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Abstract
Introduction: Men living with HIV and AIDS generally do not participate in support groups even though evidence supports their effectiveness as a source of valuable support for people living with HIV and AIDS PLWHA). 

Study Aim: The aim of the study was to explore reasons for the reluctance of HIV positive men to attend support groups and examine their perceptions and understanding of the benefits of attending support groups for PLWHA
Methods: A qualitative descriptive approach was used for this study. A total of five (5) focus group discussions was conducted with HIV positive males receiving ART from Infectious Disease Clinic (IDC) at King Sabata Dalindyebo Municipality in Mthatha 
Data analysis: Thematic content analysis was used to analyse data from the focus groups, using Nvivo8 a qualitative soft ware used for data analysis and coding revealed 10 themes with their sub categories. 

Findings: Findings of the research indicate that participants perceive support groups as being helpful to PLWHA. Participants have a broad and positive understanding of the benefits of participation in support groups. Reported barriers to participate in support groups included lack of access to support groups in local communities which affected the distance travelled to support groups, inconvenient and awkward timing of the support group sessions and attending mixed gender support groups which was not acceptable for participants. Personal reasons for non participation included fear of potential disclosure of HIV status due to lack of confidentiality in support groups and perception that support from families and friends was adequate. 
Recommendation: The study recommends the introduction of men only support groups facilitated by male to enhance men’s participation in HIV and AIDS programmes, and thus create an enormous contribution in the curb of the spread of the disease.
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Chapter 1: Introduction and background
1.1. Introduction

HIV pandemic remains the most serious of infectious disease challenge to public health. According to UNAIDS (2008) 33.4 million adults were living with HIV in 2008.Everyday, over 6800 persons are infected with HIV and over 5700 persons die from AIDS, mostly because of inadequate access to HIV prevention and treatment services. Sub-Saharan Africa HIV and AIDS had its most profound impact to date. The majority of people living with HIV and AIDS are in this region and according to UNAIDS (2008) HIV in Africa is spread primarily through heterosexual sex, although transmission patterns vary across the region and within the countries. Of all the new infections in 2008, Sub Saharan Africa accounts for 71 percent. (UNAIDS, 2008)
 HIV and AIDS is a leading cause of death in the region and according to UNAIDS (2008) life expectancy has declined in this region due to HIV especially in Southern Africa. In 2005, HIV and AIDS claimed an estimated 2.4-3.3 million lives, and a third of these deaths are occurring in sub-Saharan Africa (UNAIDS 2006). 
South Africa is the home to the largest number of PLWHA in the world and HIV/AIDS have become a major cause of disease burden in South Africa, and arguably the single most important phenomenon that will shape the future demographic, health and development trends in the country (Van Rensburg, 2002). Currently, there are more than 5 million people living with HIV and AIDS. According to Dorrington et.al (2001), it was estimated that by this year (2010) life expectancy in South Africa will have reduced from 54 to 41 years and about 780,000 people are expected to die annually due to AIDS. On the other hand according to Sub-Saharan Africa AIDS epidemic update (2009) in 2008, life expectancy at birth was 41 years for males. An average of 1700 people is estimated to be infected with HIV on a daily basis. The Human Sciences Research Council, estimates 10.9% of all South Africans have HIV and AIDS and, men account for one third of people with HIV and AIDS. It is estimated that more than 50 000 South Africans are infected each month (Setswe, 2008).
The epidemic varies considerably between provinces (Department of Health South Africa, 2007).
1.2 Defining Support Groups for PLWHA

National Department of health (2003) defines a support group as a structure or a meeting wherein people with common challenges, concerns and needs come together to support one another in various aspects of daily living and fuctioning,such as emotional,spiritual,physical and psychological needs. It is a platform where people with the same problem find ways to cope with and conquer the problem. Support group members support each other with pragmatic approaches to deal with certain life challenges and needs. 
Since the late 1980’s support groups have been proposed as an important intervention for PLWHA in dealing with changes that come with the illness. They have been regarded as a top priority in responding to the scourge of HIV. They offer a collection of interventions which include educational, emotional and psychosocial support components. These support groups are composed of men, women, heterosexuals, homosexuals or can be mixed. Most support groups are led by HIV-positive lay counsellors who were trained by Non Governmental Organisations (NGOs).They have become active in providing the needed emotional support for PLWHAs.
According to Simbayi (2008), HIV and AIDS epidemic is associated with stigma, depression and discrimination because it draws negative feelings from various communities locally and globally. He further states that it is also capable of triggering responses of compassion and support. For more than a decade, support groups have been proposed as a key intervention for people living with HIV and AIDS (PLWHA) with the organization and self-support for PLWHA regarded as the mainstay of responses to HIV all over the world (De Barros et al, 2004).
Though support groups for PLWHA is being offered by many organizations and by a variety of professionals it is believed that the local organization of support groups for PLWHA’s help with support, care and treatment and in advocacy to tackle stigma (De Barros et al, 2004).For example, support groups for PLWHA in KSD municipality started in 1995 and most organisations that are involved in offering support groups services to PLWHA’s in KSD Municipality are and NGOs .Currently there are 25 support groups that are run in the area. Seven of these support groups are run in hospitals and clinics while eighteen are run by NGOs.They total enrolment is 265 (23 males and 242 females). Lay counsellors and other PLWHA’s were given training by NGO’s on running these support groups. Group members are people who test HIV positive and then referred to join any of the support groups. Most often participants in the support groups meet once or twice a week and share about their experiences and their coping mechanisms. 
The lay counsellors who are trained by the NGOs and the Department of health teach the communities about HIV and AIDS. The support group members during the support group meetings are also given lessons about all aspects of managing HIV and AIDS such as nutrition, stress management, treatment and so on. These information sharing sessions help the support group members to be able to cope with the disease. Sometimes the healthcare workers are invited to these meetings so that the support group members’ information is kept up to date in terms of managing the disease. 

According to the Department of Health (2005), informal support groups led by HIV positive lay counsellors who were trained by NGOs became active in providing the needed emotional support for PLWHAs. For example, support groups for PLWHA in KSD Municipality started in 1995 and offer a range of activities based on the following common models of care and support as highlighted by Russel & Schneider (2000):

· Funding, technical assistance and support programmes that act as umbrella structures to channel funds and provide technical assistance.

· Advocacy and community mobilisation groups that protect the rights of clients and facilitate access to health and welfare services.

· Drop-in centres and support programmes which provide support groups and counselling, education and often have income generating activity.

· Community home based care programmes, which provide the above and also offer home visiting.

· Comprehensive home-based care programmes which provide the above and varying levels of nursing care.

They train the support group facilitators, give them stipends and provide them with resources to run the support groups for people living with HIV and AIDS.

With the help of these NGOs and the Department of Health, currently there are 25 support groups that are active in KSD.Twelve of these support groups are run in hospitals and clinics while thirteen are run on the venues provided by NGOs or in the communities where the PLWHA’s live. The total enrolment in these support groups is 265 (23 males and 242 females). As mentioned earlier on, the  support group facilitators who are coordinating all these activities are  lay counsellors, some of whom are also  PLWHA who were given training by NGOs on running  support groups. All these support group facilitators are females. Group members are people who test HIV positive and then referred to join any of the support groups. Most often participants in the support groups meet once a week and share about their experiences and their coping mechanisms. 

Many support groups in South Africa make use of very little resources. A review of community-based HIV/AIDS care and support programmes in South Africa revealed that the typical community support group system provided informal, emotional support groups and counselling, education and often income generating activities (Russel & Schneider, 2000).
In addition to psychosocial programmes run in the support groups, as the group members do not have enough resources, they also run projects such as gardening, sewing, farming etc in order to generate income for the running of their support groups. They also run home based care programmes, do home visits and assist those members who because of health are now unable to attend the group meetings. Social Development Department also assist them with food parcels and applications for social grants for those who qualify .Sometimes they are also assisted by the Department of Agriculture with seeds and equipment for gardening. When they attend support groups they cater for themselves using the food that they produce from their gardening project.
1.3 Benefits of Support groups for PLWHA

Various studies indicate that PLWHA experience lower levels of social support after diagnosis than before Simbayi (2008).Receiving an HIV positive diagnosis is the beginning of a long road of challenging life events and extraordinary personal changes which can overwhelm even the most psychologically well adjusted individual (Joseph & Bhatti,2004). HIV infected people may experience a variety of psychological, spiritual and socioeconomic consequences and including fear, loss, grief, guilt, denial, anger, anxiety, low self esteem, depression, suicidal behaviour or thinking, obsessive conditions and hypochondria and spiritual concerns. Socio-economic issues include the loss of income, discrimination, social stigma, relationship changes and changing requirements for sexual expression (Van Dyk, 2001).

