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Adherence counseling and reminder text messages
improve uptake of antiretroviral therapy in a tertiary
hospital in Nigeria
O Maduka, CI Tobin-West
Department of Community Medicine, University of Port Harcourt Teaching Hospital, Port Harcourt, Nigeria

Abstract

Context: Human Immunodeficiency Virus/Acquired Immunodeficiency Syndrome (HIV/AIDS) is one of the world’s most
challenging pandemics. For treatment with Highly Active Anti‑Retroviral Therapy (HAART) to be effective, high rate of
adherence is essential.
Aim: To demonstrate the effect of adherence counseling and text message reminders in improving patients’ adherence
to HAART.
Settings and Design: A randomized control trial among non‑adherents was carried out in a tertiary hospital in Nigeria
between March and July, 2011.
Materials and Methods: A total of 104 patients: 45 males (43.3%) and 59 females (56.7%) participated in the study.
They were randomized into intervention and control groups. The intervention group received monthly adherence
counseling and twice weekly short message reminders for four months, while the control group received only standard
care. Self‑reported adherence and CD4+ cell counts were measured pre‑ and post‑intervention.
Statistical Analysis Used: Data was analysed using Statistical Package for Social Sciences (SPSS) version 18. Risk
rates, Chi‑square, Mann‑Whitney U test and Cohen’s effect size were calculated. Level of significance was set at P = 0.05.
Results: At post‑intervention, 76.9% of the intervention group and 55.8% of the control group achieved adherence
(χ2 = 5.211, P = 0.022, RR = 0.75 (0.55-0.96), Cohen’s w = 0.224). Also, median CD4+ cell count of the intervention group
increased from 193 cells/ml to 575.0 cells/ml against 131.0 cells/ml to 361.5 cells/ml in the control group (P = 0.007).
Conclusion: Adherence counseling and text message reminders improved adherence among HIV patients. Its adoption
for HIV patient management is advocated.
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Introduction
HIV/AIDS clearly is one of the world’s most challenging
pandemics and greatest health crisis today,[1] and sub‑Saharan
Africa remains the worst affected region. In 2007, over 68%
of all adults and 90% of all children infected with the virus
lived in the region, while more than 76% of all deaths related
to the virus also occurred in the region. Nigeria is one of

the countries most affected in the region, with a national
prevalence rate of 4.1%, while Rivers State of Nigeria is
ranked 10th among states with a prevalence rate of 6.0%.[2]
Efforts at controlling the epidemic witnessed the introduction
of HAART, which has turned what was once a death sentence
into nothing more than a chronic illness.[3] The main aim of
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treatment with HAART is to achieve a reduction in viral load
to undetectable levels. This allows immune reconstitution
and leads to marked clinical improvement. It has also proven
to prevent episodes of opportunistic infections.[4]
However, a major concern has remained adherence to
treatment regimen. Indeed adherence is one of the key
factors that determines the success or failure of HAART.
It is crucial to achieving treatment goals of undetectable
viral load, increasing CD4+ cell counts and improvement
in the clinical condition of people living with HIV‑AIDS
(PLHIV).[5] Adherence has been defined as the extent
to which the patient continues the agreed upon mode
of treatment under limited supervision.[6] In contrast,
non‑adherence is defined as the discontinuity or cessation of
part or all of the treatment such as dose missing, under dosing,
overdosing or drug holidays.[7] Most experts agree that for
best results treatment adherence to HAART therapy should
be as high as 95%.[8,9] The Nigerian National Guidelines for
HIV and AIDS Treatment and Care in Adolescents and
Adults concurs with this cut off, asserting that for a patient
to be tagged as adherent he/she must not miss more than
one dose in ten days if on a twice daily regimen.[10]
If adherence of 95% and above is not achieved, treatment failure
is most likely to occur. Treatment failure is typified by detectable
viral load usually accompanied by a falling CD4+ cell count
and ultimate deterioration in clinical response. Of all the factors
thought to influence treatment failure, patient adherence to
medication is the most important and most modifiable.[3] This
underscores the need for HAART clinics to implement various
strategies that go beyond the casual provider admonitions to
patients to take their medication so as to help these patients
achieve and maintain optimum adherence.[11]
Studies done in Rivers State in 2006 and 2010 showed
adherence rates of 49.2% and 72.2%, respectively.[12,13]
This suboptimal adherence rate has been corroborated by
other studies done in Nigeria,[14‑16] indicating that there is
still much to be done in terms of achieving and sustaining
optimal levels of adherence in the country. This position is
supported by the growing number of people on second‑line
treatment in Nigeria.[17] Two randomized control trials carried
out in Kenya showed that the use of weekly short message
sending improved adherence in patients on HAART. The
first improved adherence over a period of one year (relative
risk [RR] 0·81, 95% CI = 0·69-0·94; P = 0·006) and rates of
viral suppression (RR 0·84, 95% CI = 0·71-0·99; P = 0·04)
compared with the control individuals,[18] while the second
achieved adherence of at least 90% during the 48 weeks of
the study, compared with 40% of participants in the control
group (P = 0.03).[19] However, a number of researchers
have made the assertions that a combination of two or more
interventions give far better results than a single intervention
strategy, and that interventions targeted at non‑adherents
give better outcomes than those that do not.[11,20,21]

