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Abslracl 

Objective: A neglected issue i n  litesatuse on nutsition and HIVIAIDS i h  how othes health 

professionals view! their rolc i n  that arm. The purposc of this study was to undel-slr~nd 

pl.ofessional nurses' perception regarding their ability to render effective nutritional care 

to people living with HIVIAIDS (PLWHA). 

Design: A qwlitative approach was used. Twenty-three, in-dcptli, hemi-htructused 

interviews were conducted with riilrses (rnean age 38) working in cight (five I-ural and 

three urban) Well~iess clinics within public hospi~als providing antiretroviral therapy 

(ART) in North West Province, South Africa. Brief struc~ured demographic 

qiiestionn;lires were also administered. All intcrvicws and focus group discussions were 

recorded for tri~~lscl-iption and open-coding. NVivo was used for open coding, whilst 

descriptive statistics wcre done using SPSS for windows (version 14, SPSS Inc., Chicago. 

IL). A research team of profcssionals arid researchers collabol-atively analysd data for 

crilergirig tlicines. 

Results: A11 the tiospitals that participated had at most three nurses, having at Icast onc 

professionnl nurse working in thc Wt'cllness clinic for PLWHA. More than half of thc 

participants interviewed wcrc diplomi1 holders, eight (35%) were degree Iiolders and 

threc (13%) had certificates in nursing. Five main themes (previously guided by ~ h c  

inlesview qucslions) emerged during the analysis of data atid these porrrayed participants' 

perceptions regarding their ability to rendes effective tlutritiorial care ro PLWHA. The 

thenies were I ) chd l r r~grs  fcrcc~l by rlursrs ~lcc~liny: rvirh PLIVHA on rr cltrily hcisis. 2 )  

~ 'o11ci~1.n~ ( , f P L I W A ,  3) 11rrrve.s' I I ~ ~ Y C ' P P I ~ U I I  O I I  fho iruporrnn(~o of r t ~ ~ r i l i o u  in HIV/AIDS 

C(IW 4)  I H I ~ S ~ S '  p e r ~ r i ~ w l  d)ility lo (Io(i1 with nritrition(11 is.sitt~s in HIV/AIDS, 5)  ~ l r r  r . 0 1 ~  

of rrtnlirio~ral Izetrlc~rs, rt-crcii~io~rttl rnt~iirine irt HIV/AIDS. Thirty i i ve percent of 

participants mentioned poor socio-econornic status of PLWHA as a bal-ricr to thc 

participants to talk about good nutrition to people that arc food insecure. F~~rtticsrnore, 

13% of participants indiciwd that they are constantly facing the dile~n~na of PLWHA 

rnixirig traditional mediciries and ART. Pasticir>ants perceived the followirig skills to be 

impotlanr i n  the arca of nutrition and HWIAIDS: cwnmrrnic.clrior!, 1isri~ni)rg and 

X ' ~ r o w / ~ d g ~ .  Although ktio\vlcdge could be dcbated as i t  is riot a skill per se, thc 

participtlrits believed that onc needs to iicquirc nutrition knowlcdgc first arid then i~iiprovc 



on thc corn~nunication and Listening skills with Inore cxposure arid training. Ten (41%) of 

the particip:u~ts intenliewed rated themselves as average, 1 1 (48%) participants as good 

whilst only 456, representing one participant, felt thcy were very good at giviny 0111 

nutrition educiltion. Sixty one percent of participants said they would require mot-c 

knowledge. whilst 39% said they would necd to acquire communication and listening 

skills for thcrn to he able to rcrldcr cffective nutritional cart to PLWHA. In this study, 

participants perceived nutritional care to PLWHA as their responsibility and that lack of 

knowledge was influcnci~ig their inability to offer this servicc effectively. All thc 

participants indicated a rieed for colIaboration with nutrition professionals, ill-service 

trilininp us well ns exposurc to clear communication channels for nutrition and HIVIAIDS 

information. Participarits werc conccrncd with the lack of policy irnplementnrion 

regarding nutrition and policy documents. Of the 23 participarits interviewed. only two 

(9%) confirmed having seen arid rend the South African Guidelines on Nutritional Care 

for Pcoplc Living with TB, HIVIAIDS and other Chronic Debilitatirig Conditions. 

Conclusion: All particip;lnts interviewed believed that rn~tritiori kr~owledge i n  the area of 

HIVIAIDS car1 be improved if poor people who are infccted and affectcd by HIVIAIDS 

are food secure. Concerning practice, i t  is reconmended that nulrition and HIVIAIDS as 

a topic be introduced i n  both undergraduate mid postgraduate training for nurses. The 

lack of' policy implernentation, level of qualification arid years sperit in tlic nursing 

profession may have infIucnced pnrticiparits' perception regarding their ability, as wcll as 

confidence, lo render nutritional care to PLWHA. Possible interventions to improve 

policy iniple~nentation could be the development of user-friendly information, education 

and comn~unication mriterials for Iicalth itistitutions as these may serve as constant 

reminders to health care service providers. It was found that pariicipanls' perceptions 

~cgarcling their ability to rcnder effective nutritional care to PLWHA was uffcctcd by a 

coniplcs number of fiictors which emerged as themes that rieed to bc ndd~*csscd. 

Pxticipimts' cxpcriencc suggests that more research arid inqt~irics are nceded into 

tr:rditioriaI mediciries and traditional healing, as the issue of ARVs and traditional 

medicine is becoming a public hcaltli dilemma, riot only to the nurses, but to every 

stakeholder involved i n  the field of' HIVIAIDS. Furthermore. a rieed exists for nurse- 

spccific outreach, collaboratively done by nutrition prof'essiotials arid other stakeholdcr.~. 



This work th11.s provides a foundation for further exploring ways to improvc thc ability ol' 

other health care workers s ~ c h  as nurses in the nurritior~al care of PLWHA which will 

uhirnutcly itnprovc the quality of life of PLWHA. 

Keywords [MvieSH]: HIV infections, nutri~ion, acquired immunodeficiency syndrome, 

perceptions. nurses, qualitative rescarch 



AUTHORS' CONTRIBUTION 

This sludy has been planned and carried out by two ~.cseiu-chers from thc Drpiu'tmcnt of 

Nutrition m d  Consumer Sciences at the Potchefstroom Campus of the North West 

University. Each rcscarcher's contribution is listed i n  the table below. 

Ms. D. Chasauka 

Prof, Johann C. Jerling (P1i.D h'urrition) 

MSc. student, responsible for: 

proposal writing and ethical 

approval 

gi~ining access lo hospitals 

conducting pilot study 

+ volunteer work 

intcrviewing/data collection 

transcribing 

coding, analysis and 

of results 

writing the text 

interpretation 

Promoter, supervisor and crilical reviewer 

of the study 

The f'ollowing statement is a declaration b} the co-authors to confirm their role in the 

study and agree to its nature of being in a dissertation. 

I hcreby declarc that I have approved this dissertation and that my role in this study and 

that of Ms. D. Chasauka complies with what is dcsctibetl above. 

Prof. Johann C. Jerling 



Fi_eure 1.1 : 

Figure 1.2: 

Figwe 2.1 : 

Figwe 2.2: 

Figure 2.3: 

Figurc 2,4: 

Figure 2.5: 

Figure 2.6: 

Figurc 2.7: 

Figure 2.8: 

Figurc 2.9: 

Figurc 3.1 : 

Figurc 4.1: 

Figurc 4.2: 

Figure 4.3: 

HIV prevalence rates by province (Ntsaluba. 2000) .................................... 3 

The inductive mode of rese:ucti in a. . .  ................................................... 5 

quitlitative study (Cscswell, 1994:96) 

WV life cycle (Miihnn Sr Stump. 2004: 1030) ............................................ I0 

Natural hislory of HIV infection in an .................................................. 12 

;rvernge patient without antiretrovirnl therapy 

from time oftr;~ns~nission to dcath 

(Mahan & S L I I I ~ P ,  2004: 1034) 

Estimated number of adults and children living.. ........................................ 1.7 

with HIV in 2005 (UNAIDSIWHO. 2005)l 

Millennium Dcvelop~ne~it Goals (FAO, 2005: I). ..................................... I3 

Vicious cycle of micronutricnt deficiencies.. ......................................... 15 

and HIV patho_pcnesis (itdapted from Piwoz tk Preble. 2000:9) 

Interactions between ~nedications ;md food/nutrition.. ............................. . .38 

(FANTA. 2004) 

Numbcr of pcople in low- mid middle-income counhies.. ........................ ..39 

receiving imtiretroviral-dmg therapy. 2002-2005 

(WHOIUNAIDS, 20M: 1%) 

The national health system of South Africa moditied ................................... 42 

with ttic inclusion ot'comrnunity nutritionists 

and cornrnilnity diet i t i i~~~s (~Muller, 2001 :S5) 

Conceptual fri~mcwork of malnutrition ............................................... .44 

(UNICEF as quoted by thc Department of HenIrll. South Africa 2004: 1 ) 

Steps in the study design encompassing.. .............................................. 62 

the roles of the reseilrcher (adapted from Knlger & Gericke 2004) 

Uses of nntiond guidelines on Nutrition and HIVfAIDS.. ........................ ..86 

(Regional Centre for Quality of Health Corc, 2003:45) 

Nurses' perceived ability in nutrition and .................... .. ....... .. .......... .97 

HIV/AIDS rchted to years ot'service in the nursing profession 

Nurses perceived abiLity in the nutritional o m  o f .  ................................... 98 

PLWHA in rdi~tion to their level of qualific;~tion 



8 List o f  h a r e s  

Figure 4.4 Model synthesizing nurses' pcrccptions.. . . , , . . . . . . . . . . . . . . . . . . . . . , , . . . . . . . . . . . . . . . .. 103 

regarding rhcir ability to render 

effective nurrirional carc to PLWHA 

and factors ilffeclirlg their percep~iorls 



1.1 Problem statement 

Whcn Acquired Imnune Deficiency Syndrome (AIDS) emerged from the shadows two 

decxles ago, few people could predict how the epidemic would evolvc, and fewer still 

could describe with any certainty the best ways to cornbat it. Now, at the start of a ncw 

nillennium, wc are past the slage of conjccture. We know from experience that AIDS can 

devastate whole regions, knock decades off national development, widen thc gulf 

bctween rich and poor nations and push already-stigmatised groups closer to tlic margins 

of' society. Just as clearly, experience shows that the right approaches, applied quickly 

enough with courage and resolve, can and do resiilt i n  lower HIV infectior~ rates and less 

suffering for those affected by the epidemic (Anon rb,, 2002). 

Sol~th Africa has a population of 40 million people, of which 5.1 million people arc living 

with HIVIAIDS (PLWHA) (Tahle 1.1). The in~portance of good nutrition in the 

prevention of and coping with HIV/ AIDS is well recognised (Allard et irl., 1998; 

Burensky, 2001; Gasparis & Tassiopoulos. 2001; Gil ~t al.. 2005: Piwoz & Preble. 2000). 

HIV-infected people who suffer from hunger and or malnutrition are more vulnerable lo 

opporilmisric inkclions and they arc less likely to rccover from them. This eventually 

~mdcrs  the infectcd person ro bc unproductive. lcss likely to earn income or to produce 

food, which can lead to nutritional deficits for both the HIV-infected and for their 

dependants (Anon cc,, 2003). 



Although printccl information on nutrition as rclatcd to HIV!AIDS is readily ;lvailable. 

strldics on pcr'ception may help hci~ltti professionals to formulate cf'fcctive objcctiws for 

hculth programmes and also tlcsclop rclzvant tcchniqws !'or hcalth education. 

Table 1.1 : H I  V/AI DS csti~natcs fbr Sub-Saharan Africii Dccclnbcr 2004 

Swaziland 200,000 1 

Zimbabwe 1,600,000 i 
Sou t lr 5,100,000 
Africa 

-- 
Women Children AIDS Orphans due to 

deaths AIDS deaths 
i I  nlong 

adults awl 
children 

Thc nursing proti-ssion rcprcscnts morc th;m 50% of the totill professional humari 

resowccs of hcalth services in South M i c a  (Van IZcnsburg. 3004:33.'). According to 

\,crbal communicatioris with Mr. A. Rasckhala (2006). n member of the South African 

Professional Board for Dictctics. tliure is less than 2,000 dieticians to datc rcgistcred nith 

thc Hcalth Professions Council of South Africa and ~~nlortunatcly thc ni~nibcr of 

nutritionists is unknonl-l as the rcgister is in the process of being conipiled. Hclicc i t  is 

rcasor-lnblc to cspcct that the nursing profession has grcater contact ~vith thc public on a 

daily basis and is possibly an important route ofpassing vitirl nutrition information. 

1.2 HIVIAIDS pre\alence ratcs in Sorth West Province 

The antenatal survey of prcgnarit nomcn \vas uscti to cstiniwtc the nat~orinl HIV 

prcwlcncc for the whole population of South Africa in 2000. Prcgnant n.omcri ncrc 

sclectcd as t l i q  arc easily acccssiblc especiall~ nhcn they come to hosplta!slclinics h r  



roi~tinc. mcdicnl chcck-up. In addition. they arc sexually active and 11lo1.c likely rhm other 

groups to be I-cprcsc~itativc of thc general population (Ntsaluba, 2000). Fig~~ri: I .  I shows 

rhc HIV prevdencs cstini;~tctl by province, am! North Wcst provi~ice had a 22.9% H I V  

prcvalcncc ralc. 

a,.?: 

Figure 1 . I  : HIV prcvalcncc ratcs by provincc (Ntsaluba, 2000) 

(WC: W-cstcrn Cape: NC: Northern Cape NP: Northcrn Pro\incc: ECI: 

Eastern Uapc NW: North W e s t  FS: Free Statc: GI): Ciauttng Province: MP: 

As obscrvctl in Figurc 1 .  I ,  H I V  infcctions arc clcarly sccn across thc nine provinces 

tlcspik clil'kring guographical \!ari:~tions. In this particuliu study North Wcst provinco 

\viiS purposefully sclectctl mainly because of logistical considcrntio~is such iis thc 

gcogr;rphic;iI location of thc rcscarcher's institution to the hospitals. In addition to 

coniplenicnt otlicr HI V/AI DS rcscarch such as thc ' r H  USA study (Oosthuizcn d.. 

21306) \!-!iic!i had bcen done in tlic province by the Nol-rh Wcst I!niversity's Depanmcnt 

of Nutrition (Potchcfstroorn Clampus). 



1.3 Aim of f he sf udy 

The ~nniri aim of this study Wiis to understand and describe thc pcrceptions of 

professional nurses working with PLWHA in hospitals regarding their ability to render 

cffective nutritional care lo PLWHA. 

The spccific objectives were as follows: 

X To cxplorc and dcscribc thc perceptions of professiorial nurscs pertaining thcir 

ability and confidcnce in rendering cffective nutritions! care and support to 

PLWHA. 

The proposed outcomes were: 

2 bettcr understanding of nurses' insight on nutrition and HIV/AIDS issues and, 

r( nurses' sense of empowcrment to deal with HIV-related nutrition issucs. 

The proposcd applications of results wcre to: 

recommend continued profcssional development of nurses on nutrition and 

HIVIAIDS (e.g. further training of nurses hiis a ripple effect on the society as a 

whole). 

inform policymakers about the situation on thc ground c.g. South African 

Department of Health and, 

R ensure n consistent arid coordiriated dissemination of nutrition education messagcs 

to profcssional nurses. 

1.4 Overall paradigm and the qualitative approach 

The qualitalive paradigm which has been termed the constructivist approach or 

naluralistic or the interpretativc approach was used (Creswcll, 1994:4). This is an inquiry 

process of understanding a social or human problem, based on building u complcx, 

holistic picture, formed with words, reporting detailed views of informants, and 

conducted in a natural sctting (Creswell, 1994:2). Qualitative dcsign was particularly 

selectcd for this sludy as i t  focuses on gaining more detailed information from a smuller 

sample group (Denzin & Lincol~i, 1994:l). Consequently, this method was used to 

gcnerate infol.mation that is not easily quantifiable. such as changes in perceptions (Anon 

cj,, 2006). Tools normally used include interviews, focus groups and case studies. Thc 

information gathered is richer and more deiailcd than that gained from quan[itative 



research (Denzin & Lincoln, 1994:4-6). In addition the information has the added benefit 

of allowing the researcher to place people's experiences i n  context. Creswell's ( 1994:96) 

inductive ~nodcl of thinking or logic (Figure 1.2) was adopted and modified fbr this 

m d y .  

Researcher develops a theory or conlpares 
patterns with other theories 

Researcher looks for patterns 
(theories) 

I 

Researcher forms categories 1 

Researcher asks questions E 2  I Researcher gat hers information I 

Figure 1.2: The inductive mode of research i n  il clualirative study (Creswell, 1994:96) 

On a personal level, this type of approach enablcd the researcher to gain a better insight 

and an appreciation of the life experiences of professional nurses dealing with HIVIAIDS 

on a daily basis in South Africa. 

1.5 Theoretical assumptions 

The theoretical assumptions of the research were centred on the theoretical definilions of' 

key concepts applicable to this research. 

1.5.1 Tlteoretical definitions 

The following definitions outlincd rhc key concepts applicable to this study: 

> I'rofessional nurse 



A professio~ial nurse is one that has undcrgonc training under various disciplines 

regulated and liccnsed by thc South African Nursing Council (SANC) according to 

Scctio~i I6 of thc Nursing Act 5011978, as amcndcd and obtained varying qualifications 

in: 

s General Nursing 

s iWdwiScry 

s Community Nursing 

s Psychiatric Nursing - Nursing (General. Psychiatry and Community) and Midwitcry 

Clinical Nursing Science, Healtli Assessment, Treatment and Caw. 

'r Nursing 

Nursing is a discipline focuscd on assisting individuals, families and conimunities i n  

attaining, rc-attaining and maintaining optimal health and fililctionirig (Anon ce), 2006). 

I n  this rcsearch thc focus is on nursing skills required by a professional nurse in rc~idcring 

effective nutritionnl care for PLWHA. 

'i Skill 

Skill is an ability that has been acquircd by training and i t  is also the talcrit to do 

so~iicthirig (Anon cf,, 2006). 

In this rcsearch, skills me learned activities by pr'ofes~ional nurses working in HIVIAIDS 

care. 

'i. Perception 

Pcsccption is thc process of ncquiring, inteiprcting, selecting arid organizing scnsory 

information (Anon cg), 2006). It is also an act of being aware of the world, of people and 

evcnts (Corsini & Auerbach, 1996:660). 

1.6 Organisation of the dissertation 

The prefacc and acknowledgements markcd the beginning of tlie dissertation. An abstract 

in English and Afrikaans is given. followcd by a list of tables, figures, abbreviations and 

table of contents. This was then followed by Cliiipter 1 which x t cd  as the introduc~ion 

and included rkc problem statement as well as aims of the study. The rest of thc chapters 

arc outlincd as follows: 



Chaptcr 2: Gives n review of literature in relatior1 to HIVIAIDS and nutrition. It also 

covcrs South Africa's nursing structure. 

Chapter 3: Describes the research ~nethodology. 

Chapter 4: An outlinc of results i~nd discussion thereof. 

Chapter 5: Acts as a closing chapter, in which a summary of the most important aspects 

of the srudy including shortcomings and recommendations ate given. 

All letters of' aurhorisation and questionnirires used during the study are artached as 

Appendices. The references used for all the chiipters are listed at the end of the 

dissertation (as bibliography), according to the guidelines of the North West University. 



2.1 lritroduclion 

The prcvious chapter dealt with the motivation and probIem statement which led ro the 

research aims and objectives of the study and in brief the miun reasons for selccting the 

qualitative approach. This chapter illustrates a review of literature from 1998 to 2005 on 

nutrition and HIVIAIDS specilically looking at the role of micronurrients in HIV disease 

progression in detail. Included is an insight into the role of macronutrients and i n  brief the 

rclationship between antiretroviral drugs and nutrition. The basis for concentrating 

mostly on micronutrients for this particular litcrirture review is that HIVIAIDS and 

nutritiori is ;I very broad topic hence the need for focusing on a certain aspect which is 

pertinent in that arco. I11 addition, ~nicronittrient deficiencies as well as interventions to 

increase micronutrient inrake may be determinants of susceptibility to H[V infection, 

transmission and progrcssion, including risk of opportunistic and other infcclions. 

Accordin~ly the literature review cons is!^ of obsel*vationiil studies as well studies from 

randomised controlled trials (RCTs). For thc reason that observational studics m y  

provide information about dose-response relationships that can riot be obtained from o 

RCT. on the other hand observational studies alone can not provide the evidence on 

which recommendatio~is should be based. Included are highlights of the global 

prevalence of the HIV epidemic as well as a summary of nutrition and HIVIAIDS 

policies produced by the South African department of Health arid other rclevan t 

international nun-governmenla1 agencies. 



