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Abstract 

 
of 

 
THE RELATIONSHIP BETWEEN TREATMENT SELF-EFFICACY AND TREATMENT 

ADHERENCE IN PEOPLE LIVING WITH HIV/AIDS 

by 
 

Marc Rensis Labrador Fontanares 
 
 
Statement of Problem 

The advent of anti-retroviral therapies (ART) to manage HIV/AIDS disease sequalae has 

provided improved health outcomes, longevity, decrease in HIV/AIDS related mortality and 

morbidity, and optimization of quality of life. For ART to be effective, optimum adherence to 

treatment must be achieved. However, there continues to be poor viral suppression among 

HIV/AIDS populations and thus warrants exploration of correlates such as Treatment Self-

Efficacy on ART adherence among adults living with HIV/AIDS.  

Sources of Data 

Data is to be collected from a convenience sample of adults as clients in a local San Diego 

County HIV/AIDS resource care center, who completed a survey during routine center visits, 

that included demographic data, HIV Adherence Self-Efficacy Scale (HIV-ASES) (Johnson, et 

al., 2007), 30-day Visual Analog Scale (VAS) (Walsh, Mandalia, & Gazzard, 2002), and 30-day 

3-Item Adherence Scale (Wilson et al., 2013).  
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CHAPTER ONE: INTRODUCTION 

 

 It is well known that effective management of individuals with human immunodeficiency 

virus (HIV)/acquired immunodeficiency syndrome (AIDS) is affected by optimum treatment 

adherence. The advent of highly active retroviral treatments (HAART), and the development of 

varying pharmacological classes of treatments that allow for reduction in pill burden and 

simplicity of treatments, and effective management with improved clinical outcomes are now 

more feasible and accessible.  For effective viral suppression and improved health outcomes, 

treatment adherence must be achieved and maintained to suppress viral load. However, literature 

indicates that there is persistent decline in treatment adherence in the general population, 

resulting in treatment failure and poor health outcomes.  

 Epidemiological data from national surveillance initiatives in the United States such as 

The National HIV Surveillance System (The Centers for Disease Control and Prevention, 2015), 

provides an exemplar of the magnitude of HIV prevalence and sub-optimal medication 

adherence rates as evidenced by sustained viral loads, and thus warrants consideration in 

interventions to improve care management of HIV/AIDS populations. Research has considered 

diverse avenues of approaching treatment adherence, providing insight and perspectives on 

developing interventions to facilitate improving treatment adherence.  

 Guiding this exploration of treatment adherence is the theoretical framework of Self-

Efficacy, developed by Albert Bandura, with foundations in Social Cognitive Theory (SCT). 

Self-efficacy theory links proposed factors that dynamically affect human behavior, specifically 

when applied to health care behaviors. The theoretical framework posits that an individual’s 

perception of efficacy is based on four constructs: (1) mastery experience, (2) vicarious 
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experience, (3), verbal persuasion, and (4) somatic and emotional state, all of which interact 

respectively resulting in a change in behavior (Bandura, 1977). Further exploration of this theory 

and relevance to this research will be discussed in Chapter 2. 

 Literature review elucidates that there are contributing factors that affect treatment 

adherence specifically with HAART among HIV/AIDS populations. Constructs as such in Social 

Cognitive Theory and Self-Efficacy Theory have been examined for associated significance in 

treatment adherence and thus warrants further study for validation and generalizability.  

Background and Significance  

 In order to optimize health outcomes, HIV/AIDS must be managed with appropriate 

modalities (conventionally with use of HAART) requiring consistent adherence to achieve and 

maximize the intended viral suppressive benefits. Similar to other disease processes, HIV 

infection is approached as a chronic illness, that must be managed with daily treatments to 

suppress the infection sequelae and improve health outcomes (Nokes et al., 2012). To delay the 

progression of the illness, and reduce morbidity and mortality from HIV infection, optimum 

adherence of >95% must be met to suppress viral load and minimize associated disease 

pathology (Cohen, Meyers, & Davis, 2013). Antiretroviral therapies can take form as single dose 

regimens to multi-dose combination therapies, but nonetheless for optimum efficacy of 

treatment, prescribed doses must be followed. Nachega et al. (2011), determined that a patient 

may not miss more than one dose per month for maximum treatment efficacy (p. 108). Non-

adherence, frequent interruption in scheduled drug doses, ineffective or sub-optimal drug 

selection, and low serum drug concentrations can result in drug resistance, treatment failure and 

poor health outcomes with increased health care burden and costs (p.109-110).  
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 A published Morbidity and Mortality Report provided by The Centers for Disease 

Control and Prevention, estimates that in 2012, there is approximately 1.2 million cases of HIV 

infections in the United States among people ages 13 years and older. Of those cases, 12.8% or 

approximately 156,000 individuals are un-diagnosed (as cited in Hall et al., 2015). Sub-

populations with the highest incidence of HIV diagnosis in 2010 include White men who have 

sex with men (MSM), with significant increase in incidence among young African-American 

MSM. It is estimated that the rate of new HIV infections among African-Americans are 7.9 times 

more likely than Whites (Karon et al., 2008). Though HIV incidence rates remained stable across 

subpopulations in 2010. Furthermore, as viral suppression is essential for optimum health 

outcomes, medication adherence rates must be considered in this issue. The Centers for Disease 

Control and Prevention estimates that in the United States, 89% HIV infected individuals are on 

prescribed anti-retroviral treatments (ART), of those, 77% had viral suppression; only an 

estimated 28% of all HIV-infected person in the United had viral load suppression (Cohen at al., 

2011).  