This study was therefore carried out to determine the effect
of the combination of cognitive and behavioral interventions
(adherence counseling and text message reminders) in
improving treatment adherence among non‑adherent HIV
patients on HAART. The result of the study will be useful
in examining the desirability of integrating a combination of
adherence interventions into normal HAART clinic activity
of antiretroviral service providers.

Materials and Methods
The study was carried out in a tertiary health care institution
in Nigeria. The hospital is a referral centre to many health
facilities both within and outside the state. It is a 600 bed
hospital with several departments. It hosts one of the eight
antiretroviral (ART) centers in the state and is funded by
the Federal Ministry of Health. The ART clinic runs twice
weekly and has an average of 6000 registered patients.

Eligibility criteria
Inclusion

•	HIV positive clients who had been HAART
experienced for at least three months prior to
commencement of the study. This was done to give
adequate time for adherence issues if any to emerge
•	Clients who had a history of non‑adherence (adherence
below 95%) to HAART at the time of the study, since
it has been shown that interventions targeting the
non‑adherent are more successful than generalized
interventions[20]
•	Clients who owned a mobile phone or had daily access
to a phone and were able to use the SMS (Short
Message Sending) feature on these phones.
Exclusion

•	HIV positive clients who were HAART naive or had
been on therapy for less than three months before the
study
•	Clients on HAART who also had other chronic diseases
that necessitated daily medication e.g., tuberculosis,
hypertension. This was because of the increased pill
burden from co‑morbidities that could introduce
undesirable effects into the study
• 	Clients on HAART who were on admission since drug
adherence would be ensured via provider administered
treatment.

Study design
This was an experimental study, employing a randomized
control trial, to determine the effect of two interventions
on adherence among non‑adherent clients on HAART.
Sample size determination

Sample size of 104 for the study was estimated using the formula
to determine the difference between two proportions,[22] with
expected power of 90%, using a study where proportion of
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clients in intervention and control groups who achieved
adherence at post‑intervention assessment were (94%) and
(69%), respectively[23] with significance level set at 5%.

Sampling method
Purposive sampling was used to recruit participants for the
study via announcements at the clinic’s waiting area during
the health education sessions. Recruitment was done over
a six‑week period and only those who met the eligibility
criteria were enrolled into the study [Figure 1].
Randomization protocol
All enrolled participants were allocated to intervention and
control groups via the process of randomization. The researchers
generated study codes and random assignments using the
randomization function of the WINPEPI (VERSION 9.7)
statistical software.[24] Written allocations of these assignments

with study identification codes were sealed in individual
opaque envelopes and placed in a bag. A research assistant
was responsible for presenting this bag of envelopes to eligible
participants during the recruitment process and recording each
participant’s allocation after they had opened their envelopes
in the study register. Adherence counselors and research
assistants were blinded to the study group allocations. Based
on these allocations, 52 persons were assigned to Group B
(Intervention), while 52 persons were assigned to Group A
(Control). In order to avoid contamination between study
and intervention groups, each group was assigned a separate
clinic day such that throughout the course of the trial, study
and intervention groups did not meet.