Support groups for PLWHA are usually formed to provide care and support to people infected and affected by HIV and AIDS. Cohen in Mundell (2006) states that group therapy can be a vehicle for assisting people in making necessary changes in attitude, beliefs, feelings and behaviours. They help PLWHA and the community to mitigate socio-economic impacts created by HIV and AIDS. The most common socio-economic projects that were initiated for PLWHA in support groups are farming, gardening and sewing projects. One of the key functions of support groups is to educate people and create awareness of HIV and AIDS, and work towards reducing new infections, stigma and discrimination for PLWHA. 
One of the key functions of support groups is to educate people and create awareness of HIV and AIDS, and work towards reducing new infections, stigma and discrimination for PLWHA.The lay councillors who are trained by the NGO’s and the Department of Health in KSD teach the communities about HIV and AIDS. The support group meetings are also given lessons about all aspects of managing HIV and AIDS such as nutrition, stress management, treatment and so on. These information sharing sessions help the support group members to be able to cope with the disease. Sometimes the healthcare workers are invited to these information sharing sessions so that the group members are kept updated with the information in terms of managing the disease.
According to Visser et al (2005) support groups for PLWHA provide diagnosed people with a safe environment to talk about the virus, share their experiences, and learn from stories of other infected individuals and access to information. 
According to Simbayi(2008),several studies have shown that support groups are effective in reducing psychological distress in both in PLWHA and in other chronic illnesses, Support groups have also been found to be effective in improving coping styles and psychosocial adjustment of PLWHA.The support group was able to assist its members in working through their difficulties associated with being HIV positive, provided an opportunity for the participants to give and receive meaningful support (Sikkema, 2002).
In a study among female PLWHA in South Africa using the support group approach led by uninfected clinical psychology masters students it helped the women to make friendships, gain support and self acceptance, learned to talk about their problems and how to cope with them, gained confidence (Visser, de Villiers, Sikkema, & Jeffery, 2005).In a similar study among women in Zimbabwe it was found that support groups led by uninfected lay counsellors provided a place in which members were able to share feelings and discuss the practicalities of their daily living with HIV, develop friendships that reduced feelings of loneliness (Krabbendam, Kuijper, Wolfers, & Drew, 1998). Support groups have become a popular way of providing the needed support for PLWHA in a resource limited environment such as KSD Municipality. 
1.4 Overview of support groups in KSD

KSD Municipality is one of the seven local municipalities is in the O.R.Tambo district. OR Tambo district is located to the east of the Eastern Cape Province. The estimated population residing in this area is 1,741,000.According to Eastern Cape Department of Social Development OR Tambo district is the poorest district in the Eastern Cape in terms of all poverty measures. The population is predominantly African (99.53 %).45 % of the population in this district are males. With 429 000 inhabitants, KSD is the most populated municipality in the OR.Tambo region. Poverty exists.Unemployment and illiteracy rates are rife. Unemployment rate is approximately 60 % in this municipality, and it is even higher among young people. The dependency ratio is 5:1.The HIV rate is estimated at 7.5 %.Being a labour reservoir for richer provinces, has not only robbed the area of its human resources but also has further impoverished the province.KSD is also a recipient of economically inept people from these provinces and this impact badly on the health budget as most people with chronic illnesses such as HIV and AIDS are those from mines, the farms, the fishing industry, the chemical and other heavy duty industries.80 % of the people in the eastern Cape depend on Public Health for their livelihood (Stofile,2000).

In KSD there are about nine health centres, eight feeder clinics and two hospitals, Mthatha Complex Hospital (where Infectious Disease Clinic is located,) which is attached to Nelson Mandela Complex Hospital, a referral hospital where all the other hospitals in the Eastern Region (Former Transkei hospitals) refer their patients to for specialised treatment of diseases. Almost all these clinics have support groups, almost more than one group in each health centre. Infectious Disease Control (IDC) is an ARV centre in Mthatha Complex Hospital. Out of about 500 patients who are currently enrolled for ART in IDC, 189 patients are males. They visit the site on a monthly basis to fetch their ARV treatment.IDC is an ARV centre which is caters for residents who are living with HIV/AIDS in 10 villages and 8 townships in and around Mthatha in the King Sabata Dalindyebo Municipality. In this site there are support groups for people living with HIV which are running four times a week (from Monday to Thursday,10-12am) for different groups, which is once a week for each group of people who are attending the session. 

1.5 Problem statement
Though support groups for PLWHA are catered for both men and women, it has been reported that men living with HIV and AIDS are reluctant to attend support groups. This has been the experiences of the researcher who oversee 25 support groups for PLWHA in the KSD municipality since 2007, throughout this period, participants in the support groups were mostly women, and very few of these support groups had male participants. 
Data on this subject is limited, but the few studies conducted in Sub Saharan Africa show that men are less involved in prevention care and support programs and are less likely to join and participate in support groups. In a qualitative study which was conducted in South Africa by Russel (2000), it was found that several programs had difficulties involving men in HIV/AIDS services. None of these studies have explored the reasons for the reluctance of men to join and participate in HIV and AIDS care and support programmes. The lack of data on this subject motivated the researcher to embark on the study.
1.6 Research questions
1. What are the perceptions of HIV positive men towards support groups for PLWHA?

2. What are the reasons for non participation of HIV positive men in support groups for PLWHA? 
3. What is the understanding of HIV positive men about the benefits of support groups PLWHA?

1.7 Aim of the study
The aim of the study was to explore reasons for the reluctance of HIV positive men to attend support groups and examine their perceptions and understanding of the benefits of attending support groups for PLWHA
1.8 Objectives of the study 

The objectives of the study were:-

1. To explore the perceptions that HIV positive men have towards support groups for PLWHA. 
2. To explore reasons for non participation of men in support groups for PLWHA
3. To examine the understanding HIV positive men about the benefits of support groups for PLWHA.
1.9 Significance of the study
The findings of this study will have important implications for services and interventions for all HIV positive men in the KSD Municipality. It is anticipated that obtaining information as to why men are reluctant to attend HIV and AIDS support groups and understanding their needs and desires as far as support groups are concerned, will help the public health specialists in shaping programmes that will be suitable for men, which will enhance greater involvement of men in HIV and AIDS interventions. Their involvement will make a big difference in the control and management of the epidemic.
Chapter 2: Literature Review

2.1 Introduction

This chapter discusses literature on support groups and the involvement of men in these support groups. Most of the literature on support groups for men is from literature on cancer and other chronic fatal illness, very few studies refer to HIV and AIDS support groups, and other data is on women and their participation in support groups. Most of the studies are also conducted in developed countries. The history of the support groups, social and psychological value of support groups as well as the involvement of men in support groups will be discussed.

2.2 What is a support group?
A support group is a platform where people with the same problem find ways to cope with and conquer the problem. Weiss (2003) states that well known types of support groups include groups for patients suffering from chronic illnesses. Support groups are generally organised around a theme. Support group members support each other with pragmatic approaches to deal with certain life challenges and needs. They have been consistently been shown to have a positive effect on them.
According to Mohr (2003) in the United States it is estimated that 4 out of 10 Americans belong to a support group that meets regularly.
2.3 History of support groups in South Africa
Since the late 1980’s support groups have been proposed as an important intervention for PLWHA in dealing with changes that come with the illness. These support groups can be composed of men, women, heterosexuals, homosexuals or they can be mixed. They can also be composed of people at various stages of HIV disease, and can be directed at individuals, couples, or families. It is essential for HIV and AIDS support groups to target subpopulations due to PLWHA’sdifferences in their needs.

Bor & Tilling cited in Mundell (2006) stated that in response to the acknowledgement that HIV and AIDS is as much a psychological problem, as it is a medical problem, nurses,psychologists social workers,psychiatrists.health advisors and other health providers have made the development of psychological care programmes for  People Living With HIV and AIDS ( PLWHA) a top priority. 
2.4 Social and psychological value of   support groups

According to Simbayi (2008) various studies indicate that people living with HIV and AIDS experience lower levels of social support after diagnosis than before. The author further argues that PLWHA need social support after having learnt of their HIV positive status, especially during the time of revealing their status to family, friends and community. The author further asserts that support groups have also been found to be effective in improving coping styles and psychosocial adjustment of PLWHA.  This view is supported by to Visser et al, (2005) who maintains that support groups for PLWHA provide diagnosed people with a safe environment to talk about the virus, share their experiences, and learn from stories of other infected individuals and access to information.  Support groups offer a forum of peer support, a sense of universalism or shared experience, and an opportunity to learn from others who are facing similar challenges (Simbayi, 2008).
Studies evaluating the effectiveness of support were mostly conducted in more industrialised western countries, very few have been conducted in South Africa especially on men who are living with HIV and AIDS .The findings have shown that support groups are effective in managing HIV and AIDS. They help people develop their own life strategies to face the HIV infection (Simbayi, 2008).
There is evidence that participating in support groups for PLWHA benefits the individual. In studies conducted in South Africa, Simbayi, (2008) and Visser et al, (2005) showed that  support groups provide PLWHA a relaxed platform to share their experiences about HIV and AIDS and build new friendships, love and acceptance. Participants share about their experiences, learn more about their diagnosis; get support from peers and family member, therefore the formation of support groups can be a source of valuable support for people living with HIV and AIDS. 
This view is supported by to Visser et al, (2005) who maintains that support groups for PLWHA provide diagnosed people with a safe environment to talk about the virus, share their experiences, and learn from stories of other infected individuals and access to information.  Support groups offer a forum of peer support, a sense of universalism or shared experience, and an opportunity to learn from others who are facing similar challenges (Simbayi, 2008).

Kong Bun and Hall, (2000) in their study on psychological impact of a PLWHA support group in Cambodia, also support Simbayi and Visser’s findings.  They further argue that development of a support group is crucial in enabling people to continue with a positive outlook and even performing very useful roles, especially HIV education. They further expressed that support groups help people to speak openly about their disease and so help to reduce fear and stigma. Similar findings were reported on the use of support groups by women with metastatic breast cancer, who also expressed the same opinion of benefit of attending support groups (Leszcz and Goodwin, 1998).

Rixile (2006) in his study on understanding participation in the support groups for people living with HIV and Aids also concluded that support groups assist members to adapt to various challenges associated with living with HIV.They can be a source of emotional, informational, instrumental or material support. Participants declared that they benefited emotionally from sharing problems, friendships, reduced stress, gaining hope, accepting their HIV status, helping others and experiencing reduced stigma and isolation.
Lennon-Dearing (2008) conducted a study among women attending women only support groups in Alabama, Georgia and South Carolina, and found that attending an HIV support group for women is associated with self-reported positive changes in members’emotional,behavioural and physical health. The author also recommended that women diagnosed with HIV should be educated about benefits of support group attendance, preferable at the time of their diagnosis and be referred into such groups which may prove to be the single most powerful psychosocial intervention for women living with HIV.
Kong Bun and Hall, (2000) in their study on psychological impact of a PLWHA support group in Cambodia, also support Simbayi and Visser’s findings.  They further argue that development of a support group is crucial in enabling people to continue with a positive outlook and even performing very useful roles, especially HIV education. They further expressed that support groups help people to speak openly about their disease and so help to reduce fear and stigma. Similar findings were reported on the use of support groups by women with metastatic breast cancer, who also expressed the same opinion of benefit of attending support groups (Leszcz and Goodwin, 1998).

