

the behaviour.  

Taken together, the most behavioural theories focus on three determinants of a person’s 

intentions: 

1. The person’s attitude towards performing the behaviour 

2. Perceived norms 

3. Self-efficacy 

Fishbein and Yzer (2003) made a new model of these three variables, an integrated model of 

behavioural prediction.  

 

2.2 Integrated model of behavioural prediction 

The integrated theoretical model using the variables from multiple behavioural models is 

applied to understand and predict what factors influence the adherence to Antiretroviral 

Treatment. There are a limited number of theoretical variables which determine behaviour 

(Fishbein, 2000). According to Figure 1 any given behaviour is likely to occur if one has a 

strong intention to perform the behaviour, if a person has the necessary skills and abilities 

required to perform the behaviour, and if there are no environmental constraints preventing 

behavioural performance.  

 
 
 
 

 

 

 

 

 

 

 

Figure 1. Integrative model of behavioural prediction, (Fishbein, 2000). 
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2.3 Explanation of factors in adherent behaviour 

 

Adherence to ART is a conscious effort made by the patient to conform to the treatment 

regiments. If, and to what extent somebody adheres to this depends on a composition of 

different factors. As noted above, these factors can be operated by using the Integrative 

Model of Behavioural Prediction (Fishbein, 2000) which is derived from the Theory of 

Planned Behaviour (Ajzen, 1991). This is a Psychosocial Cognitive Model that predicts 

behaviour by identifying underlying factors that influence this behaviour. The study of Kagee 

and van der Merwe (2006) found support for the TPB as a framework for understanding the 

determinants of treatment adherence.  This original model consisting of attitudes, subjective 

norms, perceived behavioural control and  intentions is used with the expansion proposed by 

Fishbein (2000) of environmental factors and skills.  Studies relating medical issues have 

proven that all these factors could potentially contribute.  

Attitude includes the perceived costs and benefits, beliefs, self-esteem and talking about 

risks of HIV/AIDS. Research of Rintamaki and colleagues (2006) shows that people with a 

high HIV stigma concerns 3.3 times more likely to be non-adherent to their medication 

regimen than those with low concerns. Attitudes have proved to play an important role in the 

adherence to immunosuppressant’s (Chisholm, Williamson, Lance &  Mulloy, 2007).  

The role of Self-efficacy was the strongest predictor to adherence intentions found in the 

study of Kagee and van der Merwe (2006) of people with chronic illnesses like hypertension 

and diabetes type II. This can also be explained by the learned helplessness theory 

(Petersen, Maier & Seligman, 1995; Kennedy, 2000) in which the feeling of being unable to 

exercise control in one situation can generalize to other situations (Chisholm, et al., 2007). 

Many youth included in this study live in poor circumstances with little opportunities such as 

education to change their position. This group can be especially vulnerable to the effect of 

perceived behavioural control.   

Patients with weaker Intentions to adhere to their regimens were less likely to be adherent 

(Chisholm, et al., 2007). Webb and Sheeran (2006) concluded from a large-scale meta-

analytic research that intention had a significant impact on behaviour. Johnston Roberts and 

Mann (2003) also acknowledge the impact of intention on the non-adherence numbers.  

The factor ‘Environmental Constraints’ is about infrastructure, poverty and time. Chronic 

heart disease patients relied on environmental cues as reminders to take their medications, 

resulting in a habit of daily medication use (Wu et al., 2008). Russell, Krantz & Neville (2004) 

found that the support of people around the patient and a good relationship with the health 
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care providers improved the adherence to medication and medical appointments of people 

on Highly Active AntiRetroviral Treatment (HAART). This is confirmed by a research 

including mothers of children on ART. Wrubel, Moskowitz, Richards, Prakke, Acree and 

Folkman (2005) found that adherence practices were impacted in a positive  way by mothers’ 

commitment to adherence. 

Subjective Norm includes parental pressure, communication with adults, peer pressure and 

media, among others. In general, persons do not want to be excluded from the community. 

When the community has ideas such as people with HIV/AIDS cannot be trusted and should 

feel guilty, there is a reasonable chance that people do not admit that they are infected by 

HIV/AIDS or doing ART because of the anxiety to be kept out of the society (Kalichman et 

al., 2005). Fear of being kept out of the community can attend to problems with taking the 

medicine at the required time, an important factor of adherence. 

Skills come into play predominantly in the knowledge aspect. Wu and colleagues (2008) 

found that adherence improves when the knowledge about the importance of the medication 

and the medication regimens are adjusted to individual needs.  The IMB model (Fishbein, 

2000) states that information about health risks and health behaviours is a necessary 

precursor to health-improving-behaviour change. Also, the model holds that behavioural 

skills related to health-promoting actions are a final common pathway for information and 

motivation to result in health behaviour change (Kalichman et al., 2005). Heckman, Catz, 

Heckman, Miller & Kalichman (2004) found that “poor medication knowledge eight weeks 

after regimen initiation was associated with lower adherence (…)”. 