Description of intervention
Intervention group

•

Cognitive intervention (Adherence counseling)
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Figure 1: The consolidated standards of reporting trials (CONSORT) diagram for the study
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	One adherence counseling session per month for four
consecutive months was conducted for each client.
Each session lasted between 45 and 60 min. These
sessions were facilitated by four junior resident doctors
of the department of community medicine who were
trained to deliver adherence counseling in line with a
national adherence counseling training curriculum.[25]
One counselor was assigned to a client and worked
with that client for the duration of the intervention.
All sessions were recorded for the purpose of providing
feedback to counselors and ascertaining the quality
of sessions. Each counselor made use of an adherence
checklist to maintain a client adherence management
chart for each client
• Behavioral intervention [SMS reminders]
	Twice a week (Monday and Thursday mornings) for the
duration of four months, each client enrolled into the
intervention group of the study was sent a pre‑scripted
text message containing adherence‑related information
and a reminder to take HAART medications. These
messages were sent out via an Internet‑based bulk
SMS facility known as ‘Light Edge SMS’ powered by
Light Edge Systems (www.lightedgesystems.com).
The researchers were responsible for sending out
these messages. In order to ensure that these messages
were received, two measures were put in place. Firstly,
one of the researcher’s phone contacts was added
to the receiver category of every message, such that
she received the messages being sent out. Secondly,
designated phone number contacts were sent with each
message and study participants were encouraged to call,
‘flash’ or send an SMS to those numbers to acknowledge
receipt of SMS as well as indicate their need for further
counseling or information. The researchers manned
these phones and provided counseling support on a
need basis via telephone. Details of all text messages
sent and phone conversations were recorded in a log
book developed for this purpose.

Outcome variables

Control group – standard care

•	Client self‑report as a measure of adherence is prone
to biases such as recall bias. However, studies show
that clients who report poor adherence are most likely
to be telling the truth as opposed to those who claim
good adherence.[26]
•	Use of CD4+ estimation as a proxy measure of
adherence instead of measurement of viral load.
However, CD4+ cell count is accepted by the national
guidelines for HIV and AIDS treatment and care.[27]
•	Possible contamination of intervention and control
groups through interactions outside the hospital
environment.

The control group received standard care only. This meant
that they did not get any adherence counseling and SMS
message reminders. Standard care consisted of:
•	Group health education and information on varying
topics such as the importance of adherence, methods
of transmission of HIV, dietary advice and nutrition
information, as conducted by the nurses and/or
counselors before the commencement of each clinic
•	Occasional admonitions by the doctors (during clinic
consults) and pharmacists (during drug dispensing)
to clients to take their medications as prescribed
•	Quarterly assessment of CD4+ results such that clients
with decreasing CD4+ are questioned about their
adherence and further managed based on their responses
as to whether they are adhering to medication or not.

•	Self‑reported adherence
	This was calculated based on client self‑report of
number of pills missed in the past seven days. The
formula used for calculating adherence was the number
of doses taken/number of doses prescribed × 100%.[7]
A cut‑off of 95% was used to distinguish those who were
adherent from those who were not. Adherence was
assessed at recruitment (before the commencement of
the intervention), at every monthly counseling visit
and at the end of the intervention in the fourth month.
The two adherence values used for comparison were
the pre‑intervention and post‑intervention adherence
rates in the intervention and control groups.
•	CD4+ cell count Pre‑and post‑intervention CD4+ cell
counts were carried out for all study participants. The
results for the intervention and control groups were
compared to ascertain any changes in CD4 levels
pre‑ and post‑intervention and the magnitude of such
changes if present. CD4+ count has been shown to be
useful as a biological measure of response to HAART
treatment, which is dependent among other things on
adherence to treatment.[3]

Data analysis
All data obtained from the study was entered and analysed on
SPSS version 18.0. Data was entered, cleaned and analysed by
the researchers with the assistance of a statistician. Risk rates
andtests of significance using Chi‑square and Mann‑Whitney
U tests were used to compare the intervention and control
groups. Cohen’s effect size (w) was also calculated. Level of
significance was set at P = 0.05.
Ethical considerations

Ethical clearance was sought and received from the Ethics
Committee of the institution before the study commenced
and all participants gave written informed consent by signing
and returning a consent form prepared for this purpose.
Study limitations