2.2 HIV infection and AlDS 

HIV is an acronym for Human Immunodeficiency Virus, the aetiologic agent of AIDS 

(Holden, 2003:4). Thcre arc two types of HIV: HIV-f and HIV-2 (Jackson, 2002:41). 

HIV-I is responsible for the vast mi~jority of AIDS in the United States of A~nerica 

(USA) and most pu ts  i n  Sub-Sahalxn Africa (Jackson, 2002:42). HIV-2, seen more often 

in western Africa, has a slower course than HIV-1 (Holden, 2003: 12). There are many 

strains of both types and the virus mutates rapidly, a trait that has madc i t  especially 

difficult for researchers to find an effective treatment or vaccine (Jackson, 2002:42). 

Most people have HIV-I, and unless specified, HIV-I generally is the type to which 

discussions refer. Tlus literature review will also bc referring to HIV-I. 

HIV is especially lethid because i t  attacks the immune systern cc!ls (variously called T4, 

CD4, or T-helper lymphocytes) that would ordinarily fight off such a viral infection 

(Jackson, 2002:42-43). CD3 i n  pnrticular nieans cluster of differentiation and i t  is also a 

primary receptor used by HIV- I to gain entry into host T cells. The CD3 positivc (CD4+) 

T-lymphocyte coordinates a number of inlportarlt immundogic functions. and a loss of 

these functions result i n  progressive impairment of the immune response (iMahan & 

Stump, 2004: 1033- 1034). Receptors on these cells appear to enable the viral ribonucleic 

acid (RNA) to enter the cell (Figure 2.1). Hence the CD4 cell is the target for HIV and is 

now programmed to be iIn 'HIV factory'. As with all retroviruses. once the RNA is inside 

the cell, an enzymc called reversc transcriptase allows it to act as the template for its ow11 

RNA to deoxyribonucleic acid (DNA) transcription. The resultant viral DNA inscrts itsclf 

hito the cell's DNA and is reproduced along with the cell and its daughters (Figure 2.1). 

The viral protease erlzymc is rcsponsible for cutting the long, viral protein chains into the 

necessxy pieces to producc rnorc HIV. Tlie viral cells then invade other immune systern 

cells and the cycle is repeated. Without treatment, HIV replicates and produces about 800 

billion virus particles a day. CD4 cclls replicate 100 million times a day (Mallan & 

Stump, 2004: 1034). 



'I'hc Ccntcr of Dim~sc Control (2005) tlcfincs AIDS a h  a condition n.hcrcby thcrc is: 

1 HIV scropositivity, 

R ncight loss greatcr than 10 pcrccnt over 2 ~nonths. 

1 a CD4+ count of Icss thm 200 T-ly~iphocytcs:pL or ;I CD4-positivc T- 

ly mphocytc pcrccntagc of tobl ly mphocytcs of' Icss than 14 perccnt andior-. 

11 3 clinical conditions i.c. pulmonary tuberculosis. I-ecui-rcnt pnel~monia and 
cervical canccr. 

According to Hoklcn (200.3:4). progression from kl lV inkction to AIDS is commonly 

thought of in tcrms of bur  .slaps outlined bclon: 

stage 1: Acute phase 

In ~ h c  firs1 stagc. whcn somcone is infcctctl with I-IIV. thc body produces antibdics to 

tight the infection (scroconvcrsion). Atier a 'wiritlow pcriod' las~ing tin111 thrcc wccks to 

thrcc months (tlcpcnding on thc test used). the presence of ~hesc antibodies to HI L' can bc 

tletcctccl by a test which. it' positive. inciicates rhat thc pcrson hr~s HIV. t-lcncc. peoplc 



who arc infected with HIV are often referred to as being 'HIV-infected'. individunls i1Se 

particularly infectious during this stage. and often have an illness resembling influenza. 

Stage 2: Asy rnptomatic Period 

Following the initial HIV infection, thew is a sccorid stage: iin 'asymptomatic 'pcriod. 

with no visible signs of the prcsence of HIV. except swollen %lands. However, the HIV in 

solneonc's body is in the process of a~tacking and destroying the immune system. This 

weakens the system, and creates rui opportunity for the body to be attackccl by various 

infections. This process leads to the third stage known as the symptomatic stage, 

Stage 3: Sympton~atic Period 

At this stage an individual starts to show visible signs and symptoms of opportunistic 

infections. Many of the opportunistic infections are rarely secn in peoplc with normal 

ilnrnunc systems: i f  i t  does occur, i t  does not cause much harm. For someonc with HIV. 

however, these opportunistic infcctions may be scvere. I t  includes parasitic, bacterial, 

viral, and fungal infections and malignancies, and commonly results in discases such as 

tuberculosis, thrush, shingles, meningitis, pneumonia and certain cancers such as 

Kaposi's sarcoma, cervical cancer, and cancers of thc immune system. Other symptornh 

of HIV infcction include lack of energy, weight loss. and loss of short-tcrm memory, 

However. when the 'symptomatic period' of HIV infection is severc, the person is said to 

haw AIDS. 

Stage 4: A I D S  

Tlus is the final stage of HlV infection which ultimately leads to dcath (Figure 2.2). I t  

may bc diagnosed by tests of HIV antibodies in the blood, or clinically. 



T h e  aller lnleclron 

Figurc 2.2: Natural history of IIIV infcction in an average patient wirhour mtirctroviral 

thcr-apy from time of trati~rnission to dcat h ( r l k f l ~ ( r r ~  B Sirunp. ZOOJ: lO3J) 

2.3 Global HIVIAIDS prevalence rates 

Although HIV/AIDS has now bccn identified in near11 all coi~nt~~ies, thc prctvdencc 01- 

scalc of infcction varich \vitlcl). both bctwccn and \vithin countries. Figure 2 2  sho~vh 1hc 

1:rtcst statistics on thc ~\or!d cpidcinic of HI V/AI DS as pltblishctl by UNAI DS/'W HO in 

Dcccmbcr 2004. 



;iu,ure 2.3: Estimated nunibcl. of rrd~~lts and children living \vith If IV in 2005 

[Total - 40.3 (36.7-45.3) million (UNAIDS!WHO, 2005)l 

In some counrrics. particl~liirlq tliosc in sub-Saharan Africa. thc HIV epidemic is 

reversing all the dcvclopmental gains lnadc bcforc, hcncc nlaking thc alti~it~mcnt of the 

Millcnnium Dcvclopment (ioirls (MDCis) a hugc clialle~igc (FAO, 2005:l-3). Goal six 

rcfcl*s spccificallq to AIDS mid it  has becn mentioned hcrc as the HIV cpidcniic is 

liindcring thc attainment of scvcral other goals shown in Figure 2.4 

1;igut-e 2.4: Millcnnium Devclopnient Goals (FAO. 2005: 1 ) 



2.4 Relationship between nutrition and HIVIAIDS 

Malnutrition and food insecurity are endernic in Sub-Saharan Africa, where more than 23 

million people are living with HIVIAIDS and with more than 2 million AIDS-related 

deaths in 2004 (UNAIDS, 2004). At thc family Icvel, illness and death from AIDS have 

profou~idly affected fanuly well-being! including caregivers' ability to ensure adequate 

food and nutrition for the family. 

The importance of good nutrition in thc prevention of and coping with HIVIAIDS is well 

recognised. HIV-infected people who suffer from hunger and/or malnutrition arc more 

vulnerable to opportunistic infections and are less likely to recover from them (Figure 

2.5). This eventually renders the infected person to be unproductive, less likely to earn 

income or to produce food, which can lead to nutritional deficits for both the HIV- 

infected and for their dependants (FAO, 2003). 

Micronutrient deficiency is oftcn common during HIV infection. insufficient dietary 

intake, mnlabsorption, altercd ~netabolisrri and increased nutrient requirements contribute 

to the development of micronutrient deficiency (Allard er ul., 1998: Butensky, 2001: 

Gasparis Kr Tnssiopoulos. 2001; Gil er d., 2005: Piwoz & Preble, 2000). Sepulveda and 

Watson (2002) state that adcquate nourishment is critical for HIV-infected individuds as 

micronutrient deficiency accentuates irnmunodef~ciency and lowers host defenses. 

leaving the host susccptible to a wide range of opportunistic infections. 



Figure 2.5: Vicious cyclc of micronutrietit tioficioncics and Ii 1 V patliogcncsis (atlapred 

Srom Piwoz LYL PrcIAc: 2000:9). 

Tno thcorics haw formed tlic basis that 111ic1-onutrient dcf'icicncics pl? a rolc in the 

pathopcsis of HIV/AIDS mid thc! arc osidatiec strrss (FANTA. 2001; Ciil c! trl., 2005) 

;11id nutrilional in~rn~~nolog~ (Evans & Hallinell. 2001: FanA cl trl.. 2004 and 2003; 

J ia mton iv rd.. 2003; Lcttoiv (.I (11.. 2003). 



2.4. 1 Oxidative stress 

Oxidative stress in biological systems is caused by a rclative overload of oxidants, i,e., 

reactive oxygen species (Pace & Leaf, 1995:523). Sustained oxidative stress disrupts 

cellular structures and functions, which are maintained and mediated by critical 

osidation-reduction (redox) pathways. The resulting damage to cells and tissues 

contributes to the pathophysiology of many diseases including viral replication, 

inflanlmatory response. decreased immune cell proliferation, loss of immune function, 

apoptosis, chronic weight loss, and increased sensitivity to drug toxicities which are 

characteristic of increased HIV progression to AIDS. Elevated serum levels of 

hydroperoxides and malondialdehyde also have been noted and are indicative of 

oxidative stress during HIV infection (Pace & Leaf. 1995:523). 

Thc impaired immune functions I-esulting from lack of essential micronutrients have been 

called nutritiondly acquired immune deficiency syndrome, or NAIDS (Beisel. 200123- 

42). NAIDS may contribute to the dcptetion and dysfunction of CD4-positive cells but 

also makes the host susceptible to other infcctions which may increase viral replication 

and hencc quickcn H N  proyession (Piwoz & Preble, 2000:8-9). 

2.5 Role of rnacro~lutrients in HIV disease progressim 

Severe or chronic infections such as tuberculosis (TB), HIV and A D S  cause children and 

adults to lose weight. At the start of the epidemic in Africa, AIDS was commonly known 

as the "slirn disease" as so many people with AIDS had severe wasting and muscle loss 

(Piwoz & PI-eble. 2000:9). This section will look at the effects of HIVIAIDS on the three 

key factors that contribute to malnutrition in PLWHA in line with the vicious cycle of 

infection and malnutririon alluded to in Figure 2.5 and they are: 

intake 

absorption and, 

2 metabolism, 

In addition the effect of HIVIAIDS on energy and protein requirements will be included. 



2.5.1 Chorrges irr irltoke 

PLWHA ofreri eat less mostly because of a loss in appetite (Macallan ef d.. 1995: Piwoz 

RL Preble. 2000:I 1). This may be due to opporlunistic infections that cause thc tnalaise, 

Sever and nausea (Macallan, 1999). Apart from changes in the mental state and other 

psychosocial factors. HTVIAIDS redirects resources away from food to care (Anon o, 

2004). In  some settings. people may have to choose between paying for medicine and 

paying for food. At the household level. the loss of a breadwinner to AIDS impacts 

negatively in the hmily's stable supply and access to food (Mensah & Tomkins. 

2003: 125). 

Rcductions in  dietary intake leads to growth failure in HIV-positive children (Arpadi er 

d.. 2000) and wasting in HIV-positive adults (Macallan. 1999). Systemic infections such 

as TB and intestinal infections including Cryptosporidium and oesophageal candidiasis 

also conlsibute to reductions in dietary intake (Amadi er d.. 2001). Therefore, 

opportunistic infections need to be treated first and foremost as i t  is a chitllenge to 

encourage children or adults who are HIV-positive to eat (Amadi et ul., 2001 & 2002). 

2.5.2 Cimzges i r ~  nbsorptiorl 

Malabsor-pion of fats and carbohydrates is common nt all stages of HIV infection (Figure 

2.2) i n  adults as a result of increased intestinal permeability and other intestinal defects 

(A~nadi el d.. 2001). On the other hand, the virus has been shown to damage the 

intestinal villi,  and inflammation can damage gut tissue and reduce absorption (Arnadi er 

ul.. 2001). A study by Semba and Tang (1999) reporled that people with HIV have high 

levels of Faecal fat that is unrelated to fat inlake. Fat mal:ibsorption, i n  turn affects the 

absorption and utilisation of fal-soluble vitamins such as vitamins A and E, thus further 

compromising nutrition and immune s ~ t u s  (Piwoz & Preble, 2000: 1 1). 

Studies by Canani er (11. (1999) have shown that carbohydrate ~nalabsorption is especially 

severe among children with immune depression. Arpadi (2000) has also shown that those 

people with more severe malabsorption have lower body mass indices. The Zambian 

study by Amadi and colleagues (2001) clearly shows that children with HIVIAIDS can 



have devastating severity of diarrhoea. which makes i t  a huge challenge to keep pace 

with sehydration therapy. The impact of HIV on villi, specific enzyme deficiencies in 

intestinal mucosa, the effect of opportunistic infections and altered intestinal transit could 

be possible mechanisms responsible for malabsorption in HIVIAIDS. 

Loss of body protein during HIVIAIDS is therefore caused by poor diet, malabsolption. 

endogenous intestinal losses and altered metabolism; all are more striking during 

opportunistic infection (Macallan ei nl., 1995). 

2.5.3 Changes irz rrietabolism 

Production of cytokines as a result of HIV infection and replication affects metabolism 

(Tomkins. 2003). Cy tokines are cliemical messengers and growth factors produced by 

lyrnpliocytes in the blood to help direct the inflammatory immune process (Jahoor rt nl, 

1999). These inflammatory responses begin as soon as a person is infected with HIV and 

are important as they increase the nutrient requirements of the host (Macallan, 1999; 

To~nkins & Watson, 1989). 

There are also endocrine/ho~~monal changes in patients with HIV and AIDS - such as 

hypogonadism, (reduced or absent secretion of hormones froni the sex glmds). 

Testosterone levels in particular may be depressed accompanied by a substantial loss of 

muscle or lean body mass (Tomkins & Watson, 1989). The preferential depletion of 

protein has led some to suggest that people with HIV should include more protein in their 

diets. However. there is no clinical evidence to support increasing the proportion of 

protein above the levels required in a nornial balanced diet (12 to 15% of !he total energy 

intake) (Tomkins as quoted by Smart, 2005). 

Underlying malnutrition is a major contributor to death from an illness, particu1a1-ly for 

children under 5. Recent data demonstsates that this holds true in HIV disease and AIDS 

as well. A cot~imoxazole prophylaxis study done in Zambia showed that low weight for 

age 01- low weight for height were independently associated with a substantially inc~*easod 

risk of mortality froni malnutrition in children less than 15 years of age (Gsimwade & 

Swingier. 2006). 



Karsegard nnd colleagues (2004) conducted a 12 week randonlised control led trial (RCT) 

on the effect of L-ornithine u-ketoglutarnte (OKG) in 46 HIV-infected patients. They 

found thal there was an increase in the following as compared to the bascline values: 

body mass index-BMI (p = 0.02) and triceps skin-fold thickness (p < 0.05). However. 

oral OKG failed to improve the nutritional, immurlologic status in weight-losing HIV- 

infected parien ts. They concluded that food supplernen tat ion arid diet counseling 

improved patients' BMI and triceps skin-fold tluckness. 

A shorter 7 week RCT study by Rochori c , ~  nl. (2003) on 12 HIV-infected men using 

toriexis HP with methonine and medroxyprogesterone failed to show a significant benefit 

in terms of body weight (p c 0.05) for all patients. 

Another 14 day RCT study by Swanson arid colleagues (2002) on 1 1  clinically stable 

HIV-infecled adults using argiriine showed an increase in mean natural killer cytotoxicity 

of 18.9 lytic units (treatment) as compared to 0.3 lytic units in the control group. It should 

be noted that the difference was not statistically significant (p = 0.79). 

De Luis R o n m  er 111. (2001) gave an enterotopic peptide-based formula enriched with n- 

3 fatty acids (3 c a d d a y )  to 74 HIV-infected patierits in a RCT for 3 months. The 

subjects gained weight (3.2 % in control vs. 3.1 % i n  treatment group). In addition the fat 

mass of subjccts also increased (12.8 % in control vs. 7.5 % in treatment group). Thcy 

corlcluded that oral nutritional supplements for a 3 month period were well tolerated and 

increased CD4 count in treat.ment group (576 +. 403 vs. 642 + 393 cells/mm3, p < 0.05). 

A 6 rnorith RCT s~udy  by Pichard el crl.  (1998) involving 64 HIV-infected patients using 

arginine with omega-3 fatty acids arid a riutritiond supplement providing 606 kcal/day 

found o no significant change in CD3 and CD8 lymphocyte counts, viraemia and tumor 

necrosis factor, However there was an increase in body weight (by 2 kg) and fat (by I kg) 

in both groups. 



A Chapter 2 

A 2.5 hour cross-sectional study by Laurichesse et al. ( 1  998) involving 7 male AIDS 

patients sought to demonstrate the rate-limiting amino acids for protein synthesis by 

lookin_e for a lack of rise i n  plasma level when amino acids were administered as part of a 

complete amino acid glucose mixture. The researchers concluded that threonine and 

rilcthionine may be rate limiting for whole body protein synthesis in  AIDS patients. There 

was a decrease in basal levels for threonine. valine and lysine (p < 0.05) and methionine 

(p < 0.073) in AIDS patients than in control subjects. 

All the results show thal where dietary intake is already satisfactory, supplements are 

unlikely to be beneficial; in addition supplements can restore lean body mass where the 

patients arc relatively free from opportunistic infections. Hence adequate nulrilional 

intake as well as dietary counseIling is very crucial during the early stages of HIV 

infection. Table 2.1 is a surnolary of studies on macronutrients and HlV outlined above. 



'Table 2.1 : Effect of prolcinkncrgj supplementat ion on H I  V discasc progression 

WY, 
w€# 
RCT 



Table 2.1: EfTcct of'protein'cnergy supplcmcntalion on HIV cliscasc progression 



2.6 Role of micror~utrie~lts in HIV disease progressio~~ 

Over* the last few years, several studies have been cwried out to investigate the role of 

rnicronutrient supplements on the course of HIV/ALDS, yet results of these studies hove 

not becn conclusive. 

Micronutrients play important roles in maintaining imrnune function and neutralising the 

reactive oxygen intermediates psoduced by activated macropha_pes and neutrophils in their 

response to micro-organisms (Evans 8: HalliweII, 2001; Whilney Sr Rolfes. 2005:321). 

Scrum and plasma measurements of vitamins and trace elements have shown that 

deficiencies are common arnong HIV-infecred persons, especially those who we 

underprivileged, such as women in developing countries, and injection-druz users ( N a r d  

rt d.. 1998; FANTA, 2001). 

Friis and Michaelsen (1998), srate that micronutsient deficiencies may affect seplication 

of the invading vuus. Micronutrient deficiencies, existing prior to HIV infection, 

precipitated by syrnptornatic primary infection or caused by estabIished HIV infection. 

may affect transmission as well as clinical course of HIV infection. It should be noted 

tliat mechanisms of how micronutrient deficiencies affecting HIV progsession to AIDS 

;Ire not yet known. 

According to Lewis ri al. (2005) micronutrient deficiencies rnay exacerbate the oxidative 

strcss induced by HIV. Lewis and colIeagues (2005) followed 40 relatively healthy, 

institutionalized HIV-infected individuals aged between 20-47 years in Italy tbr 

messnient before or three months after fresh fruit and vegetable supply were increased 

due to seasolla1 supply. They found that HIV infection and its progression led to an 

increased requirement for nutri~ional micronutrients, especially antioxidants. They found 

increases in vitamin A (655.8 + 123.3 gg/day to 787.4 a 178.3 gg/day; p = 0.002), 

vitamin C (69.8 a 27.6 mg/day to 115.5 + 39.3 mg/day; p = 0.009). and vitarnin E (7.75 a 

1-27 mg/day to 8.71 2 1.22 nlg/day; p = 0.004) intakes, and no significant differences in 

protcin and energy intake. A number of redox indices were modified e.g. these was on 

increase in total antioxidant status, glutathione pesoxidase, and glutathione and a decrease 



in superoxide dismutase during the study period. However, no significant change was 

noted in malondialdehyde, peroxides or DNA damage. The study concluded that the 

increase of dietary intake of fruits and vegetables for a period of three months had some 

beneficial effects on nutrition, systemic redox balance, and immune parameters in HIV- 

infectcd persons. 

2.6.1 Vitamin A, /kwroterre a l ~ d  IfIV infection 

Vitamin A and its precursor, P-carotene, are important in maintaining a healthy lining of 

the skin, lungs and gut. Vitamin A deficiency (VAD) increases the severity of diseases 

such as diarrhoea. and impairs epithelial cells in the mucous rnembr-anes while infection 

increases the loss of vitamin A from the body (Stephens ef ai.. 1996). In the body, P- 

carotene may act as an antioxidant capable of protecting thc body against diseases e.g. 

halting oxidative stress in WV diseuse progression (Allard rr al., 1998; FANTA, 2001; 

Gil er ul.. 2005). 