2.5 Involvement of men in support groups
In a Zambian study on living with HIV and AIDS conducted by Maboshe, (2008) men were found not actively involved in HIV prevention, care and support programmes.  The author points to the fact that men living with HIV and AIDS suffer in silence and die slower to protect their life, they do not want to disclose to their wives, friends, for fear of discrimination and stigma from the community.
Similar findings were reported in a South African study by Chazan, (2006) they found that support groups were made up of mostly women. Again the researcher pointed to the fact that men are less likely to seek health care than women and are more likely to engage in behaviour that puts their health at risk, such as alcohol abuse. Again, in focus group discussions with PLWHA and providers in South Africa, Russel cited in Rixile (2006) found that several programmes had difficulties involving men in HIV and AIDS services.
Kilonzo and Kimani, (2004) in a study conducted in Kenya also reported that men are reluctant to seek for HIV and AIDS information and services while they have remained vulnerable to infection.  According to Practical Action Southern Africa, (2008), in Zambia one of the reasons for low participation of men in support groups was the reluctance to publicly disclose their status.
Bila &Ergot (2009), in a study on gender asymmetry in healthcare facility attendance of people living with HIV and AIDS in Burkina Faso found that more women than men attend care facilities. More HIV positive women than HIV positive men are attending care facilities for PLWHA and accessing antiretroviral medicine. The authors observed also that the values associated with masculinity cause men to run great health, economic and social risks, not only for themselves, but also for their wives and children.
The low participation of men in prevention care and support for HIV/AIDS is not unique to HIV, Krizek et al, (1999) conducted a study on participation in support groups for men with prostate cancer and reported that majority of patients choose not to participate in support groups, these study support findings from other studies that men were less likely to join a support group. Only 13 % of men with prostate cancer 

versus 33 % of women with breast cancer.
Russel &Schneider (2000) also observed the lack of male participation in HIV and AIDS services. This was observed during a study conducted on Community based HIV and AIDS Care and Support programmes in South Africa. The participants commented that women accept AIDS diagnosis quickly while the men just seem to curl up and die. “They are shy; they come out only when they are sick.”
Chapter 3: Method and Materials

 This chapter discusses the methods and materials used for data collection and data analysis. Qualitative research techniques were utilised in this study. According to Christensen (2004) qualitative research design is an interpretative approach that investigates people in their natural environment. 
3.1 Study design 

The research design used in this study is an exploratory qualitative approach, which was adopted to conduct focus group discussions (FGDs) with men receiving antiretroviral treatment (ART).There are many definitions of focus groups in literature, but features like organized discussion (Kitzinger, 1994), collective activity (Powell et al, 1996), and interaction between participants identify the contribution that the focus groups make to research, but Powell et al defines  a focus group as a group of individuals selected and assembled by researchers to discuss and comment on, from personal experience, the topic that is the subject of the research (Social Research Update,1997).

According to Kreuger (1998) FGDs can be used at the exploratory stages of the study, hence it is chosen for this study as the most appropriate method which will be helpful in providing a broader picture of the reasons for reluctance of men to attend the support groups for people living with HIV and AIDS.

3.2 Study setting 
The study was conducted at Infectious Disease Clinic (IDC), ART centre in Mthatha Complex Hospital in KSD Municipality. In KSD there are about nine health centres, eight feeder clinics and two hospitals; Mthatha Complex Hospital where IDC is located. Mthatha Hospital Complex is also attached to Nelson Mandela Academic Hospital, a referral hospital where all the other hospitals in the Eastern Region, the so called “Former Transkei” hospitals refer their patients to for specialised treatment of diseases.
IDC caters for PLWHA from about 10 villages and 8 townships in and around Mthatha in the KSD Municipality. Out of about 500 patients who are currently enrolled for ART in IDC, 189 patients are males. The patients visit the site on a monthly basis to fetch their ART. In this site there are support groups for people living with HIV which are running four times a week (from Monday to Thursday,10-12am) for different groups, which is once a week for each group of people who are attending the session. 

This site was selected as it is convenient to the participants as it is a centre where they collect their ART treatment on a monthly basis. One of the consulting rooms in the hospital was used for conducting support group meetings as it was big enough to accommodate about 15 people. The room was sound proofed, to enhance confidentiality and privacy. It was also well ventilated. The only challenge that we had during the focus groups was a little noise from the patients who were queuing outside on the passage waiting for consultation. 
3.3 Study participants 

The participants who took part in this study were HIV positive males who were recruited from IDC. All participants have been receiving ART from this centre for almost 10 years. In total 50 participants were selected for the 5 focus groups. 
Participants  selected for this study comprised  HIV positive men aged 18 years and above who are on ART and were not members of any support group for PLWHA. Those who were HIV positive men, 18 years and older who participate in support group for PLWHA HIV positive males aged less than 18 years were not selected as they would need consent from parents or guardians since they are minors. 
3.4 Recruitment of study participants
The researcher obtained permission to conduct the study from the Department of Health, and the hospital Chief Executive Office. Ethical approval for this study was also obtained from the Medunsa Research Ethics Committee (MREC) See appendix 8. The researcher worked with one research assistant, who was a co-facilitator and he was also trained by Human Sciences Research Council in conducting focus groups discussions. On the first day we were introduced to the ART clinic staff by the nurse in charge. She informed us about the number of patients that they were currently receiving ART from IDC, including the number of male patients. She also informed us about their treatment days and times. An appointment was made to meet with the patients on the days that they come for treatment i.e. on Tuesdays and Thursdays. On the day of the first visit to the patients, the ARV coordinator at the study site introduced the researcher and the research assistant to the patients. In her presence, the researcher also introduced the study to the first group of patients. This process happened until the end of the recruitment process. On the days that the charge nurse was not available; a substitute took over, and introduced me to the patients. This was done in the waiting room while the patients were waiting for their treatment. The process of recruitment took place for about a month. 

Patients who showed interest to participate in the study were asked for their contact details so that they can be reminded about the focus group discussions. 

Appointments for focus group discussions were set for times convenient to the participants and they chose the days that they were collecting the treatment as suitable for the focus groups. Participants were reminded telephonically two weeks and then two days before the date of the focus group interviews. 
After recruitment, the participants were contacted telephonically two weeks before the interviews, and then a day before the session to confirm their participation in the focus group. The participants aligned the date for their treatment with the dates for the FGD, and this contributed positively to the study as it yielded almost 100 % attendance rate.

 3.5 Study sample 

Purposive sampling was used to select participants for the FGD.Punch (2001) defines purposive sampling as a strategy in which particular settings, persons, or events are selected deliberately in order to provide important information that cannot be acquired as well by other means. The sample size was 5 focus groups of approximately 12 participants each with HIV positive males on ART. These groups were selected to be homogeneous to allow participants to speak more openly and to reduce inhibition (Patton, 1987). This sample was guided by data saturation .The focus group discussions ran until the researcher observed that there were no new responses from the participants. This was observed after the 3rd focus group, and at FGD 5 the interviews were stopped as data seemed to be saturated, as there were no new ideas coming up from the discussions. 
3.6 Data collection 
Focus groups were the primary method for this study, the first step in data collection was to conduct a pilot study to do test the data collection tool. The aim of the pilot study was to assess the clarity, understanding of the focus group guide, to determine if the guide will actually be able to elicit the required information and to determine approximately how long will each discussion take.
The pilot focus group was conducted with the first group of participants that was recruited. The focus group team comprised of the researcher who took the role of the moderator and the research assistant who was the note take, the research assistant also ensured that the tape recorder was functional, the room was well ventilated and the chairs arranged in a circle for the focus group discussion. All the focus group discussion followed the same pattern.

The FGDs were conducted following the same procedure until the 5th group, which was the last to be conducted. On the day of the discussions, introductions of everybody in the room were made, each person introducing himself. Then the ground rules were set by the participants. The researcher  then read the consent forms to the participants, and with the help of the research assistant they signed the consent form and the attendance register. They also had name tags on. On the tags they were allowed to use pseudonyms to ensure confidentiality. The name tags were done for identification during the facilitation of the group and, this was done for the purpose of assisting the researcher during the data analysis process. Lastly, the assistant researcher would set the recorder, when the focus group starts then the recorder would be turned on. Spare batteries were always provided for each session. The pilot went well, everything happened as planned, except for that it was noted that the participants came a little late so for the next FGDs adjustments to the schedule by 30 minutes was made to accommodate them.
The duration of each FGD of the 5 FGDs was approximately one to one and half hours each. After the FGD the participants were asked to fill in a small questionnaire which required their demographic information. Variables on the questionnaire included age, level of education, marital status, employment status, type of employment, date of HIV diagnosis, and period on ART. 
3.6.1Focus group guide

A focus group guide was used during the discussions. This guide was developed by the researcher in English, and then translated it into Xhosa, the language commonly spoken by the participants so that they can communicate their views freely. The following are the sample of questions that were asked to the participants: 
· What is your general understanding of support groups for people living with HIV and AIDS? 
· Tell us about your reasons for not participating in the support group for HIV positive people run at the clinic.
· What do you think should be done to encourage HIV positive men to participate in support groups for people living with HIV and AIDS?

· Would you consider participating in support groups in the future?