 
An overlooked potential barrier to HIV treatment adherence is social Stigma. Since the 

beginning of the HIV pandemic, people infected with HIV and the social groups with which 

they are associated have been stigmatized by the general population. The threat of social 

stigma may prevent people living with HIV from revealing their status to others and serve as 

a barrier to HIV treatment adherence (Rintamaki, Davis, Skripkauskas, Bennett & Wolf, 

2006). Research of Kalichman and colleagues (2005) found out that one in five people who 

had been tested for HIV believed things as: “people with AIDS should feel guilty, they should 

not be allowed to work with children and cannot be trusted”. These findings suggest that the 

AIDS stigmatizing beliefs are not only among people who have not been tested, but even 

among people who have been tested and counselled. In the Integrative model of behavioural 

prediction (Fishbein, 2000) the AIDS stigma can influence the factors Attitude and Subjective 

Norm.  
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Knowing that bias and stigmatization are often consequences of infection, people with high 

concerns for stigma may be less likely to disclose their HIV status to others either out of 

shame or fear of persecution (Derlega, Winstead, Greene, Serovich & Elwood, 2002). The 

HIV medication regimen, however, can complicate this process by requiring consumption at 

inopportune times and in less-than-private environments, such as at work, in restaurants, or 

even when entertaining company at home (Fogarty, Roter, Larson, Burke, Gillespie & Levy, 

2002). 

To the authors’ knowledge there is no data yet on the changing of these factors influencing 

adherence over the course of the ART treatment program. This suggests that overall, people 

stay just as motivated or unmotivated to adhere over time and factors underlying adherence 

of people participating will be more or less stable. This is not an empirical assumption and 

therefore will be further examined in this study. 

 

2.5 Adapted model of behavioural prediction 

In this research, the behaviour mentioned in the model of Fishbein (2000) is adherence to 

ART. The aim of the research is to examine the change Skills, Intention, and Environmental 

Constraints over the course of adherence to ART. Also, the underlying factors that influence 

intention will be examined by measuring Attitude, Norm and Self-efficacy and adding a part 

to the questionnaire that will give more insight in some of the external variables as shown in 

Figure 1. 

It’s beyond the scope of this research to include Behavioural beliefs, Normative and Efficacy 

beliefs, and therefore are removed from the original model as in Figure 1. 

Because of the influence of the AIDS Stigma on Subjective Norm and Attitude, this variable 

has been implemented in the model. 

The adapted model that is being used in this research is shown in Figure 2.  
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Figure 2. Based on the Integrative model of behavioural prediction (Fishbein, 2000), with 

AIDS Stigma included. 

 

2.6 Research questions 

To find out what factors influence the adherence to Antiretroviral Treatment, the following 

main research question is formulated: Do the factors that influence adherence to ARV’s 

change over time in respondents between the age of eight and twenty with HIV/AIDS in rural 

areas in Gauteng and KwaZulu-Natal?  

In order to answer this question, the changes in different factors are being investigated and 

divided into the following sub-questions:  

1) To what extent do Skills change over the course of the adherence to ART? 

2) To what extent does Intention change over the course of the adherence to ART? 

3) To what extent does Environmental Constraint change over the course of the adherence 

 to ART? 

4) To what extent does Attitude change over the course of the  adherence to ART? 

5) To what extent does Subjective Norm change over the course of the  adherence to ART? 

6) To what extent does Self-efficacy change over the course of the  adherence to ART? 

7) To what extent does AIDS Stigma change over the course of the  adherence to ART? 

8)  How do the factors of the model of Fishbein (2000) correlate?
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3          Methods  

3.1 Subjects 

 

The population of interest consists of 51 children and adolescents, age 8-20 years. Among 

them, 27 are male and 24 female. The mean age of the experimental group is 12.80 years, 

with a standard deviation of 3.85 years. These respondents all are HIV/AIDS infected and 

are involved in an antiretroviral treatment program. Four groups are constructed that 

participate from zero to ten months, eleven to twenty months, 21  to 30 months and 31 and 

over. These will be compared on their Skills, the Environmental Opportunities or Constraints, 

Intentions, Attitudes, Self-efficacy and the Norms they are subjected to, to perform the 

desired behaviour, which influences their willingness to participate.   

 

3.2 Strategy 

The aim of the research is to obtain insight in the changing of factors regarding the 

adherence to ART in the different sites in Gauteng and KwaZulu-Natal. The majority of these 

sites have contacts with the SACBC. Questionnaires are being used to gather information 

about factors influencing the aspects mentioned in the model shown in Figure 2. By using 

questionnaires a larger number of respondents can be reached and more  information can be 

collected.  

 

3.3 Design 

The type of research will be cross-sectional explorative. A cross-sectional design focuses on 

the relationship between and among variables in a single group. The aim of exploratory 

research is to find out what is happening, to seek new insights, to ask questions, to assess 

phenomena in a new light and to generate ideas and hypotheses for future research 

(Robson, 2002). The most important factors from the model of Fishbein (2000) are integrated 

in the questionnaire. Also, the factor ‘Stigma’ has been implemented. In this way it is possible 

to gain information about what factors change over time in the adherence of children/ 

adolescents to the ART.  

 

3.4      Instruments 

This research will use an English questionnaire, which is also translated into Zulu. It contains 

54 questions, divided into three parts. The first part contains demographic factors, such as 

gender, age, place of residence, school. Then some general questions about AIDS, ART, 
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their CD4 count and adherence to the ART are asked. The participant can respond with 

‘Yes’, ‘No’ and ‘Do not know’.  