2.6.2 Trials with vi&nzk A and HIV irtfectio~z 

A randomised, double blind, placebo controlled trial conducted by Fawzi el al. (2000) i n  

Tanzania involving 687 children hospitalised with pneumonia who were either. HIV- 

inl'ected or not between the ages of 6 months to 5 years evaluated the effect of vitamin A 

on the risk of diarrhoea and acute respiratory infection. Children were randomly assigned 

i n  blocks of 20 to receive a dose of vitamin A or placebo at baseline, at 4 months, and at 

8 months after discharge from hospital at dosages of: 

200,000 lU(G0 mg of retinol in con1 oiI per mililiter as retinol palmitate), 

both placebo and vitamin A solutions contained a small amount of vitamin E 

(0.24 mg/mL) as an antioxidant to enhance the stabi.lity of the product over time. 

and 

children older than 12 months received 1 mL of the solution, while infants were 

given half that amount. 
I 

Relative to those receiving placebo, children receiving vitamin A had a significantly 

smaller risk of severe watery diarrhoea (multivariate odds ratio = 0.56. 95% CI = 0.32- 

0.99, p = 0.04). However, they had a higher risk of cough and rapid respiratory rate 



(multivariate odds ratio = 1.67, 95% CI = 1.17-2.36. p = 0.004). The apparently increased 

risk of respirutory tract infections was limited to children who were HIV seronegative (p 

value for- interaction = 0.07). They found that vitamin A was also associated with 

increased risk of acutc diarrhoea among normally nourished children or children with 

stuntcd growth but was relatively protective among children who were HIV-infcctcd and 

with the wasting disease (p value for interaction = 0.01). 

I n  anotlies randomised, double-blind, placebo-contro1led trial by Filteau el crl. (2001) the 

effect of antenatal vitamin A and p-carotene supplen~entation on gut integrity of infants 

of HIV-infected women i n  South Africa was studied. HIV-infected mothers received 

either vitamin A during pregnancy (1.5 mg retinyl palmitate and 30 mg j3-carotene daily) 

plus 60 mg retinyl palmitate at delivery or placebo. The results shouvd that vitamin A 

supplementation of HIV-infected pregnant women may prevent the deterioration in gut 

integrity i n  the subgroup of their infants who themselves become infected. Although tlus 

evidence may be less strong as i t  is based on subgroup effects from one RCT, this shows 

that improving vitamin A status of HIV-infected infants may decrease their 

gastrointestinal morbidity and reduce postnatal mother-to-child HIV transmission. 

Furthermore, Read er cil. (1999) studied tlie role of vitamin A status on mortality and 

morbidity i n  207 HIV-infected children aged from I monlh to 12 years in a longitudinal, 

col-relational study in North America. This study assessed baseline vitamin A levels and 

the rate of change in levels over the study period. They found that vitamin A levels were 

not associated with increased morbidity and survival time by multivariate analysis. It 

should also b nored that tlie subjects were not vitamin A deficient. 

In another RCT. Zimbabwean infants given 50 000 IU of vitamin A orally at birth and 

400 000 IU of vitamin A given to their mothers found no significant effect of maternal 

nor neonatal vitamin A supplementation on postnatal mother-to-child-transmission 

(MTCT) (Humphrey ei ol.. 2006). This study shows that vitamin A suppIements do not 

appear to have an effect on HIV transmission during pregnancy or the int~+apanurn period. 



In addition, vitamin A supplements were also associated with an overall non-significant 

reduction of 14% in the risk of developing severe anaemia (adjusted psevalence ratio = 

0.86, 95% CI = 0.37, 1.99: P = 0.73) (Villarnor cJt ul., 2000). Consequently, Milles and 

coIleagucs (2006) found that vitamin A supplcrnentation had no effect on hnemoglobin 

(Hb) or anaemia (Hb < 105 g/L) in Zimbabwean HIV-infected infants and mothers. They 

found that infan~ HIV infection increased anaemia risk by more than &fold. 

The study by Semba er ul. (2005) showed that Ugandan HIV-infected children given 60 

mg RE of vitamin A had a decreased mortality rate, lower persistent cough and chronic 

diarrhoeil. However there was no si~iiificant effect of vitamin A supple~nentation on 

fever, ear discharge, bloody stools or hospitalisations. This study shows thar there is some 

association belween vitamin A supplementa~ion and mosbidity and mortality. 

Supplementation of Kenyan HIV and herpes virus (HSV) co-infected women with 

vitamin A for six weeks found n no significant detection of genital HSV DNA. Baeten rr 

id. (2004) concluded in this RCT that vitamin A supplementation is unlikely to decrease 

HSV shedding and infectivity in womell. 

Camp and colleagues (1998) reported a high HIV Ioad associated with rapid progression 

and low serum retinol in late but not early in disease progression in HIV-infected 

Rwanda11 adults. Consequently, a longitudinal study by Mugusi cJt al. (2003) reported that 

mean vitamin A increased at 2 nionths i n  HIV-uninfected Tanzanian patients and not in 

HIV-infected adults, concluding that VAD is common in TB and HIV infection. These 

studies show that plasma vitamin A and low serum IeveIs are associated with HIV disease 

progression leading to VAD. 

A RCT by Villarnor and colleagues (2003) involving supplementation of vitarnin A to 

Tanzanian children with pneumonia reported that vitamin A supplementation increased 

linear and ponderai growth in HIV-infected infants. Hence vitamin A supplementation 

decrcases risk of stunting associated with persistent diarrhoea. This study shows that 
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vitamin A supplements results in improvements in health outcomes linked to growth 

among HIV-infected children with pneumonia. 

Kennedy el d.  (2001) reported an effect on weight retention and not weight gain six 

months post-partun1 (P = 0.02) in HTV-infected South African women in a RCT 

involving vitamin A supplementation during pregnancy and at delivery. This study shows 

an association between vitamin A supplenlentation and weight retention in HIV-infecled 

women, 

In conclusion, prenatal vitamin supplemenls do not appear to reduce the rate of vertical 

HIV transmission ill utero or during the intraparturn period. Furthermore. there is an 

association between VAD and the stage of HIV disease progression. However research is 

needed to demonstrate the safety and efficacy of providing these interventions in HIV- 

infected populations. 

2.6.3 Zinc, selenizr~n and HI V in$ectiurz 

The body maintains a couple lines of defense against free radical damage. A system of 

enzymes disarms the most harmful oxidants e.g. glutathione peroxidase, thioredoxin 

reductase, superoxide dismutase and catalase. The action of these enzymes depends on 

the following minerals: 

A Zinc 

Selenium 

R Copper 

A Manganese 
r ,  Lmc and selenium are imponant for activating the immune system. Hence, if the diet 

fails to provide adequate supplies of these minerals, this line of defense weakens and is 

worsened in the case of HIV infection. Zinc and selenium stimulate antioxidant arid 

repair enzyme activity in HIV infeclion. 

Baum (2000) states that. in both HIV-I infected adults and children, selenium is an 

essential micronutrient that is associated with an improvement of T cell funclion and 



reduced apoptosis in anirnd models. Adequate selenium may enhance resistance to 

infections through modulation of interleukin (IL) production and subsequently the T 

helper ~ymphocytes (Th 1Rh2 response). Th 1 cells .are especiidly effective when cellular 

response is needed in response to antigens such as viruses, whereas Th2 cells arc helpers 

for B cells and appear to be adapted to support antibody response and defense against 

parasites. Thus, during diseases that require cellular defense. the Thl  response is 

activated. 

IJI particular zinc's role in resistance to infections caused by vuus, bacteria and fungi is to 

confer biological activity to the thymic hormone-thyrnulin which has differentiation 

properties on T-cell lines. hence essential for the formation of T-lymphocytes. Zinc also 

inhibits the production of the tumor necrosis factor (TNF), which is implicated in the 

p;rthopliysiology of cachexia and wasting i n  AIDS. In infection with HIV, the zinc-bound 

fbrm of tliymulin (active thymulin-ZnFTS) is strongly reduced in stage IV of the disease 

(CDC disease classification) with concomitant decrements in CD4+ cell count and 

zincemia values. The zinc-unbound form of thynulin (inactive thymulin, FTS) is in 

contrast very high (Baum, 2000; Mocchegiani & Muzzioli, 2000). 

In conclusion, these trace elements could be possible predictors of disease propssion 

among HIV-infected populations. 

2.6.4 Studies of zinc arui HIV infectio~r 
Few zinc suppIementation studies have been conducted in HIVIAIDS patients. The latest 

zinc cilal was done by Mocchegiani and colleagues in 1995. They found rhat 

supplementation with ziuc (at the dosage of 45 mg zn2'/day), three times thc 

recommended daily aIlowance (RDA) of the United States Food and Drug 

Administrarion (USFDA-1976) concomitimt with ;rn~iretroviral therapy (ART) in stagc 

IV ( 12 young patients) for a period of 4 n~onths resulted i n  an increase of CD4+ cells 

from 80 +. I0 mm' at time 0 to 12 1 & 9 mm3 at day 120 of observation time (Mocchegiani 

n a / . ,  1995). 
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2.6.5 Observcitiorlnl studies of zirrc, seleniiirrl arid HIV ir~feciiort 

In  a longitudinal study by Canipa r f  (11. (1999) evaluating selenium, albumin. iron and 

zinc status on mortality i n  24 HIV-infected children between the ages of 1.2 and 9.3 

years. The results showed that one third of subjects had inadequate selenium levels, and 

low selenium was the only nutrient that independently predicted mortality. I11 subjects 

who died, those who were selenium deficien~ died at a younger age aid were rapid 

progressom 

However. a follow-up study by Baeten and colleagues (2001) reported no significant 

association be~ween selenium deficiency and vaginal or cervical shedding in a cross- 

sectional study involving HIV-infected Kenyan women. Vaginal or cervical shedding is a 

frequently used surrogate markel- of infeclivity (John-Stewart er ul., 2005). In this 

instance. a study by John-Stewart er (11. (2005) found that pregnant women i~lfected with 

HIV-subtype C were significantly more likely to shed HIV-I vaginal celIs than wcse 

those infected with subtype A or D (odds ratio [OR], 3.6 [95 % confidence interval? 1.4- 

8.81: P = 0.006). Wilh respect to seIenium and zinc, Campa and colleagues (1999) found 

thal these two micronutrients could prove beneficial. 

Although conclusive evidence is lacking, some data suggest that selenium and zinc could 

prove beneficial (Baeten ct ul., 2001 : Campa et nl., 1999). 

2.6.6 Trials with rnnltiple n~icronntrier~ts 

Not all studies, however, show benefit of sinzle nutrient supplementatiori e.g. vitamins 

Bg,  C. E, BI:, folate and iron; and this might be because the subjects studied have 

multiple nutrient deficieiicies (Calder & Jackson, 2000). 

A randomised, double-blind, placebo controlled study was done by Fawzi er al. (2004) 

involving HIV infected pregnant women in Dm es Salaam. Tanzania, to evaluatc the 

effects of daily supplements of vitamin A, multivitamins (vitamins B, C. and E), or both 

on progression of HIV disease, using survival models over a 2 year period. The HIV- 



infected pregnant women were to receive a daily oral dose of one of the following four 

regimens for the duration of the follow-lip: 

A vitamin A alone (30 mg of p-carotene plus 5000 IU of preformed vitamin A), 

A multivitamins excluding vitamin A (20 mg of vitamin B1, 20 mg of vitamin B,, 

25 mg of vitamin B6, 100 mg of niacin, 50 jtg of vitamin Biz ,  500 mg of vitamin 

C, 30 nlg of vitamin E, and 0.8 mg of f'olic acid), 

2 niultivitamins plus vitamin A i n  the same doses listed above. and 

2 placebo. 

They found that the 2 groups provided with mu1tivimmin supplements had a delayed 

progression of HIV disease than the placebo group. There was an increase in CD4+ and 

CD8+ cell counts and lower* viral loads, Furthermore, a decreasc in mortality sate in the 

treatment group e,g, 671271 i n  stage 4 or dying whilst the control group had 831267 

deaths (24.7 percent vessus 31.1 percent; relative risk. 0.71; 95 percent confidence 

interval, 0.51 to 0.98; p = 0.04). This regimen was also associated with reductions i n  the 

relative risk of death related to AIDS (0.72; 95 percent confidence interval. 0.5 1 to 1.04; 

p = 0.09), progression to stage 4 (0.50; 95 percent confidence interval, 0.28 to 0.90; p = 

0.02), or progression to stage 3 or higher (0.72: 95 percent confidence intervd, 0.58 to 

0.90: p = 0.003). The effects of receiving vitamin A alone were smaller, hence not 

signif~cantly different from those produced by placebo. They concluded that multivitamin 

supplcmentatiorl delay the progression of HIV disease and provide an effective. low-cost 

means of delaying [he initiation of antiretroviral therapy in HIV-infected pregnant 

women. 

The data confirms the relationship between HIV infection and n~alnutrition. It shows that 

HIV infection impairs microrlutrierlt status; i n  turn micronutrient status and irltake affect 

HIV progression and mortality (Amadi pr  d., 2005; Fawzi er d., 2004; Kruzich er a!., 

2004; Lewis er ui., 2005). 

A~nadi et 01. (2005) performed a 4 week randomised controlled trial in Zambia of an 

exclusive diet of m i n o  acid based elemental feed (AAF) with vitamin and mineral 

compositior~ similar to that of breastmilk or placebo to 200 (106 HIV seropositive, 90 
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HIV seronegative) hospitalised and malnourished children. The main outcome measuses 

were weight gain. recovery from diarrhoea and mortality. The results showed that weight 

gain was greater in the AAF group (median gain in weight-for-age z-score was 1.23. 

interquartile range-IQR 0.89-1.57) compared with the control group (0.87, IQR 0.47- 

1.25; p = 0.002), although calorie intakes were higher in the control group. The increase 

in haenloglobin concentration was also greater in the AAF group (0.8 $dl. IQR 0-1.8) 

than in rhe control group (0.3, IQR -0.6, -1.6; p = 0.04). Diarrhoea frequency and gIobal 

sccovery scores improved equally in both treatment groups and mostality did not differ. 

A randomised placebo-controlled trial by Jiamton et al. (2003) in Bangkok. evdunted the 

impact of multiple micronutrient supplementations on mortality among 481 HIV-infected 

individuals for a period of 48 weeks. The micronutrients comprised a comprehensive mix 

of vitamins and minerals and corresponded to daily doses of vitamin A 3000 p ~ ,  p- 
carotene 6 my, vitamin D3 20 pg, vitamin E SO mg, vitamin K 180 pg, vitamin C 400 mg. 

vitamin B1 24 mg, vitanlin B? 15 mg, vitamin B6 40 mg. vitamin B 1 2  30 pg, folacin 100 

pg. pantothenic acid 40 mg, iron 10 mg, magnesium 200 mg, manganese 8 mg, zinc 30 

nig, iodine 300 pg, copper 3 mg, selenium 400 pg, chromium 150 p g  and cystine 66  tng. 

The results showed that multiple micronutrient supplementatiorl enhances the survival of 

HIV-infected individuals with CD4 cell counts R O O  x 10~11. The death sate was lower in 

the micronutrients arm with the mortality hazard ratios [95% confidence intesval (Cl)] of 

0.53 (0.22-1.25; p = 0.1) overall. In addition 0.37 (0.13-1.06: p = 0.052) and 0.26 (0.07- 

0.97; p = 0.03) among those with CD4 cell counts < 200 x 10~11 and. 100 X 10'11 

respectively. This study shows that there was no impact of multiple micronutrienl 

supplements on CD4 cell count or plasma viral load. 

Kri~zicll ef id. (2004) conducted a cross-sectional study in the Unired Stares of America. 

to examine the association benveeti micronutrient intakes and human immunodeficiency 

virus (HIV) in 264 HIV-infected and 127 HlV-uninfected youths who were at increased 

nutritional risk because of the demands of growth and disease as well as poor dietary 

habits. They found that young patients with HIV are at a higher risk of being deficient in 



R Chapter 2 

the vitamins A and E, and zinc. The reason being young patients are at a stage where they 

also have increased nutrient requirements. 

Wilt1 respect to effects on HIV progression, evidence from randomised controlled trials 

shows thitt regular supplementation with 1nu1tivit;tmins rind other multi-micronutrients 

may reduce diarrhoea1 morbidity and mortality i n  children less than 5 years of age (Fawzi 

er al., 2000; Filteau ur al., 2001). In addition, delayed HIV progression has been shown in 

adults and HIV-infected pregnant women on multi-micronurrient supplementation (Fawzi 

tJt d.,  2004; Jiamton er ul., 2003). 

Data also confirm that micro~iutrients as supplements play an important role i n  HIV 

p~.ogression and quality of life (Campa rr al., 1999; Lewis el ul., 2005; Fawzi rr al., 2000: 

FiItenu ur d., 2001: Jiamton ur crl.. 2003). The results show that although micronu~rient 

supplements may he beneficial i n  some settings e.g. vilamin A (FiIteau er al., 2001). the 

same micronutrient supplement may have adverse effects i n  others (Fawzi er ( 1 1 . .  

2000).Datn from consumption of fruits and vegetables has also shown an increase in tot:tI 

antioxidant status which may reduce progression and mortality among adults (Lewis rr 

al., 2005). 

Table 2.2 is a s u m n i q r  of the trials outlined above. 



Table 2.2: Summru-y of' micronutrient and HIV-I st~~dics  
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hacmoglobin; MTCT = rnothcr 10 child iransinissior~: < = less than; r = grcakr than; RE = rctir~ol ctluivalcn[; HSV = 

hcrpcs virus: St = s c l ~ n i ~ ~ m ;  NS = no signitican~ 

Concl~~sive evidence with regards to micronutrient supplementation is lacking hence the 

World Health Organization (WHO) and the Joint United Nations Programme on 

HIV/AIDS (UNAIDS) recommendations for micronutrienr supplementation are therefore 

the same for people whether they are infected or not. In addition, WHO and UNAIDS 

recommend ;I good mixed diet whenever possible, consumption of fortified foods and 

micronurrient supple~nentation as needed (WHO, 2005). 

2.7 A~~tirelroviral drugs and nutrition 

Antiretroviral drugs (ARVs) block the virus's ability to replicate. They are not u cure for 

HIVIAIDS; however ARVs can improve a person's quality of Iife by delaying the onset 

of AIDS and slowing the loss of a patient's CD4+ cells (Castleman rr al.,  2004; WHO, 

2003). There are four main classes of drugs, operating at different points in the HIV cycle 

(Figure I )  and they are: 

Entry inhibitors: these stop the HIV from entering the cell, by binding on to the 

proteins outside the HI virus. This hinders the HI virus from attaching itself and 

entering a CD4+ cell. Only one drug. jkxwrl, has so far reached the global market 

(Anon 4,. 2006; Castleman cr d., 2004: WHO, 2003). 

Nucleoside reverse transcriptase inhibitors: these disrupt the gene-copying 

process by supplying faulty versions of the building blocks. Drugs include 

ahcrccrvir, zidovudi~w, didunosinc. laar~rvidirle and stuv~tdirw rcnofovir (Anon ti>, 

2006; Castleman et d . ,  2004; WHO. 2003). 

Non-nucleoside reverse transcriptase: these block the gene-copying enzyme 

reverse transcriptase. Drugs include nevirupi~w and efavirenz (Anon c i > ,  2006; 

Castleman cr al.. 2004; WHO, 3,003). 

Protease inhibitors: thesc block the formation of new viruses, by locking onto 

another enzyme. protease, which plays a key role in the assembly of the new virus 

particles. Drugs include amprerravir, ic~pincwir, r i r u r ,  nelfimvir and 

.suqlrirtavir (Anon c b ,  2006; Castleman et al., 2004; WHO, 2003). 

3 7 



Food and drug interactions arc an imponant issuc for ef'l'cctivcncss and tolerability of' 

highly aclivc antirctroviral thcrapy (HAART) ~ q i n i c n s  or triple co~ribination thcrapy. 

Intcri~ctions bctwccn ARVs and nutrition can rtffcct rncdicution cfticacy. nutritional status 

and adhcrcncc to drug rcgi n~cns (Castleman id. 2004). The prcscncc o l' food in rhc 

~astrointcst inal Wact can infl~~ctice the absorption of several 1-11 V ~nedications swh us 
.2 

clickrrwsitw. imliwviv, sclqarirrcrl~ir. and )rt-~ifirlmir-. People \vho cat propmly and rcgularIy 

bcncfit morc from ARVs. and there seen1 to be fewer sidc-efkcts fro111 ARVs when 

nulrition is good (Macallan. IW9). Figure 2.4 is an illustl-ation of thc interactions 

bct n w n  ~ncdicat ions and nurrit ion. 