3.7 Data management

The discussions were audio taped. They were translated into English and transcribed into Microsoft Word document. The transcriptions were done by the co-facilitator and translations by the investigator. The transcribed interviews were verified by the researcher who was conducting the interviews.
After each focus group discussion, I would get home; listen to the tapes to ensure that they are audible and to ensure that they have been recorded properly. As focus group sessions were recorded, the sound files were then downloaded to a computer and then copied in disks which served as a back for the data. The research assistant transcribed the focus group discussions. I translated and typed the scripts into English as they were conducted in Xhosa, home language for the participants. I then listened to the tapes again for any voice intonations. The data was then analysed thematically. Content analysis approach for data analysis was used. Reading and re-reading of the transcripts was done to identify themes and to develop codes. An independent coder and the supervisor were used to ensure that data analysis is reliable.
The data was managed using Nvivo8. In January the researcher went to her supervisor in Medunsa to spend some time with her for data analysis. The supervisor administered Nvivo8 training to the researcher and then she helped her to create her project on Nvivo8. After that they identified the codes together and I started coding. Open coding was used to categorise recurring themes. The researcher also held teleconferences with her supervisor from time to time to discuss issues around coding, and they also worked on themes. She came up with many codes; with the help of her supervisor they sifted them until we were left with only 5 nodes which gave them themes for this data.

3.8 Validity and reliability
According to Patton (2002) trustworthiness addresses validity and reliability in qualitative research, and strategies to enhance trustworthiness include credibility and dependability. Credibility refers to whether the researcher accurately represented what the participants think, feel and do. It refers to the confidence one can have in the truth of the findings. To ensure credibility in this study, raw data was verified by the supervisor .Content validity has also been ensured by the supervisor and other experts in the field. 
On the other hand, dependability can be employed by using a good quality digital recorder and transcribing the recorder verbatim ((Lincoln &Guba, 1994).To ensure dependability in this study all the focus group discussions  were recorded in a digital recorder, downloaded to a computer and saved as sound files, then the files were transcribed verbatim by the researcher. The transcriptions, as well as the recordings (in sound files) were sent to the supervisor for validation. 

3.9 Bias

Purposive sampling subject to selection biases. To eliminate bias during coding and data analysis, the supervisor and an independent coder were involved in the data analysis and reporting. 

3.10 Ethical considerations
Before commencing with this study, ethical approval for this research was obtained from the Medunsa Research Ethics Committee (MREC) (See appendix 8): in the Faculty of Health Sciences at University of Limpopo. Permission to conduct the study was sought from the hospital chief executive officer at Mthatha Complex Hospital(See appendix 7 ): The main ethical consideration of this research is the participant’s confidentiality and handling of sensitive issues given that there was always more than one participant during the sessions and the respondents were assured that participation in this research is voluntary and that they had the right to withdraw from the study at anytime without giving an explanation to the researcher. The participants were also informed that their withdrawal from the study will not in any way affect their receiving of ART from the clinic. Written informed consent for participation was obtained from the respondents (See appendix 5).
Chapter 4: Findings

 4.1 Introduction 

In this chapter findings of data collected through qualitative research methods including the demographic characteristics of the participants will be presented. The first section of this chapter will present the demographic profile of the participants, and it will be followed by a section on the themes that have been identified during the analysis.
The aim of the study was to explore reasons for the reluctance of HIV positive men to attend support groups and examine their perceptions and understanding of the benefits of attending support groups for PLWHA. 
4.2 Section 1: Demographic information

Participants for this study were a sample of HIV positive men on ART residing within KSD municipality. A total of 50 HIV positive men participated in five focus group discussions. The age of the participants ranged from 28-70 years. 

Most of the participants were literate even though their level of education was low, 36 % had primary education, 52% had secondary education and only 12 % had Matric.

In terms of the participants’ marital status, most of them were single (58 %),whilst  30 % had stable partners either married or cohabitating, 8 % widowed and 4 % were divorced.

A large percentage of the participants is currently unemployed (75.5 %), though most of them were employed before they knew about their status and were put on treatment. The currently employed group of participants (23%) were general workers, and 1% self-employed.

The majority of the participants (72%) reported that they had been living with HIV for a period of between 1-5 years. The maximum period since diagnosis was 15 years, and only 6 % of the participants fall into this category. More than 80 % of the participants have been on ART for more 1 year, but not more than 6 years, whilst 18, 3 % have been on ART for a period of between 1-12months. In general, most of participants find out about their status late; when they were very sick and were often encouraged by their partners of families to go for HIV test because they are sick. When they find out about their status, most participants disclose their status immediately (i.e. the same day that they obtain their results from the healthcare facility) to their families and relatives as they need treatment partners.
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Figure 1: Age distribution of participants

The age of the participants ranged from 28-70 years. 
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Figure 2: Level of education of participants
36 % of the participants had primary education whilst 52% had secondary education. Only 12 % h matriculated.
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Figure 3: Marital status

58 % of the participants were single, 30 % were married or had a stable affair, 8 % widowed and 4 % were divorced.
[image: image4.png]Number of matching cases

Year Diagnosed - Cases by Attribute Value

YearDiagnosed

1115





Figure 4: No of years since diagnosis

The majority of the participants (72%) have been living with HIV for a period of between 1-5 years. The maximum period since diagnosis was 15 years, with only 6 % of the participants falling into this category
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Figure 5: Time since on ARVs

More than 80 % of the participants have been on ART for more than 1 year, but not more than 6 years, whilst 18, 3 % have been on ART for a period of between 1-12months.
4.2 Section 2: Themes identified

After coding, the researcher came up with following themes and sub themes:

4.2.1 Perception about counselling

The participants were asked to reflect on the counselling that they received, if there was any, when they were told by the healthcare professionals for the first time about their HIV positive status. The researcher wanted to know if this counselling helped them or not. The participants expressed the feelings of contentment about the counselling that they received, and thus appreciates the counselling rendered. And the following statements illustrate their personal benefit derived from the counselling that was administered to them when they found out about their status: 
“Counselling was done to me and I was told that this is not the end of life.  I will continue being alive as long as I look after myself well.  Counselling helped me a lot.” (Eric, 36) 
“When the doctor told me that I was infected I went to the hospital to be treated and it is where I would get better treatment, and they know how to deal with this sickness.  The doctor counselled me and I could see how I am.  Counselling helped me a lot.” (Bongani, 38)
“I was diagnosed with HIV in 2001 and I was patient with it telling myself that I am leaving this world. I tested in 2001 and realized that I was infected. I was given counselling and I was told that I was living with HIV.I was counselled after the test was done. I started with testing and then was told that I am in this problem. The counselling was helpful to me because I was advised to be patient and to accept my status because during that time the ARV’s were not yet available.” (Monde, 31)

“I received counselling and I was told about a support group, but I was afraid to meet people. Counselling helped me very much”. (Bulelani, 31)

Some participants could not comment about how they perceive the counselling because they said that by the time they were tested they were already very sick, so they did not even listen to the healthcare professionals who were doing the counselling, but the people who accompanied them to the health centre listened on their behalf. This is illustrated by following statements:

“I did not grasp anything that was said to me because I was seriously ill when I consulted a medical physician.  All that was said to me, I know nothing.  But all in all I received counselling.” (Lakheni, 44) 
“My sister, I was very ill, they could not understand what I was suffering from, they would say I was suffering from TB; suffering from asthma; finding myself being ill and in bed at home, and gain my consciousness in bed at the hospital; being given TB pills but when taking them threw up; being given asthma pipe the one that is given for people suffering from asthma, and that was somehow better for me.  After some time they realized that I was suffering from TB.  Then I went for blood testing, but before that, they told me to bring someone from home that would be beside me and give strength while I was in a process of counselling.” (Tshipaz, 31)

4.2.2 Persons the participants disclosed to and reasons for disclosure

The participants were asked to tell about the people whom they disclosed their status to, the reasons for disclosing their status to the people whom they disclosed to and the time they took before they disclose their status. It came clear during the focus groups that they disclose their status to family members whom they live with and are close to them. Most of them disclose for the purpose of getting a treatment partner. The following statements illustrate the above assertion:

“Immediately I disclose my status to my mother because I wanted him to assist me in giving me my medication.  She was shocked after I told her, but as a parent she persevered.” (Bongani, 38)
“This happened in front of my wife because at the time I was very sick for a long time. It’s her, who encouraged me to test for HIV telling me that many people are dying of HIV and AID.” (Sira, 47)
“I told my big brother immediately after this was disclosed to me.  I told him because he is very close to me and it was not difficult”. (Eric, 36
“When I arrived at home as I had been tested, I told my wife that I am told that I have HIV.I informed her same day, just on my arrival whilst she was still free, I felt I should just get rid of this as soon as possible”. (Ndabeni, 59)
“I disclosed my status to my girlfriend.” (Tman, 47) 
Data also showed that some participants tested because they were encouraged by family to get tested because they have been sick at the time, so they do not even disclose on their own.