Results
One hundred and four participants were enrolled for the
study, consisting of 45 (43.3%) males and 59 (56.7%) females.
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The mean ages of the control and intervention groups are
35.27 ± 9.04 and 36.62 ± 11.77, respectively. There was no
significant difference in the distribution of males and females
into intervention and control groups (χ2 = 1.919, P = 1.919,
P = 0.166). Similarly, the groups were comparable with regard
to other demographic variables of age, education, marital
status, employment and income level [Table 1].
Pre‑intervention, adherence‑related knowledge of the
study participants was assessed. Most participants in both
groups understood what HIV is and what its drug treatment
entails (χ2 = 0.058, P = 0.810) but their knowledge of drug
names was very low in both groups [Table 2]. Similarly,
Table 1: Demographic profile of intervention and
control groups
Variable

Sex
Male
Female

Study groups
Control
Intervention
group
group
(n=52)
(n=52)
19 (42.2%)
33 (55.93)

Age
20-29
15 (28.8%)
30-39
22 (42.3%)
40-49
11 (21.2%)
50-59
4 (7.7%)
60-69
0 (0.0%)
Highest level of education
None
3 (5.8%)
Primary
6 (11.5%)
Secondary
26 (50.0%)
Post secondary
9 (17.3%)
Tertiary
8 (15.4%)
No response
0 (0.0%)
Marital Status
Single
23 (44.2%)
Married
24 (46.2%)
Separated/Divorced
4 (7.7%)
Widowed
1 (1.9%)
Employment status
Working full time
31 (59.6%)
Working part time
4 (7.7%)
Unemployed
8 (15.4%)
Looking for work
6 (11.5%)
Full time house wife
0 (0.0%)
Retired
1 (1.9%)
Student
2 (3.8%)
Income
<N10,000
15 (28.8%)
N10,000-N29,000
14 (26.9%)
N30,000-N49,000
4 (7.7%)
N50,000–N99,000
4 (7.7%)
N100,000 and above
5 (9.6%)
No response
10 (19.2%)
306

Test
statistic
χ2 (P value)

26 (57.8%)
26 (44.07)

χ2=1.919

17 (32.7%)
18 (34.6%)
9 (17.3%)
5 (9.6%)
3 (5.8%)

χ2=6.104

1 (1.9%)
8 (15.4%)
26 (50.0%)
9 (17.3%)
6 (11.5%)
2 (3.8%)

χ2=1.533

21 (40.4%)
25 (48.1%)
3 (5.8%)
3 (5.8%)

χ2=1.254

29 (55.8%)
5 (9.6%)
11 (21.2%)
5 (9.6%)
1 (1.9%)
0 (0.0%)
1 (1.9%)

χ2=1.07
P=0.898

15 (28.8%)
17 (32.7%)
5 (9.6%)
4 (7.7%)
3 (5.8%)
8 (15.4%)

χ2=1.124

pre‑intervention median CD4+ cell counts in the control
and intervention groups were measured and the results
showed no significant difference among the groups.
Post‑intervention, there was significant improvement in
knowledge of the dosage and dosing instructions of the
antiretroviral drugs P = 0.046). The comparisons between
the groups pre‑and post‑intervention are as shown in
Table 3. In the same vein, results using the Intention to
Treat Analysis (non‑response = non‑adherent) showed
that 76.9% of those in the intervention group had achieved
adherence to drug treatment as opposed to 55.8% in the
control group. This difference was significant (χ2 = 5.211,
P = 0.022). In addition, there was a small effect size
(Cohen’s w) of 0.224 and risk ratio of 0.75 (0.55-0.96)
[Table 4]. Similarly, the post‑intervention median
CD4+ cell count of the intervention group increased to
578.0 cells/ml compared to 361.5 cells/ml recorded in the
control group. Using Mann‑Whitney U test, the observed
difference was significant (P = 0.007) [Table 5].