Figure 2.6: Intcl-actiol~s betwccn nicdications and fboiVni~trition (FANTA. 2004) 

In South Africa, 21 pcrccnt of' 9S3.000 people in need of ARVs. arc I-ccc~ving 

antirctroviral treatmcnl, a figure way below Botswana (85 pcrccnt) and Namibia (7 1 

pcrccnl), as at -3 I "  Dcccmber. 2005 (Zarocosras, 200hj. 

'rhc Wl-I0 "3 by 5'' iniriativc which trmslates to the treatment of' 3 million people by 

2005 fell short of its target hut resulted in antirctrovin~l drug treatment for 1.3 million 

pcoplc (Fignrc 2.7), p~wcnting an cstinlated 250,000 to 350,000 clcaths (Mcrson. 

2006:2410-2417). Rcgarcllcss or  recent gains in treatment, only about one in f'iw people 



in low- and middle-income countrics who need antirctroviral drugs arc receiving tlicm 

~ E a r t , S o u t h  and S a u t h  E a r I A s l a  *Europe  6 CenIraIA$Id 
I I a r l h  Africa a n d  M i d d l e  Ei.sI L 

Figure 2.7: Nuniber o f  pcoplc in Ion.- and middlc-incomc countrics rccciving 

anrit-ctroviral-dr~~g tlwapy, 2002-2005 (\YI-IO/UNNDS. 2006: 152) 

2.8 Health care sector, role nf nutrition and nurses in Snuth Africa 

South AA.ica has a lrlrge public licalth scctor as w I 1  ;IS an csIcnsivc. \vcll-cstabIisIicr1 

privak scctor (Van Rcrisburg. 2004:35-38). In South Africa. thc public-private 

col laboral ion or parlncrships have gained monicnluni as a model of' health c u c  provision 

and financing (Van Rcnsburg. 2001:37). Thc main thrust bclii~irl such collnboration h 

rcciprocit) to complcmen~ and strcngthcn thc ottcn k i ln  resourccs and w a k  scrvicc 

dclivcr) prevailing in ~ i r h c r  thc privatc. or thc public. or both scctors (Van Rcnsbu~-g. 



200437). This entails a mcans of making the best usc of available resources for health by 

tapping the relativc stl-cngths of'both private and public provitlers. 

In 2003. thc South African 2ovct'nlncnt indicalcd that thcre was an csti~ilatcd 31 000 

nursing s~at'f shortage in thc public sccror alone, a situation which nicunt that onc nurse 

O\W bur~lcncil by work (Patk~rrrth ct  d., 200.3). 'Table 2.3 fr~rthcr illustrates by province. 

posts that haw bcetl 1illetl and thosc that arc vacant in the public scctor. Although thc 

di~ta rcportctl in 2003 by the South African govcrnmcnt is cliffcrcnt froni tlw data rcportcd 

by the Hcalth Systc~iis Triisl (2004) in Table 2.3, thcre is evidencc of scarcity by at lcast 

3 1 000 nurses. Thc nursing staff' refcrred to in Table 2.3 is inclusive of the total ni~rsirig 

profession that comprises registz~.ccl n w x s  and ~nidwivcs (prof'cssional persons), gcncral 

or psychiatric nrlrscs, cnrollcd nurses ;ind cnrollcd nursing ausiliarics or nursing 

assistants (Scarlc, 2000). 



The registered or professional nurse according to Section 16 of the Nursing Act 50/1978 

regulated and licensed by the South African Nursing Council (SANC), is a person that 

has a comprehensive four-year diploma or degree in general nursing, midwifery, 

com~nunity nursing. psychiatric nursing, clinical nursing science, health assessment. 

treatmen1 and care (Van Rensburg, 2004:336). The general or psychiatric nurse is one 

that has a two-year diploma in general nursing (so-called bridging propamme): whilst an 

enrolled nurse is one thal has a two-year certificate; and lastly n one-year ceitificate for 

an enrolled auxiliary nurse (Van Rensburg. 2004:336). 

South Africa 

Nurses provide the bulk of sewice provision in the public health sector where the 

emphasis is most striking at the plimary care levei (Van Rensburg. 2004:335-338). This 

entails that nurses and niidwives are at the very heart of the effort to control HIV/AIDS. 

Within the health services, they are the first point of corltacl for PLWHA. In addition 

they arc the staff members who bear the greatest responsibility for the on-going treatmenr 

and care as well as filling the sap in a system which lacks key health personnel (Van 

Rensburg. 2004:340). Hence, if nutrition education to counteract the nutritional impacts 

of HIVIAUIS and vice versa is to be successful, it must be based on some understanding 

of the existent perceptions of professional nurses reprding their ability to render 

nutriiional care to PLWHA. 

2.9 Nat io~~al  Health System and Wursillg in South Africa 

169 121 

The I~edtli system is seen as an institution of hcalth service delivery to promote. protect 

or sestore the 1ie:dth of individuals and populations (Van Rensburg, 2004: 1). Through the 

primary health care (PHC) approach introduced to South Afivica in 1994, registered 

nurses are the primary care givers at the community level involved in care, treatment, 

prevention and support of PLWHA. However PHC service delivery in South Africa is 

still seriously fragmented. disjointed, compartmentalised, duplicated and resource 

wasting (Van Rensburg, 2004:143). Hence, nursing has been embedded within the 

116 547 52 574 (31.1 A) 



s[r-uct~rrc o f  hcalth (Figurc 2 . 8 )  that is s t i l l  a far cry from compr~chcnsivcncss that PIiC 

stands for (Van licnhburg. 2004:330-340). 

Figure 2.8: T'hc national hcalth system o f  South Africa modified tvith the inclusion of' 

cornn~l~r~i ly  nutritionists and comlnunity dietitians (Muller. 2001 :85) 

According to Figurc 23 ,  thc Kational level o f  health is accountable for Ieadcrship. 

support. rcgulat ion and liaison. National hcalth policy and lsgislat ion takcs placc Ilcrc. 

Thc Provincial level is accountable for the protcct ion. promot ion and monitoring of' 

hcolth o f  thc pcoplc within tlw province. Activitics m;~y tliffcr from province to psovincc 

b11t should bc in linc with Nolionit1 Hcalth. At thc District level, Iiciilth carc is delivered 

on the basis o f  tlic PI-IC: approach. The community o f  whoni the consunicr forms part is 

~ h c  rccipic~~t o f  hcalth care. I t  slioultl also be notctl that the number- of'nurscs inctcascs as 

wc move Srorn the national lcvcl to the community Icvcl. 
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1'riv;rte scctor has il tliffercnt structure as it employs i ts  own nurscs, antl its main 

r-csponsibilily is to ofkr  curativc scrviccs (medical antl si~rgical carc). 

The lcgal control of thc nrrrsilig profession and its ethical norms and values has been 

greatly in llllenccd by the 1nct1 icnl profhion ( Scarlc. 2000:42h). Niu-sing howevcr has its 

o w  rcgulatirig body called thc South African Nursing Council (SANC:). 'C'herc ilrc otlicr 

track unions such as the Dcmocrntic Nursing Organisation of South Africa (DENOSA) 

i11wi the Health and Otlicr Scrvicc Pcrsontwl Tratlc llnion of' South Africa ( HOSI'ERSA) 

d ~ o s c  solc responsibilit), is to look after the intcrcsts of' nurscs antl workcrs in thc 

workplace. 

C'onmlun~ty nulrit~orl rcfcrs to all bod- sntl nutrition-rclatcd xtiviliea which lcad to thc 

~xc~notion ant1 irnprovcmcnr o f  thc health of a givcn population living in a dcfinctf 

gcograph~cal iWci1 (Owcri & Frankle. lc)S6:4-5; Wright & Sims, 10S6:380). This 

i~icorporrrtcs t11c elcmcnt of itietltificarion and suggesting possible solutions to hadth 

problcms during 11ic intcruction of' nulritiori pcrsonncl and tlic comnlunit) (Obcrt, 

I CISh:7). Hcncc ~ h c  c o m n ~ u ~ i i l ~  nu~ritionist is conccrnctl n it11 311 tlic clc~ncnts that affect 

~iutritional health and thc \\ell-king of populatron groups (Figurc 2.9). 

Thc rolc of this group as wncll as dicticians ha?, been includcti u.ith the aim of exploring 

possiblc routes of fornung cf'fcctivc partnerships rrcross sectors bascd on thc 

understanding of what each scclor can offer in 1115 fight against HIV!AIDS. 
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Figure 2.9: Conceptual framework of malnutrition (UNICEF as quoted by the 

Department of Health, South Africa 2004: 1). 

Tlie UNICEF framework shows that causes of nlalnutrition are multisectoral. embracing 

food, health and caring practices. They are also classified as immediate, underlying, and 

basic causes, whereby factors at one level influence other levels. The framework is used 

at national, district and local levels, to help plan effective actions to improve null-ition. It 

serves its a guide in assessing and analysing the causes of the nutrition problem and helps 

in identifying the most appropriate mixture of actions. 

In addition. community nutrition differs from other- nutrition practice by its attention to 

pcople as they relate to the comn~unity and as they are affected by the community (Obert, 

l986:i'). 

2.9.2 Role of dieticians 

In essence dieticians apply the principles of food and nutrition to plan and supervise the 

prepararion and serving of meals in institutions (public and private). They may also teach 

basic nutrition and diet modifications related to various diseases. Table 2.4 further 

summarises the roles of a com~nunity nutritionist and dietician. 

Table 2.4: Roles of a community nutritionist and dietician 

Cornlnu nitv riu tritionist Dietician 

A Prirnary prevention of nutrition- Secondary prevention of nutrition- 

related disorders related disorders 

A Aims to keep the public out of the R Mostly institution based and works 

hospital system (wellness closely with medical staff 

paradigm) through qualily nutrition (weat ment paradigm) 

education programmes, anlong 

other issues 

A Deals with the public at large A Deals and counsels individuaIs 

Responsible for driving nutrition Specialises in therapeutic diets and 

issues onto the political agenda n~eal  p1:mning 



An issue previously alluded to is a clear indication that the 2 000 die~icians and the 

unknown number of nutritionists [nay not be enough to fil l  up posts both within the 

public and private institutions i n  South Africa. However, the conceptual fran~ework 

(Figure 2.9) undoubtedly shows the need for an integrated and hoIistic approach to 

addressing malnutrition, as there is no simple and single answer to this problem. Hence 

the need for collabor;ltive efforts and effective partnerships across all sectoss i n  

improving the quality of life of PLWHA can not be overemphasized. 

In light of the conceptual framework of malnutrilion (Figure 2.9), the fight against 

HIVIAIDS-related nutritional probierns should be coupled with the fight against poverty. 

From the preliminary discussions with professional nurses during the pilot study, there 

was a unanimous agreement on the fact that ARVs and good nutrition are not the only 

solutions to the disease, what is needed is a comprehensive approach that takes cognisant 

of and addresses poverty-related issues of infected and affected people. 

2.9.3 S~tmmory: Existing policies on nutrition arid HIV/AIDS 

A policy can be thought of as a set of instructions from policy makers to policy 

irnplementers that spell out both goals and the nleans for achieving these goals. By 

definition. policy makers are people who occupy positions i n  the governmental arena that 

entitle them to authoritatively assign priorities and commit resources (Nakamura & 

Smallwood. 1980 as quoted by Denzin 9c Lincoln, 1994:548). 

Policy should be based on best evidence available; hence the aim of this section is to give 

key highlights on some of the current existing policies on nutrition and HIIVIAIDS. 

South African uational guideliues on nutrition for people living with TB. HIVIAIDS 

and other chronic debilitating conditions were produced in 2001 by the department of 

Health in  conjunction with the United Nations Children's Fund (UNICEF). The 

pidelines acknowledge that malnutrition increases the rate of HIV progression to AIDS. 

whilst HIVIAIDS exacerbates the effect of malnutrition hence forming the vicious cycle. 



The guidelines further state that a person living with HIVIAJDS has increased energy, 

protein needs and the importance of fruit and vegetable consumption over supplements in 

supporting [lie immune system. In addition this policy document brings out the 

comprehensive approach of tackling problems related to HIVIAIDS which include: food 

safety; personal hygiene, n clean and safe environment ar~d dealing with the 

conlplications of HIVIAIDS. The guide does not cover issues around a lypical h o d  

basket for a household living with people that are infected by HIVIAIDS. In addition i t  

does not cover drug or herbal treatment practices. a crucial part i n  the advent of ARVs. 

Hence cafling for the guidelines to be updated to practical terms and implemented 

accordingly. 

WHO/FAO produced a policy document i n  2002 entitled, Living well with HIVIAIDS; a 

ma~iual on nutritional care arid support for people living with HIVIAIDS. TIie guidelines 

place emphasis on the consumption of well-balanced diets so as to promote a sense of 

well-beins and strengthening the resolve of the sick to get better. In addition the 

guidelines reiterate the fact that i t  is essential to meet the immediate food, nutrition and 

other basic needs i f  HIVIAIDS-affected households are to live with dignity and security. 

Apart from recommending a healthy and well-balanced diet for PLWHA the guidelines 

acknowledge the following in terms of' meeting PLWHA's riutritional needs: 

an increase in energy intake and; 

il an increase in vit,unin and mineral intake (althuugli rlze gnidelines state t11at 

nzicrurzctrrieut sripylame~i~s cnrz be rr.rejkl birr curl rwr replace etrrirzg (( balnncecl 

u11d frenlrfiy clierj. 

The Food and Nutrition Teclmical Assislauce (FANI'A) project by the Office of 

Health and Nutrition of the Bureau for Global Field Suppol-1 and Research tit the United 

States Agency for International Developmerit also produced a policy document i n  2004. 

Its aim was to be a guide for the nutrition care and support in the context of HIVIAIDS. 

This guide makes an assumption that the majority of people may not know their HIV 

status. hence the foodldiet messages included are appropriate to help all adults and 



children lead heali.hier, more productive lives. The guidelines state the following 

requuements to meet the special needs of a person infccted with the HI virus: 

J 10 - 15 % additional energy intake 

1 50 - 100 % increase in protein intake as compared to a non HIV-infected person 

il Adequate amounts of micronutrients whose consumption can be increased 

through eating specific foods or through special supplemenls, This guide 

Iiowever, acknowledges that the impact of taking micronutrient supplements on 

HIV infection is not well known. 

'rhe Food and Nutrition Tech~lical Assistance (FANTA) project produced another 

teclmical note in 2004 on the food and nutrition irnplicatiorls of antiretroviral therapy in 

resource limited settings. The technical note accepts the fact that individuds infected 

with HIV have special nutritional needs, such iis increased energy i*equirements. 

irrespective of whether they use ART. In addition, i t  acknowledges the fact that although 

access to ART in developing countries is expanding; the majority of PLWHA still do not 

have access to ART. The technical note states the following requirements to meet the 

nutritional needs of PLWHA: 

A 10 %J increase in energy intake for asymptomatic PLWHA over the requiren~ent 

for healthy, non-HIV-infected persons of the same age. sex and physical acrivity 

level; 

A 20 - 30 96 increase in energy intake for the symptomatic PLIVHA over the 

requirement for healthy. non-HIV-infected persons of the same age. sex and 

physical activity level and; 

A the same protein and micronutrient recommendations for healthy, non-HIV- 

infected persons of the same age, sex and physicaI activity. 

The technical note recognises that ART can reduce viral loads and contribute to improved 

nutritional status, and i t  also describes in detail possible nutrient-drug coniplications. 

The World Health Organisation (WHO, 2005) currently recommends the following 

incrcascd energy intake: 

8 10 %I more energy for HIV+ without symptoms 



2 20-30 % more energy for HIV+ with symptoms 

2 50-100 % more energy for HIV+ children with weight loss. 

WHO further recommends that protein intake should be maintained at rlor~nal levels such 

that: 

8 12-15 % of total energy intake is from protein sources. 

5.9.4 Conclrtsio~l 

In essence, the policy documcrlts outlined above all state that there is I vicious cycle 

between r~ut~ition and HIVIAIDS as this is also supported in the review of literature 

which focused mostly on the role of micronutrients in HIV infection and disease 

progression. Furthermore, there is no cu,re for HIVIAIDS, hence nutrition being a critica1 

component of care can only improve and maintain a good quality of life of hose infected 

with HIV. 



2 Chapter 3 

736) rosrari:her is boril iln obsrrvcr of rhe socid world and ci prrr of rhur sirrut) world 
(Gihbs, 2002.- 165). 

3.1 Introduction 

Professional nurses occupy a central role i n  influencing the health and possibly nutrition 

habits of' people based on the fact that they have a greater contact with the public on a 

daily basis in comparison with other professions (Van Rensburg, 2004:335). The 

previous chapter dealt with a review of literaature on the relationship between ~iutrition 

and HIVIAIDS. 11 also included information from cxisting nutrition and HIVIAIDS 

policies, which is a key feature i n  forming a firm foundation for implementation. This 

chapter entails o detailed description of the theory supporting this study as well as an 

insight into the research design and method. 

3.2 Qrialitative inquiry 

The main mcthods used in qualitative inquiry are chwgraphy, phenonrerroiogy and 

grotmrl~d rhror? (Mayan, 2001:7). Erhnogniphy was developed by unthropologists in  the 

late ninctecnth century so as to understand people's cultures by immersing thernselvcs in  

a group's setting to learn more about the culture of that group (Mayan, 2001:5). 111 

addition to foreign culture. ethnographers also study specific groups of pcople as found in  

businesses, organisations, subculrures, or ethnic populations  mayan an, 2001:8). 

Ehnographers use an array of data collection strategies including participant observation, 

interviews and fieldnotcs. Various data sources may be used such as ~.ecurding. 

documents. diaries, poctry, art or significant cultural artifacts. 

Plzrnotnenology was developed by Husserl in the late nineteenth century. Its goal is to 

study and describe the essence of the lived human experience. Pheno~nenologists collect 

cliita by way of interviews, diaries. journals. poetry and art for insight into the himan 



experience. The end product is thick description of the meaning or the essencc of the 

phenomenon in question (Miiyan, 200 1 :9). 

Gruiu.rtld theory was originally developed by two sociologists, Barney Glaser and 

Arisel~n Strauss in  1967 (Willig, 2001:32). Thcy believed that theories must be induced 

from the data, and as the name implies, this method is used to develop theorics that ilre 

grounded i rx  the data (Mviayiln, 2001:9). Grounded theosy was chosen for this study 

becausc of' its relevance and applicability to the area of interest. The foIlowing scction 

explores the philosophy of zrounded tIleory i n  detail. 

3.2.1 Grounded theory 

Strauss and Cosbin (1990:5) define grounded theory as a general methodology for 

develop in_^ theory that is grounded in data syste~natically gathered and analysed so thilt 

new thcories would emerge. In addition such theories would be specific to the context i n  

which they had been developed rather than rely on analytical coustructs, categories or to 

open up space for the development of new, contextualised theories (Willig, 2001:32). 

SOLII-ces of data include: interviews, field obser~vations, participant observations, 

videotapes, documents of all kinds such as diaries. autobiographies, newspapers and other 

media materials (Denzin & Lincoln, 1994:24). Grounded thcory requires [hilt 

interpretations and perspectives become incorporated into our own interprctntions: a 

process called conceptualisation (Denzin & Lincoln, 1994:26). Grounded thcory call also 

be rclcvant and possibly inffucntial cithcr to the undcrstanding of policy ~nakel-s or to 

thcir direct action (Strauss & Corbin, 1990:5). Hence this theory is relevant to this study 

as the researcher's aim is to understand professional nurses' perception of their ability to 

render effective nutritional care for PLWHA. According to Gibbs (2002: 165) analysis in 

grounded theory can be divided into thrcc stagcs: 

open coding, whcrc thc tcxt is rcad reflectively to identify relcvant catcgories; 

9 axial coding, where catcgories arc refined, developed and related or 

intcrconncctcd and; 

ii selective coding. whcre thc corc or ccritral catcgory that ties all other categories 

i n  the theory tosether into a story, is identified and related to other categories. 

ID. Chuauftu 5 1 



Coding i n  general constitutes the most basic as well as the most fundamental psocess in 

grounded theory (Willig, 2001:38). Willig further illustrates that coding can be carried 

out line-by-line, sentence-by-senterice, paragraph-by-paragraph, page-by-page, section- 

by-section, and so on. 

For the purpose of this study groundcd theory was used as the foundation, as i t  involvcs 

the progressive identification and integration of categories of meaning from data (Willig, 

2001133). Willig fwtlicr states that grounded theory as theory is the end-producl of the 

process, provides an explanatory framework with which to understand thc phenomenon 

under investigation. For this study the researcher was aiming lo understand professional 

nurses' perception of their ability to render effective nutritional care for PLWA. 

Furtlicrmore, i n  grounded theory, the sesearcher interacts with the data (Willig, 2001:35). 