 There exist numerous research inquiries that explore the concept of medication adherence 

related to HIV/AID anti-retroviral treatments (ART). Studies have explored specific 

determinants of medication adherence, across varying populations (demographics) among 

HIV/AIDS populations and have provided insight into possible correlates; evidence to reinforce 

necessity for interventions, healthcare and public health implications and approaches to health 

promotion and education (Nachega et al., 2011). 

The Problem  

 Despite interventions and initiatives for HIV prevention, rates of infection have remained 

stable in the United States. The inception of antiretroviral therapies has provided improved 
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quality health outcomes, prolonging life and decrease mortality related to HIV/AIDS (Brown et 

al., 2013). However, for treatment to successfully suppress viral loads, strict adherence to ART 

must be achieved and maintained, and literature reinforces the paucity of improving medication 

adherence through specific and effective interventions. The necessity for high levels of 

medication adherence are required to prevent adverse disease sequelae and premature death, 

however, epidemiological surveys are finding sustained and increasing number of patients that 

are sub-optimal in treatment adherence and do not achieve nor maintain appropriate levels of 

ART adherence resulting in poor health outcomes (Langebeek et al., 2014).  

Purpose of the Research 

The purpose of this research study is to explore the relationship of self-efficacy on the rates of 

treatment adherence among adults living with HIV/AIDS that are currently prescribed anti-

retroviral treatments (ART), as clients in a local San Diego County HIV/AIDS resource center.  

Furthermore, this pilot study will identify the level of self-efficacy in the greater San Diego area 

supporting the development of a client education program to increase self-efficacy and improve 

treatment adherence rates. A larger study will follow exploring the differences in self-efficacy of 

participants prior to and following an educational intervention. 

Research Question 

The research question is, “For adults living with HIV/AIDS (PLWHA) as clients in a 

local San Diego County HIV/AIDS resource clinic, is there a relationship between self-efficacy 

and individuals’ self-reported anti-retroviral treatment (ART) adherence?”   

Research Variables 

The independent variable in this study is the self-reported anti-retroviral adherence self-

efficacy as measured by the HIV Treatment Adherence Self-Efficacy Scale (HIV-ASES) 
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(Johnson et al., 2007). The dependent variable in this study self-reported ART adherence 

instruments specifically the 30-day Visual Analog Scale (VAS) (Walsh, Mandalia & Gazzard, 

2002; Nokes et al., 2012), and the 30-day 3-Item Adherence Scale (Wilson et al., 2013). Baseline 

demographic factors will also be included in data collection, including participants’ age, gender, 

ethnic background, education level, occupation status, and presence of health insurance 

coverage.  
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CHAPTER TWO: LITERATURE REVIEW 

 
Literature, research studies and other supplemental information were derived from online 

research databases including Cumulative Index to Nursing and Allied Health Literature 

(CINAHL), Pubmed, and Google Scholar. A total of 150 abstracts and articles were reviewed for 

consideration in this literature review, 60 were utilized for in depth-review and analysis, and a 

total of 37 were included in this thesis. Specific keywords (terminologies) were utilized in 

database research including: HIV/AIDS, treatment, adherence, self-efficacy, antiretroviral.  

Characteristics of the literature are English written articles published dating from 1970 to 

present. The research focused on general epidemiological data of HIV/AIDS prevalence and 

incidence rates, medication adherence rates, pathophysiology of the disease process/sequalae, 

treatment guidelines, theoretical framework and correlates/predictors (variables) related to ART 

adherence.  

Nokes et al., (2012) conducted a cross-sectional, descriptive national study of HIV/AIDS 

participants (n=1,414), currently on active antiretroviral treatments, to explore the role of 

treatment adherence self-efficacy and potential relationships with self-reported ART adherence, 

and constructs as defined in Social Cognitive Theory. The study findings indicated a moderately 

strong relationship of adherence self-efficacy with adherence to ART, and emphasized the 

mediating role of self-efficacy, implicating considerations to integrating and engaging clients in 

improving perceived self-efficacy to optimize medication adherence rates and outcomes (p. 408-

409). The instruments utilized in the study are: HIV Adherence Self-Efficacy Scale (HIV-ASES) 

(Johnson et al., 2007), 30-day Visual Analog Scale for Medication Adherence (Walsh, Mandalia, 

& Gazzard, 2002), and a Single-Item Self-Rating of Adherence Scale (Lu et al., 2007). This 

study provides the exemplar model research design for this thesis.  
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 Examining relationships of social-cognitive variables and demographic factors with ART 

adherence among HIV populations, a cross-sectional, descriptive study (n= 116) conducted by 

Brown, Littlewood & Vanable (2013), (n=116), indicated that women and racial minorities are 

more likely to report medication adherence rates that are suboptimal. Findings of bivariate 

analyses concludes that participants with optimal adherence levels exhibit characteristics such as 

greater self-efficacy with ART adherence, greater perception of risk and negative outcome 

expectancies from non-adherence to ART, had overall higher levels of optimal ART adherence 

(p.5). Multivariate analyses reinforce the above findings, indicating that ART adherence greater 

than 95% was associated with increased level of treatment self-efficacy (p.5). Instruments for 

measurement in this study were self-report ART adherence measurement (Simoni et al., 2006) 

and ART Adherence self-efficacy questionnaire (Johnson et al., 2007).  

 A meta-analysis (in concordance with the Preferred Reporting Items for Systematic 

Reviews and Meta-Analyses) conducted by Langebeek et al. (2014), examined 207 studies 

published between 1996 and 2014, to examine predictors and correlates of ART adherence for 

HIV infected populations. Analyses of common factors pooled from the studies indicated that 

adherence self-efficacy had the strongest association with ART adherence rate. Other significant 

correlates including presence of substance use, concerns with treatments, provider-patient 

relationship, and medical beliefs about importance of treatment, depression, stigma related to 

HIV diagnosis, and presence of social support (p. 3-4).  