Discussion

Pr=0.166

P=0.729

These results highlight the association between adherence
Table 2: Pre‑intervention adherence‑related
knowledge (Intention to treat analysis)
Adherence
knowledge

P=0.821

P=0.740

P=0.952

Drug name
I Know
I don’t know
Dosage
I know
I don’t know
Dosage instructions
I know
I don’t know

Pre‑intervention
Control
Intervention
group (%)
group (%)

Test statistics
χ2 (P value)

18 (34.6)
34 (65.4)

19 (36.5)
33 (63.5)

0.042 (0.838)

41 (78.8)
11 (21.2)

41 (78.8)
11 (21.2)

0.000 (1.000)

31 (59.6)
21 (40.4)

31 (59.6)
21 (40.4)

0.000 (1.000)

Table 3: Post‑intervention adherence‑related
knowledge (Intention to treat analysis)
Adherence
knowledge
Drug name
I know
I don’t know
Dosage
I know
I don’t know
Dosage instructions
I know
I don’t know

Post‑intervention
Control
Intervention
group (%)
group (%)

Statistics
χ2 (p value)

11 (21.2)
41 (78.8)

14 (26.9)
38 (73.1)

0.474 (0.491)

44 (84.6)
8 (15.4)

50 (96.2)
2 (3.8)

3.983 (0.046)

44 (84.6)
8 (15.4)

50 (96.2)
2 (3.8)

3.983 (0.046)
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Table 4: Comparison of post‑intervention adherence behaviors among study participants
Do not forget
Control (%)
Intervention (%)
29 (55.8)

Control

41 (78.8)

23 (44.2)

11 (21.2)

40 (76.9)

Table 5: Comparisons of differences in pre‑ and
post‑intervention median CD4+ cell counts
Variable

Pre‑intervention
median CD4+
cell count
Post‑intervention
median CD4+
cell count

6.292 (0.012)

Adherence assessment
Non adherent
Test statistics
χ2 (P value)
Control
Intervention
23 (44.2)
12 (23.1)
5.211 (0.022)

Adherent
Intervention

29 (55.8)

Do you forget to take your medications?
Forgets
Test statistics
χ2 (P value)
Control (%)
Intervention (%)

Control Intervention
group
group

Tests of
P
significance
value
(Mann‑Whitney’s
U test)

131

193

1.13

0.130

361.5

578.0

2.44

0.007

behavior and knowledge of drug dosages and dosage
instructions. Ogunbanjo and Heyer had in their review of
effective interventions that improve adherence revealed that
while cognitive interventions such as text messaging alone
may increase adherence knowledge, they may not translate
into changes in adherence behavior.[20] They postulated that
a combination of both cognitive and behavioral interventions
had greater potential to affect both knowledge and practice
of adherence.[20] The findings of this study corroborates
their position by showing significant difference of 20% and
above between the intervention group who benefited from
counseling and text message reminders and control groups
who only had standard care. Recent studies by Chung et al. in
Kenya using counseling and alarm devices as interventions[28]
and those of Pop‑Eleches et al. and Lester et al. have equally
demonstrated the positive effect of including SMS facilities
to reinforce cognitive intervention of adherence counseling
in order to improve adherence among HIV patients.[18,19]
Similarly, post‑intervention median CD4+ cell counts
showed significant increase from pre‑intervention values,
indicating an improvement in adherence and immunological
competence in the intervention group as against the
treatment failure usually typified by a detectable viral
load and accompanying falling CD4+ cell count and
ultimate deterioration in clinical response. This finding
was in agreement with other studies such as that by Wang
et al., which showed that an increase in adherence was
tied to increases in mean CD4+ cell count levels and the
prevention of opportunistic infections.[29]
The study revealed generally poor knowledge of the names
of the ARV medication among the study participants.

Effect size
(Cohen’s w)

Risk ratio (95% C.I)

0.246

1.414 (1.07 to 1.87)

Effect size
(Cohen’s w)

Risk ratio (95% C.I)

0.224

0.725 (0.55 to 0.96)

This was not totally surprising as the study was carried out
among non‑adherent patients and their lack of interest in
the drugs might have been responsible for their behavior.
The technical nature of drug names, coupled with the low
education and social status of most participants could also
have contributed to the finding. Studies by Hulka et al.
had demonstrated that patients who learned the name
of their drugs had better adherence than those who did
not.[30] This notwithstanding, adherence rates improved
among the study participants at post‑intervention even
when their knowledge of the drug names did not. With
regard to drug dosages and dosing instructions, knowledge
of participants was found not only to be high in both
control and intervention groups at pre‑intervention,
they improved further at post‑intervention four months
later. This was good for ARV drug adherence and could
have resulted from the simplicity of doses and dosing
instructions of ARV medications. It also corroborated
the findings by Agu et al. who evaluated treatment
outcomes among HIV patients receiving combination
treatment in Benin city, Nigeria.[14] However, the study
by Wang et al. carried out in rural China revealed a lower
knowledge of dosages and dosing instructions among the
HIV patients receiving care.[29] The lower educational
level of most rural residents might have been responsible
for the difference.