3.3 Research design 

A qu;~litativc approach was followcd in the exploration and understanding of nurses' 

perception of their ability to   wider cffectivc nutritional care to PLWHA. 

3.4 Methodology 

3.4. I Setting 

Purposive samplina which implies sanipling with a purpose i n  mind (C~.cswell, 1998: 1 18) 

was used to select all hospitals providing ARVs i n  North West Province bascd or1 the 

following criterion adopted from Glesne rind Peshkin (1992:24): 

A would the hospitals agree to participate i n  the study? 

Purposive sampling was ideal in this srudy as it  ensured that !he targeted population was 

reached quickly. Sampling proportionality was not the primary concern. FUI-tliermore, 

therc were I I hospitals i n  Norih West Province providing ARVs, however for this sludy 

only eight hospitnls participated as thc other three liospitals mentioncd criticid staff 

shortages and tinic constraints 3s main rcasons for non-participation. 



3.4.2 l'urticdpants 

2 Twenty three ntlrses registered with the South African Nursing Co~~ncil also 

know1 as professional nurses working a1 the primary health care (PHC.) Icvcl i~nd 

i n  homc based care (HBC) in cight hospitals providing ARVs in North West 

Province wcre purposefully selected (snnrple size wirs circidecl I?r; hospirczl 

p ~ r r i c i p ~ t i o n  ofrhough rhwc hospiruls did rtoi ptrrricipi~tr, (11 Iwsr nvo nrrl-ves per- 

hospitnl fh~rr gcive rheir o w  cmscwr were itttervirwrci). 

3.4.3 Tools 

A semi-stnictured questionnaire was used for intcrviews as well as during focus group 

discussions and consisted of the following parts: 

Si demograph y , 

2 opcn-ended and closed questions for understanding and exploring perceptioris of 

professional nurscs' regarding their ability to render nutritional case to PLWHA. 

According to Miiyan (200 1 : 15) scmi-structured interviewing is used when the researclics 

knows somcrhing about the area of interest, but not enough to know the answers to the 

qucstions that are to be asked. Although the questio~is are set, participants can answer 

frccly i n  contrast to a closc-endcd questionnaire i n  wluch predetermined answcss niust be 

choscn (Mayan, 2001: 16). In addition, a focirs group strategy was used triostly to collecr 

data on ;I particular area of interest within a rclativcly short period of time as wcll as to 

obscrve the interaction betwceri participants which is an integral part of thc meaning of 

the data (Mayan, 2001: 18). For this particular study, :I focus group discussion was clone 

at one hospital for the reilson that time was a constraint for the participants and rhey were 

only three nurscs responsible for PLWHA in the hospital. The focus group discussion 

was donc during thc participants' tea-break. Thc rescwcher conducted interviews mostly 

in English, and where necessary a trilnslator was recruited to translare questions into a 

language that was undesstood by thc participants. AII interviews werc recorded on an 

audio digital-recorder and were transcribed. It should also be noted tli:~t one-on-onc 

interviews werc donc whcn thcre were more than three nurses i n  each unit such that thcre 

would always he a nursc attending to palicnts in the wards whilst the interviews were 



proceeding. Participants' responses (transcripts) were lhcn opcn-coded and grouped into 

categories by two independent researchers using the software NVivo. 

3.4.4 Qrtestwnrmire formulation 

Having conducted a literature review and drawing upon one's experience. the author 

prepared open-endcd questions in advance of the interviews. The research questions for 

the questionnaire were formulated around the purpose statement which is: 

To ~ l n d c t ~ r m d  trnd tlescrihe percrprions of rt>gisrcrc~tl nurses regtrrtliq their trhility ro 

render irfft~criw nrrfri~inrial cure to PLIIrHA 

This purpose statement event~rally formed signposts for explaining the intention of the 

study and guiding the whole research (Creswell, 19943). The author employed the 

following steps in formulating questior~s for the study: 

having well-defined objectives; 

determining categories of i nforrnat ion required (e.g. background/demography, 

cxperience, opinion/pcrccption); 

decidinz on the types of questions (e.g. open-ended or closed questions); 

adap~ing where necessary cxisting reliable questionnaires; 

setting up as many questions as possiblc with the intention of selecting the bcst 

later; 

adding follow-up, probing and confirnlatory questions; 

shortening and making questions more precise; 

testing each question with the followirig in mind: why asked? Aim? What will bc 

achieved by it? 

conversation with statistical consultant as well as othcr experts in questionnaire 

formulation; 

determining the order of questions; 

pilot testing questionnaire and; 

questions were ini tially formulated by researcher then improved with inputs and 

comments from the rest of the team. 



X Cfinu trr 3 

I n  general the number of main questions was six (Table 3.1, with follow-up 

questions). According to Mayan (2001: 16) the number of questions asked should be 

minimal to avoid interrupting the flow of the interview. In addition to this, the x~t l ior  

also attended a workshop on tlesigrtirzg (1 cluesrionrrnire llnd how ro rrwrk clusely wirh 

I ~ P  Srcirisriccil Cun.~irlrrrfion S ~ n ~ i c r  of the North West University (Potchefstroorn 

Campus) before comniencing the study. 

Table 3.1: Semi-structured interview questions wed  i n  qualitative interviews with 

I-egis tered nurses 

What are your daily expcricnces as a nurse dmling wilh HIVIAIDS? (irr-breliker 

qlresricm) 

What questions are you constantly asked by PLWHA in your hospital? (trmsitiorz 

question) 

When PLWHA conlc for routine care, do you talk about eating healthy food? (rr-crrlsifiojl 

qrrc.srion) 

What do you say arc the skills required by you n professional nurse to rcnder cffeclive 

nutritional cart irnd support to PLWHA? (skill qrresfion) 

On a scale of 1-5 (1 :  wry bad. 2: bad, 3: avcrilgc, 4: good, 5: vcry good) what do yrru say 

is  your own lcvel of skill to rcnder quality nutritional cart: and suppon to PLWHA? 

(l~erc~prion cind ~biliry qr~cwion) 

Havc you sccn and r ~ i ~ d  Ihc Soul11 African Nutritional Guidelines on thc Nutritional Care 

for Peoplc Living with TB, HIV/AIDS and other Chronic Debilitating Conditions? 

((/(firsion rlrresrio~~) 

The following questions (Box I )  tiave bcen expanded so as to show areas of further 

probing. It should be noted that tlie interview schedule was bascd mostly on tlie 6  riai in 

questions as outlined abovc (Table 3.1) and interviewee responses were unique in the 

sensc that different issues came up however i t  was the responsibility of the interviewer to 

keep all discussions on track so as to reitch the desired goal. An example of n tsanscribal 

interview from the ficld is further illustrated in Appendix 1. 



Box 1: Further illustrations on thc interview schedule 

1. What are some of the challenges you an? facing as o nurse dealing with HIVIAIDS on a daily 

basis? (ice-brcilker) 

n)  W h r  rirey sfut7 receiving AKVs, iw'r t i w e  sotnc iritorsivc rroini~r~ cfotrc bdore? (Irrllow rip 

qrresrion) 

h) The wortrcn who ore fnlling prqnrrrlt rrre they riwnrc of the cormxprncaus.~ (Jollorv rry qrresriori) 

r )  Di1 y01t cver visit rhese srrpprt gwrrps jrrst ro iterir whor ;hey nre trrikit~g nbotrr? uollow r r p  questiorr) 

r i )  How mrirry ~.lierrrs ( I I T  yorr seeing per. doy? (tmrrsirintl qrrrstiorr) 

2. What questions ore yo11 mostly asked about by your patients? (Ironsirion que,rtiorr) 

3. Do you talk about healthy eating or nutrition with your patients? (trarwitiorr question) 

(1) i~ i m ~ s  wherc rirr dirticicrrr is ~ror urolrtrri, wirar are yorr telling rhenr riretl? fillow rrp cpresrio~r) 

b) 130 y r t  feel cotlfidct~r to folk ohour rutrririot;? (foliow ~rp qitesfiotr) 

4. What skills do you think are needed by a nurse to render efftctive nutritional care to PLWHA? 

(skill questiort) 

5. Where would you pIace yourself in terms of the skills you have to render effective autritional 

care to PLWHA (1: w r y  bid; 2; bad: 3: avcragc: 4: good; 5: very good)'? (perccpiort rind skills 

qire.dorr) 

u )  W k r e  do you rhink yo14 need irtrprove OII ? C/o/lon- ~rp qrres~iori) 

b )  Wi~ot do roll thitlk is tweiiecf ro arrsrlw rim pntietrts nilirerc ro ~rearrnctrr? (Jollo~v rrp qrresriotr) 

r )  1lor1'1 rhe people ori ~rcattrrcJtlr hart trcarrtierlt srtpporrers? (/ollorv up qrtesriotr) 

6. Have you seen and/or read the nutritional guidelines on the nutritional care for people liviug 

with TU, HIVIAIDS & other chronic debilitating conditions? (cfi/f~ision question) 

cr) Srrppose I atrl HIV-yositivc, rvhar wo~rlrl .or4 udviue rtre ro AII IJC irl niy food busker ~vcI:) '  tr~onrlr? 

(fi)llow rrp qr~csriotz) 

7. What wortlcl you likc to do berrer irr tile areu ofHIV/AlDS nrrd nr~trition? (closi~ig qrwsriotr) 



3.5 Open-coding and NVivo 

The author imported thc transcribcd data f'rorn ~Microsof't Word into NVivo as rich text 

format (.rtf). The data was codcd sentence-by-sentence and also question-by-question 

into themes also known xs nodes. These nodes were grouped into catc,aories and used to 

show relalions amongst thcm. According to Creswell (1994:154) and Riibirl Rr Rubin 

(1995:238), open coding is i1 process of' assembling together similar idei~s, conccpts or 

thernes. The method of' coding was done by two independcnt researchers, however i t  

should be noted that the author transcribcd the data first and then shared i t  with the 

independcnt co-coder. Further deliberations wcrc done to reach consensus on emerging 

themeshodes and this was mostly agreeins on thc samc terminology. It should be noted 

that rhc then~cs were the same except for terminology that would have bcen used e.g. low 

socio-economic status and poverty-stricken. 

3.6 Pilot Study 

Before the final semi-structured questionnaire was administered to the purposcfi~lly 

selected registered nurses the following steps werc performed: 

2 The intcrview schedule was submitted to expcrts (Dcparlments of' Nutrition and 

Psychology, North West University, Potchefstroom Campus) for evaluation and 

i~cljl~sted accordingly, 

2 The pilot study was done over ~ w o  days to test thc interaview schedulc and 

determine the feasibility of thc study interviewing four nurses at Steve Tswcte 

clinic in PotchefBtroorn. 

Accordins to Royse (1995: 172) the purpose of a pilot study is to determine whether 

the relevant data can be obtained from the respondents. Denzin and Lincoln 

(1994:2 13) state that thc pilot study in qualitative research allows the researcher to 

focus on specific areas (e.g. instr.uctions) that may have been unclcar previously, or to 

test ccrtain questions. The pilot study assists moreover in estimating the time and 

costs that may be involved, as well as i n  pre-empting the problcms that may arise 

during the aclual qualitative interviews (Denzin & Lincoln, l994:2 13). Pallant 



(2005:5) states that pilot-testing a questionnaire also picks up any questions that are 

leading or itcms that may offend potential respondents. 

3.7 Participant observation 

The author ini~ncrsed herself at a local clinic doing voluntary work so as to gain an inside 

perspective of the setting. Voluntary work included mostly photocopying and t'iling. 

During that period thc author was able to observc participants without interfering with 

their work. Mayan (2001 :12) states that participant observation can be used to access 

information that is otherwise unavailable. In addition parlicipating i n  the setting, the 

researcher gains awareness through personal experience by petting to know the people 

involved and observing i t  all (Mayan 200 1 : 12). 

3.8 Data organisation and statistical analysis 

Mayan (2001:21) states [hot the qualitative researcher collects data, analyzes it. collects 

morc data to f i l l  in gaps, imalyscs i t ,  coilects more data, and so on to reach saturation 

which may lead to huge quantities of information being handled by the researcher. In this 

stiidy the computer software packages NVivo and Statistical Package for Social Scienccs 

for Windows (version 14, 2005, SPSS Inc., Chicago, IL) were used for data packaging 

and analysis. NVivo was used for organising large quantities of data inlo ~nanagcitblc 

information through the use of opcn-coding, grouping data into categories and 

establishing relationships among categories or themes. In addition, the design of NVivo 

was strongly influenced by grounded theory and therefore the program gives good 

support for the method (Gibbs, 2002:165). SPSS was used for descriptive statistics, 

which mostly ineludcd calculation of frcquencies and means. Literature, mostly Nutrition 

and HIVIAIDS policy documents mentioned in section 2.9.3 in Chapter 2, was adopted to 

Si~rther analyse data obtained, providing a foundation for the research and highlighting 

new insights gained froni the study. Thc data was ci~ecked and supplemented by visits to 

HIVIAIDS support groups, clinics and hospitals. Verbatim quotations were documented 

as part of the process. Where necessary, follow-up and verification were done by the 

researcher to ensurc tn~stworthiness of data obtained further explained in  section 3.8.1. In 

addition, verification of data was done by means of telephone convcrsations or personal 



visits to the hospitals and/or clinics after thc first interviews. In addition this study 

included two levels of research: literature searches and interviews with participants, 

3.8.1 Trri.slworthirwss m d  rigorir 

Lincoln and Guba (1985:290) define trustworthiness as a process done by the inquircr i n  

persuading his or her audiences (including self) that the tlndings of an inquiry i1I.c worth 

paying attention to, and worth taking account of, Hence, the research is said to be 

trustworthy if i t  is conducted i n  such a way that ensures strictness and accuracy when 

presenting the participant's perceptions (Krefting, 199 1 :220). The trustworthiness of' this 

research was ensured by the achievement of criteria identified by (Krefting. 199 I :220) as 

shown in Table 3.2. 

Mayan (200 1 :26) statcs that to ensure that research is rigorous there is il nced to focus on 

verification during the sh~dy. The author furthcr defines veritication as n process of 

checking, confirming. making sure and bcing certain so as to identify and corrcct threats 

to reliability and validity as they surface. Verification strategies include investigator 

responsiveness, methodological cohercnce, sampling, data analysis and thinking 

theoreticalIy (Mayan, 2001:26). The author continues by stating that thcse built-in 

strategies help the rcsearcher identify when to continue, slop or rnodify thc rescarch in 

order to achieve reliability, validity and ensure rigor. 

This model is recon~rnendcd for qualitative rcsearch and i t  ensures the rigour of ~hr: 

research without compromising its relevance. Lincoln and Guba (1985:290) base 

trust worthiness of qua1 i tati ve research on: [ruth vulw, cipplicubility, co~zsisrer~cy mrd 

~lelrlrcilify. All these concepts are supported by results frorn the study i n  Chaptcr 4 and in 

Table 3.2 which shows how the set criteria of ensuring trustwortluness were met. 



Table 3.2: Strategies of ensuring trust\vorthiness in the study and how they \verc met 

(adopted from K.refti ng, 1 99 1 :220) 

Strategy 

Dcpcrid;thi lity 

Criteria 

Ficld cxpcricncc 

Tria~tgulal ion 

lnrcrvicw ~ccttniquc 

Verification 

X Samplc sclcction 

2 Application to other 

sitaarions 

R Audili~bility 10 incrcnsc 

rcliabili~y and 

1lculril~ity 

How criteria was met 

E x p s u r c  lo lk ld  ( -8  mc~nlhs prior to 

data collcctio~i) and conducting elf' 

pilot study 

Building a trust relationship wirh 

participanrs 

Auditing intcnicws with irldopcridcrit 

pcoplc 

Opcn discussion guided by sumi- 

srruclurcd questions 

Audio-recording artd tiking oK ficld 

~tolcs  aricr intcrvicw 

IN-dcpth dcscrip~iorr nf rnclhodology 

and rcsul~s . which arc accompunicd 

by v c r b a h  quotations 

X Use of purposive samplc, sct sclcc[iort 

cri~cria. building rapport with 

parlicipanls and cxplairring valuc 01' 

thcir panicipario~t 

R Dcnsc dcscriprion of  d i m  collection 

and analysis 

R Triangulation 

R Pcer cx,uninarion 

A Indcpcndunt coding 2nd compi~rison 

Auditing intervicws. ticld notcs, raw 

data and kcepirrg rccords for pccr 



3.8.2 Role of researcher/nirtlror 

Ln addition to writing the protocol for the study, the author wxs responsible for seeking 

permission from thc Ethics Committee of North West University (reference numbcr 

OGK13) and tlic Provincial Health team of h e  North West Province (Appendix 2) .  The 

purpose and irnportancc of the research were explained through the protocol; a copy of 

the approval letter from the Ethics Committee was also submitted. Regular telephone 

conversations were made between the author lrnd some of tile members of the P~.ovinciirl 

Health tenni in relation to the study. The author was responsible Tor all initial contacts 

with the hospihls and professio~~al/iegistered nurses (refer-red to as par~icilm~rs) that hati 

been purposefully sampled for the study. Glcsne and Peshkin (1992:xi) state that it is 

inappropriate to use the term sirhjecl i n  qualitative research as it implies acting ort rather 

than intrriictiq with, which at best characterizes the aim of the study. Following this, the 

researcher rnade appointments with participants to ensure that ethical issues and coricerns 

were respected throughout the study. In addition participanrs gavc their informed consent 

by word of mouth. All interviews were treiitcd with utmost confidentiality and codc 

names were used. Figure 3.1 provides a further illustration of the roles of the researcher. 

It might be worthwhile to mention that the researcher also had extensive experience with 

qualitative methods as well as three years practical cxpericnce i n  the area of intelcst i.c. 

HIVIAIDS and nutrition indicating that the researcher had the appropriate knowledge and 

expertise to conduct the study. 



Voluntary n!ork i n  hospi~uls 

v 

Contlucri~~g inrc~~vicws Xr liluus group - - - - - - - - - - - - - - -  
cliscussio~ir; 

Figure 3.1: Steps in the study design encompassing the roles of the rcscarcher 

adapted from Kruger & Gericke (2004) 

3.8.3 Gninirzg access to health institutions 

Glesne and Peshkin (199233) dcfinc gaining access ns a process that refcrs to lhe 

acquisition of consent to go wherever [he researcher wants including thc following 

observing, ralking to participants, obtaining and reading whatever docurncnts tIic 

researcher rnay require and pursuing all of these activities for whatever- pcriod ot' time is 



needccl to satisfy the research purposes. In this study thc researcher firs1 made the initial 

contacts with thc relevant pcrsonncl from the School of Nursing (North West University 

- Potcliefstroorn Campus) for thcir initial thoughts and reactions as well ah giving the 

rescarchcr an insight into the South African nursing structure. Followirlg this, the 

researcher then made contact with the person from Knowledge ~Managcnient of tlic 

Provincial Directorntc of Health in North Wcst Province for thcir consent and negotiating 

the conditions of access. Initially thcrc were different decision-makers, which rriade the 

process of gaining access complex, but eventually pcrrnission was rendered to commence 

the study. In addition the researcher had to contact the relevant health institutions and 

this included presenting the cover story. listening and responding to concerns, dcmands 

and clarifying overarching issues to the hospital managers and pnnicipants. This process 

of gaining access took approximately three months. 

3.9 Cu~~clrtsioa 

In conclusion, this chapter dealt with the research design. an insight into thc grounded 

theory, methodology and role of the researcher as well as ethical considerations of the 

study. Results arc prescntcd in the following chapter and discussion of results follows 

thereafter. 



RESULTS AND DISCUSSION 

"We musl k ~ o p  AIDS ti[ t h ~  top oj' our politicd cind practical ugerltltr", Scc.rerc~~:~- 

Gan~rctl Kqfi Anaurt's rnessage un /he occtision of CVurld AIDS Day (ohsc~rvcd I 

Decenr her: - Dated November 1 7,2003), 

4.1 Introduction 

The previous chapter dealt with the research design and nlethodology of the study. This 

chapter gives an overview of thc results with the inclusion of verbatim quotations where 

applicable. Descriptive statistics were used to calculate frequencies and mans .  