Emphasis on exploring cognitive-behavioral factors in ART adherence was supported by 

a cross-sectional study by Adefolalu et al. (2015), that surveyed HIV-infected individuals on 

current ART in South Africa (n=232). Examined variables in the study were treatment adherence 

self-efficacy, measured by HIV Treatment Adherence Self-Efficacy Scale (Johnson et al., 2007), 
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Beliefs about Medicines Questionnaires (BMQ) (Horne, Weinman, & Hankins, 1999), and ART 

adherence, measured by the adult AIDS Clinical Trial Group follow up questionnaire (Chesney 

et al., 2000). Study findings elucidate that HIV adherence self-efficacy is statistically significant 

as a variable in the prediction of ART adherence, and implicates that interventions should 

consider socio-cognitive behaviors and factors in conjunction with demographic traits as 

potential barriers to optimum ART adherence (Adefolalu et al., 2015, p. 284).  

 Waldrop-Valverde, Dong & Ownby (2013) conducted a longitudinal study (n=99), 

inclusive of interviews and surveys at 4-week intervals for a total study period of 6 months that 

measured medication adherence and ART taking self-efficacy. Instruments used for this study 

included, the Self-Efficacy for Taking Antiretroviral Medication Scale (Purcell et al., 2004) and 

Medication Event Monitoring Systems (MEMS), utilizing electronic bottle caps that record 

events of opening the medication bottle, tracking time and frequency; an instrument shown to 

have good reliability in predicting ART adherence (McNabb et al., 2003). Findings from this 

study conclude that medication-taking self-efficacy, older age, increased monthly income was 

associated with higher levels ART adherence, congruent with literature review findings.  

Major Variables Defined  

 Demographic Variables. The following demographic variables are defined in this 

section. Adults are inclusive of individuals that are at least 18 years and older. Gender is defined 

as either male, female or other; individuals may identify themselves as transgender/transsexual 

and is identified as such.  Age is based on the chronological age of the individual. Ethnicity is the 

individual’s referred ethnic background or also known as race, which can include Asian/Pacific 

Islander, African-American/Black, Hispanic/Latino, Native American, White/Anglo-Saxon, or 

other. Education level is segmented by tiers (based on education levels in the United States) and 
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are specified as follows: 11th grade or less, High School or GED, 2-year college/Associate’s 

Degree completion, 4-year college/Baccalaureate degree completion, Master’s degree or 

Doctorate degree completion. Occupation status is defined as currently working in an 

occupation/position/employment for pay. Health Insurance is whether the individual has active 

and useable health insurance coverage (including federally funded, healthcare provision 

programs, i.e. Medicare).  

 Adherence. The definition of adherence for this project is based on the model study by 

Nokes et al. (2012) in conjunction with the World Health Organization (2003) definition of 

adherence as it relates to long-term therapies (applicable to antiretroviral treatment, requiring 

long-term therapy). Nokes et al. (2012), defines adherence as the “…complement of actions 

taken to comply with intervention recommendations…” (p. 404). Furthermore, the World Health 

Organization expresses adherence as “the extent to which a person’s behavior taking medication, 

following a diet, and/or executing lifestyle changes, corresponds with agreed recommendations 

from a health care provider” (World Health Organization, 2003, p.3).  

The definition for ART optimal adherence rate, is determined based on a longitudinal 

study conducted by Paterson et al. (n=99) that indicate for ART adherence to be optimal, 

treatments (medication doses) must be taken ≥95% of total prescribed doses  

[(Number of doses taken)/ (Total prescribed doses)] x 100 = % adherence. Optimum adherence 

is achieved by measure of viral suppression, viral load below levels of detection (e.g. HIV RNA 

<20 to 75 copies/mL) (Department of Health and Human Services, 2015).  

Self-Efficacy.  Nokes et al. (2012), defines self-efficacy, specifically HIV treatment self-

efficacy as “…the confidence held by an individual in his/her ability to follow treatment 
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recommendations and includes any action that the person living with HIV does to promote 

health…” (p. 404).  

Theoretical Framework 

 Guiding this research study is the theoretical framework of Albert Bandura, The Self-

Efficacy Theory. The foundational basis of this theory stems from social learning theory (also 

known as social cognitive theory), posits the act of learning consists of cognitive processes that 

extends beyond the inner drives, needs and essentially motivations of an individual. The theory 

identifies determinants of behavior—cognitive, behavioral, and environmental factors 

(influences)—that dynamically interact to form human function or behavior (Bandura, 1971). 

This interplay of influences is what is known as triadic reciprocality, with emphasis on the role 

of cognition in affecting human capabilities. Furthermore, Bandura focuses on this idea of “being 

human” as to describe individuals possessing the following cognitive abilities: 

Symbolize. Humans have the ability to extract and infer from the environment, reflect 

upon experiences, situations, and circumstances that can affect behavior and foresee impact or 

consequences of actions. Symbolically representing thought can be stored for future reference to 

behaviors and provides structure for thoughts and ideas (Bandura, 1971, p.2).  

Self-Direction or Forethought. With the capability of symbolizing, individuals are able 

to anticipate, plan and guide actions, set goals, considering the consequences of actions.  

Vicarious Learning. By keen observation of the world, people are able to draw and learn 

observed behaviors without the actual attempt of the task and is stored mentally for future 

guidance. This requires the retention of the (observed) behavior, recognizing the value of such 

behavior, and to engage in integrating the behavior into purposeful action (Bandura, 1971, p.3).  
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Self-Regulation. People are self-regulatory, continuously evaluating and assessing the 

actions and performed behaviors, behavior changes that are deemed necessary (Bandura, 1971, p. 

3).  