“My family encouraged me to test for HIV as I was had been sick for a long time by then my brother and sisters were with me when I learnt of HIV positive status. They encouraged me to go and test.” (Thithiba, 32)

“Unfortunately I never told anyone, this happened in front of my wife because

at the time I was very sick for a long time. It’s her who encouraged me to test for HIV, telling me that many people are dying of HIV. She really encouraged and supported me.”(Sira, 47)

Data also showed that sometimes the healthcare professionals disclose for the participants to their families who are accompanying them to the healthcare centres because of their condition. The following statements illustrate this:

“When an HIV test was done on me, luckily my family was with me. I instructed my wife to ask everything from the nurses as I was very sick. I then became strong because they were around me and they were supportive. I mean my wife and my mother were with me when I first learned of my HIV positive status”. (Luvo, 44) 
“… Throughout the way I was with my wife, she heard about my status immediately. We were from the doctor, and by the time I was given counselling, she was with me. She accepted my status immediately.”  (Nkosi Bakhulule, 49)
4.2.3 Reaction of persons disclosed to

Most people disclosed to accept, show empathy and give support the participants. This is illustrated by the statements below:

“I was lucky because my family was very supportive to me.” (Thithiba, 32)

“It was a problem to disclose to my father, but he accepted it”. (Mxobhana, 51)

“I told her the same day I received my results of my status.   I noticed that she accepted it”. (Charlse, 40)

“My support group are my wife and kids. They look after me and they give me support”. (Lunga, 46)

“I disclose my status to my wife.  She was patient with me and accepted me.” (Mxo, 50)  

“It was easy to disclose to my wife because she was always with me, when this was revealed to me she was next to me.  And she did not take the news negatively.  She even said, next time she would go for her own blood testing.  And she supported me a lot.” (Themba, 43)
Data also showed that some participants get a negative response from the people whom they disclose to. The following statements illustrate this:

I lost my wife, and I disclosed to my life time partner whom I am staying with. I observed that she does not accept it. I was told to come to the clinic with her. But then she still refused to accept it. (Sdumo, 68)

4.2.4 Awareness about support groups

Data showed that most participants were not aware about the support groups; those who did, did not know what is happening in the support groups for people living with HIV. This is illustrated in the following statements by the participants:

“My challenge is not having information about these support groups” (DG, 57)
“No, I’ve never heard about them, not even any details about them.” (Thithiba, 32) 
“I didn’t have a clue about the support groups.” (Viva, 47)
“I heard about the support group but I am lazy to attend.” (Charlse, 40)
“It is my first time to hear about them.  I am interested to know more   about them.” (Mxobhana, 51)

“No, sister where I am staying there are no support groups. I have little knowledge that they discuss about things like AIDS.” (Manqoba, 39)
“I take the support groups as good although I know nothing, I heard other people talking about them.” (Jou, 29)
4.2.5 Perceptions about support groups

The participants were asked about how they feel about the support groups, even though they have never attended them. The following statements illustrate the positive attitude that they have towards the support groups:
“Seemingly they are helpful because people help each other about things that could be helpful for them and help each other.” (Bulelani, 31)
“When listening to people talking about them it seems helpful.  I think they are helpful to the community.” ( Zanemvula,34)
“I like the programme of support groups”. (Gifton, 50)
“A support group is very helpful.” (Nyami, 40)

“I know about them, much information you get from them. They attend 3 times a week, and they are helpful”. (Lunga, 46)

“I see them good, but I do not have time to attend because I am working.” (Monde,42)

“In my opinion, these groups are helpful”. (Zembe, 33)

Some participants showed negative perceptions about the support groups, some citing the reasons why they have a negative attitude towards them. This is illustrated by the following statements by the participants:
“The participants in the support groups are not trustworthy, and I wouldn’t tell everyone about my status, I would only disclose to those that I trust”. (Sicelo, 46)

“Currently, I do not have interest in these groups. When I look at the situation, for instance I am staying in the rural areas so I cannot manage because of time. There is also no confidentiality. I am contented with the way I live.” (Thithiba, 32)

4.2.6 Perceived benefits of support groups

Those participants who had once had about the support and had an idea about the support groups though they never participated believed that supports groups are helpful to people living with HIV and AIDS. The following statements illustrate the assertion above:
“When listening to people talking about them it seems they are helpful”. (Zanemvula, 34)
“These support groups are helpful, educates and are very active.” (Mxobhana, 51)
“They said there are many activities there such as planting vegetables; selling them; consuming them; and receiving some food parcels.” (Lakheni, 44)
“They discuss how to keep healthy and how to take the treatment”. (Khoza, 43)  

“As far as I am concerned they said the support groups are helpful, I always see people of the same sex, sharing the same thing.  I think the support groups are important.” (Sbu, 35)

“In these support groups people were given education/counselling on how to behave.” (Zembe, 33)

4.2.7 Reasons for non participation in support groups

A recurring theme throughout discussions with men revealed that there were many barriers to attending support groups. And availability of support groups in the local areas where the participants reside was a prominent barrier. This is illustrated by the following statements from the participants:

“In my community there are none, I would like to join, another stumbling block is my work I have very little time, but if they could be established where I reside I would attend.” (Eric, 36)

“Support groups are far from where I reside, like the one I was talking about.  Distance is a hindrance for me, as well as times of resuming, when they are being held.  I never participated in a support group.” (Lakheni, 44yrs)
“These groups are held very far from where I am staying, that’s the main problem for me. They are not available in my area, nearer to where I am staying.” (Ndabeni, 59)
“The problem is my residential area is far from here.  Maybe if they could be established in my area then I could participate.” (Matiela, 70)
Another barrier was the venue where the support groups are currently held. Data showed that to some participants, the issue of the venue where the support groups are held is somehow linked to the fear of being recognised as an HIV positive person. This is reflected in the following statements from the participants: 
“I like the programme of support groups, but I have a problem with the venue where they are run, for instance in my local clinic. If they can be run somewhere else I can participate in the support groups.” (Gifton, 50)
“My reason not to be interested to take part in a support group that would be in my community is, people are making fun of us when they know that you are infected by HIV virus. It might be better to attend in an area that one does not belong. Then I could go and join if it is at a distance where I am.” (Tshipaz, 31)

“I would not say I will join the support group in my community because I do not want to be known and I do not want to disclose my status. I would rather join a support group that is established here in this clinic.” (Mxo, 50)
“I can’t even say it’s the venues that I have a problem with because I do not even  know where they are run, but my problem is that I do not want to expose  myself, I do not want other people to know that I am HIV positive.”(Zola, 46)

“The people just dislike you once they are aware that you are infected by HIV virus.  This is the reason that I will not participate in the support groups.  Some other people they bad mouth about your status especially if it is in the community where you live.” (Qumbu, 41)
Another barrier is time for attending the support group meetings. The participants complained of their work schedules that are not flexible enough to accommodate their attendance in support groups as illustrated in the following statements:

“I have been very interested to join but never had a chance to attend because I am also very busy at work, I visit many places.” (Lakheni, 44)

“I see them good, but I do not have time to attend because I am working. Time is a problem that is why I am unable to participate”. (Monde, 42)

 “I wanted to attend, but my employer does not want to release me, so I have no time.” (Willie, 40)
“I do not have a chance to attend, I do not know what is happening in my area during the day as I leave early in the morning and come back very late everyday.” (Nkosi Bakhulule, 49)

“My work schedule does not allow me to attend the support groups meetings.” (Manqoba,39)

The last barrier was the issue around gender of the participants in the support groups. This issue is being illustrated in the following statements:

“May be it might be better if they meet separately.  There are things that men might not feel free to share amongst women.  That is an old tale.  I think men could suggest each other freely without the presence of women.  Secondly, women like to dominate in meetings especially when they are together with men.  If men are alone, they will be responsible for their own group.”(Themba,43)
“I think it could be easier if men are separated from women because women gossip a lot, you will find them laughing.  But if the group is for men only, I doubt if there could be a man that points at another man making fun of it.  I think it would be easier that way”. (Bongani,38)
“Yes, men are supposed to participate in the support groups for people living with HIV and AIDS but I wish men can have their own support groups for men only because women are talkative. They do not keep secrets. They spread the news.”(Gifton,50)

“… but they have to be alone (not mix with women).For example, my wife is still clean-HIV negative, other women in the supporting groups  can gossip about her and say her husband is like this and that(meaning he’s HIV positive.”(Sira, 47)
“Men are supposed to be support group members, but they must be alone with no women as members. It is easy for them to discuss some issues that frustrate them amongst themselves only. They become shy in front of women, but when they are alone they can talk and share their challenges with other men”.(Thithiba,32)
“I think for me it would me much better if there are male support groups only. Most men feel uncomfortable amongst females. I personally feel uncomfortable as well, amongst them.  I would like that we are separated from females, they should have their own group and we our own.  Then I think I can be able to attend.” (Bulelani,31)
4.2.8 Support from family and friend 

Some participants expressed their feelings of contentment on the support that they received from their families and friends, and thereby mentioning that they do not need any further support from the support group members, or from attending support groups.  Data also showed that married men get support at home, so there is no need for them to attend support groups. The following statements illustrate this:
“My support group are my wife and kids. They look after me and they give me support.” (Lunga, 46)
“I think I receive good support at home with my family.  Another thing I am very busy .So I will not be able to join any support group.  For most I receive the support that I need at home.” (Jou, 29) 

“I was lucky because my family was very supportive to me.”(Thithiba,32)

“My brother in law and my sister support me very well.” (Khoza, 43)
“I phoned my brothers who reside in Pretoria everybody who is my sibling. It was not difficult to disclose .I decided to disclose my status to them so that they could help me and make plans for my illness. As a result I was not stressed at all after telling everyone.  They all accepted me.” (Sbu, 35)
4.2.9 Facilitators to attending support groups

The notion of male only support groups was raised in almost all the focus group discussions that were held with the participants. This idea was accompanied by other ideas that they said they will also help encourage them to participate in support groups. The following statements paint the picture of men only support groups
“I wish men can have their own support groups for men only because women are talkative. They do not keep secrets. They spread the news.” (Gifton, 50) 
“I think it could be easier if men are separated from women because women gossip a lot, you will find them laughing.  But if the group is for men only, I doubt if there could be a man that points at another man making fun of it.  I think it would be easier that way.” (Bongani, 38)
“I think for me it would me much better if there are male support groups only. Most men feel uncomfortable amongst females. I personally feel uncomfortable as well, amongst them. I would like that we are separated from females, they should have their own group and we our own. Then I think I can be able to attend.” (Bulelani, 31)

“I also wish that men can have their own male only groups.” (Zola, 46)
“Men have to participate in the support groups for people living with HIV and AIDS, but they have to be alone, not mix with women.” (Sira, 47)

“Men are supposed to participate in support groups, and I also agree with the priest (Gifton), men have to participate in their own male only groups.” (DG, 57)
“I feel that men must have their own support groups for them only.” (Viva, 47)