4.2 Socio-demographic profile and hospital characteristics 

The lneari age of nurses interviewed was 35 years (ranging from 26 to 59 ycan old) and 

19 (83%) werc professiolyal nurses, three (13%) were enrolled and one (4%) was an 

enrolled nursing auxiliary. All the eight hospitals (hat participated in this study were 

public institutions, seven (83%) having been accredited to give out antiretrovirhal therapy 

and one (17%) hospital was still in the process of being accredited. Thc rhree hospitals 

that could not participate because of time constraints and shorlagc of staff hiid also been 

accrcditcd to givc out ART. Five (63%) of the hospi~als were based in the rural areas and 

the remaining three (38%) were situated in urban areas. Of all the participants 

interviewed six (26%) had been practicing in the area of nursing for more than 16 years 

whilst the other six (26%) had worked as nurses for a pcriod of 11-15 ycars. Table 4.1 

outlines the other demographic information of the nurses in morc detail: 



Qualifications I 1 

Table 4.1: Demographic information of nurses intcrviewed 

Degree i n  nursing 1 35 

Characteristics 

Category of nurscs 

Professional rll~rses 

Enrolled nurses 

Enrolled auxiliary nurses 

Diploma in nursing 1 52 I l 2  
Certificate in nursing 1 13 1 3  

Percentage 

distribution 

8 3 

13 

4 

Qualification obtained at I I 

Number of 

participants 

I9 

3 

1 

University I 
I I 

Years of service 

1-5 yrs 

6- 1 Oyrs 

Gender I I 
Female i 

Belongs to a trade union / 83 

Male 

Trade Union 

Belongs to none 1 l 7  1 
4.3 Emerging issues 

9 

Five main themes (previously guided by the interview questions) emerged during thc 

analysis of data and these portrayed nurses' perceptions regarding their ability to rcndcr 

effective nutritionnl care to PLWHA. The rhemes were as follows: 

3 daily challenges faced by nurses i n  the context of HIVIAIDS; 

2 

2 conccrns of PLWHA relating to HIV disease progression, access to treatment, sidc 

cffccts, disclosure and eligibility to social grants; 



(I nurses' perception r e p d i n g  the importance of nutritional care in HIVIAIDS:; 

nurses' perceived ability to deal with the nutritional care of PLWHA and; 

(I traditional healers ilnd their role in the context of HIVIAIDS. 

4.3.1 Daily cha lhges  faced by nurses in the context of HIV/AIDS 

Whcn participants were asked about their daily experiences in relation to HIVIAIDS, 

seven sub-themes emerged (Table 4.2) and are discussed hereafter. 

Table 4.2: Participants' daily challenges in the context of HIV/AIDS 

Major theme Sub-themes I'umber of 

participants 

Daily challenges Poor socio-economic status of patients on ART H (35%) 

Emotional drain and overwork 4 (17%) 

Disclosure 3 (13%) 

Parients on ART also taking rradilional medicines 3 ( 1370) 

Access to social grants by PLWHA 2 (9%) 

Treatment defaulters and unhealthy lifestyles 2 (9%) 

Increase in number of HIV+ pregnant women 1 (4%) 

N) Poor socio-economic sttrtirs ofptrtimrs or! ART 

According to Fenton (2004). at the global lcvel therc is a posirive correlation bclween 

HIV prevalence and poverty, whcther this is measured by gross domestic product per 

person, income inequalily or Human Poverty Index. Arnnda-Nar'uijo (2004) furrhcr states 

that many individuals who arc newly diagnosed with HIV struggle with psychosocial 

influences such 3s poverty, stigma and discrimination which can affect their quality of 

life and motivation to stay on ART. Another study done by Kalichman er (11.  (2006) i n  

three South African com~nunitics co~nprising of ( I )  people livirt~ in rirz intpowrislz~tl 

Africrlrr t o w ~ ~ s h i p ;  (2) 011 i~comrnicdly impoverished bur well i~frustr.irrt~rr-trrl r.crt:ic~lb 

inlc!grtrring rownship; and (3) ~rrbtin rrorl-impover-isM neighbor.hoor1.s found that 

HIVIAIDS risks were closely related to poor education, unemployment, discrimination, 

violence, and crime. According to Tablc 4.2, eight (35%) participants citcd their patients' 



low socio-cconomic status as a challenge to them; some of the statcments indicative of 

this from the participants wcrc as follows: 

"Mothers wi f f  be tdling yorr thut they do )tot hove money to buy jhod for their Bctbir~s, utrtf 

tnost of the biibies ctre rnaftmitrishrcl eithw rncrrcrstnic or kwcirsiriorkor". 

"The chullctlges /',,I fircing are thcrr ihe patients rhut I dccll with, when yort look crt their 

socio-c~conortlic hackgrow~ti, it's veql (iifllc~llt for then, to come for trecrttrtent, heurirrg irr 

rnir~tl the issrre of rnoni?} for tt.wrsport, motley m hiry food crs tlwy can't tcrke rlre treuttncvtt 

or? ml ernptv stotncrclr ". 

"Most futnilies cutzrrot ([not-d the I~~Icr~t~ee l  d i ~ t  thereby posing u grcJcrt cl~ullcrtg~ to 

r~dtrlit~istrutiott of ARI/.s". 

"But t nmy  pcltirrtts don't have trtottcJy to buy the repired foo~1.s". 

Thcse stilterncnts show that the challenges faced by piirticipants on a daily basis such as 

patients not :iccessing trcaiment and proper nutrition are becausc of their low socio- 

economic status. This ricgati vel y irnpacts on the component of care, treatment and 

adcquate health care provision ro PLWHA. I11 conclusion, poverty plays il role in creating 



an environment i n  which individi~als are particularly susceptible and vulnerable to 

HIVIAIDS, poverty reduction should undoubtedly be at the core of a sustainable solution 

ro HIVIAIDS. 

6 )  Etnorionol drairi ciml worklocrd qfnrrrscs 

The challenges Faced by nurses indicate that the HIVIAIDS epidemic has an impact on 

the Ilealth system through loss of' staff' due to absenteeism, low staf'f rnoralc and also 

through the increased burden of patient load. It was found that four ( 1  7%) p:irticipants 

had low staf'f rnorale due to several fi~ctol-s including stressful working conditions, heavy 

patient workload, staff shortages and low salaries, Statements indicative of this were us 

follows: 

" I t  afft~cts seeing so rmwy pafienrs per clay; we trlso ncecl lo he cou~~sc~lletl, lo .see rlw 

socinl worktv- ard tile psychologisr brr~ t l ~ t  docs nor h(ippert. I have betw coirnselling tr.s 

uf2000, since war-king r:,vitli HIV trr~tl AIDS purierrfs I've never heen corinsellutl trntl we're 

c1J7ecrt.d ~ ~ . / L ' c I I ~  WC)  uro w r ~ i n g  rhc ycitier~rs that artJ injected h i t  no m e  is ~crkirrg ctrr'e t$ 

!IS". 

"Atrother c.hullen,qc. is rime jur us to hrecitlie, I've jrrs! had my fen wow crt I I cr.tn. lrnd ir 

rws sripposuii tti be at 9 a.rrl. We don't hrvc time to /crave tlrern wailirrg ns they crrp jrrs~ 

coming irt  ntnrlbers". 

"Somelimes pou '11 he a~nn~io~~crl!,. itrrr!, becmrse the pcrlicnrs arc (lying and do hm~e  sotncJ 

prohlert~s ntlcl wherr they s!art ~olking trbui~ !heir bcrckgroiold.~, .somelims I p J f  

dtJpressed ". 

All of these staternents arc supported by data from the National Survcy of' Health 

Personnel, ambulatory and hospitalized patients and health facilities done in 2002 i n  



South Africa. The resuits showed that HIVIAIDS had a physical and mental impact on 

nurses, which was caused by operational matters in their work environment ils well as 

taking care of patients (South African Department of Health, 2002:65). Thc following 

statement supports this: 

Muller (200I:128) has shown that the daily routine in the nursing unit is affected by the 

number of patients who require certain services. as well as pa~ient turnover for the clay. 

Table 4.3 s h o w  that five hospitals (65%) reported seeing more than 50 PLWHA on a 

daily basis whilst the re~naining three hospitals (35%) attended to less than 50 patients 

per day. The table Further includes information regarding certain characteristics of thc 

hospitals that participated. 

Table 4.3: Information of hospitals that participated 
- I Percentage distribution ( Number of hospitals 

Hospital accredited to provide ART 

Type of institution 

Public 

Private 

Hospital set up 

Rural 

Urban 

100 

0 

5 7 

44 

Participants that nlentioned emotional strain and overwork as u challenge further 

indicated t h a t  they experienced stress, fear and depression due lo thcir contact wit11 

Yes 

Not yet 

Number of clients seen per day 

<SO 

>SO 

83 

17 

35 

6 5 

7 

I 

3 

5 



PLWHA. However. on the other hand, the participants expressed sympathy and empathy 

towards patients because of their physical and tncntal suffering. 

c )  Discrlosrrr~ ofsttrtits i y  PL'('IrHA 

Coping with illness and disclosure by PLWHA inevitably emerged ;IS :I challcngc to three 

( 1  3%) participants that were interviewed. Ateka (2005) reported that HIV status is further 

complicated by the plieno~nenon of partner discordance (a situation whcrcby one partner 

is HIV positivc and the other is not), which makes disclosure to sexual partners much 

more difficult. Furthermore stating  hat HIV status disclosure to partners was associated 

with a breakdown i n  social support. In contrast, Abadia-Barrero (2006) found that 

universal access to HAART in Brazil was a powerful intervention that rcduced stigma. 

encouraged status disclosure and social support, as HAART tnmsfol-nied AIDS from ii 

debilitating and fatal disease to a chronic and manageable one. However, according to 

Duffy (2005) HIV/AIDS, especially in the contexr of poverty, 1.csi11ts in co11side1-able 

sufl'cring. Duffy (2005) did an ethnographic study i n  rural Zirnbribwc on cleven HIV 

positive women and key inforniants (such as nurses and teachers) so as to examine 

factors that facilitate or hinder ~vomcn's ability to prevcnt HIV. Thc author found that 

stigmahation is a major influerice in trealment and care of i l l  persons and groups for the 

reason thal it  strongly relatcs to the way persons arc viewed wirhin their communities. In 

the end the sligma. discrimination and resulting isolatio~i means that people do not easily 

i f  cver, disclose their status. In this study, supportive statements indicative of this 

included: 

"Tiwy sqy they art. he in^ discrimirrrrtd crt Iumtc" 



Duffy (2005) states that teasing down walls of misunderstanding, fear, stigma and 

discrimination must be part of any health promotion effort, while building supportive 

environlnents that eliminate ulinecessary suffering from AIDS. Furthermore. the Genesal 

Medical Council (GMC) of the Uriitcd Kingdom recommend that every effort should be 

made to persuade the infected person to inform their sexual partner, bul if they decline, 

then the hcalth wosker, i f  there is n scrious and identifiable risk to this other person, is 

justified in  disclosing the information (Woodward and Asgent, 2002). Howew-, the 

South African Depastment of Health (2002:65) stated that HIVIAIDS is not a noritiable 

disease and that i t  is not necessary for patients ro make their HIV sratus known to health 

workcrs or for health workers to notify their patients of' their status. The Department of 

Health further a r ~ l e d  that stigma is anached to HIVIAIDS because those that are HIV 

positive usually do not want to make their status known. In conclusion, the participants 

that cited disclosure as a challcn_~e nlcntioned thal for trealrnent to be effective there is 

need for social support (such as trcatmcnt support group and supporrers) especially from 

the family and conununily. 

cl) Mixing of ARVs rvirh rratlirionul rrrrclicine 

Traditional medicine is referred to as health practices, approaches, knowledge and beliefs 

incorporating plant, animal andlor mineral based medicines, spiritual therapies, manual 

techniques and exercises applied sjngularly or in combination to maintain well-being, as 

\veil as to treat, diagnose or prevent illness (WHO, 2005:l). In South Africa, troditioniil 

liealers have been identified as health care practitioners of choice for 80-9056 of [he black 

population (Karim er al., 1994:2). Accosding to Fulder (1985), whcn patients get no hclp 

from using biomedical treatment, they consult the traditional healers. It is for this reason 

that where a patient consults two health care practitioners simultaneously, thc process of 

setting traditional healers and biomedical personnel to work togethcr becomes a reality. 

Table 4.2 reveals that threc (13%) of the participants interviewed were faced with the 

dilelnrnn of clicnts rnixi ng traditional medicine and ART. Statements indiciilive of this 

dilemma wesc: 
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"The rrtcrjor- rkdlenge which we haw is rhr I I W  of frudifio~zctl medicine. This should hc 

.scriotisly crdclrusscd, lmxrtrse even in our ncrriontrl crrd higlrer offlccs thvru's still t i w  

roo111 for pvople ru w r  rhe rrcdirioncrl rneclicinc. As  tho? crre stryirtg thor onp ctrn-1101 just 

r e l ~  or1 ARVs, su p~ople  ore. given liherty 10 fry rhern". 

"Mosr of rhvm crrc telling etich orlwr in tlrc~ cornmrlrlip !her/ ~ h e r t ~  is rlo crtrt. crrttl h i s  

trmtmrrrt will rtot clrre us, so rvc I I P ~  to IISLJ rri~iIiti~riciI Iz~rb.~: ax ~ v P I I ' ' .  

Dhalla rt (11.  (2006) did a cross-sectionaI study of 682 participants i n  Canada that 

cxainined types and detcl-rninants of' complemer~tary and alternative ~nedicine (CAM) as 

well as examining adverse effects associated with CAlM use and ART. They found that 

CAM usc was cornrnon and that both patients and health professionals should be aware of 

potential toxicities leading to urinary problems and peripheral neuropathy as well as d ~ u p  

interactions related to the use of CAM and HIVIAIDS treatment. 

Consequcntly. the rolc of traditior~al healers in the context of HIVIAIDS is worth noting. 

Nzirna ct nl. (1992:89) statc that i t  remains necessary to draw attention to Ihc role Ihe 

traditiotlal healer plays in the life of' black people. becausc the traditior~al healcr is 

accessible and sometimes the only availitble hcnlth care service providcr nearer to rhc 

people i n  the event of illnesses. A staternerlt supporhg [his is as follows: 

In Sub-Saharan Africa, the ratio of traditior~al healers to the population is approxirnately 

1:500, while that of nlcdical doctors is 1:40 000 (Karirn er al., 1994). Participants' 

experience suggests that more research and inquiries are needed into traditional 

medicirles and traditional healing, as [he issue of ARVs and traditional medicine is 



bccorning a public health dilem~lla, not only to thc nurses, but to every stakeholder 

involved i n  the field of HIVIAIDS. Bascd on the statements recordcd, if patients are 

living closer to a waditional healer than to a hospital and do not have a stablc source of 

income, they are bound to meet their mcdical needs through traditional hcalers living i n  

their community. 

(J)  Access to socicd grants 

The majority of the world's HIV infections occur in cotnmunities ravished by poverty 

(Fenton, 2004; Kalichman er c r l . ,  2006). Social g-ants are meant to ease thc suf'ferin~ of 

those infected and affected by HIVIMDS, however all these good efforts are undermined 

if there is no follow-up or long term plan. During the research, two (9%) of thc 

participants cited accessing social grants that can bc linked to poverty among PLWHA ns 

a challenge to them as indicated by the following statements: 

"Anorher cltrrllen~e is rhm of rhe grants. O w  palimrs cotnplj up to  a certtrin period (rs 

soou as rhcy feel fhar their CDJ coirrrt is irlc.retrsing, they srop raking rnedicirw heccrrts~ 

r f y  clre nfrnid d m  rlw grant will he stopped. Some don't evert come to tho c l ir~icf i )~.  their 

truatrncnt ~rntil t h y  are worsc. ofj'". 

As shown earlier (Table 4.2) most of the participants cited that PLWHA have a low 

socioeconomic status, hence the need for social grants. However, the participants cited a 

need for consultations regarding social grants before [hey were introduced so as to ensurc 

strict measures and to aid PLWHA in huying food and also adhering to treatment by 

going to the clinics as per appointment. On the other hand, the prospect o r  social g~-ants 

being sroppcd also increases a person's chance of engaging in risky behilvior such as not 

ildhcring to ART or deliberately falling prepant.  
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f) Trrc~rrnenf dcfilulrer-s und pufieu fs  nnrvilling ro udopf heulfhy li/i.siyles 

Previous research has revealed that if therapies are not adhered to, they become less 

successful and may lead to the dcvclop~nent of resistant strains of HIV which are 

prob!ernatic not only to the patient affected but also to public health, as these strains can 

be transmitted to others, limiting treatmcnt alternatives (Chesney or ul.,  2000; Spire ~f (11.. 

2002; Tucker ef  mi., 2003: Holstad cJf id., 2006). Substance use psoblerns arc common 

among patients infected with hurnan immunodeficiency virus (HIV) and may irnpcdc 

adherence to anliretroviral regimens (Cohen et d.,  2002; Tucker e f  d . ,  2003). Smoking is 

thc key risk factor for lung cancer, and HIV positive patients, who tend to srnoke more 

than the general population, must be informed of the risks and encouraged to stop 

especially if smoking is going to cornpromise on ART ;rdherence (Lavol'c e f  d., 2005). 

Miguez-Burbuno (2005) found that tobacco use, which is widespread among HIV- 

infected subjects, increases the risk of pulmonary infections, particularly Pnvro~iocysfis 

cc~rinii pneumonia (PCP) and conlmunity-acquired pneurnoniir (CAP), two respiratory 

infections with high prcvalence and morbidity risks even i n  the era of HAART. 

Statements indicative of this cited as challengx by two (9%) participants i n  this study are 

as follows: 

A study by Holstad ef  01. (2006) involving 120 HlV positive adults on HAART in  the 

United States of Arnerici~ found that adherence to HAART was correlated with perceived 

support, absence of barriers as well as strong intentions to adhcre to rseatment and 



perceived effectivcriess of thc medications. These findings were supportcd by results 

from a study by Veinot er (11. (2006) who found that themes related to HIV treat~iient 

among young people infected with HIV included I )  Trrttrmenr kaowledge, 2 )  Trecltment 

clecision mciking, 3 )  DiJlicrr1ric.s t d ing  medicine and 4 )  I~lconsisrenr !rearmerit iicllwrertce 

and rre~;fmtJar infrrnrpisns. For the first rlicnie, it was revealed that the participants did 

not understand, or belicve in antiretroviral treatment. The second theme stated that the 

participants did not feel they had clioices about treatment, and others did not feel ready to 

make treatment decisions. In thc third theme, participants portrayed problems with social 

soutine disruption and side effects contributing to treatment interruptions. In  the last 

theme, the participants viewed costs of medications as a barrier to treatment. However, 

the latter is not the case for South Africa, as ART is frec of charge and applicants who are 

eligiblc and qualify for treatment arc accessing it. Statements indicative of this iIrc as 

follows: 

This study and statemcnts from participants supported findings I'ro~n p ~ ~ i o u s  

investigators who identified adherence to be a cllallenge not only for those who are HIV 

positive but also for health workers (Garcia & Cote, 2003; Savini er nl., 2003; Holstad c.r 

(11.. 2006; Zachariah er d., 2006). Furthermore, such statements expresscd as challenges 

by participants have iniportant i~nplications for practice. Health care providers shotlld 

t hcref'ore assess and support pa~icn t adherence through routine counselling (TI1rashet er 

(11. .  2006). 

8)  Incret~se in the nrrnd~er of HIV positive precprwit rrwrncJrt 

Almost half of the 37.8 niillion people living with HIV globally are women and morc 

than two millioti pregnancies occur i n  HIV-positive women each year (UNAIDS, 2004). 

Wotiien living with HIVIAIDS may be more susceptible lo direct or obstetric causes of 
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rnaternal mortality, such as post-partum haemorrhage, puerperal sepsis and complications 

of caesarean section, i n  part due to concurrent AIDS-related anaemia or irnmune 

deficiency (McIntyre. 2005). In South Africa, the National Committee on Confidential 

Enquiries into Malcrnal Deaths (2000:368) found that AIDS was tlic second most 

common cause of maternal dcaths in 1998, accounting for 13% of all deaths i n  women. 

Alrhough children ilre sometimes infected through blood transfusions and infected tools, 

40 to 90% of them acquire HIV from their mothers around the time of birth (Giaquinto at 

r d . ,  1998; Wilfert 1998). From this study one (4%) participant cited the challenge of the 

number of HIV positive pregnant wornen increasing and a statement irldicative of this is 

as follows: 

"Anuther chtrllenge is tkut, those on trmtntent whf~n their. CD4 mtrnt in~pruvcs ~sp~cial1 .y  

rvurniw t t q  then fall prcptunt. Every month w hove nurr; yutiiwts who are .firlli)~g 

y rcJgnunt ". 