In the second part participants are also asked to respond with ‘Yes’, ‘No’ or ‘Do not know’.  In 

this part of the questionnaire, the factors mentioned in the model of behavioural prediction 

(Fishbein, 2001) are put into operation.  

The third part of the questionnaire contains nine questions about the AIDS stigma. These 

questions of the AIDS-Related Stigma Scale (Kalichman et al., 2005) are used to examine 

the influence of the AIDS stigma on the adherence to ART. 

 

Table 1. Factors of model Fishbein (2000) and Stigma Scale (Kalichman et al., 2005) with 

corresponding questions 
Research question concerning: Items in compiled questionnaire: 

Part 1  

General knowledge  1, 2, 3, 4 

Part 2  

Environmental constraints  1, 17, 26 

Subjective norms  15, 22, 23, 24, 25, 30 

Attitude  2, 11, 12, 13, 19, 21, 28, 29, 31, 32, 33, 34, 35 

Skills  3, 6, 7, 8, 9, 14, 16, 20 

Self efficacy  4, 18, 27 

Part 3  

Stigma  1-9 

 
 

3.5 Procedure 

All the respondents will be approached personally. They will be addressed during their visit at 

the ART-projects or are invited to come by at a certain date and time. The respondents who 

can read the questionnaire in English or Zulu will answer the questions by themselves. The 

ones who cannot read the questions will receive help from a caregiver or healthcare worker, 

who can translate or can read the questions out loud and explain them when necessary. 

Preferably the intervention by caregivers and care workers will be limited, since they could 

possibly influence the quality of the given answers.  

 

3.6 Statistics 

The statistical program SPSS will be used to analyze the data.  After performing the pilot, the 

reliability of the questionnaire will be measured by using Cronbachs Alpha. To do this, all 

items are recoded into the same direction; a low score represents a positive answer and a 
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high score a negative answer. When it appears that respondents have not understood the 

question or the question decreases the reliability the item will be reformulated or removed 

from the questionnaire.   

To perform the analysis the four different groups of respondents mentioned in paragraph 3.1 

will be constructed. Also, the means of each factor of the model will be computed to compare 

them with each other. In the calculation of these means a positive answer corresponds with 

the score of one and a negative answer with three. A score of two is ascribed to the answer 

‘Do not know’, because this answer is neither positive nor negative, it is in between the 

answering-possibilities ‘Yes’ and ‘No’.  

To answer research questions one till seven an ANOVA will be used. This is an overall test 

of whether group means differ. One of the assumptions to perform an ANOVA is 

homogeneity. To examine this assumption a Levene’s Test of Homogeinity of Variances will 

be completed.  Another assumption to perform an ANOVA is the use of groups with a 

minimum of 25 respondents. The groups in this research however do not meet this 

assumption. Still, the ANOVA is the best test to answer the research questions. Nevertheless 

it is important to keep this in consideration when interpreting the results. 

To measure the strength of the relationships between the factors of the model, Pearson’s 

correlation coefficient will be used.  
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4.  Results 

4.1 ANOVA 

The means of the factors used in the model of Fishbein (2003) are being used in an ANOVA 

(see table 2).    

Table 2. Mean scores on factors sorted according to months on treatment 

Months on treatment Skills Environ 
ment 

Self-
efficacy 

Stigma Attitude Subjective 
Norms 

Intention 

1 to 10 months 1,63 1,73 1,533 1,24 1,24 1,28 1,28 
11 to 20 months 1,70 2,19 1,86 1,23 1,32 1,46 1,45 
21 to 30 months 1,48 1,85 1,15 1,25 1,25 1,32 1,28 
Over 30 months 1,72 1,72 1,57 1,28 1,30 1,39 1,37 
Total 1,62 1,83 1,47 1,26 1,28 1,35 1,34 
Note: Scores can range from 1.00 to 3.00 

To examine the assumption of homogeneity a Levene’s Test of Homogeinity of Variances is 

completed.  Considering the norm for homogeneity a significance of <.05 is required. The 

factors Self-Efficacy, Attitude and Intention meet this norm with a significance of respectively 

.01, .02 and .03. 

After performing an ANOVA a significant difference in Self-Efficacy is found between the 

different adherence-groups F(3.47) = 2.99 ,p=.04. The post-hoc shows a significant 

difference between group two and three and three and four. 

No significant differences are found using the ANOVA for the factors:   

Intention (F(3.47) =1.70, p= .18), Environmental Constraints (F(3.47) =.97, p= .42),  

Skills (F(3.47) =1.09, p= .36), Attitude (F(3.47) =.53, p= .66), Subjective Norms (F(3.47) =.81, 

p= .50) and Stigma (F(3.47) =.17, p= .91). 

