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Lack of Effect of Motivation on the Adherence of HIV-Positive/AIDS
Patients to Antiretroviral Treatment
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Asaresult of thepotent drug combinationsof rever setranscriptaseinhibitor sand protease
inhibitorscurrently available, it isnow possibleto achieve extremereductionsin the number sof
viral particlesin theperipheral blood of HIV-positivepatientsunder going treatment, tothepoint
that they areundetectable. M or eover, theimmunological recovery resulting from continued and
prolonged useof thesedrugssgnificantly reducesboth mortality and theincidenceof opportunigtic
infections. However, thestrict ther apeuticregimensrequired, thenumber of pills, adver seevents
and thestigma of adiseasethat requiresthepatient tointroducepill-takinginto higher lifestyle
bringsinto question oneaspect of mental health, which ismotivation to do that which isbeing
proposed. We investigated the influence of each of the components of the adherence trilogy:
information, motivation and behavior al abilities, asrisk factorsin apopulation of HI'V-positive/
AlDSpatientsundergoingantiretroviral treatment in thecity of Salvador, Bahia, Brazil. Material
and M ethods: Anintervention study wascarried out by introducing motivational assistanceinto
theroutinerecommendationsfor thetreatment of patientswho wer einitiating antir etroviral
(ARV) ther apy. Seventy-six treatment-naive patients whohad been sdected toinitiate ARV ther apy,
wereincluded. Thesepatientsweredivided intotwo groups. Group A, in which theregular routine
of theinstitution wasfollowed, received infor mation on thediseaseand itstreatment; patientsin
group B had thesamer outine, but they wer ealsofollowed-up fortnightly and given motivational
intervention. Evaluationsof viral load and CD, count befor eand following treatment wer eused to
measur e adherence. Results: There was no significant difference between the two groups.
Conclusions: Astheratesof non-adhesion wereat thelower limitsof therangesreported inthe
literature, it would appear that providingmotivation and infor mation can beof help tothepatient.
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In human immunodeficiency virus (HIV)-positive
patients who develop acquired immunodeficiency
syndrome(AIDS), thecourseof thedisease, itsprognoss
andtreatment arequitedifferent today from 10 yearsago.
AlIDSusedto beadiseasethat ledinevitably todeeth, as
therewasno possibility of any pharmaceuticd interference
cgpableof dteringitscourse. Theevolution of thedisease
wascontinuousand progressive, itsprognosispoor and
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the options of treatment few. Today, the course of this
disease remains chronic, but its prognosis has been
improved through effectivetrestment. However, nodear
limitsfor theduration of thistrestment havebeen defined.
Thecriteriafor theadminigration of antiretrovird (ARV)
medication are determined by three fundamental
parameters: theclinica manifestationsof opportunistic
diseases, measurement of HIV plasmavird load (VL),
and CD /CD, cell countsin peripheral blood. These
criteriadefinethethergpeutic modd of the combination
of drugs in regimens referred to as highly active
antiretrovira therapy (HAART). Theneedtouseat least
90-95% of the medication contained in HAART
continuoudy and regularly leadsto another issuein anti-
HIV therapy, adherenceto treatment.
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Adherence, an essential component for measuring
responseto ARV, hasbeen examined inrecent studies
that evaluated the degree of adherence necessary to
achieve a sustained response to ARV [1,2].
Measurement of HIV-1 viral |oad isthe paradigm of
responseto trestment and isconsidered indirect proof
of thedegreeof the patient’sadherence[3]. Thehigher
the number of tabletstaken, the higher the percentage
of patientsreaching undetectableviral load over the
weeks of treatment [4,5]; however, the higher the
number of tabletsthat haveto betaken, thelesslikely
itisthat the patient will adheretotreatment [6-8]. Itis
caculated that between 30 and 50% of all patientsfail
to adhereto treatment [9,10]. Morerecently, reports
have suggested that adhes on to amedication depends
on atrilogy of factors: information, motivation and
behaviord abilities. Thistrilogy isinterdependent, and
adhes on cannot be eval uated without studying these
components both individually and collectively.
Informetion refersto knowledge on the phys opathol ogy
of thedisease and the effectsof trestment onimmunity.
Behaviord abilitiesrefer to the patient’slifestyleand
behavior. The motivation component isthe essential
link between information and behavioral abilities.
Motivation refersto the patient’sdesireto betreated.
Thisdesregivesorigintova uesthat reason transforms
into willpower [11]. Thesevaluesguide and control
human behavior, establishing a life project and
motivating theeffort required for achieving established
goals. One of thewaysto stimulate motivationinthe
patient is through structured or semi-structured
motivationinterviews.