As prevalence rates of HIV increase i n  pregnant wornen, pediatric HIVJAIDS will 

hccome a major public hcalth problem (Kumar rt ul., 2006). In sub-Saharan Africa, more 

than I 1  million children under the age of 15 have lost at leas1 one parent to AIDS, 

rcpresenting one-third of the total number of children who have beer1 or-plianed 

worldwide (Atwine et nl., 2005). These children whose mothers have died of AIDS 

related illncsses experience adverse outcomes such as dropping out of school and not 

enrolling for school, this ultimately means that orphans will worsen their own life 

chances, as well as the long term economic prospects of the countries  hey live i n  (Van 

Rensburg & Human, 2005; Ainsworth & Fil~ner, 2006). In conclusion, i t  remains a 

challenge to motivate and enablc HIV positive women of child bearing ase to practice 

safer sex as they are predisposing their health as well as their unborn baby's lo further 

coniplications (Kumar ut al., 2006). 
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Impacr of nurses' daib challcr~gos 011 rl~eir percepriorl to be able to rerrder cffecrivc nnh-itiorml 

cam ro PL WHA 

In accordance with ocher research about general challenges fi~ccd by nurses (South African 

Depanrnent of Health, 2002:97-98), poveny was closely ljnked with PLWHA (Fenton, 2004; 

Kalichmn er ol., 2006) and their inability to access good nutrition that would improve thcir 

quality of life. The challenge to pankipants was the issue of talking about healthy diets to 

patients without a stable source of income hence influencing the need to know Inore ~bour  proper 

nutrition and their ability to render effective nutritional care to their patients. Furthemiore, 

shortage of staff leads to increased patient load per nurse (Depanmcnt of Health. 2002:95) to swh 

an extent that time becomes a critical and limiting factor for the panicipants to educate or inform 

themselves with current nutrition information in the context of HIVIAIDS. In addition, the 

clidlenge of being faced with treatment defaulters and PLWHA adhering to unhealthy l i  rest yles 

such as drinking alcohol and smoking had a negative itnpact on panicipants' perception ils heidth 

cam service providers especially on their ability to effectively communicate and advocatc for 

lieidlh lifestyles and good niltiition to PLWHA. In co!iclusion these daily challenges negatively 

intlmtces nurses' perception regarding their ability to deliver nutritional care to PLWHA as they 

arc: bccome obstacles to adequate Iiedth carc service provision. 

4.3.2 Concerns of PLWHA relating to HIV disease progre,ssion, access to ireatment, 

side effects, disclo.sure and eligibilio to social gra~tts 

T o  asscss the participants' pcrccplion regarding their ability to render effective nutritional 

care to PLWHA, concerns of PLWHA errweed as another theme which subsequently 

had five sub-themes (Table 4.4) which arc discussed thereafter. Issues such as ncccssing 

social grants were strongly linked to the poor socioeconomic status of PLWHA rnaking it  

a priority for participants to addrcss the social needs of PLWHA rather than increasing 

parkipants '  awareness on their ability to offer nutritional care to PLWHA. The 

participants felt that although thcy need to be fuIly equipped in the al*c;i of  nutrition and 

HIVIAIDS all their efforts would be underinincd if PLWHA who are on treatment i1r.c 

food insecure. Fwthermorc, the other concerns of PLWHA such as the fcar of dying, 

disclosure. sick effccts and accessing ART influenced participants lo spend more time 

addressing these, ultimately impacting on their ability and time to fully tender nutritional 

care to PLWHA. 



Table 4.4: PLWHA' concerns i n  reliition to HIVIAIDS 

Major theme Sub-themes Number of pnrticipants 

Co~icerris of PLWHA Access to social grants 13 (57%) 

Fcar of dy ing 4 ( 17%) 

Disclosr~rc 3 (13%) 

Side effects from ART 2 (9%) 

Eligibility for nccessin_g trcattnent I (4%) 

a )  Accessing social gr~rnfs 

In this study, 13 (57%) participanls cited accessing social grants as a conccrn PLWHA, 

This is a recurring sub-the~tic and in Line with the initial deliberations that were also 

brought about by participants iti challenges they face on a daily basis earlier on. 

Howcver. statements indicative of this are as follows: 

As previously alluded to, most of the patients that are seen by the participants on a daily 

basis come from poverty-stricken families, herice i t  makes sense for thcm to ask for 

social grants. 

b) Furir of dying 

According to Thomason er ni, (1996) thc combination of ~nultiple stressors, limited social 

support, potential loss of family members, and psychialric manifestations of HIV 

infection places parelm at significant risk for depression and suicide. FUI-ther~nore, 



Balbin rr al. (1999) states that psychosocial influences relating to Si~ster diseasc 

progression include lilt-event stress, sustained depression, denial/avoidance coping, 

concealment of gay identity (unless one is rejection-sensitive), and negative expectancies. 

In this s~udy, four (17%) participants stated that PLWHA were concerned about dying; 

statements indicative of include: 

"When I'm iraving !his disecrse, ontl the ir!f>ctiorrs, crntl rush, rrlten I'rn HIV posirive, will 

it / )P clrrecl? " 

Holdcn (200256) states \hat if  PLLVHA can substantially reduce their feelings of stress. 

and fear of dying, they may help their immune system to function better and cope more 

el'fectively with HIV and secondary infections. Furthermore, i t  is a well-known fitct that 

AIDS has no cure; however PLWHA t~eed to be counselled thoroughly so as to adopt a 

positive lifestyle attitude as well as having a good support system at home arid within the 

community (Jackson, 2002203). 

c)  Disclosrtre 

From TabIe 4.4, three (13%) participants cited disclosure as a concern to their clicnts, 

statements indicative of this are as follow: 

"CVP h a w  orre tlnrrarm to rht~ hospital and sornrbotl-v i s  scuretl ro br serrl corniq lo thc~ 

Cl'ellrwss clinic, h r r w  rhey r-vtrur to know rvh~rr rhe clinic rvoulil nmve frorn rhc hospi~trl. 

Thql are entharrcrssetl 10 hc wen  colnirrg lo !his sidr for trwrrnlen!, srctrrcl ro he soen by 

[heir sisrer in law, or brolhcl- or rtrighhors". 



" T h y  mrrally say; will I he OK? \Vlzn~ rr:ill I (lo? Will you help nw? Do I hctw ro /ell rhc 

people nl honw nhour nzy sfotrrs?" 

In  conclusion, disclosure within households and i n  communities i n  practice car] be quite 

complex as sornc PLWHA we concerned about how other people will view them, judging 

by the participants' statements itbove. However according to Jackson (2002215) 

openness may be the start of both giving and receiving support. 

L I )  Side efl?cts 

Antiretrovira! therapy for HIV has beconie increasingly coriiplex to manage on a day-to- 

day basis as thc new standiircl of care is to treat with potent cornbinatiori regimens 

(Chesney el al., 2000: Roca cr d . ,  2000: Johnson ef ul., 2005). These regimens, with 

numerous pills and sornctirnes conflicting cIosagc schedules (e.g., ~ w o  or. three times 

daily. with and without food), arc frequently associated with mild to moderate, i~lthol~gli 

sornetirnes severe, advcrse effects atid can have a long list of contraindicated ~netlications 

(Lyons, 1997). Two (9%) of the participants cited side effects as a concern to PLWHA 

and slatcrnents indicative of this are as follows: 

'They Ilwe tneclicarion prohlems which lire corrfusi,tg rkmt" 

Tliese statements arc supported by a study done i n  tlic United Kjngdolti by Erwi11 arid 

Peters ( 1999) using six focus groups with a group of 44 black Africans. Erwin uncl Peters 

(1999) found that apart froni the fac~ that the drugs call for strict adherence to the 

prescribed regimen if they are to rernain effective, side-effects ranging from nausea and 

diarrhoea to ncwopathy and lipodyslrophy were of particular concern to the participants. 

Furtherrnorc, a cohort prospective study by Roca el ul. (2000) in  Spain with 65 

previously treated patients found [hat refusal to take medications and side effects were 

the main rcilsons for patients to stop therapy. 



(J)  Eligibiliy for rrrarmozr 

ARVs slo\v down HIV replication to such iln extent that the viral load in the blood is 

reduced to very low and cven undetectable levels, allowing CD3 counts to recover 

(Holden. 2002:56). For this reason, ARVs can bc a window of hope to PLMrHA. Of 

particular concern is patient ~nonitoring, including for sidc effects, benefits of the drugs. 

and for patient compliance. One participmt citcd eligibility for treatment as a concern to 

some PLWHA. Statement indicative of this is as fol1ows: 

"They want lo krzow whm they can he put irzro riw ARV yr.oaqrcr)nme as well". 

However, there is need for a treatment supporter for an eligible patient about to start ART 

so as to ensure tha t  the patient maintains adherence always. 

Impact of the cormrrrs of PLWHA on ~lurscs' perception regarding their abdity to re~tder 

11 u fritionnl care lo PLIYHA 

This study showed that concerns of PLWHA such as accessing social grants, fear of dying, 

disclosure, accessing ART and side effects tended to overshadow the nccd for pailkipants to 

improve their own ability in the nutritional care of PLWHA. Furthennore. participants felt that i t  

takes more time to care for PLWHA including addressing their concerns to rhe extent that this 

influences participants' perception regarding their ability to render effective nutritional care as 

they do not have enough time to coutinuously infonn and educate themselves regarding curlent 

nutritional information for HW/AIDS. 

4.3.3 Irr~porfarzce of nutrltior~ care in HIV/AIDS: nrrrses' owrr perceptim 

HIV infection has been widely shown to be linked with lower blood serum I e \ ~ l s  of at 

least the following nutrients: folate, vitamin A, vitamin B complex, vilamin C, vitanin 

E, and the minerals: selenium, zinc and magnesium (Allard et nl., 1998: Butensky, 2001; 

Gasparis & T ~ I S S ~ O ~ O U ~ O S ,  200 1 ; Gil ef nl., 2005; Piwoz & Preble. 2000). Furthern~ore, 

malnurrition has also been linked to increased HIV progression to AIDS (Evans & 

Halliwell, 2001; Fawzi et nl.. 2004 & 2003; Jackson, 2002:GO; Jiamton er d . ,  2003; 

Lettow cJt nl., 2003). Ail participants in this study agreed that nutrition was vcry 



important in the management of HIVIAIDS (Table 4.5). Some of the statemenrs 

indicative o f  this are as follows: 

"If 's  rtor only freutnzrtzl thir  works (is it h(ls ro be r(~inforcrd rvirh goor1 nurririort. Tiic~~-e'.s 

otw rhing 11-c crl~t~uy.~ (isked o w  prrienrs ro (lo, wiiich was ro nlcrnorise rlwir 1(r.r1 wrighrs 

cmd evc~rpime we rwighrd rhem ir bucmnc ~cisier for- riwn lo morriror rvhu~ rvcis <yoirtg ori. 

Tirc ptirienr is iwcoming ntore irzvolwel in raking ctrrfJ of rheir ow? heulrh mtd 

rrrzdersrurtdirlg h ~ r  lwogwss". 

Table 4.5: Numition, training and guidelines in the context of HIVIAIDS 

I Percentage distribution 

Nutrition important in HIVIAIDS 
Yes 1 100 

HIVIAIDS and nutrition training 
Yes 6 1 
No 39 

Training course duration 
< I  week 
1 week 
2 wceks 
6 months 
I year 
Not applicable 

Refresllcr courses 
No 65 
Not applicable 35 

Knowledge/Awaret oP South 
African HIVJAIDS and nutrition 
guidelines 
Yes 9 
N 0 9 1 

Number of participants 



Although all participants stated that nutrition wiis an important part of carc for PLW-IA, 

Table 4.5 shows that 14 (61%) of thc participants received HIV/AIDS rraining that had a 

component of nutrition for a period ranging from less than a week to il year. Howevcr 

nine (39%) of the participants have not yet received any training. It should be notcd that 

of those participants that attended training, none have had a refreshcr course i n  that al.ei\. 

This lack of follow-up training implies that participants may be tlnoware of current 

scientific nutrition and HIV/AIDS information which may further cnhance !heir 

understanding and improving thcir ability to provide effective nutritional care to 

PLWHA. In this study, participants werc askcd to recall what they had learnt at thc 

workshops. Statements indicative of this from participants that attended the haininp arc 

as follows (it skoirltl bp rtored !hiit rkr  l~urricipnnts Izad been crsked to t~umc. ropic's tht~y 

r~called from their trcriairig): 

"(PAUSE) I dm'r  rememher Irirt it inclrrdctl dic~r arid ot1zc.r bnsic things", 

"Btrbies born to HW positive motlters urd how t h ~ y  curl be taken ctlrcJ r,f: Sorn~om? tcrlked 

of ctrrwl milk, and trlso sy~plrtnents ". 

" U h  (long pcritse), there wertJ a lot oj't11ing.r wtJ ciisciissecl (pairse), l ik(~ (uh~n ,  Itirrglts) 

advising pntierrrs on garlic, it's sorr of a herb, tlw irwportcrrtci? of htrving cli~rs wirh herb 

like p r l i c  r r t d  GARLIC srood out in my head, vitriwirz foods like vegt./nhle.r t~.sl)ecitrllv. 

Ulzrn, it's jilsr thtir I ' w  forgotteri h~lr rhcy tolkeci (rhotit cr lot of t11i11g.v wirh rtpo'd 1 0  

t~rcrrition ". 

In addition follow up or rcfrcsher h-aining reviews previously impiirted information or 

updates scrvice providers in ncw information about a previously covered topic (Regional 



Centre for Quality of Health Care, 2003:51). For example, to ensure retention and 

application of nutritional care information, refresher training can be given to nurses 

periodically following initial training. This can also include new recommendations based 

on recent findings and experience. 

The importance of nutrition in the context of HIVIAIDS emerged as a major themc from 

the interview quesrions and had f i x  sub-thenles (Table 4.6) discussed thereafter. 

l'able 4.6: Nurses' perception regarding Nutritional care and HIVJAIDS: obsrucles and 

recommendations 

Major theme Sub-themes Nwnher of 

participants 

Nutritional care and Nutrition part of HIV/AILX treatment 23 ( I OO%,) 

HIVIAIDS and care 

(nurses' perceprion) Lack of policy iniple~nentation 2 I (9 I %) 

Collaboration I ( 4%)  

Counselling and educalion I (4%) 

Household nurrition gardens I (4%) 

tr) ~Vutririur! (1s purr of I-IV/AIDS rret7rrnunr t w d  care 

Achieving optimal nutritional status is n challenge for anyone living with HIV. Nutrition 

and HIV are strongly related to each other as m y  nutrition inlpair~nent because of 

HIVIAIDS leads to mdnulrition, and malnutrition leads to im~nune impaimlent which 

worsens the effect of HIV and contributes to the sapid progression to AIDS (FANTA, 

2001:12). All participants cited nutrition as iln important colnponent of care and 

treatment for PLWHA as evidenced by statements such as: 



The South African Guidelines on the Nutritional Care for People Living with TB, 

HIV/AIDS and other Chronic Debilitntinz Conditions advocate for among other things 

consumption of healthy balanced dicts, pknly of fresh fruits and vcgetabies, and the 

above statements also conform lo the guidelines. Possible interventions ro improve on 

this is development of user-friendly information, education and comrnunication ~riaterials 

for health institurions ils these rnay serve as constant rerninders to health care servicc 

providers. 

I)) Ltrc.k of policy iniplemenra~ion 

According to the South African Nutritional Guidelines for People Living with TB, 

HIV/AIDS and other Chronic Debilitating Conditions produced in 2001, PLWHA need a 

well halanced diet becausc i t  slows down thc progression of HIV to AIDS and inlproves 

the patient's quality of lifc. However only two (9%) of the participants agreed to having 

seen and rcud the guidelines while the remaining participants (Table 4.6) had either seen 

or heard about them but whcre not aware of the contents thereof. Statements from those 

that were uniware of thc contents of thc guidelines were as follows: 



"Yes I hcrvc. seer! rhe p4ideline.r i r ~  2003, htrt did nor rmtl them", 

National guidelines enable programs and services to provide consislent and sound 

recommer~dations and they can contribure to greater awareness of the iniporlance of 

nutririorial responses ro HIVIAIDS (Regional Centre for Quality of Health Care, 

2003:45). National guidelines on nutrition and HIVIAIDS can be applied i n  a wide 

variety of ways (Figure 4. I ) .  

Develop counselling 
packages 

/-- 

Develop IEC materials - 
'\ /' 

1 1  
Develop treatment 1 Design nutrition 

protocols education tools 

Design curricula on 
Plan IEC activities Nutrition and HIVIAIDS 

I 
Design activities of ' I  Develop home based 

support groups -, '/.,. 
-. - 

care packages 

Figure 4.1: Uses of national guidelines on Nutrition and HIVIAIDS (Regional Cc~irre for 

Quality of Health Care, 2003:JS); (IEC = information, education and 

conimunication) 

Implications of having nurses who are unaware of these guidelines especially when they 

deal with PLWHA on a daily basis may be a key lirnilation LO the development and 

implernentation of effective nutrition and HIVIAIDS interventions and strategies ar d l  

levels. 



The summary in Table 4.7 also indicates that only South Africa in the Southern Africa 

Development Committee (SADC) region has all the protocols and guiding documents i n  

relalion to HIVIAIDS (Zungu-Dirwai er id., 2004:39). It should be noted that South 

Africa has shown some level of commitment in the management of the HIVIAIDS 

epidemic. However the challenge is to turn these guiding statetnents/p~inciplcs into 

practical operations so as to impact positively on the people at grassroots level. The aim 

of [he guidelines is to prevent and treat opportunistic infections and associated 

nialignancies as well as lo improve thc quality of life of PLWHA and those affected by 

HIVIAIDS. 

Table 4.7: Summary of findings on the existence of HIVIAIDS guiding documents 

VCT = Volunlary Counscllirig and Tcsting; PMTCrr = Prcvc~iiion of'ihlc~thcr 10 Child Transmissio~r: TI3 = 

(Zungu-Dirwai el al., 2004:39) 

tohcrculosis; PLWHA = Pcoplc Living Wirh HIV/AIDS 

The HIVIAIDS epidemic has posed a cha~lenge not only lo the nursing profession but to 

DocumentfCountry 

National VCT prokxol 

Sarior~nl HIVIAIDS Tcsring manurrl 

Natior~al ~.uidclincs on PhlTCT 

National g~lideli~ics on inhni  iccding of I IIV 

positive morlicrs 

Guidclincs on nutririori for PLWHA 

Hornc-hascd cilrc 

Orplian u r c  

HIV/,4IDS a d  prisons 

Co~~doms 

Yourh nmnuals on HIVtAIDS 

Dual manual or1 TB and HIV 

Clinical riia~iagcmct~t of HIV in children 

Bots=Bo[swnna; Lcs = Lcsotho; Mal = Maluwi: 

all health care disciplilies to work collaborutively with each other, as the cornplcs needs 

S A 

J 

J 

J 

J 

J 

J 

J 

J 

J 

J 

J 

J 

Swazilal~d; 

of soeiety exceed the capabilily of any single discipline (Rcgional Centre for Quality of 
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J 

J 

4 

J 

J 

J 

J 

J 

J 

J 

J 
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J 

draft 
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Health Care, 2003:23). Nutrition is viewed as an essential part of nursing knowledge and 

psacticc and is taught as piirt of thc student nurse curricula in  South Africa (North Wcst 

University, 2006). However, thc current South African educational curricula in nursing 

schools contain liniitcd inregration of nutritional care for PLWHA (North West 

University. 2006). Studenl nurses are taught about clinical nulrition in the context of 

overall health. public health nutrition issues such as obesity and diabctes and their 

prevention as well as hcalth pronioiion. Collaboration of nurses with other professio~~als 

in the nutrition field as well as among stakelioldess should bc promoted as this Iias been 

shown to strcngrhen thc control of the AIDS epidemic (Paquin & Larnbert, 2000; Kaboru 

er trl., 2006). Statemcnts indicative from par~icipants indicating a need to collaborate wirh 

nutrition professionals included: 

Gardner el (11. (2002) conducted a study in the United States of America with 25 dietitians 

to describe methods of collaboration used by dietitians to conduct outcomes research and 

to identify perceived harriers to participation i n  outcomes research and had the following 

six emersing themes: 

collaboration helps diminish common barricrs. 

collaborators can benefit from each olhers' experience and abilities, 

collaboration provides mutual support throughout the entire research process, 

coIlaboration enhances intcr~departniental relalionships, 

collaboration with other hciilth care providers expands the influence of the 

dieteticslnutrition profession and, 
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collaboration within and betwccn health caw professions can assist thc 

incorporation of outcomcs research into more facets of the diete~icslnutrition 

profession. 

In conclusion they found interview data suggesting that collaboration, especidly betwcen 

disciplines enhances the entire rcsearch process rind generates benefit beyond the spccific 

project. 

( I )  Corrmellittg crrrd ehcnriott on trrtrt-irion 

Nutrition education is an essential component of the total health care available to peoplc 

with HIV infection throughout the conrinnum of care (Department of Health, 200 1 : I ). 

Nutrition counseling as an integral pan of HIV care can iniprove health outconies at any 

stage of the diseasc, from helping newly infectcd peoplc to stay healthy, assisling pcople 

taking ARV drugs to manage their therapy and to dlow people with end-stqc AIDS to 

die with dignity (Rabcneck el nl., 1998). Malnutrition at the time that antiretroviral 

tlicrapy is initiated is associated with significantly poorer survival (Paton p r  (11 . .  2006). 