Conclusion
The outcome of this study support the results from
other studies, which highlighted that a combination
of counseling and text message reminders significantly
improved drug adherence as well as the CD4+ cell counts
among non‑adherent HIV patients on HAART. Therefore,
integrating drug adherence assessment as part of routine
HIV clinic consultations and adherence counseling and text
messaging to address adherence challenges among PLHIV is
advocated.

References
1.

World Health Organization. The 3 by 5 Strategy: Treating 3 million by 2005;
making it happen. WHO. 2003. Available from: http://www.who.int/3by5/
publications/documents/isbn9241591129/en/index.html. [Last accessed on
2009 Oct 23].

Nigerian Journal of Clinical Practice • Jul-Sep 2013 • Vol 16 • Issue 3

307

Maduka and Tobin‑West: Interventions that improve HAART uptake in Nigeria
2.

3.

4.

5.

6.
7.

8.

9.

10.
11.

12.

13.

14.

15.

16.

17.

Federal Ministry of Health, Department of Public Health National AIDS/STI
Control Program. Technical Report, National HIV Sero‑prevalence Sentinel
Survey. Nigeria: Federal Ministry of Health; 2010. p. 17‑44.
American Public Health Association. Adherence to HIV treatment regimens:
Recommendations for best practices. United States of America:APHA June 2004.
Available from: http://www.apha.org/ppp/hiv. [Last accessed on 2009 May 03].
United States Department of Health and Human Services. Guidelines for
the Use of Antiretroviral Agents in HIV‑Infected Adults and Adolescents.
Washington: US DHSS; 2002. Available from: http://hivatis.org/trtgdlns.html/
Adult. [Last accessed on 2009 Jun 09].
Mills EJ, Nachega JB, Bangsberg DR, Singh S, Rachlis B, Wu P, et al. Adherence
to HAART: A systematic review of developed and developing nations: Patient
reported barriers and facilitators. PLoS Med 2006;3:e438.
Stedman TL. Stedman’s Medical Dictionary, 26th ed. Maryland USA: Lippincott
Williams and Wilkins; 1995.
Fong OW. Adherence to HIV Treatment.[online]. Department of Public
Health: Hong Kong, China; 2006. Available from: http://www.info.gov.hk/aids/
pdf/g190htm/13.htm#1. [Last accessed on 2009 May 31].
Reiter GS, Stewart KE, Wojtusik L, Hewitt R, Segal‑Maurer, Johnson M, et al.
Elements of success in HIV clinical care: Multiple Interventions that promote
adherence. Topics HIV Med 2000;8:21‑30.
Paterson DL, Swindells S, Mohr J. How much adherence is enough?
A prospective study of adherence to protease inhibitor therapy using
MEMS‑Caps. Proceedings of the year 1999 sixth conference on Retroviruses
and Opportunistic Infections, held at Chicago, IL. Abstract 92.
Federal Ministry of Health. National Guidelines for HIV and AIDS Treatment and
Care in Adolescents and Adults;Abuja Nigeria. Federal Ministry of Health. 2007.
Amico RK, Harman JJ, Johnson BT. Efficacy of Antiretroviral Therapy Adherence
Interventions: A research synthesis of trials, 1996 to 2004. J Acquir Immune
Defic Syndr 2006;41:285‑97.
Nwauche CA, Erhabor O, Ejele OA, Akani CI. Adherence to antiretroviral
therapy among HIV‑infected subjects in a resource‑limited setting in the Niger
Delta of Nigeria. Afr J Health Sci 2006;13:13‑7.
Asekomeh EG, Ebong OO, Onwuchekwa AC. Effects of psychosocial
parameters on adherence of adult Nigerians to antiretroviral Therapy. Niger
J Psychiatry 2010;8:1.
Agu KA, Ochei UM, Oparah AC, Onoh OU.Treatment Outcomes in Patients
Receiving Combination Antiretroviral Therapy in Central Hospital, Benin City.
Niger Trop J Pharm Res 2010;9:1‑10.
Idigbe EO, Adewole TA, Eisen G. Management of HIV‑1 infection with a
combination of nevirapine, stavudine, and lamivudine. J Acquir Immune Defic
Syndr 2005;40:65‑9.
Iliyasu Z, Kabir M, Abubakar IS. Compliance to antiretroviral therapy among
AIDS patients in Aminu Kano Teaching Hospital, Kano, Nigeria. Niger J Med
2005;14:290‑4.
National Agency for the Control of AIDS. National Policy on HIV/AIDS (Draft).