 

4.2 Pearson’s Correlation 

To examine the relations between the different factors of the model, a Pearson’s Correlation 

test is performed. An assumption for this test is a linear relation between the two measured 

factors. This is the case between Skills – Behaviour (r2=.42), Intention – Behaviour (r2=.90), 

Attitude – Intention (r2=.53), Subjective Norm – Intention (r2=.72) and Stigma - Subjective 

Norm (r2=.49). The significant correlations (p <.01) of these factors are shown in Figure 3. A 

correlation between .30 and .60 is considered medium, a correlation above .60 is strong. 
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Table 3. Relation Between Factors based on the Model of Fishbein    

 

 

 

 

 

 

 

 

 

Figure 3. Based on the Integrative model of behavioural prediction (Fishbein, 2000), with 

AIDS Stigma included. 

 

As shown in Figure 3, Behaviour is predicted by the factors Skills, Intention and 

Environmental Constraints. Remarkable is the very strong correlation between Intention and 

Behaviour. Skills on the other hand has only a medium correlation with Behaviour, while the 

relation between Environmental Constraint and Behaviour does not meet the assumption for 

linearity.  

  

4.3 Demographic variables 

To gather more information about demographic variables of the respondents, the data is 

divided in two different age groups. The first group contains respondents from eight to 

thirteen (N=28) and the second group contains respondents from fourteen to twenty (N= 23). 

The second group turns out to have a higher intention to adhere to ART. When the data is 

divided in two different groups based on their CD4-count, from zero to 500 (N=27) and from 

501 to 1100 (N= 24), it turns out that the first group performed higher on the factor Skills and 

thus has more knowledge about HIV/AIDS and adherence.  

Relation to 
Factors 

Intention Environmental 
Constraints 

Skills Self-
Efficacy 

Attitude Subjective 
Norms 

Stigma 

Behaviour r= .95 r= .53 r= .65 - - - - 
Intention - - - r= .61 r= .73 r= .85 - 
Attitude - - - - - - r= .62 
Subjective norms - - - - - - r= .70 
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5 Conclusions and Discussion 

 

This research was aimed to investigate possible changes over time in the factors that 

influence adherence to ARV’s by people with HIV/AIDS, according to the model of 

behavioural prediction (Fishbein, 2003). Findings suggest no significant changes in Skills, 

Environmental Constraints, Intention, Attitude, Subjective Norms and Stigma. Only Self-

Efficacy changed significantly over time. 

The Self-Efficacy seems to decrease between group two and three (eleven to twenty and 21 

to 30 months on treatment)  while it increases between group three and four (21 to 30 and 

over 31 months on treatment). This curious result can be contributed to the small number of 

respondents and small number of questions in this category. Therefore this outcome may be 

unreliable. 

 

Furthermore a significant result is found between the two age groups (from eight to thirteen 

and fourteen to twenty). The second group has a higher intention to adhere to ART. This can 

possibly be explained by their higher self-involvement in the treatment. Younger children 

often do not have a saying in the decision to take the medication. Older children and 

adolescents might have more understanding and have a greater responsibility over their own 

adherence. 

Also, when the data is divided in two different groups based on their CD4-count (from zero to 

500  and from 501 to 1100), there is a significant difference in their performance on Skills. 

The first group seems to have more knowledge about HIV/AIDS and adherence. This can 

possibly be explained by their sicker status and therefore more involvement and interest in 

their illness and the treatment. Also, when the CD4 count drops, healthcare workers can be 

more inclined to stress the importance of adhering to the medication. 

 

Earlier research of Kalichman and colleagues (2005) found out that one in five people who 

had been tested for HIV believed things as: “people with AIDS should feel guilty, they should 

not be allowed to work with children and cannot be trusted”. The same stigma questionnaire 

in this research suggested a different trend. The respondents in this study had overall a 

positive outlook on the stigma issue and seemed to have a greater acceptance and more 

knowledge about the illness. 
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Finally, the correlations between the factors of Fishbein’s model were investigated.  

Remarkable is the very strong correlation between Intention and Behaviour. Skills on the 

other hand has only a medium correlation with Behaviour, while the relation between 

Environmental Constraint and Behaviour does not meet the assumption for linearity.  

Therefore can be concluded that Intention is the most important predictor of Behaviour. 

 

During the current study several limitations were encountered. First of all, the number of 

respondents was less than expected. Therefore it is hard to generalize the results. The 

limited amount of respondents can generally be ascribed to four main reasons. First, the 

people’s willingness to make the trip out to the sites just to fill in a questionnaire. This trip 

often takes much of their time and causes financial constraint for the parents. Secondly, the 

free ART’s have only been available for four and a half years.  Because of this, the number 

of respondents that have been born with the virus and have survived up to the age of eight 

and higher is very small. The research group contains mainly youth that have contracted the 

virus otherwise and by result is much smaller. Another reason for the difficulties in reaching 

respondents in the age mentioned above, is that respondents above the age of fourteen and 

fifteen will be seen as adults in many clinics. That makes it harder to trace them, because 

they will be transferred to clinics for adults. Also, the majority of children and youth goes to 

school during clinic hours, their parents collect their medication for them and only bring them 

for monthly physicals. 

 

In future research it is recommended to do research among another age category. Either 

younger children or people above the age of fifteen. For the younger children parents can fill 

in the questionnaires, the older children and adults can do it themselves. Mind that when 

parents fill in a questionnaire about their child’s feelings and thoughts this will inevitably be 

biased. Also, limiting the transport costs for respondents by visiting people at home can be 

very helpful in increasing the number of participants. Important to take into consideration is 

the fact that many caregivers do not tell the children the reason for taking the medication, up 

to the age of about ten to twelve. The children will thus not be aware of their status which 

makes them unsuitable for participation.  