Other ideas that they mentioned as encouraging factors to their attending support groups were also mentioned as illustrated in the following statements:

“My suggestion is it could be better if our support group meeting could be on the same day we fetch our medication.  Then we could share ideas, educate ourselves, share the help that one might be told by a nurse or a doctor.  There are many things that we can do together.” (Sbu, 35)
“I think workshops will do, and might take place in this clinic and should resume on their own days.  There must be days for workshops and days for treatment. Men should be part of that workshop.  The problem is we do not know where they are held and when they are held.” (Temba, 43) 
“I think it would be better if we hold the meeting on the day of fetching our treatment”. (Nyami, 40)

“At least if we can get money for transport from the support group that would be much better.” (Mfundisi, 33)

“At least if we can have refreshments, because the meetings take a long time. Where the participants can get food.” (Ndabeni, 59)

4.2.10 Intention for attending support groups
All the participants showed interest and enthusiasm in joining support groups in future, provided that what they mentioned as facilitators mentioned above can be taken into consideration. The following statements illustrate this interest:

“I would be very glad sister to be a member of a support group. (Viva, 47)
It is my first time to hear about them.  I am interested to know more   about them.” (Mxobbhana,51)

“I would be very interesting to participate. This could give us strength and courage and be inspired even in our homestead.” (Vido, 52) 

“I am now interested to participate in the support groups.” (Mfundisi, 33)

“I am interested if the support group could be here.” (Kanyisa, 35)
Chapter 5: Discussions, conclusions and recommendations
5.1 Introduction

This study aimed to explore the reasons why HIV positive men at King Sabata Dalindyebo Municipality are reluctant to participate in HIV and AIDS support groups for people living with HIV and AIDS. The findings of this study are discussed and the limitations and the strengths are also highlighted in this chapter.
5.2 Demographic characteristics of the participants

A total of 50 HIV positive men on ART participated in five focus group discussions. The age of the participants ranged from 28-70 years. Most of the participants were literate even though their level of education was low, 36 % had primary education, 52% had secondary education and only 12 % had Matric. In terms of the participants’ marital status, most of them were single (58 %),whilst  30 % had stable partners either married or cohabitating, 8 %  widowed and 4 % were divorced.

A large percentage of the participants is currently unemployed (75.5 %), though most were employed before they learned about their status and started ART. The currently employed group of participants (23%) were general workers, and 1% self-employed.

The majority of the participants (72%) have been living with HIV for a period of between 1-5 years. The maximum period since diagnosis was 15 years, with only 6 % of the participants falling into this category. More than 80 % of the participants have been on ART for more than 1 year, but not more than 6 years, whilst 18, 3 % have been on ART for a period of between 1-12months.

The data revealed that most participants learned about their status very late when they were very sick. Several participants reported that they were encouraged by their partners of families to go for HIV test because they were sick for a long time. Most of the participants who reported that they were encouraged by partners or families to go for a HIV test often disclosed their HIV status immediately after diagnosis. There were also cases where the partner and the family member were with the participants when they were informed about their HIV status.  Several participants reported disclosing to families and relatives because they trusted them and also because they needed treatment partners as a requirement to enrol in the antiretroviral treatment program.
5.3 HIV counselling as a pre ART phase

Data shows that the participants received the counselling when they learnt of their HIV positive status, and they were satisfied with the counselling that they received. They declare that it was during the counselling sessions that they were equipped with coping mechanisms of living with HIV. It has served as a restorative measure to them as they had already lost hope. Some mention that, had it not been for it, they could have died long time ago.The findings of the present study are also consistent with the field experience of Ashok (1991) in India. He concluded in his study that counseling is beneficial for HIV positive patients. Deterioration of the illness is faster with psychological pressures and therefore HIV patients do need emotional and supportive counselling as a therapeutic measure. 
HIV counselling is part of the strategies outlined in the Operational Plan for Comprehensive Treatment and Care for HIV and AIDS in South Africa. This plan was approved by the Cabinet in November 2003.It covers areas of counselling, good nutrition and healthy lifestyles, treatment of opportunistic infections, traditional medicine and antiretroviral drugs.

My understanding of HIV counselling is that it helps one to manage the impact that HIV has in one’s life. It helps the newly diagnosed to accept their positive result. It also helps them to strengthen their support system, and assist them to cope with a positive test result, including whom to tell about the status. HIV positive patients receive this type of counselling when they are first told about their HIV positive status, and it is during this phase that they are prepared for ART. 

5.4
Disclosure and its effect

The findings showed that the participants disclose their HIV positive status to people close to them, either the parent (mother or father), a partner (spouse or a girl friend) or disclose to siblings. Disclosing one’s HIV positive status can result in the gain of emotional, physical and communal resources. According to Serovich et.al (2008) the emotional benefits include social support, relief that comes from sharing a burdensome secret, and the built-in reward of educating others about HIV. Data also showed that the main reason for disclosure was for participants to get a treatment partner and often these were family members of partners, none of the participants disclosed to friend for the purpose of a treatment partner. Reaction of other to disclosure is an important factor in when HIV positive people take the decision to disclose. In this study most participants reported a positive reaction from the people they disclosed to. They reported that people accepted their HIV status and   supported participants when they were ill. These study findings are similar to findings by Norman et al (2005) who also found that participants disclose to family members, and that this process of disclosure consistently allows HIV positive people and their families to maintain their livelihoods. This is echoed by Derlega et al (2000) in Norman et al (2005) who states that perceptions of social support are also positively associated with the percentage of friends, family and sexual partners to whom diagnosis has been disclosed. This source of support was found to be essential to the well being of all the respondents in that one respondent who was not receiving family support was found to be the worst off psychologically and materially, and that the vast majority who were accessing support were relatively well-off. 
On the other hand, few participants experienced negative responses from people they disclosed to; interestingly these were also people participants trusted like family members and partners.  This data supports findings from Nabilek (2009) who maintain that some HIV positive people receive negative response from their social networks after disclosing their HIV status. HIV positive people often received negative experience such as rejection, and sometimes physical abuse.  Participants in this study also reported similar experiences after disclosing their status. Adamson (2002) also reported that participant’s relations with family and friends changed after they fell ill. 

5.5
Awareness about support groups and their perceived benefits

Data showed that most participants were aware about support groups, although a few participants reported that they did not have an idea about support groups that were run in the ART centre where they fetch their treatment. This poor awareness of support groups is contrary to the standard practice of the South African National Department of Health (DOH) which emphasizes treatment care and support for PLWHA. In principle, HIV positive people receive ongoing counselling as part of the treatment and support programme that is being offered in healthcare facilities. It is during these counselling sessions that  participants are informed about support groups for PLWHA that are run in the clinics or in their local communities.
Data further showed that participants who were aware of support groups perceived support groups as valuable to PLWHA. Participating in a support group enhances increased knowledge, develops adaptive coping mechanism. It also enhances communication with healthcare professionals and improved quality of life. Support groups provide an opportunity to share experiences with others and attainment of emotional support. 
Though participants in this study did not attend support groups, they had a positive attitude towards support groups and were of the opinion that PLWHA should attend support groups.  

These study findings are similar to Nabilek (2009) whose   findings showed that individuals in the study who indicated a greater level of social of social support experienced a reduced level of HIV stigma. It appears that social support is critical for individuals to lower their perception of negative attitudes towards HIV status.  Similar findings were reported by Simbayi (2008), several studies have shown that support groups are effective in reducing psychological distress in both PLWHA and in other chronic illnesses. Support groups have also been found to be effective in improving coping styles and psychosocial adjustment of PLWHA. Sikkema (2002) also assert that support groups are able to assist members in working through difficulties associated with being HIV positive and provided an opportunity for the participants to give and receive meaningful support.
5.6
Reasons for non participation in support groups

None of the participants in this study has ever participated in support groups; this is despite the fact that they are informed about the importance of joining a support group during post test counselling. In addition participants articulated benefits of attending support groups very well. This suggests that there were reasons or barriers to participate in support groups. During the focus group discussions participants cited various barriers that hamper them from participating in the support groups as follows:
5.6.1
Availability of support groups

Findings show that most participants lacked access to support groups. For most participants support groups were not available in the local communities where the participants resided. This impacted participation on two levels; one was that because participants lacked in-depth understanding of support groups they had no interest to participate. Distance to support group meetings was also identified as a barrier to participation especially because most participants in this study were unemployed and would not afford transport to and from support group meetings. Morrow (2001) also reported finances, transport problems, time and distance as barriers to actively participate in support groups.

5.6.2
Venue
Findings showed that for participants who had support groups in their local communities were reluctant to attend in these support groups for fear of being recognised. Participants associated participating in support group in their communities to disclosing their HIV status to other people and most felt that they would not want their status known by people in their communities because of stigma and social rejection. For future participation in focus groups, participants opted to   join support groups in   communities where they were not known by community members. This data suggest that communities continue to stigmatise PLWHA.  According to Driskell (2008) stigma may lead to various outcomes, including negative changes in self-concept and emotional reactions towards those who invoke the stigma.
5.6.3
Timing of the support group meetings

The findings showed that employed participants lack time to attend support groups mainly because most support groups meetings are held during week days. This is due to their work schedules which are not flexible enough to allow for attendance of the support group sessions. Similar to findings of Morrow et al (2001) time was found to be a barrier to attending support group meetings for women living with HIV and AIDS in Kwa-Zulu Natal. Findings from this study also revealed that the timing of the support group meetings is inconvenient to the participants, both employed and unemployed, employed participants reported not being able to take time off for support groups especially because they have to have one day off to collect medication. For the unemployed participants they reported lacking transport money to attend support groups if the session does not coincide with the clinic day. On the other hand for participants who live far from the clinic even if the support session coincides with clinic day, because they travel far they are unable to attend the sessions. The days that the support groups meetings are scheduled for are also inconvenient to the participants as some during these days are busy at work, and do not have a chance to attend.
5.6.4
Issues around gender

The data revealed that participants felt strongly about having men only support groups, participants reported being uncomfortable to attend support groups that composed of men and women. They want men only support groups for an apparent reason that they regard women as being dominant in the support groups. As men, they also state that there are issues that they do not want to discuss or share in front of women. They also accused and blamed women of having a loose tongue and not able to keep secrets.