Self-Reflection. Human beings are unique in exhibiting the ability to self-reflect, or 

provide appraisal of one’s experiences, insight into one’s own cognitions, beliefs, and have the 

ability to self-evaluate and produce changes in behavior (Bandura, 1986).  

Central to these cognitive abilities that affect human function, resulting in behavior is the 

theory of Self-Efficacy. An individual’s perceived self-efficacy is “…beliefs about their 

capabilities to produce designated levels of performance that exercise influence over events that 

affect their lives” (Bandura, 1994). Generally, people that have high levels of self-efficacy will 

attempt tasks and challenges as areas to achieve mastery rather than fear-provoking or threats, 

resulting in avoidance of such endeavors. Characteristics of self-efficacious individuals are 

resilience (in regard to outcomes), attributes failures as requiring additional effort, knowledge or 

practice which are realistically attainable (1994).  Contrary to this, people with low levels of self-

efficacy, are vulnerable to poor commitment to goals, easily dissuaded by failures, and often 

result with “stress and depression” (1994).  

Self-efficacy is influenced by four distinct constructs: mastery experience, vicarious 

experience, verbal persuasion and physiologic (somatic and emotional) state. These constructs 

or processes contribute individually and collectively to form self-efficacy. 

 Mastery Experience. Successful completion of tasks reinforces positive self-efficacy in 

people. Adversity, difficulty and incompletion of tasks serve as points from which self-

efficacious individuals can learn, develop skills, and become stronger from perseverant efforts 

(Bandura, 1994).  
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 Vicarious Experience. By social modeling, an individual can observe others in similar 

circumstances that influence thought, and believe that they too possess the ability to fulfill those 

same tasks; by observation, there is a transfer in knowledge to the observer that results in a sense 

of empowerment to be able to accomplish the sought goals (Bandura, 1994).  

 Verbal Persuasion. Individuals can provide self-persuasion as well as input from that 

they are capable of achieving and mastering the intended task. Additionally, persuasion in terms 

of convincing one’s self to attempt challenging tasks, and situate in an environment that 

promotes achievement based on improvement rather than comparing themselves to others 

(Bandura, 1994).  

 Physiologic States. Reactions to tasks, stress-responses and physical responses (e.g. 

fatigue, strength, stamina) all influence an individual’s perception of self-efficacy. How one 

perceives physiologic state can positively or adversely affect perceived self-efficacy (Bandura, 

1994). 
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Figure 1. Albert Bandura’s Self-Efficacy Theory model  

 

Note. Permission obtained from author to use. (Hayden, 2009, p. 10) (Appendix H).  

Summary 

 Review of the literature provides ample evidence that varying correlates affect the level 

of ART adherence among HIV/AIDS populations. A dynamic interplay between cognitive and 

personal factors, behavior, and environmental aspects influences the behavior of treatment 

adherence. Despite evidence of statistically significant variables as barriers to treatment 

adherence, as a single correlate, treatment adherence self-efficacy yields a consistent association 

to treatment adherence that transcends much of literary studies and reviews.  

 The Self-Efficacy Theory (Bandura, 1977;1994) derived from The Social Learning 

Theory (Bandura, 1971) describe the dimensions that produce human function and behavior and 

thus is utilized as a pragmatic model for this research study. 
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CHAPTER THREE: METHODOLOGY 

 
 
Introduction  

 There are numerous instruments that measure for treatment adherence, not limited to 

antiretroviral treatment and have global applicability to various settings and environments. The 

instruments utilized in compliance with the aims of this research are all self-report based 

questionnaires that are feasible for low-cost studies, and are relatively easy to administer on 

various participant groups (Buscher et al., 2011).  

ART adherence self-efficacy will be measured by utilizing the HIV Treatment Adherence 

Self-Efficacy Scale (HIV-ASES) (Johnson et al., 2007) (Appendix B). Treatment adherence 

scales utilized are adaptations from Walsh, Mandalia, and Gazzard (2002) including the 30-day 

Visual Analog Scale (Appendix C). Additionally, an instrument by Wilson et al. (2013), a 30-day 

3-Item Adherence Scale will also be utilized in this study to measure treatment adherence 

(Appendix D).  

 Exploring the relationship between treatment self-efficacy and ART adherence will be 

analyzed with inferential statistical methods and demographic data will be examined by 

descriptive statistics.  

Research Question  

“For adults living with HIV/AIDS (PLWHA) as clients in a local San Diego County 

HIV/AIDS resource clinic, is there a relationship between treatment adherence self-efficacy and 

individuals’ self-reported anti-retroviral treatment (ART) adherence?”   

Identification of Setting  
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 The setting for this research study will be conducted in a HIV/AIDS community resource 

center located in central San Diego County (Hillcrest). Being Alive is a non-profit organization 

that provides support services including peer advocacy and counseling, assistance with accessing 

public health provision programs such as AIDS Drug Assistance Program (ADAP) and 

Comprehensive AIDS Resource Emergency Act, Health Insurance Premium Payment Program 

(CARE HIPP), emergency food resources, recreational and educational workshops/activities. All 

services aim to provide a safe environment for individuals, access to emotional support systems, 

peer guidance and community resources to facilitate growth and improve quality of life among 

HIV/AIDS clients.  

 This research study will support the development and implementation of a Client 

Education Program that is an additional service-line in the facility. This program aims to provide 

assistance in navigating through healthcare services, chronic disease (i.e. HIV/AIDs) 

management and treatment adherence, and to provide information on ancillary services such as 

psychiatry, counseling, financial and employment assistance, etc. This program will be delivered 

in a didactic setting at the facility, approximately one-hour sessions every week for a total 

duration of 12 months. Additional content and delivery methods may vary depending on client 

and staff feedback to appropriately and effectively address deficits and as requested by the 

community.  