 

The second limitation of this research is the low level of education of the respondents leading 

to difficulties in understanding the questionnaire. In spite of the simple formulation of the 

questions, there might have been respondents who did not understand all of them but still 
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answered them. This influence the validity of the results. In future research it is important to 

keep the questions age-appropriate for respondents receiving little schooling so that they can 

understand the questions and answer them correctly.  

Furthermore, the use of caregivers and care workers in translating the questionnaire could 

have biased the answers by incorrect translation or trying to educate the respondents while 

translating. Encouragement to give a right answer could be a result of the latter.  
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Appendix A. Questionnaire for respondents in the age of eight till twenty before the 
pilot. 

This is a questionnaire for the SACBC Aids Office in Pretoria. The following questions are 

about HIV, AIDS and ART. There are no right or wrong answers, you can just tell us what 

you think. Your responses will stay complete confidential and anonymous, we won’t ask for 

your name. It will take only 30 (?) minutes. Thank you very much for your cooperation.  

 

Demographics 

Gender:   Male/ Female 

Age in years:  

Place of residence: 

Grade: 

School: 

Religion:                                                          (like Christian, Muslim, etc.) 

Ethnicity:                                                         (like Zulu, Sotho, etc.) 
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Part 1. A few general questions 

Please put a cross in the box of your answer. 

 

1. Do you know what HIV/ AIDS is? 

□ Yes 

□ No 

2. Do you know what ART (Antiretroviral Treatment) is? 

□ Yes 

□ No 

3. What is your CD4 count?  

………………………………………………………………………………………… 

4. Do you forget to take your medicine (ARV’s) more than three times a month?   

□ Yes  

□ No 

 

Part 2. Your opinion about ART 

Please read each question carefully and fill in the blank box.     

 

1. The clinic is too far away. □	  Yes	   □	  No	   □ Do	  not	  Know	  

2. People around me think taking the medicine is good. □	  Yes	   □	  No	   □ Do	  not	  Know	  

3. I like taking the medicine for my AIDS. □	  Yes	   □	  No	   □ Do	  not	  Know	  

4. An alternative healer/sangoma can stop AIDS. □	  Yes	   □	  No	   □ Do	  not	  Know	  

5. I can take the medicine for AIDS for the rest of my life. □	  Yes	   □	  No	   □ Do	  not	  Know	  

6. I will keep taking the medicine. □	  Yes	   □	  No	   □ Do	  not	  Know	  
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7. It is possible to get HIV/AIDS by unsafe sexual contact with a   
person that has HIV/AIDS □	  Yes	   □	  No	   □ Do	  not	  Know	  

8. It is possible to get HIV/AIDS by kissing □	  Yes	   □	  No	   □ Do	  not	  Know	  

9. It is possible to get HIV/AIDS by sharing cups and plates □	  Yes	   □	  No	   □ Do	  not	  Know	  

10. It is possible to get HIV/AIDS by mother giving birth to her 
child □	  Yes	   □	  No	   □ Do	  not	  Know	  

11. I am too busy for treatment □	  Yes	   □	  No	   □ Do	  not	  Know	  

12. It is important to me what my family thinks of the medicine. □	  Yes	   □	  No	   □ Do	  not	  Know	  

13. Sometimes I do not take my medicine because it is a secret. □	  Yes	   □	  No	   □ Do	  not	  Know	  

14. I am ashamed of having AIDS. □	  Yes	   □	  No	   □ Do	  not	  Know	  

15. I feel happy because I am taking the medicine. □	  Yes	   □	  No	   □ Do	  not	  Know	  

16. If I do not feel better, I will stop taking the medicine. □	  Yes	   □	  No	   □ Do	  not	  Know	  

17. I take the medicine but my parents/ caregivers do not like it. □	  Yes	   □	  No	   □ Do	  not	  Know	  

18. I think that everyone who has AIDS should take medicine. □	  Yes	   □	  No	   □ Do	  not	  Know	  

19. When I feel better, I do not have AIDS anymore. □	  Yes	   □	  No	   □ Do	  not	  Know	  

20. Taking the medicine is important for my family. □	  Yes	   □	  No	   □ Do	  not	  Know	  

21. Taking the medicine is important for my friends. □	  Yes	   □	  No	   □ Do	  not	  Know	  
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22. Taking the medicine is important for my school. □	  Yes	   □	  No	   □ Do	  not	  Know	  

23. Taking the medicine is important for my church. □	  Yes	   □	  No	   □ Do	  not	  Know	  

24. I will survive AIDS. □	  Yes	   □	  No	   □ Do	  not	  Know	  

25. It is important how to take the medicine. (For example: on an 
empty or full stomach). □	  Yes	   □	  No	   □ Do	  not	  Know	  