However. thcre are niany potential barriers to the effectiveness of nutrition education and 

counseling intetwmtions such as pcople's perceptions regarding their role in the context 

of HIVIAIDS. Stnternent from a participant indicative of this is as follows: 

In  this study one (4%) participant firmly regardctl counselling and education on riutrilion 

21s of paramount importance, the following statement is indicative of this: 

Thcse verbatim quotations are supported by the randoniised controllctl tr-iol (RCT) 

conductcd by Rabeneck and collengucs (1998) which evaluated the effects of nu~rition 



counseling with or without oral supplementation in ~nalnourished patients infected with 

HIV in the United States of America. They found that the treatment group when 

compared with the control group had larger increases in fat-free mass and grip strength, 

althougli the differences were not statistically significant. Howevcr, these findings 

suggest some evidence regarding nutrition counseling and its possible role in thc 

management of malnourished HIV positive patients. It should also be notcd that cvidencc 

with such nutrition approaches are still scarcc. 

e )  Household food gardl~~u 

 many people with AIDS face hunger and multiple barriers to food and nutrition security. 

Coupled with their HIV status and the disease's complications, some people are hcing 

cconornic insecurity, social isolation and stigmatisation. inadequate cooking skills and 

facilities, limited food availability and dietary diversity. Furthermore, achicving optimal 

nutritional status for anyone living with HIV i n  a poverty-stricken e~ivironnicnt can 

become quite a challenge. However, safe access to appropriate food in an acceptable 

environment is an important part of improving and maintaining physical and emotional 

health such as starting household nutrition gardens with locally avililable, affordable and 

nutritious foods. This is supported by statements such as: 

Consumption of fruits and vcgetables fos 3 luonths improved the CD4+ count and total 

antioxidant status of PLWHA [bus demonstrating a positive effect on health (Gil rr d., 

2005). In conclusion. the role of food and nutrition security in maintaining the family 

unit, preserving livelihood strategies, arid prolonging life is an important component in 

developing countries. where the survival of family members and community 

infrastrucrure is dependent on passins of indigenous survival-related strategies to future 

generations (Sharpstone rr d.,  1999). 



l~nplications of participants' perception cortcenli~ig the imporlntlce of nutrifional care in 

HIV/AIDS artd its' influence or1 perceptiort regarding their ability to render effective 

rtiflrilional cnrc lo PLWHA. 

The results indicale that participants perceive nutrition as important in tbc context of HTVJAIDS 

care. However, they have shown n need for collaboration with other stakeholders so as lo increase 

their knowledge which ultimately nffecls their ability to deal effectively with the nutritional care 

of PLWHA. Nutrition professionals should facilitate the understanding of the importance of 

nutritional care to P L I H A  through regular in-service and follow-up training as perceived to be 

important by participants as i t  positively influences their ability lo deal with the nutritional care of 

PLWHA. Funhermo~,  a basic knowled$e of nutrition in the area of HTVJAIDS may ensure th;~t 

nurses are able to reinforce long-lenn ~naintenance of dietary change to PLWHA on ART. 

Access to national guidelines by potential users is critical, but access alone does not ensure that 

the guidelines will be effectively used to improve nutritional care and support. There is need For 

identification of chilnnels and developing mechanisms and materials to communicate nulritional 

can. and support messages to PLWHA, health care senice providers and caregivers (Regional 

Centre for Quality Health Care. 2003:40). The lack of policy implementation from this study may 

have influenced participants' perception regarding their ability as well as confidence to render 

nutritional cam lo PLWHA as they were uninvare of the contents of the guidelines. 

4.3.4 Perceived crbilily with regard to giving nutrilional advice to P L I W A  

According to Schaller and James (2005), nurses are ideally placed to act ils nutrition 

educators and they therefore need a sound knowledge of general nutrition relevant to 

their area of practice. Table 4.8 gives an illustration of participants' perception regarding 

their level of ability when asked to rate thernselves on a Likert-type 5-point scale ranging 

from "very bad" ro "very good" (I = very bad; 2 = bad; 3 = average; 4 = good; 5 = very 

good) and skills they think they needed to have to raider effective nutritional care to 

PLWHA. Participants brought about the following skills they perceived to bc important 

in the area of nutrition and HIVJAIDS: cnmrrtirr~ication, l i s fo~ir lg  ar~d  krwrvled,ge. 

Altliough knowledge could be debated as i t  is not a skill per se, the participants believcd 

that one needs to acquire nutri~ion knowledge first and then improve on the 

co~nmunication and listening skills with more exposure and training. Ten (44%) of the 
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participants interviewed rated themselves as average, eleven (48%) participants as good 

whilst only 4% representing one parlicipant felt they were very good. The rcason cited 

was that this participant had been a nutrition cducator for a period of 10 years; hence had 

been exposed to that particular field and felt confident to say so. The remaining 

participant rated herself as poor and thc reason bcing lack of training with rcgard to 

nutrition and HIV/AIDS, 

Table 4.8: Participants' perception regarding their ability, skills required and 

confidence to deal with nutrition in the context of HIV/NDS 

1 Percentage 1 Number of 

1 distribution ( parlieipantr 

Where would yo11 rate yourself in terms of the skills you 
(participant) perceive to have in nutrition and HIV/AIDS? 
Very bad 
Bad 
Average 
Good 

Do you (participant) feel confident to talk about nutrition to 
PLWHA? 
Yes 
No 
Do you (participant) give out nutrition cducation to 
PLjVHA? 
Yes 
No 

39 
6 1 

57 
43 

Very good 
What skills do you (participant) rcquirc to render effective 

Fourteen (61 %) of' the participants felt they were not confident to talk about nurrition 

9 
14 

13 
10 

nutritional care to PLWHA? 
Knowledge 
Communication and listening 

education and this [nay be linked to the need to acquire more knowledge in the field of 

4 

nutrition and HIV/AIDS. This is supported by few studies that Rave becn done in 

I 

6 1 
39 

Australia, England, Turkey and thc United States of An~erica to assess and docurnerit the 

14 
9 

nutritional knowledge of nurses. A dcscriptivc cross-sectional study was donc by Schaller 

i~nd Jarnes (2005) to determine the nutritional knowledge of 103 nurses i n  rcgional 

Victoria, Australia. They found that the nutritiolial knowledge score reported ranged from 

low to moderate and recommended a nutrition knowledge standard as well as nutrition 
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kr~owledge needs of nurses working in particular areas of practice. However, the results 

on perceived ability had the greatest number of' participants falling between the average 

to good score, although furthcr statistical aualysis would be needed to verify these 

findings. Furthermore, Witrber and colleagues (2000) did a descriptive study to obtain a 

preliminary u~iderstandirig of nutrition from a sample of 200 Ncw England nurse 

practitioners in the United States of America. They found that nursc practitioner 

knowledge of nutrition principles may bc suboptimal as a result of low priority given lo 

nurrition education i n  underzraduate and ~ a d u i ~ t e  school in the nursing profession. Thcy 

concluded by stating a nced to encourage nurse practitioners to acql~irc a ready reservoir 

of up-to-date, scientifically bascd nutrition knowledge to effectively impart to their 

patients in clinic visits. Schaller and James (2005) further state that nurses may he 

unwittingly providing inaccurate information to clients or patients given Ihe larle number 

of patient contacts and eniphasis on health promotion. Another descriptive, cross- 

sectior~a! study was done by Kiiraqa~n and Kiti 



5.1 Introduction 

This study ernployecl the qualitative research paradigm so iis to understand and g i n  in- 

dcpth info~mation about nurses' perception regarding thcir ability to rendcr et'fective 

nutritional care to PLWHA. Eight hospitals parlicipated i n  the study with a maximuni of' 

23 nurses being interviewed. Structured interviews with open-ended and closed questions 

werc used during one-to-one interviews as well as i n  focus group disc~~ssions. Tfic 

previous chapter dealt with the presentation and discussion of rcsults, this chapter 

concludes the study with possible ~wonirnendations as well as outlook for futurc 

research. 

5.2 Critical success factors from themes and recommendations 

It was found that nurses' percepions regarding their ability to render cffective nutritional 

care to PLWHA was affected by a complex nuniber of' factors which emerged as thenies 

outlined as follows: 

Theme 1: Nurses' daily challenges in the context of HIV/AIDS 

Poverty has an effect not only on the patient's well being but on the nurscs' abilily to 

give effective care. Poverly reduction stralegies aimed at PLWHA wi 11 therelore 

empower PLWHA to be self-reliant in term of ensuring own food security. Fu~~tliermore 

caring for PLWHA involves physical risk (c.g. possibility of infection) and en~otional 

challenges ( e . ~ .  stressful working conditions), thus hcalth care givers should be supported 

(referring to the filling up of vacant posts within the health sector from the cleaner to thc 

nurses) and motivated (by means of better inccntivcs as well recogition of nurses' solc 

i n  the AIDS epidemic) so as not lo compromise on the quality of care to PLWHA. 



Theme 2: Conccrns of PLWHA which affect nurses working with HlV/AIDS 

From the data, most of the participants cited that PLWHA have a need for accessing 

social grants and that providing these grants to PLWHA was therefore essential. 

However, a monitoring system to prevent the abuse of social grants is imperative. This 

monitoring system would ensure that mechanisms are put in place for the recipients to bc 

self-reliant should the grants be stopped. Furthermore, raising awareness on grant usage 

is equally important so that recipients play their part i n  improving their quality of life. 

Other concerns of PLWHA which affect nurses in general also includcd the issue of' 

disclosure and discrimination by members of society. The South African Department of 

Health supports the fact that i t  is not mandatory for one to disclose thcir status. However 

there is need for more awareness on HIV/AIDS such that there is acceptancc of those 

iilfected and affected by HIV/AIDS within communities. 

Theme 3: Nurses' perccption of the irnponance of nutrition in HIV/AIDS 

Nurses confirmed to be at the core of dealing with HIV/AIDS as well as facilitating the 

understanding of the importance of nutritional care to PLWHA. Despite rhe efforts done 

to create awareness on the South African g~~idelines on the nutrirional care of people 

living with TB, HIV/AIDS and other chronic debilitaling conditions, only a vcry hmall 

percentage of nurses in Wellness clinics are aware of the guidelines. This means that 

whatever efforts were made in the past communicating the contents of the guidelines by 

the Department of Health, there is still more work needed to be done i n  implementing 

them. Furthermore, this indicates a need for a cornmunicatiorl strategy which erisures that 

nurses and other stakeholders i n  the area of HIV/AIDS are kept well informed about 

nutrition. It is worth noting that a sound nutritional programme for PLWHA bit~ed on the 

guidelines shoitld be put in place prior to the commencement of ART as i t  is very 

necessary for the drugs to be augmented with nutritional foods, This progntmme should 

be effectively communicated to all hcalth staff working in  Wellness clinics. 



Theme 4: Nurses' perception of their ability to render effective nutritional care to 

PLWHA 

Nurses are most likely to make the laqest impact in the health care systcm because of the 

fact that they are most often the first point of contact with patients. For that reason, every 

effort should bc made to support them. Most of the parlicipants rated thernselvcs 

"average" in terms of their perception regarding thcir ability to rendcr effective 

nutritional care to PLWHA. It was also evident that they experienced a need for better or 

more focused nutrition training. Cost-effective efforts such as in-service and regular 

training workshops to improve nutrition knowledge are likely to have a positive influence 

on nurses' perception and thcir ability to provide nutrition education which would 

influence dietary behaviors especially among PLWHA who are on ART. In this study. 

Level of qualification and training was found to have a positive impact on nurses' 

confidence. Furthermore, information and education user-friendly materials should be 

developed by nutritionists, dieticians and nurses so as to encourage the spirit of 

collaboration among health care workers and ensure effective care. Overall, involving 

nutrition as a topic at undergraduate and postgraduate training can raise self-efficacy of' 

nurses to deal better with the nutritional aspect of HIV/AIDS. It is important to the hcalth 

of persons with HN/AIDS to have access to the services of a registered dietician and/or 

nutritionist whose knowledge in the area of nutrition for HIV/AIDS is current. Therefore 

i t  is recommended that each Wellness clinic have a rezistered dietician and/or nutritionist 

so as to provide nutrition assessment, appropriate nutrition intervention counseling with 

appropriate educational materials to PLWHA and also health care workers. 

Theme 5: Traditional healers and their role in  the context of HIV/AIDS 

Traditional healers and nurses must realise their role i n  terms of their limitations and 

impact in  society. It would be unwise lo ignore the role and irnpact of traditional healers 

as they are still regarded with high esteem in society. More research into the efficacy of 

traditional medicine as wcll as effective legislation is needed so as to maintain a 

consistent flow of informtion not only to PLtVHA but everyone working i n  that 

particular area. Full recognition of tradilioual healers and traditional medicine in the 

context of HIV/AIDS will ensure that they are fully incorporated into the health systcrrl 



such that all other health care providers respect their existence, as well as respect for each 

other's own methods of healing. Once the role of' traditional healers is clearly defined, thc 

traditional healers, biomedical personr~el and other stakeholders working in the area of 

HIV/AIDS can operate efficiently through recognition of what is valuable from cach side 

with mutual referral and an agreement of what illnesses should be treated or referred from 

onc to the other (Oskowitz, 1991). This will entail coricerted efforts to bencfi~ the patient 

or PLWHA. 

5.3 Conclusion 

Nurses view riutrition 3s important i n  the treatment and care of PLWHA. Nonethcless, 

there iire factors in their working environment that hinder them in delivering effective 

nutritional care to PLWHA. Furthermore, there are a number of issues in the lives of thcir 

patients that make i t  difficult for them to do their jobs well. However, generally nurses 

view their ability to render effective nutritional care to PLWHA as average arid that 

efforts could be made to changc their perception. Traditional healers play an imporrant 

role in the health care system and efforts should be made to establish an effective health 

care team which incorpor.ates traditioiial healers. This work thus provides a fouridatiori 

for further exploring ways to improve the ability of nurses in the nutritional care of 

PLWHA which will ultiniately improve the quality of life of PLWHA. 
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IVhat are the challenges you are Pacing as a nurse dealing with HIV/AII)S on a daily 

basis? 

Thc challenges I'm facing are that thc patients that I deal with, when you look at their 

socio-economic hackgrou~id, i t 'h  very cliff'icult for them to come for treatment, hci~ring i n  

mind the issur: of' money for transport, money to buy food us they can't take the lrentment 

on an empty stomach, and sornetiincs their hmilics bring them to thc clinic when they are 

vcry i l l  and their CD4+ counts are very low (lower than 50) and this time i t  will be late. 

So a patient can't access treatment earlier i n  time as a result of some of the reasons I've 

highlighted before. The major challenge which we have is Ihe use of traditional medicine. 

This should bc seriously addressed, because cven in our national and higher offices 

there's still that roonl for people to use the traditional ~nedicine. As thcy are saying that 

one can not just rcIy on ARVs, so peoplc are given liberty to try them. 

Are they mising the two? 

Sorne do  nix the two. although we emphasize a lot during the adher-encc counseling 

sessions that they sliouldn't mix the two treatments. 

Are they aware of the dangers of mixing the two? 

Uhm it's really difficult to say as they keep on having frrith i n  the waditional medicine. 

Most of thosc that have used traditional ~nedicines have slower progress and the cornmon 

problcm is that their liver cnzymes will be high and they citn't be put on ART until those 

liver enzymes s o  down and we h:we to constantly monitor that to ensure they are stablc 

before bcing put on treatment. 



You mentioned socio-economic hackground as a challenge can you shed more light 

there'? 

The challenge is that before a person can be put into a programme. there's a process 

which has to take place. To be i n  a programme i t  lakes time. It may takc 2 months lor the 

foms to get to rhe right pl:rces. During that pcriod thc patient has to come to the hospiral, 

to co~~sult  and they are struggling as they don't have money to come to the hospilal. 

Hence thcy start using the tradilional medicinc u n t i l  they qualify for the disability grant. 

So when they finally qualify for grants, how much do they get? 

R8001 month 

For how long? 

For now ttie social department has been providing therr~ with grants until a time when 

their CD4+ counts arc abovc 200 thc grants are stopped. The social depwment wants 

reports after 6 months abour the patient's progress. However we also cncouragc our 

patients to work as well and not rely entirely on the grants 

Any ~nechanisms put in place for people on grants to fall on after the grants have 

been stopped? 

11's very difficult to work on as we don't have specific programmes that we refer parients 

to after the grants have becn cut. Wc don't have progarnrnes i n  place as yet. 

How Inany patients are you seeing on a daily basis? 

In our hospital we have a scssion where we do VCT and for treatment. and per day we 

see 30-40 patientslday 

What questions are you mostly asked by PLWHA when they come for routine care? 

It depends 011 what problems they arc having, whet1 patients came lo the hospital initially. 

thcy had to pay some money as per the existing policies i n  our hospitaI. That confused 

them 



You mean the consultation fees? 

Yes the consultation fces, then we had to agree with the hospital that all those patients on 

ART and they shouldn't pay. All the patients on disability 01- social pints ,  should bring 

their cards to the hospital and not pay. As i t  is a clear indication that they can not pay. 

Do you talk about healthy eating when PLIVHA come for routine care'? 

Very much, i n  our programme we lun i t  coniprehensively, imd we have dieticians. So wc 

usually refer our patients to them and they are wcighed. Wc provide them with 

supplements. 

A dietician is around W/7? 

Yes. we have a dieticii~ti for this ARV clinic 

Is there a relationsl~ip between HIV/AIDS and nutrition? 

A very strong relationship. It's not only treatment  hat works as i t  has to be rcinf'orced 

with good nutrition. There's or~c thing we always asked our patients which was to 

memolise their last weights and everytirne wc weighed them i t  became easier for them to 

monitor what is going on. The paticnt is becoming more involved in taking carc of their 

own health and undesstandinp progress about herself. 

Do YOU feel confident to give out nutrition information or education? 

Ycs, it  also depends on what I would want to communicate to people 

What skills do you need to render effective nutritional care to PLWHA? 

I think flrstly, a person should have passion to work with HIV/AIDS patients, knowlcdge 

and how to corlirnunicate ;IS well as listcn, A person should (uhm) haw.. , . .. 

On a scale of 1-5 where would you place yourself in terms of the skills that you think 

you have in the area of HIV/AIDS and nutrition? 

I think I'm good 



What can be done to ensure that you improve? 

Maybe what we can do is to have rcgular in-service with thc dieticians and nutritionists. 

We hear of the nulritionists at lhc district br~t we haven't seen or mcct thcm, it's 

important thiit the nutritionists visit 011s clinics as well. Preferably we nccd to mcct 

nutritionists as well. 

You mentioned training on HIVIAIDS and rlutrition earlier, anything you 

remember from that training'.' 

Uhrn (long pause), there werc a lot of things we discussed (pausc). Iike (uli~nl advising 

paknts  on garlic, it's sort of a herb. the impo~tance of having diets with hcrbs like garlic 

and GARLIC stood out in my hcad, vitamin foods like vegetables cspcciallp. Uhrn, It's 

just that I've forgotten but [hey talked about a lot of things with regard to nii~rition 

If you were to advise the people that trained you, what you lell  them? 

What wc need to iron out is the diets that involvc herbs in  rclation to HIV Iikc for 

example garlic. As I'm a bit concerned about garlic and how i t  rcally intcriicts with 

ARVs. Really we nccd to clarify on which is which. 

Have you seen the SoWh African nutritional guidelines on the nutritional care of 

people living with TB, HIVIAIDS and other chronic conditions? 

For now wc don't have then1 and I Iinvcn't scen them 

Suppose I'm HIV+ and I ask you for advice regarding the food basket I should have 

in my home per month, what would you advise me? 

Uhm. I think what I can say is that a person should have vegetables at they arc not 

cspcnsive like meat, sorghum, i~nd sorghum can also help those with low hacmoglobin. 

What are the things you would like to do better in the context of HIVIAIDS and 

nutrition? 

Uhm, I think we have to look at the criteria we use to distribute nutritional supplements. 

For now we haven't been receiving quite ;i lot of them. So we've been priositising those 



who are underweight and not on social grants. However we nccd to be giving everybody 

who's underweight whether or not they are on grants. We would also want to have 

regular contacts with the nutritionists i n  the district its we are ~nostly dealing with 

treatment, counseling and nutrition is always sidelined, howevcs there should be 

teamwork from everybody. 

Anything else you may want to add? 

I want to know rnorc about traditional medicinc. as I'm worricd about that and traditional 

treatments. h s t  tilnc I attended a meeting in Mafikeng and they \vcrc talking about 

ARVs and the ch;tllcnges. I hinted out the issue about traditional lncdicine but the 

response I got was that cverl at the national level there's still controversy on the use of 

traditional medicinc. The concern was that the media now is advertising traditional 

n~edicines thar intcrferc with ARVs. So I was itking w h a ~  the government can do, i f  you 

look at cigarcite smoking, the Ministcr criticised smoking so why can't that be done on 

traditionill medicines and it's effect on ARVs publicly'? I don't know there rcnllp is a 

cultutnl dilern~iia. 
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