5.7 Personal reasons for non participation

For some participants, the reason for not attending support groups was personal and was not because of the barriers discussed above. Several reasons were cited for not participating in support groups and amongst other participants perceive the support group as lacking confidentiality. This was taken in a serious light for participants who were not ready to disclose their status to other people. Linked to lack of confidentiality was fear of social rejection and stigma; participants were of the opinion that their status will be known in their communities and they will therefore be stigmatized. The pre and post test counselling offered to participants was perceived by some as adequate and therefore no need for further counseling. The fact that participants had no real experience of support groups negatively affected their decision to participate; participants reported that they don’t think they will benefit by participating in support groups. Of interest is one participant’s view of support groups and his perception was that by attending support groups one is preoccupied by the HIV positive status. Another common reason mentioned by participant was that they busy and have no time for support groups, and busy meant different things for different participants. A few participants mentioned studies as keeping them busy; others mentioned sport while other mentioned that their work keeps them busy. Though only mentioned by a few participants, support at home was one of the reasons for not participating in support groups.  Participant perceive the support they receive at home from partners and family members to be sufficient, therefore no need for support groups 

5.8
Facilitators to attending support groups
Participants showed interest in attending the support groups provided the barriers mentioned above are removed. One of the facilitators that they mentioned is to have men only support groups, as one of the prominent barriers to participate in support groups was attending support groups with women.  Most participants advocated for men only support groups on the basis that they were uncomfortable attending support groups with women. Participants perceive women as talking too much, unable to keep secrets, and like dominating meetings especially when they are together with men. There are things that men might not feel free to share amongst women. It is easy for them only.
Participants further reported the need for male facilitators for support groups because the norm now is that support groups are most led by females and participants felt that it will be easy for them to discuss sexual issues as men and they stated this can motivate them to attend the support groups. They can suggest each other freely without the presence of women. If men are alone, they will be responsible for their own group.
5.9 Conclusions

The study concluded that   participant’s general awareness of support groups for PLWHA was high despite their non participation. Though participants reported that they did not participate in support groups they had a broad and positive understanding of the benefits of participation in support groups which suggest that knowledge about support groups was not a reason for non participation. Data further showed that participants were aware of the different areas where support groups meetings are held, though most mentioned support groups meetings as being held in the clinics, other participants mentioned support group meetings in their communities

Though participants in this study did not attend support groups, they had a positive attitude towards these groups and were of the opinion that PLWHA should attend such groups. 
Participants reported barriers to participate in support groups such as access to support groups in their local communities which affected the distances that they have to travel to support groups, inconvenient timing of the support groups, awkward days and times of the support group meetings, and issues around gender in the support groups as well as receiving adequate support from families and friends.

Over and above barriers to participate in support groups, some participants cited personal reasons for non participation. Participants perceived that attending support groups as dwelling in ones HIV positive status and refusing to let go. Participants were of the opinion that there is generally lack of confidentiality in support groups and attending will predispose them to accidental disclosure and potential social rejection and stigma. There was also a sense of lack of focus and direction of support group sessions and participants were of the opinion that attending will be of no benefit to them. Some participants had poorly defined reasons for not participating and cited general lack of interest in the support group as the main reasons for not attending. Majority of participants showed greater enthusiasm in joining the support groups if men only support groups that are facilitated by men can be initiated.  
5.10 Recommendations

Based on the findings of this study, the researcher therefore recommends the following:

 The way support groups are run must be changed in order to accommodate men living with HIV and AIDS. Men only support groups which are run by male facilitators should be introduced and the empowerment of men should be intensified. This will enhance men’s participation in HIV and AIDS programmes, and thus create an enormous contribution in the curb of the spread of the disease. Furthermore, this study is exploratory, in an area which  little is known and documented in South Africa, therefore remains a lot that is not known and warrants further investigation about men and their participation in support groups for people living with HIV and AIDS.
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Appendix 1: Focus group interview guide

Title: 
Non participation of HIV positive men in support groups for people living with HIV and AIDS in the King Sabata Dalindyebo Municipality, Eastern Cape Province; An exploratory study
Thank you for giving consent to participate in this focus group interview, my name is Vuyokazi Canti-Sigaqa; I am a student at the University of Limpopo. I am talking to HIV positive males who are fetching ARV treatment at IDC, Mthatha Complex Hospital. I would like to know your perceptions about support groups for people living with HIV/AIDS. You don’t have to have to be attending a support group to answer the questions; the discussion is about the reasons why is it that there are few males participating in support groups. I would like to know the reasons why you are not part of any support groups for people living with HIV/AIDS.

Questions

1. Tell us about the counselling you received when you were first diagnosed with HIV.

Probes
· Positive/negative experiences of the counselling session

· Benefits of the counselling session

· The kind of information you got 

2. Who did you talk to when you first learned about your HIV status?

Probes

· When after diagnosis did you decide to tell people about your HIV positive status?

· Who did you tell about your HIV positive status?

· How did you decide who to tell about your HIV positive status?

· How easy or difficult was it to tell these people about you HIV positive status?

3. What is your general understanding of support groups for people living with HIV and AIDS? 

Probes

· What do people in these support groups do? 
· How often do people who are living with HIV/AIDS attend the support group meetings? 

· Would you say being a member of a support groups is helpful or not helpful for people living with HIV/AIDS? Please explain why you say so

· What are your views and perception of support group for HIV positive people in general?  

4. What can you tell us about the support groups for HIV positive people that are run from the clinic? 

Probes

· Have heard about the support group?

· Who informed you about the support groups?

5. Tell us about your reasons for not participating in the support group for HIV positive people run at the clinic

Probes

· The location and distance to the place where meetings are held?

· Time when the meetings are held?

· Would you say people knowing about your status in the community is a problem?

· Is there any other support group that you ever attended?

· What has been your experiences for participating in SG

· What other forms and sources of support do you have? 

· What are your views and perception about your participation in support group for HIV positive people?  
6. In your opinion should HIV positive men participate in support groups for people living with HIV/AIDS? Please explain why you say so.

Probes
· When is it important or not important for HIV positive people/men to attend SG?

7. What do you think should be done to encourage HIV positive men to participate in support for people living with HIV/AIDS?
8. Would you consider participating in support groups in the future?

Appendix 2: Focus group interview guide -Xhosa version
Title: Non participation of HIV positive men in support groups for people living with HIV and AIDS in the King Sabata Dalindyebo Municipality, Eastern Cape Province; An exploratory study
Ndiyabulela ngokuba nivume ukuthabatha inxaxheba kolu dliwanondlebe leqela, igama lam ndingu Vuyokazi Canti-Sigaqa, ndingumfundi kwidyunivesithi yaseLimpopo. Ndithetha nootata kwakunye noobhuti abafumana amayeza wabo okuthomalalisa intsholongwane kagawulayoapha eIDC, Mthatha Complex hospital. Ndingathanda ukwazi malunga nendlela eniwabona ngayo amaqela eendibano abantu abaphila nentsholongwane kagawulayo kwakunye nogawulayo,(isuppoort groups ke ukutsho). Akunyanzelekanga ukuba ube ungumthabathi-nxaxheba kula maqela ukuze uphendule le mibuzo siza kuyibuza kule ngxoxo yethu, le ngxoxo imayela nezizathu ezikhokhelela ekubeni inani lootata kwakunye neloobhuti abathabatha inxaxheba kwindibano zabantu abaphila nentsholongwane kagawulayo nogawulayo libe lincinane kakhulu. Ndingathanda ulwazi ukuba zithini izizathu zenu ezidala ukuba ningathabathi nxaxheba nakuliphi na iqela lendibano labantu abaphila nentsholongwane kagawulayo kwakunye  nogawulayo.

Imibuzo

1. Ndicela ukuba umntu ngamnye apha kuthi asichazele banzi ngolwaluleko lwengqondo, ikhawunselingi awathi wayifumana kwiziko lwempilo mhla waxelelwa okokuqala ngesimo sakhe sokosuleleka yintsholongwane kagawulayo.

Probes

· Amava amahle/amabi malunga nesiqendu (session) eso solwaluleko.

· Uncedo owalufumanayo ngenxa yolwaluleko.

· Ulwazi owalufumanayo

2.  Emva kokuba uvile ngesimo sakho sokosuleleka yintsholongwane   kagawulayo,ngubani umntu wokuqala owathi wamxelela?

Probes

· Wamxelelela emva kwexesha elingakanani uzazi ukuba wosulelekile yintsholongwane kagawulayo?

· Ngubani kanye owamxelela kuqala ?

· wasithabatha njani isigqibo sokuxelela lo mntu?

· Kwakunjani ukuxelela lo mntu,kwakunzima okanye kwakulula ukumxelela ngesimo sakho?

3. Luthini ulwazi lwakho gabalala malunga namaqela eendibano zabantu abaphila nentsholongwane kagawulayo kwakunye nogawulayo?

Probes

· Abathabathi nxaxheba kula maqela eendibano benza ntoni kwezi ndibano zabo xa bedibene?

· Badibana kangaphi aba Bantu kula maqela?

· Ingaba kuluncedo okanye akusiloncedo ukuba lilungu nomthabathi nxaxheba kula maqela abantu abaphila nentsholongwane kagawulayo nogawulayo?Nceda usityebisele banzi.

· Zithini iimbono zakho nje gabalala ngala maqela,uwabona njani?

4. Ungathini ngezi ndibano zamaqela abantu abaphila nentsholongwane kagawulayo nogawulwayo ziqhutyelwa/zibanjelwa apha eklinik,eIDC?