308

18.

19.

20.

21.

22.
23.

24.

25.

26.
27.

28.

29.
30.

NACA, Abuja: Nigeria; 2nd revision 2009. Available from: http://www.naca.gov.
ng. [Last accessed on 2009 Oct 29].
Lester RT, Ritvo P, Mills EJ, Kariri A. Effects of a mobile phone short message
service on antiretroviral treatment adherence in Kenya (Weltel Kenya1):
A randomized trial. Lancet 2010;376:1838‑45.
Pop‑Eleches C, Thirumurthy H, Habyarimana JP, Zivin JG. Mobile phone
technologies improve adherence to antiretroviral treatment in a
resource‑limited setting: A randomized controlled trial of text message
reminders. AIDS 2011;25:825‑34.
Ogunbanjo GA, Heyer A. Adherence to HIV antiretroviral therapy Part II:
Which interventions are more effective in improving adherence. S Afr J Fam
Pract 2006;48:6‑10.
Simoni JM, Amico RK, Smith L, Nelson K. Antiretroviral Adherence
Interventions: Translating research findings to the real world clinic. Curr
HIV/AIDS Rep 2010;7:44‑51.
Kirkwood BR, Sterne JA. Essential Medical Statistics. 2nd ed. Massachusetts,
USA: Blackwell Science Limited; 2006. p. 420.
Tuldra A, Fumaz CR, Ferrer MJ. Prospective randomized two‑group controlled
study to determine the efficacy of a specific intervention to improve long‑term
adherence to highly active antiretroviral therapy. J Acquir Immune Defic Syndr
2000;25:221‑ 8.
Abrahamson JH. WinPepi computer programs for epidemiologists.
Version 9.7 June 14 2009.Available from: http://www.brixtonhealth.com. [Last
accessed on 2009 Oct 29].
Horizons/Population Council, International Centre for Reproductive Health
and Coast Province General Hospital. Adherence to Antiretroviral Therapy
in Adults: A Guide for Trainers. Nairobi Kenya. Population Council. 2004.
Hill Z, Kendall C, Fernandez M. Patterns of adherence to antiretrovirals:Why
adherence has no simple measure. AIDS Patient Care 2003;17:519‑25.
Federal Ministry of Health. National Guidelines for HIV and AIDS Treatment
and Care in Adolescents and Adults; Abuja Nigeria. Federal Ministry of Health.
2007.
Chung MH, Richardson BA,Tapia K. A randomized controlled trial comparing
the effects of counselling and alarm device on HAART adherence and virologic
outcomes. PLoS Med 2011;8:e1000422
Wang X, Wu Z. Factors associated with adherence to antiretroviral therapy
among HIV/AIDS patients in Rural China. AIDS 2007;21:149‑55.
Hulka BS, Cassell JC, Kupper LL, Burdette JA. Communication, compliance, and
concordance between physicians and patients with prescribed medications.
Am J Publ Health 1976;66:847‑53.

How to cite this article: Maduka O, Tobin-West CI. Adherence counseling
and reminder text messages improve uptake of antiretroviral therapy in a
tertiary hospital in Nigeria. Niger J Clin Pract 2013;16:302-8.
Source of Support: Nil, Conflict of Interest: None declared.

Nigerian Journal of Clinical Practice • Jul-Sep 2013 • Vol 16 • Issue 3