Weeval uated the effect of stimulating motivation
on patient’sadherenceto ARV treatment.

Material and M ethods

An intervention study was carried out in patients
undergoing ARV therapy at the Bahia State AIDS
Referral Center (CREAIDS). Seventy-six HIV-
positive, treatment-naive patients, who had been
selected toinitiate ARV therapy in accordance with
current guidelinesfor the prescription of ARV therapy

inadult HIV-positiveor AlIDS patients, wereincluded
inthestudy. Inclusion criteriacomprised: patientsover
18yearsof age, withadiagnosisof HIV confirmed by
ELISA/WB or HIV plasma viral load. Patients
undergoing concomitant treatment for chronic
opportunistic diseases or diseasesthat would require
the use of medication for more than 60 days were
excluded from the study. The patient was considered
to have adhered to trestment when areductionin HIV
plasmaviral load to levels< 400 was achieved at the
end of the study, and when the CD, count after six
monthsof treatment wastwicethat registered prior to
initiation of treatment. The patients were randomly
allocated to two different groups. Group A followed
the current routine establi shed for the prescription of
ARV thergpy inwhichinformation regardingthedisease
and therapy was provided. A team comprising of a
physician, asocia worker, anurse and apharmacist
participated inthelnformationitem. Thisteam provided
information to the patient regarding theimportance of
treatment, therapeutic regimen, how to adapt this
regimento the patient’slifestyle, and how to dedl with
sideeffects. Group B wastheintervention group, in
which, inadditionto current practicefor theprescription
of ARV therapy, motivation was provided for six
monthsduring fortnightly visitsof 20 minuteseach made
by a social worker. The sessions were based on the
FRAMES model of brief intervention (Feedback,
Responsihility, Advice, Menu of Strategies, Empathy,
Sdf-Efficacy), [11,12].

Feedback

Refersto thefeedback given by the health worker
to the patient. In addition to discussing situationsthat
affect the patient’ s behavior, the patient isreassured
that care will continue to be given regardless of
adherence.

Responsbility

Refersto the pointsthe staff member shouldraise
with the patient regarding his’her change of behavior,
his/her choices, emphasizing that it isnot thewishesof
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others but the wishes of the patient him/herself that
should prevail. The objectiveisto motivatethe patient
by keeping thediscussion focussed on him/her.
Advice

Thisrefersto the advice and guidancethat should
be given to the patient to changethisbehavior.

Menu of strategies

Refersto thetype of behavioral changesthat may
be achieved.

Empathy

Meansputting yoursdlf in the patient’ splace, being
availableand honest, acting authentically.

SHf-efficacy

Consigtsin strengthening the patient’ s salf-esteem
and confidencein hinvhersalf [11,12].

Results

Seventy-six patientswereincluded, 41 being alocated
togroup A and 35to group B. The sociodemographic
dataonthe patients of both groupsareshownin Table
1.

Another variable was constructed, “adherence
based on CD, count”, based on the CD, variables
before and after AIDS treatment. Adhesion was
considered to have been achieved whenthe CD, count
following treatment wastwice asgrezt asthe CD,, count
prior to treatment. The provision of motivational
interventionfailed to resultin any significant changein
adhesion to treatment, defined as adherence based on
CD, count (Table 2). Among the patients who were
submitted to the intervention, 35.5% adhered to
treatment and 65.5% did not; whereasin the group of
patientswho were not submitted to thisintervention,
52.5% adhered to treatment and 47.5%did not. There

was no significant difference between thetwo groups
(Pearson’schi-sguared test, p=0.138, Table 2).

Considering CD, asthe parameter of adhesion, the
power of the study was cal culated using asignificance
level of 0.05, withasamplesi ze of 40 patientsin group
A and 29ingroup B. Sincethe proportion of theevent
ingroup A was52.5% and in group B it was 34.5%,
theresulting power was 31.28%.

Another parameter of adhesionwasa so used: the
viral load before and after trestment. Adherence to
treatment was considered to have taken place when
vird load fell tolevels<400following treetment. Among
the patientswho were submitted to intervention, 64.3%
adhered to treatment and 35.7% failed to adhere to
treatment; whereas among the patientswho were not
submitted to intervention, 71.8% adhered to treatment
and 28.2% did not. No significant difference was
observed between the two groups (Pearson’s chi-
squared test, p=0.513, Table 3). Considering this
parameter, the power of the study was 9.72%.