26. It is difficult to get to the clinic by car/ bike/ foot. □	  Yes	   □	  No	   □ Do	  not	  Know	  

27. My parents/ caregivers tell me when to take the medicine. □	  Yes	   □	  No	   □ Do	  not	  Know	  

28. I can handle the sick feeling I get from taking the medicine. □	  Yes	   □	  No	   □ Do	  not	  Know	  

29. I get pain from taking the medicine. □	  Yes	   □	  No	   □ Do	  not	  Know	  

30. I know when to take my medicine. □	  Yes	   □	  No	   □ Do	  not	  Know	  

31. I think that the medicine stops AIDS. □	  Yes	   □	  No	   □ Do	  not	  Know	  

32. I will tell my friends who have AIDS to take the medicine. □	  Yes	   □	  No	   □ Do	  not	  Know	  

33. I take the medicine only because my parents/ caregivers want 
me to. □	  Yes	   □	  No	   □ Do	  not	  Know	  

34. I take the medicine only because my friends want me to. □	  Yes	   □	  No	   □ Do	  not	  Know	  

35. I take the medicine only because my church wants me to. □	  Yes	   □	  No	   □ Do	  not	  Know	  

36. I take the medicine only because my school wants me to. □	  Yes	   □	  No	   □ Do	  not	  Know	  
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37. The medicine costs too much Rand. □	  Yes	   □	  No	   □ Do	  not	  Know	  

38. I can survive AIDS. □	  Yes	   □	  No	   □ Do	  not	  Know	  

39. I must take the medicine at the right time every day to make the 
medicine work good. □	  Yes	   □	  No	   □ Do	  not	  Know	  

40. Taking the medicine makes me feel sick. □	  Yes	   □	  No	   □ Do	  not	  Know	  

41. I feel bad about having AIDS. □	  Yes	   □	  No	   □ Do	  not	  Know	  

42. It is a secret to other people that I take the medicine.   □	  Yes	   □	  No	   □ Do	  not	  Know	  

43. My parents/ caregivers tell me when to take the medicine. □	  Yes	   □	  No	   □ Do	  not	  Know	  

44. I do not mind taking the medicine. □	  Yes	   □	  No	   □ Do	  not	  Know	  

45. I know when to take my medicine. □	  Yes	   □	  No	   □ Do	  not	  Know	  

46. I think that the medicine stops AIDS. □	  Yes	   □	  No	   □ Do	  not	  Know	  

47. If I feel better, I will stop taking the medicine. □	  Yes	   □	  No	   □ Do	  not	  Know	  

48. I tell my friends good things about taking the medicine. □	  Yes	   □	  No	   □ Do	  not	  Know	  

49. I take the medicine because I think it is important. □	  Yes	   □	  No	   □ Do	  not	  Know	  

50. I will tell  my family who have AIDS to do ART. □	  Yes	   □	  No	   □ Do	  not	  Know	  

51. I think the medicine is bad for me. □	  Yes	   □	  No	   □ Do	  not	  Know	  
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F. Questionnaire of the AIDS-Related Stigma Scale 

English Version of the AIDS-Related Stigma Scale 

Please answer whether you agree or disagree with the following statements 

1. People who have AIDS are dirty.      I AGREE I DISAGREE 

2. People who have AIDS are cursed.      I AGREE I DISAGREE 

3. People who have AIDS should be ashamed.     I AGREE I DISAGREE 

4. It is safe for people who have AIDS to work with children.   I AGREE I DISAGREE 

5. People with AIDS must expect some restrictions on their freedom.I AGREE I DISAGREE 

6. A person with AIDS must have done something wrong and deserves to be punished.  

I AGREE I DISAGREE 

7. People who have HIV should be isolated.     I AGREE I DISAGREE 

8. I do not want to be friends with someone who has AIDS.   I AGREE I DISAGREE 

9. People who have AIDS should not be allowed to work?   I AGREE I DISAGREE 

 

Xhosa Version of the AIDS-Related Stigma Scale 

Nceda phendula uba uyavumelana okanye awuvumelani nezi ngcaciso zilandelayo 

1. Abantu abaneAIDS bamdaka.    NDIYAVUMELANA ANDIVUMELANI 

2. Abantu abaneAIDS baqalekisiwe.    NDIYAVUMELANA ANDIVUMELANI 

3. Abantu abaneAIDS bafanele ukuba neentloni.  NDIYAVUMELANA ANDIVUMELANI 

4. Kukhuselekile kubantu abaneAIDS ukuba basebenze nabantwana. 

NDIYAVUMELANA ANDIVUMELANI 

5. Abantu abaneAIDS kufanele balindele imiqathango ethile kwinkululeko yabo. 

NDIYAVUMELANA ANDIVUMELANI 

6. Umntu oneAIDS makube kukhona into engeyiyo awayenzayo yaye ufanele ukohlwaywa. 

NDIYAVUMELANA ANDIVUMELANI 

7. Abantu abaneAIDS kufanele ukuba bangahoywa. NDIYAVUMELANA  ANDIVUMELANI 

8. Andifuni ukuba ngumhlobo womntu oneAIDS.  NDIYAVUMELANA ANDIVUMELANI 

9. Abantu abneAIDS akufanelanga ukuba bavunyelwe basebenze. 

       NDIYAVUMELANA ANDIVUMELANI 
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Afrikaans Version of the AIDS-Related Stigma Scale  
(Antwoord Asseblief of u Met Die Volgende Stellings Saamstem of Verskil) 

1. Mense wat VIGS het, is vuil.      EK STEM SAAM EK 

VERSKIL 

2. Mense wat VIGS het, is vervloek.     EK STEM SAAM EK VERSKIL 

3. Mense wat VIGS het, behoort hulle te skaam.   EK STEM SAAM EK VERSKIL 

4. Dit is veilig vir mense wat VIGS het om met kinders te werk.  

        EK STEM SAAM EK VERSKIL 

5. Mense wat VIGS het, moet sommige beperkings op hulle vryheid verwag.  

        EK STEM SAAM EK VERSKIL 

6. ‘n Persoon wat VIGS het, moes iets verkeerd gedoen het en verdien om gestraf te word. 