 Active clients in Being Alive, are adults, 18 years and older, with HIV/AIDS infection 

(diagnosis) that are on current anti-retroviral treatments. The resource center consists of 5 

employed staff with 10 volunteers, providing services to approximately over 3,000 clients within 

San Diego county (A. Gadia, personal communication, December 7, 2015).  

Research Design  
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 The research design that will be used in this study is a quantitative, cross-sectional study, 

to explore the relationship between self-efficacy and anti-retroviral treatment adherence.  A pen-

paper, survey questionnaire will be administered including collection of demographic 

information (Appendix A) with the HIV Adherence Self-Efficacy Scale (HIV-ASES) (Johnson et 

al., 2007), 30-day Visual Analog Scale (VAS) (Walsh, Mandalia, & Gazzard, 2002), and the 30-

day 3-Item Self-Rating Adherence Scale (Wilson et al., 2013).  

Population Sample  

 Participants will be selected by a convenience sampling method, by recruitment at Being 

Alive HIV/AIDS Resource Center. All participants are clients in this resource center, must be 18 

years and older, diagnosed with HIV/AIDS and are on currently prescribed antiretroviral 

treatment (medications), proficient in reading and writing English. All participating clients will 

be approached by an appointed counselor (as the designated research assistant), and approval 

will be received by the client prior to initiation of the study. Exclusion criteria are clients that are 

younger than 18 years old or adults with cognitive dysfunction and as a result are unable to 

complete the study requirements.  

The required total sample size for this study will be 109 participants from the total 

number of clients at the prospective HIV/AIDS resource center. The sample size (n=109) is 

determined based on utilizing a correlational, bivariate normal model (two-tailed test) to achieve 

a power of .80, with a significance level of .05, and a selected effect size of .30 (Faul et al., 

2009) (Figure 2). An additional 40% of sample size was added to factor in attrition during this 

study.  
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Figure 2. Power analysis for data collection (Faul et al., 2009) 

 
Measurement Methods  

A pen-paper survey questionnaire includes basic demographic information which will 

consist of the following: age, gender, ethnicity, highest education level attained, occupational 

status, and presence of health insurance coverage (Appendix A).  

The following instrument scales will be included in this study: HIV Adherence Self-

Efficacy Scale (HIV-ASES) (Johnson et al., 2007), 30-day Visual Analog Scale (Walsh, 

Mandalia, & Gazzard, 2002), and a 30-day 3-Item Adherence Scale (Wilson et al., 2013). The 

HIV-ASES instrument, the 3-day and 30-day VAS are accessible in the public domain, whereas 

the Single-Item Self-Rating Adherence Scale will be requested for permission to use for this 

study. Authorizations for use of mentioned instruments are currently pending.  
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The HIV Adherence Self-Efficacy Scale (HIV-ASES) consists of 12 questions that rates 

the individual’s treatment adherence behaviors, specifically the confidence related to successful 

adherence to treatments (Johnson et al., 2007, p. 3). Each question is asking the individual to rate 

on an ordinal scale whether a behavior may or may not be completed or achieved (Appendix B). 

Each question is presented as Likert-type scale, ranging in numerical value from “0” (defined as 

“cannot do at all”), to “05” (defined as “moderate certain can do”), and to “10” (defined as 

“complete certain can do”). The HIV-ASES scale has been previously analyzed for reliability 

and validity; Johnson et al. (2007), indicates that the instrument demonstrates generally good fit 

of the model χ2 (N=205) = 89.55, p <.0001; CFI=.95, RMSEA=.06, and SRMR-.05 (p. 6). 

Additionally, global composite internal reliability for the instrument was strong (p=.91; 95% 

CI=.89, .93). (p. 6). Studies conducted such as Kang et al. (2014) have determined the HIV-

ASES to have a Cronbach’s alpha of .89.  Concurrent and divergent validity was assessed, 

comparing thematic factors in the HIV-ASES scale (“integration of treatment in daily lives”, and 

“perseverant in adhering to their treatment regimens”); the findings found correlations consistent 

with literature findings on self-efficacy, for example: positive correlation of adherence self-

efficacy with “self-reported adherence, positive problem solving, coping, social support and CD4 

T-cell counts” (Johnson et al., 2007, p. 6).  

The 30-day Visual Analog Scales (VAS) are based on the study by Walsh, Mandalia, & 

Gazzard (2002). The visual analog scale assesses the “proportion of doses taken in the preceding 

month” as self-rated by the individual (p. 270) (Appendix C). The VAS has been tested against 

other adherence instruments to affirm validity and reliability. In several studies, the visual analog 

scales are found to have moderate to high levels of correlation to determine ART adherence rates 

when compared to other instruments such as the unannounced pill counts (r=.76) and inversely 
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correlated with HIV viral load (r=-0.49) (Giordano et al., 2004;). Similarly, Oyugi et al. (2002) 

and Kalichman et al. (2009), validated the VAS with multiple measures of adherence (e.g. 

electronic medication monitoring, unannounced monthly pill counts, 3-day structured self-

report); all methods of measurement did not indicate significant differences in mean ART 

adherence rates. Furthermore, all instruments compared in the study were significantly correlated 

with viral load measurements. The visual-analog scale has been tested in numerous studies with 

adherence measures. Badiee et al., compared the VAS with a Medication Event Monitoring 

System (MEMS) and the Aids Clinical Trial Group (ACTG) Questionnaire, and found the VAS 

and MEMS with higher correlation, Spearman’s p=0.56 compared to the ACTG and MEMS with 

p=0.48 (2012).  