Discussion

Thephenomenon of HIV resistanceto ARV therapy
iIsamainstay of thestudy of adhesion[13,14]. ARV
inhibitsreplication; however, a low levels, italowsthe
virustoincorporate codons conferring resistance, and
consequently anew epidemic begins[15,16]. Studies
on the forms of development of genetic barriers,
performed by investigating the pharmacodynamics
involved in preventing the development of HIV-
resstanceto ARV, suggest that blood level sof thedrugs
used arevery closetotoxiclevels[17,18]. Thetoxicity
of ARV drugs, which has been well documented in
studies on metabolic complications [19,20] and
mitochondria toxicity, [21,22] isanother parameter for
evauating adhesion. A new chalenge hasthereforeto
bemetinthestudieson adhesontotheragpy inthe AIDS
patient: to maximizeefficacy and minimizetoxicity [23].

Undetectable viral load is proof of the degree of
patient adhesion [7]. In a study controlled by the
measurement of serum levelsand direct control of the
ingestion of tablets by patients (directly observed

www.bjid.com.br



BJID 2005; 9 (December)  Adherence of HIV-Positive/AIDS Patientsto Antiretroviral Treatment 497

Table 1. Sociodemographic dataof al patientsenrolled inthe study

Variable All Patients GroupA GroupB
Nointervention I ntervention
Gender (mdeffemde) 38 (50%) / 38 (50%) 19/22 19/16
Age(mean+ SD) 37+10 37+11 36+9
Vira load (mean+ SD) 400893 + 981614 258394 + 485576 567820+1339756
CD, 1 (mean+ SD) 179+ 135 166 + 152 194 + 111
CD, 1 (mean+ SD) 807 + 488 717 + 423 909 + 541
Number of vidits 25 +12 15+9
Sexud orientation:
heterosexua 38 (50%) 17 21
homaosexud 7 (9%) 5 2
bisexud 2 (3%) 0 2
Maritd status
sngle 49 (64%) 24 25
married 16 (21%) 9 7
widowed 2 (3%) 0 2
separated 3 (4%) 2 1
CD, 2 (mean+ SD) 333+ 198 304 + 172 373+ 227
CD, 2 (mean + SD) 946 + 451 956 + 462 930 + 445
Viral load 2 (mean + SD) 610000 + 19380 10773 + 32909 31369 + 116479
Total number of patients 76 (100%) 41 35

Table 2. Adhesionto treatment (based on CD4 measurement), according to group

Patient Group Adhesion to Treatment

Yes No Total
A: Nointervention 21 (52.5%) 19 (47.5%) 40 (100%)
B: Intervention 10 (34.5%) 19 (65.5%) 29 (100%)
Totd 31 (44.9%) 38 (55.1%) 69 (100%)

Table 3. Adhesionto treatment (viral load after treatment) according to group

Patient Group Adhesion to Treatment

Yes No Total
A: Nointervention 28 (71.8%) 11 (28.2%) 39 (100%)
B: Intervention 18 (64.3%) 10 (35.7%) 28 (100%)
Totd 46 (68.7%) 21 (31.3%) 67 (100%)
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therapy - DOT), the results indicated that > 95%
adhesionisrequired to achieve an undetectablevira
load in morethan 80% of the patients[7,8].

When we evauated adhesion by checking CD,
counts, the patients who adhered comprised 45% of
the sample, whereasthose who did not adhere made
up 55% of the total sample. When adhesion was
evaluated according to viral load, 68% adhered and
31%did not. Theseresultsarein agreement with other
data published in the literature, in which estimates
indicate that between 30 and 50% of patientsfail to
adhereto treatment [9,10].

Motivation applied as an intervention to improve
adhesion did not prove to be any more effective than
providingtheinformationroutindy giventod| paientsas
aregular part of the CREAIDS program. Asthe power
of thestudy wasvery low, thesampleszemay havebeen
insufficenttoachievedatidica sgnificance Basadonthe
data, no significant difference was found between the
intervention group and thegroup that wasnot submitted
to motivation. This leads to the hypothess that the
informationroutinely provided to patientsdoes, initsdf,
providemotivation for adhes on, and that no additiona
benefitwould beobtained by invesinginagpeaficmember
of g&ff for thepurposeof providing motivetion aspart of
theFRAMESmodd of brief intervention.

Concluson

The rates of non-adhesion to treatment, as
evaluated by viral load and CD4 counts, are in
agreement with those reported in the literature
athoughthey arebe ow themaximum limits published.
Asan auxiliary factor for improving adhesion, the
provision of motivation failed to provoke any
differencein adhesion rateswhen compared with the
provision of information alone; therewasno significant
difference between the two groups. Sincetherates
of non-adhesionwereat thelower limitsof theranges
reported intheliterature, it would appear that both
psychological interventions, such as providing
motivation, and educational interventions, such asthe
provision of information, may beof helpto the patient.
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