        EK STEM SAAM EK VERSKIL 

7. Mense wat MIV het, behoort afgesonder te word.   EK STEM SAAM EK VERSKIL 

8. Ek wil nie met iemand wat VIGS het vriende wees nie.  EK STEM SAAM EK VERSKIL 

9. Mense wat VIGS het, behoort nie toegelaat te word om te werk nie.  

        EK STEM SAAM EK VERSKIL 
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Appendix B. Questionnaire for respondents in the age of eight till twenty after the pilot, 
including a Zulu translation 

Questionnaire 

This is a questionnaire for the SACBC Aids Office in Pretoria. The following questions are 

about HIV, AIDS and ART. There are no right or wrong answers, you can just tell us what 

you think. Your responses will stay complete confidential and anonymous, we won’t ask for 

your name. It will take only 30 minutes. Thank you very much for your cooperation.  

 

Demographics/Imininingwane 

Gender/Ubulili:  □ Male  □ Female 

Age /Iminyaka: ________ 

Grade/ Ibanga: ________ 

Religion/ Inkolo:  __________________________________ (like Christian, Muslim, etc.) 

Ethnicity/Ubuhlanga: __________________________________ (like Zulu, Sotho, etc.) 

Start of ART:  __________________________________ 
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Part 1. A few general questions 

Part 1. Imibuzo embalwa nje kuphela 

 

Please put a cross in the box of your answer.  

Bhala isiphambano ebhokisini eliseceleni ukuphendula imibuzo. 

 

1. Do you know what HIV/ AIDS is? / Kuchaza ukuthini I HIV kanye iAIDS? 

□ Yes/Yebo 

□ No/Cha 

2. Do you know what ART (Antiretroviral Treatment) is? / Yini iART?                    

□ Yes/ Yebo 

□ No/ Cha 

3. What is your CD4 count? Angakanani amasotsha akho omzimba? 

………………………………………………………………………………………… 

4. Do you forget to take your medicine (ARV’s) more than three times a month? / 

Uyakhohlwa ukuphuza amaphilisi kuze kuphele inyanga ezintathu na?  

□ Yes/ Yebo 

□ No/ Cha 

 

Part 2. Your opinion about ART 

Part 2. Isiqephu sesibili. Umbono wakho mayelana nemishanguzo. 

 

Please read each question carefully and fill in the blank box.  

Funda imibuzo elandelayo bese uphendula eceleni kombuzo     

 

1. The clinic is too far away.  
Umtholampilo ukude yini? 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

2. I like taking the medicine for my AIDS.  
Ngiyathanda ukuphuza imishanguzo yami. 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  
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3. An alternative healer/sangoma can stop AIDS.  
Izinyanga zesintu kanye izangoma zingayqanda ingculaza na? 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

4. I can take the medicine for AIDS for the rest of my life. 
Ngingayiphuza imishanguzo yami impilo yami yonke. 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

5. I will keep taking the medicine.  
Ngizoqhubeka nokuphuza imithi yasemtholampilo. 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

6. It is possible to get HIV/AIDS by unsafe sexual contact with a   
person that has HIV/AIDS? 
Ukuya oncansini nomuntu onesifo sengculaza kuphephile yini na? 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

7. It is possible to get HIV/AIDS by kissing.  
Ungamthelela umuntu ngesifo sengculaza okanye isandulela ngculaza 
ngokumcabuza na? 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

8. It is possible to get HIV/AIDS by sharing cups and plates. 
Ungamthelela umuntu ngesifo sengculaza okanye isandulela ngculaza 
ngokuphuzela enkomishini eyodwa noma ukudlela esitsheni esisodwa 
na? 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

9. It is possible to get HIV/AIDS by mother giving birth to her child.  
Umama wengane angasulela isifo soncansi kanye isandulela ngculazi 
kumntwana na? 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

10. Sometimes I do not take my medicine because it is a secret.  
Ngelinye ilanga angiyiphuzi imishanguzo yami ngoba iyimfihlo kimi. 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

11. I am ashamed of having AIDS.  
Nginamahloni ngalesifo sengculaza 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

12. I feel happy because I am taking the medicine.  
Ngiyajabula ngoba ngiphuza imishanguzo 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

13. I think that everyone who has AIDS should take medicine. 
Ngicabanga ukuthi wonke umuntu onengculaza kufanele aphuze 
imishanguzo. 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  
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14. When I feel better, I do not have AIDS anymore.  
Uma sengizizwa ngcono, angisenayo ingculaza. 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