The 30-day 3-Item Adherence Scale developed by Wilson et al. (2013), comprises of 3 

questions that assess HIV medication taking and adherence within the last 30 days (Appendix 

D). Three forms of survey testing were conducted to provide validity and reliability measures in 

the study; web-based survey (assessed for single-medication regimen and multiple/combination 

medications regimen) and pen-paper survey (Wilson et al. 2013). All three methods yielded high 

reliability measures, with Cronbach’s alpha 0.86-0.89 respectively (Wilson et al. 2013).  

Data Collection and Process 

 The Institutional Review Board (IRB) at California State University San Marcos 

(CSUSM) will be requested to review and approve this proposed research study (Appendix E). It 

is determined that there is no IRB that exists for the proposed site of the study; rather the 

managing supervisor of the HIV/AIDS resource center will be requested for approval to conduct 

this study (Appendix G). Pre-determined staff members of the resource center will be appointed 

to assist with conducting this research study. The staff members will be required to complete an 
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IRB workshop and seek approval by the supervising administrator of the study site to participate 

as a research assistant in this study. The determined research assistants will be following a 

scripted guideline wherein instructions will be read to the client regarding the research process 

and throughout the duration of the study. An informed consent sheet will be provided to the 

client to review and sign which explains the research study and participation details, including 

risks and benefits, and process of obtaining study information and results will be provided for 

each prospective client (Appendix F). The client will have the opportunity to review the 

informed consent, ask any questions, upon which then the client can agree to participation in the 

research study. The consent form will be analyzed for readability and will be assessed to produce 

a Flesch-Kincaid Grade Level of 8. Upon receiving appropriate consent, the pen-paper survey 

questionnaire will be administered to the client. The survey will include, demographic data as 

mentioned in Chapter 2 (Demographic Variables) to describe the sample population, as well as 

the selected instruments utilized for this study.  

Coding and Scoring 

The HIV-ASES (Johnson et al., 2007), 30-day Visual Analog Scale (VAS) (Walsh, 

Mandalia, & Gazzard, 2002) and the 30-day 3-Item Adherence Scale (Wilson et al., 2013) will 

be scored according to the respective authors’ instructions. The HIV-ASES consist of 12 

questions, with total scores ranging from 0 to 120, where the total score is calculated from the 

sum of each rated question (Johnson et al., 2007) (Appendix B).  

The 3-day and 30-day Visual Analog Scale is scored according to the percentage rated 

and marked by the individual, a single percentage score between the range of 0 to 100% is 

possible for each respective 3-day and 30-day VAS (Walsh, Mandalia, & Gazzard 2002) 

(Appendix C).  
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The 30-day 3-Item Adherence Scale (Wilson et al., 2013) comprises of 3 questions: 

Question 1 is scored based on self-reported number of days a dose of any HIV medications were 

missed (one numeric answer). Question 2 is scored where each response category is given scores 

0 – “Very Poor”, 20 – “Poor”, 40 – “Fair”, 60 – “Good”, 80 – “Very Good”, 100 – “Excellent”. 

Lastly, Question 3 is scored similarly to the previous question, where each response category is 

given scores 0 – “Never”, 20 – “Rarely”, 40 – “Sometimes”, 60 – “Usually”, 80 – “Almost 

Always”, 100 – “Always”, where a score of 100 indicates the highest (Wilson et al., 2007, p. 90) 

(Appendix D). 

Any survey questionnaires that are left incomplete will be excluded from data analysis. 

Variables are coded as scale, ordinal or nominal and will be coded according to the designated 

classifications. Summary of the data analysis variables with coding and scoring are provided:  

Table 1. Coding and Scoring  

Variables Description Type Coding  

Age Ages in years Scale  
Gender Male  

Female 
Transgender 
Other 
 

Nominal  M=0 
F=1 
T=2 
O=4 

Ethnicity  Asian/Pacific Islander 
African-American/Black 
Hispanic/Latino 
White (Non-Hispanic)/Anglo-Saxon 
Other 
 

Nominal AP=1 
AF=2 
HL=3 
WA=4 
OT=5 

Highest 
Education 
Level 

11th grade or less 
High school of GED 
2-year college/Associate’s Degree 
4-year college/Bachelor’s Degree 
Master’s Degree or Doctorate 

Ordinal S=0 
H=1 
A=2 
B=3 
G=4 
 

Occupation 
Status 

Working  
 

Nominal No=0 
Yes=1 
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Variables Description Type Coding  

 
Health 
Insurance 

Health insurance coverage Nominal  No=0 
Yes=1 
 

30-day 3-item 
Adherence 
Scale 

Question 1: 
Reported days missed doses 
 
Question 2: 
Self-rating of adherence to 
treatments 

Question 3: 
Self-rating of frequency of taking 
medications as prescribed 

Scale 
 
 
Nominal 

Nominal 

0-30 
 
 
Very poor=0 
Poor=20 
Fair=40 
Good=60 
Very good=80 
Excellent=100 
 
Never=0 
Rarely=20 
Sometimes=40 
Usually=60 
Almost always=80 
Always=100 
 

3-day Visual 
Analog Scale 

Percentage  Scale 0-100% 

30-day Visual 
Analog Sclae 

Percentage Scale  0-100% 

HIV-ASES Question 1-12 Ordinal 0-10  

Note: The coding and scoring are samples for this research study are subject to change 
accordingly to the data collected. 
 

Data Analysis 

 Data analysis (descriptive and inferential statistics) will be conducted through IBM 

Statistical Package for the Social Sciences (SPSS) software edition 22.0 (2013).  The analyses 

that will be used for this study are as follows: descriptive statistics, frequency distributions (with 

histogram charts), and bivariate correlation (two-tailed) test. The significance level will be set at 

p<.05.  
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Descriptive statistics will provide descriptive data on the sample population for this study, 

including mean, median, mode, standard deviations, skewness for each variable as applicable. 