Probes

· Wawukhe wava ngezi ndibano zala maqela ziqhutyelaw apha?

· Ngubani owakwazisa ngezi ndibano zala maqela?

5. Kha usixelele ngezi zathu zakho ezibangela ukuba ungabingomthabathi nxaxheba kula maqela.

Probes

· Ingaba indawo aqhutyelwa kuyo la maqela eendibano okanye umgama ukuza kwezi ndibano yingxaki kuwe?

· Ingaba amaxesha eziqhutywa ngawo ezi ndibano yingxaki kuwe?

· Ingaba ukwaziwa ngabanye abantu ekuhlaleni  ukuba uphila nentsholongwane kagawulayo kuko okuyingxaki?

· Ingaba likhona elinye iqela leendibano labantu abaphila nentsholongwane kagawulayo nogawulayo owakhe wathabatha inxaxheba kulo?

· Athini amava akho okuba ngumthabathi nxaxheba kwelo qela?

· Zithini iimbono zakho malunga nokuba ubengumthabathi-nxaxheba kwi iqela lendibano yabantu abaphila nentsholongwane kagawulayo nogawulayo?

6. Ngokubona kwakho ,Ingaba kulungile okanye kufanelekile ukuba abantu abangamadoda babengamalungu nabathabathi-nxaxheba kumaqela eendibano abantu abaphila nentsholongwane kagawulayo nogawulayo?Cacisa banzi,kutheni ubona njalo.

Probes

· Leliphi ixesha elibalulekileyo okanye elingabalulekanga lokuba umntu ongutata ophila nentsholongwane kagawulayo nogawulayo athatbathe inxaxheba kumaqela eendibano zabantu abaphila nentsholongwane kagawulayo nogawulayo?

7. Yintoni enicinga ukuba ingenziwa ukukhuthaza amadoda  aphila nentsholongwane kagawulayo ukuba athabathe inxaxheba kumaqela eendibano zabantu abaphila nentsholongwane kagawulayo nogawulayo?

8. Ingaba niyakucinga ukuthabatha inxaxheba kumaqela eendibano zabantu abaphila nentsholongwane kagawulayo nogawulayo ethubeni elizayo?

Appendix 3: Demographic questionnaire

Respondent pseudonym: ______________

Date of focus group interview: ____/______/_______

	1.Age in years
	
	

	2.Education level
	Never been to school
	

	
	Primary level
	

	
	Secondary level
	

	
	Tertiary level
	

	3. What is your marital status?
	Single
	

	2. 
	Married
	

	3. 
	Divorced
	

	4. 
	Widowed
	

	5. 
	Co-habiting
	

	4. Are you currently employed?
	Yes
	No

	5. If employed, what is your job 
	
	

	6. When did you learn of your HIV status?
	Year



	7. How long have you been on ARVs?       
	Years




Appendix 4: Demographic questionnaire-Xhosa version

Igama (isiteketiso) lomthabathi-nxaxheba: ______________

Umhla wovavanyo: ____/______/_______

	1.Inani leminyaka yakho
	
	

	2.Isigaba sakho semfundo
	Andifundanga
	

	
	Amabanga aphantsi
	

	
	Amabanga aphakathi
	

	
	Amabanga aphezulu
	

	3. Ingaba uyasebenza/uqeshiwe?
	Ewe
	Hayi

	4. Uzaze nini ukuba uphila nentsholongwane kagawulayo?
	Unyaka
	Inyanga

	
	
	

	5. Lithuba elingakanani usidla amayeza okuthomalalisa intsholongwane kagawulayo (ARV’s)?       
	Iminyaka
	Iinyanga
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	 UNIVERSITY OF LIMPOPO (Medunsa Campus) CONSENT FORM


Title of the study
Non participation of HIV positive men in support groups for people living with HIV and AIDS in the King Sabata Dalindyebo Municipality, Eastern Cape Province; An exploratory study
I have been informed about the purpose and the nature of the study and was provided the opportunity to ask questions. I understand that all the information will be confidential. I have not been pressurized to participate in any way.

I understand that participation in this study is completely voluntary and that I may withdraw from it at any time and without supplying reasons.  This will have no influence on the regular treatment that holds for my condition neither will it influence the care that I receive from the clinic. I also have the right to refuse answering questions when I feel uncomfortable to do so.
I know that this study has been approved by the Medunsa Campus Research and Ethics Committee (MCREC), University of Limpopo (Medunsa Campus). I am fully aware that the results of this study will be used for scientific purposes and may be published.  I agree to this, provided my privacy is guaranteed.

I hereby give consent to participate in this study.

________________

____________________
_________
_________
Name of participant               Signature of participant       
Date

Place
Statement by the Researcher

I provided verbal information regarding this study

I agree to answer any future questions concerning the study as best as I am able.

I will adhere to the approved protocol.

_________________

____________
__________

_________

Name of Researcher              Signature                      Date                            Place
Appendix 6
	 Isivuvelwano UNIVERSITY OF LIMPOPO (Medunsa Campus) 


Isihloko solu phando nzulu
Ukungathabathi nxaxheba kwamadoda aphila nentsholongwane kagawulayo akuMaspala wase Kumkani Sabata Dalindyebo kumaqela abantu abaphila nentsholongwane kagawulayo kunye nogawulayo eMpuma Koloni. 

Ndazisiwe ngeenjongo zolu phando nzulu,kwaye ndiye ndalinikwa nethuba lokubuza imibuzo. Ndiyayazi ukuba lonke ulwazi endiza kulunika lwakuhlala  luyimfihlo. Andinyanzelwanga ngokuthabatha inxaxheba.

Ndiyayazi ukuba ukuthabatha inxaxheba kolu phando kukuzithandela,kwaye ndingayeka nanini na ngaphandle kokuchaza izizathu.Oku akuyi kuchaphazela ukufumana kwam amayeza nonyango lwam endilufumana apha eklinic. Ndiyazi ukuba ndinalo ilungelo lokwala uukuphendula Imibuzo xa ndingaziva ndingakonwabelanga oko.

Ndiyiqonda ukuba olu phando lugunyazisiwe yikomiti yokukhusela amalungelo nendlela yokuziphatha kwabantu (MREC) yase Dyunivesithi yaseLimpopo.Ndiyazi ukuba iziphumo zolu phando zingasetyenziswa kwaye zipapashwe ngokwezifundo zenzululwazi.Ndiyavumelana noku,xa ndiqinisekiswa ukuba igama lam lakugcinwa luyimfihlo.
Ndiyavuma ukuthabatha inxaxheba kolu phando.
_____________________

________
__________
___________
Igama lomthabathi-nxaxheba            Intsayino 
Umhla__
Indawo
Ingxelo ngumphandi

Ndiyinikile ingcaciso malunga noluphando

Ndiyavuma ukuphendula nayiphi imibuzo enokuvela malunga noluphando 

Ndiyavuma ukuba ndakuyithobela iprotokoli

Igama lomphandi                             Intsayino-gama                             Umhla                          
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5099

The Hospital Superintendent

 Infectious Disease Clinic

 Mthatha General Hospital

 Nelson Mandela Drive

 Mthatha

 5099

Dear Sir/Madam
Permission to conduct a study in Mthatha General Hospital: IDC

Please consider my request to undertake a study on exploring reasons for low participation of HIV positive males in support groups for people living with HIV.

I am currently enrolled for a Master of Public Health (MPH) Degree at the School of Public Health, University of Limpopo (MEDUNSA Campus), and am therefore required to submit a research report in partial fulfilment of my degree.The study aims to explore reasons for low participation of HIV positive males in support groups for people living with HIV/AIDS. 

My study proposal is still to be reviewed by the Research and Ethics Committee of the National School of Public Health and the MEDUNSA Research and Ethics Committee.

I hope that the findings from the study will assist in understanding the reasons why males are participating in a minimal scale in support groups. These findings will also useful when designing and strengthening intervention programmes for the management of HIV/AIDS, particularly programmes targeting males.

I hope that my request will receive your favorable consideration.

Yours faithfully

……………………………….

Vuyokazi Canti-Sigaqa (Mrs.)

Mobile: 0735646640

Landline: 047 5342656

Work: 
047 5012900
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PROJECT :

Title: Non-participation of HIV positive men in support groups for people living with
HIV and AIDS in the King Sabata Dalindyebo Municipality, Eastern Cape
Province, An exploratory study

Researcher: Mrs V Canti-Sigaqa

Supervisor: Ms S Madiba

Department: Environmental and Occupational Health

School: Public Health

Degree MPH

DECISION OF THE COMMITTEE:

MREC approved the project.

DATE: 03 September 2009
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CHAIRPERSON MREC

Note:
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approved, the researcher(s) must re-submit the protocol to the committee.
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DEPARTMENT OF HEALTH

Office of Chief Executive officer*Mthatha Hospital Complex*

Level 1* Nelson Mandela Academic Hospital * Sission Street* Forthgale* Mthatha*

Private Bag/Ingxowa Eyodwa/Privaatsak X5152, Mthatha, 5100, SOUTH AFRICA
Tell: 047 502 4469/4445 Fax 047502 4907/70

Email: onele.mndayi@impilo.ecprov.gov.za or nomalanga.makwedini@impilo.ecprov.gov.za

Date : 08.09.2009 Enquiries: Mrs. R. N. Nondoda

TO : Vuyokazi Canti - Sigaqa

FROM 5 Mrs. Makwedini - Acting CEO

RE i PERMISSION TO CONDUCT A STUDY IN MTHATHA GENERAL
HOSPITAL: IDC

Your letter dated 11 August 2009 in request for permission to conduct a study in
IDC has been considered by management and permission is therefore granted for
you to proceed with your study.

Thank you.
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Mrs. N.P. Makwedini
Acting Chief Executive Officer:
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