15. Taking the medicine is important for my family.  
Ukuphuza imishanguzo kubalulekile emndenini wami. 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

16. It is important how to take the medicine. (For example: on an empty 
or full stomach).  
Kubalulekile ukuthi uwiphuza nini amaphilisi akho (e.g. ngaphambi 
kokuthi udle noma uma usudlile) 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

17. It is difficult to get to the clinic.  
Kukude ukufika emtholampilo uhamba ngezinyawo, ngemoto noma 
ngesithuthuthu. 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

18. I can handle the sick feeling I get from taking the medicine. 
Ngiyabekezela izinhlungu engizitholayo uma ngiphuza imishanguzo 
yami. 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

19. I get pain from taking the medicine.  
Ngizwa ubuhlungu umangiphuza amaphilisi. 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

20. I think that the medicine stops AIDS.  
Ngicabanga ukuthi amaphilisi aqanda ingculaza. 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

21. I will tell my friends who have AIDS to take the medicine. 
Ngizitshela abangani bami abanesifo sengculaza ukuthi baphuze 
imishanguzo. 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

22. I take the medicine only because my parents/ caregivers want me to.  
Ngiphuza amaphilisi ngoba ngiphoqwa abazali noma umqaphi wami. 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

23. I take the medicine only because my friends want me to.  
Ngiphuza amaphilisi ngoba ngiphoqwa abangani. 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

24. I take the medicine only because my church wants me to.  
Ngiphuza amaphilisi ngoba esontweni bayangiphoqa. 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  
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25. I take the medicine only because my school wants me to.  
Ngiphuza amaphilisi ngoba esikoleni bayangiphoqa. 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

26. The medicine costs too much Rand.  
Ayabiza amaphilisi. 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

27. I can survive AIDS.  
Ngingasinqoba isifo sengculaza. 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

28. Taking the medicine makes me feel sick.  
Imishanguzo iyangigulisa. 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

29. I feel bad about having AIDS.  
Ngiyakhathazeka ukuba nesifo sengculaza. 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

30. It is a secret to other people that I take the medicine.   
Kuyimfihlo kubanye abantu ukuthi ngiphuza imishanguzo. 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

31. I do not mind taking the medicine.  
Anginqeni ukuphuza imishanguzo yami. 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

32. If I feel better, I will stop taking the medicine.  
Uma ngizizwa ngcono ngizoyeka ukuphuza amaphilisi. 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

33. I take the medicine because I think it is important.  
Kubalulekile ukuphuza amaphilisi. 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

34. I will tell  my family who have AIDS to do ART.  
Ngizobaluleka abomndeni uma benesifo sengculaza ukuthi baphuze 
imishanguzo. 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  

35. I think the medicine is bad for me.  
Awangiphathi kahle amaphilisi. 

□	  Yes/Yebo	   	  
□	  No/Cha	  	  	  	  	  	  	  	  	  	  
□ Do	  not	  Know/	  Angazi	  
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Part 3.  Stigma Scale 

English Version of the AIDS-Related Stigma Scale 

1. People who have AIDS are dirty.   □ I AGREE    
□ I DISAGREE 

2. People who have AIDS are cursed. □ I AGREE    
□ I DISAGREE 

3. People who have AIDS should be ashamed. □ I AGREE    
□ I DISAGREE 

4. It is safe for people who have AIDS to work with children.   □ I AGREE    
□ I DISAGREE 

5. People with AIDS must expect some restrictions on their freedom □ I AGREE    
□ I DISAGREE 

6. A person with AIDS must have done something wrong and deserves to be 
punished.  

□ I AGREE    
□ I DISAGREE 

7. People who have HIV should be isolated.   □ I AGREE    
□ I DISAGREE 

8. I do not want to be friends with someone who has AIDS. □ I AGREE    
□ I DISAGREE 

9. People who have AIDS should not be allowed to work? □ I AGREE    
□ I DISAGREE 

 

Zulu Version of the AIDS-Related Stigma Scale 

1. Abantu abanengculaza bangcolile □I GIYAVUMA 
□ I ANGIVUMI 

2. Abantu abanengculaza bathakathiwe □I GIYAVUMA 
□ I ANGIVUMI 

3. Abantu abanengculaza bayihlazo. □I GIYAVUMA 
□ I ANGIVUMI 

4. Kuphephile abantu abengculaza ukuthi basebenze nezingane. □I GIYAVUMA 
□ I ANGIVUMI 

5. Abantu abaphila nesifo sengculaza kufanele bangakutholi ukukhululeka. □I GIYAVUMA 
□ I ANGIVUMI 

6. Umuntu ophila nesifo sengculaza wonile futhi kufanele ajeziswe. □I GIYAVUMA 
□ I ANGIVUMI 

7. Abantu abaphila nesifo sesandulela-ngculaza kufanele bahlale bodwa. □I GIYAVUMA 
□ I ANGIVUMI 

8. Angifuni ukuba nomngani ophila nesifo sengculaza. □I GIYAVUMA 
□ I ANGIVUMI 

9. Abantu abanesifo sengculaza akufanele ukuthi basebenze. □I GIYAVUMA 
□ I ANGIVUMI 

 

 

 