The scores from each instrument utilized in this study will also be calculated using descriptive 

statistics. Frequency distributions will be conducted to determine normality of data and presence 

of data skewness. The level of measurement for analysis will be classified in the following: 

nominal and ordinal data for demographic information collected, interval and ordinal data for 

scoring HIV-ASES (Johnson et al., 2007), 3-day and 30-day VAS (Walsh, Mandalia, & Gazzard, 

2002) and 30-day 3-Item Adherence Scale (Wilson et al., 2013).  

Bivariate correlational modeling will be used to determine correlation coefficients, 

Pearson’s r to provide a value that will indicate the strength and direction (Kellar & Kelvin, 

2013, p. 265) of the relationship between the independent variable (treatment adherence self-

efficacy) and dependent variable (treatment adherence). The coefficient of determination, as 

denoted by r2 will be calculated to determine the amount of variance the dependent variable is 

explained by the independent variable (p. 265). If the collected data does not meet the 

assumptions for a Pearson Correlation, then the alternative method of Spearman Correlation 

Coefficient (p. 267) will be analyzed for inferential statistics.  

 In this study, the α-level is selected to be at .05, the degree of freedom (df) for r, will be 

determined by number of participants subtracted by 2 (n-2); yields df=107. Statistical 

significance for the correlation will be determined if the calculated r, is greater than the absolute 

value of the critical value corresponding to the 107 degrees of freedom for a two-tailed test 

(Kellar & Kelvin, 2013, p. 271).  

This research study will use a correlational model, and thus pose potential temporal 

ambiguity. It may be unclear whether the independent variable stated precedes the dependent 
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variable identified in this study despite results of the statistical analyses. To control for this 

factor, testing a directional hypothesis and utilizing linear regression analysis (for interval data) 

can be considered to determine variable precedence (Kellar & Kelvin, 2013).   

Bias  

 The convenience sampling method that will be utilized in this study is a potential source 

for bias, as clients can consent or decline to participate which may affect the representation of 

the sample to the general population being studied. Homogeneity versus heterogeneity of sample 

population is considered due to the nature of the convenience sampling method. Descriptive 

statistics of the sample population will be collated and if possible, compared to compiled 

statistics collected by the site of study to indicate any significant differences in the population 

characteristics.  

 The principal investigator will not be directly present at the time of administering the 

study survey questionnaire and will be relying on instructions and delineated study procedures 

provided to the research assistant. There may be inconsistencies in information delivery, 

consenting and administration of surveys. Thus, to control for this, meticulous review and 

practice of an outlined research protocol and a scripted guide will be utilized during review 

(practice) sessions that will be identical for use during the actual research study.  

 This study will be limited to examining the relationship between treatment adherence 

self-efficacy and ART adherence. Though consistent with literature findings, previous studies 

have analyzed other potential correlates and predictors of ART adherence that are not analyzed 

and included in this particular study and may provide basis for future study to examine these 

correlates.   

Ethical Consideration 
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 The CSUSM Institutional Review Board (IRB) will need to approve this research study 

prior to conducting. All participants will be required to be 18 years and older, be able to consent 

for participation and must meet inclusion criteria. Although HIV/AIDS populations are 

considered a vulnerable population, an expedited IRB approval will be sought. Informed consent 

sheets explaining the research and potential participation will be provided for the client to review 

prior signing the consent form. Incentives include $10 VISA gift cards that will be provided for 

participation and completion of study requirements. The participants will be required to complete 

the survey at the intended research study site to maintain confidentiality. The informed consent 

will explain that there will be no identifiable information asked for during the survey, and that all 

surveys will be kept in a locked container only accessible by the principal investigator and the 

research assistant. All data collected will be transcribed electronically in a designated portable 

computer device (laptop) that is password protected and will only be accessed by the principal 

investigator in the academic research setting. At the conclusion of the study and report of 

findings, any paper surveys and electronic data will be properly destroyed.  

Summary  

 To appropriately address the purpose of this study, to explore the relationship between 

treatment self-efficacy and HIV/AIDS treatment adherence, the selected research design and 

methodology will be employed to ensure purposeful data for descriptive and inferential statistical 

analyses. Application of specific instruments will quantitatively measure the independent and 

dependent variables on the selected sample population. Though limitations exist for this study, 

threats to validity and systematic bias will be considered and controlled to strengthen the rigor of 

this research study.  
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CHAPTER FOUR: GRANT ELEMENTS 

Potential Grants 

 The American Foundation for AIDS Research (amfAR) was formed in 1985 with the 

unification of the AIDS Medical Foundation and the National AIDS Research Foundation. The 

program has since invested nearly $400 million in programs and has provided over 3,300 grants 

awards to teams globally. The amfAR Scientific Advisory Committee reviews proposed projects 

based on the scientific relevance, merit and applicability and has guided the foundation in 

investing over $300 million in programs and supported more than 2,000 research teams 

(American Foundation for AIDS Research [amfAR], 2017).  

The Health Resources and Services Administration (HRSA) is a federal agency of the 

U.S. Department of Health and Human Services with a mission to “improve health and achieve 

health equity through access to quality services, a skilled health workforce and innovative 

programs” (Health Resources and Services Administration [HRS], 2015.) Specifically, the Ryan 

White and Global HIV/AIDS Programs has awarded numerous grants and funding to support 

comprehensive programs and systems to ensure continued access to essential health care 

services, support services and treatments. Research grants have been awarded to support the 

various parts of the program to optimize interventions, develop innovative workforces and 

provide quality access to critical HIV/AIDS services (2015).  

 The California HIV/AIDS Research Program (CHRP) was founded in 1983 to address the 

increasing epidemic of HIV/AIDS. The organization supports and facilitates innovative research 

that addresses initiatives including, reduction in incidences of new HIV infections, testing and 

evaluating Pre-Exposure Prophylaxis (PrEP) and developing effective and evidenced-based 

interventions and programs to provide critical services and reduce racial disparities. This 
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organization actively advocates in legislative bodies to impact state policy to support HIV/AIDS 

care services. Historically, CHRP has funded over 2,000 research projects and distributed $275 

million in grants (California HIV/AIDS Research Program [CHRP], 2014).  

Selected Grant 

 The principal investigator has selected to pursue a grant funded by the National Institute 

of Health. The grant announcement number is PA-17-182, Innovations in HIV Testing, 

Adherence, and Retention to Optimize HIV Care Continuum Outcomes (R01), issued by the 

Department of Health and Human Services, and the agency is the National Institute of Health. 

The PA-17-182 is seeking applications for projects that include formative basic behavioral and 

social sciences to gain understanding as a step in the continuum of care or the multiple phases in 

the HIV care continuum, initial development and pilot tests for innovative approaches to 

interventions and trials to determine efficacy of intervention (Grants.gov, 2017). PA-17-182 was 

initially posted on February 28, 2017, and is available for applications until January 7, 2020.  

Currently there is no information provided regarding estimated total program funding, award 

ceiling or award floor.  

Budget 

 Primary Investigator. Marc Rensis L. Fontanares, MSNc, RN, PHN will serve as the 

principal investigator for this research study. He has extensive experience in clinical nursing in 

various specialty departments including medical-surgical, orthopedic, oncology, family 

practice/primary care and infectious disease. Fontanares has worked for Kaiser Permanente San 

Diego Medical Center for 4 years and Kaiser Permanente Outpatient Medical Office – Primary 

Care for the past 2 years and currently enrolled at the California State University, San Marcos 

School of Nursing, Master of Science in Nursing degree in a Family Nurse Practitioner specialty 
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program.  Fontanares has completed requisite courses including biostatistics (with inferential 

statistics) and the California State University, San Marcos Institutional Review Board workshop 

on November 5, 2015. Role responsibility will include overseeing the conduct and process of the 

research study, provide formal presentations to selected facility setting administration and staff, 

training sessions with research assistants (current staff personnel at the site of study), data 

collection and analysis, and dissemination of research findings. The study will be conducted over 

a course of 5 months, with an estimated commitment of 320 hours at $50 per hour, including 

fringe benefits at 48% with a total amount salary requested of $23,680.  

 Research Assistants. Two research assistants (RAs) will be designated for this research 

study and to assist the principal investigator throughout the duration of the project. The research 

assistants will be pooled from currently staff counselors at the research site and will be voluntary 

and approved by the facility administrator. The RAs will meet with the principal investigator on 

pre-determined sessions to receive proper training and extensive review of the research process 

including guidelines/protocols to follow during the study as well as complete the California State 

University, San Marcos Institutional Review Board workshop. The duties of the research 

assistants include recruitment of participants for the study, collating and organizing survey 

questionnaires, providing information regarding the study, providing and ensuring informed 

consent and consent forms are completed, administering surveys and data collection. The RAs 

will be utilized for the duration of study, estimated commitment of 320 hours at $30 per hour 

with fringe benefits at 48%, yielding a salary request of $14,208 per research assistant (total of 

$28,416 combined for both assistants). 

 Client Educators. Two appointed facility staff members will be trained and designated 

as client educators. This position will require the staff to work directly with the principal 
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investigator and facility director to develop and implement educational content and curriculum 

that will provided in didactic sessions with clients. Education may also be provided during client 

counseling appointments. The client educators will be utilized for 12 months, yielding a salary 

request including fringe benefits at 48% of $37,000 per client educator (total of $74,000 

combined for both educators).  

Consultants. Dr. Denise Boren, PhD, RN is the committee chairperson for this research 

study and will be the faculty mentor for the duration of the project. She will receive a stipend of 

$5,000.  

 Dr. Linnea Axman, DrPH, MSN, FNP-BC, FAANP is that statistician elected for this 

study. Dr. Axman’s role includes statistical analysis of collected data. Pertinent data are collected 

and inputted to SPSS software. She will provide a total of 50 hours of statistical consultation at a 

rate of $150 with an estimated salary of $7,500 for duration of the research project (Table 2).  

 Equipment and Supplies. The supplies required for this project include a portable laptop 

with HIPPAA compliant encrypted drive and mouse, encrypted thumb drive, SPSS for statistical 

analysis software costs are approximately $3,360. Office supplies which includes a copier and 

print costs, paper, ink, pens and other miscellaneous items are estimated at $250.  

 Other Expenses. Expenses include registration for the annual American Association of 

Nurse Practitioners conference cost of $545. Poster presentation print cost and portable storage 

for the conference is approximately $300. 

 Travel. The principal investigator is required to travel from home to the research with a 

roundtrip travel distance of 62 miles. The standard mileage reimbursement rate per mile traveled 

is 53.5 cents (IRS, 2017). Total mileage costs for the duration of the study is approximately 

$2,629. Travel and airfare costs to the annual American Association of Nurse Practitioners 
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(AANP) conference held in Philadelphia, PA is approximately $1,300. Lodging and hotel 

accommodations costs are approximately $1,200.  

 Incentives. Participants that complete the survey questionnaire and requirements of the 

study will be given a VISA gift card amounting to $10 per participant. There will be a total of 

109 participants given a $10 VISA gift card for a total cost of $1,090 (Table 3).  

Table 2. Initial Budget for Research Project 
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Table 3. Entire Proposed Budget for Project 
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Timeline 

 This cross-sectional research study will occur throughout the course of 5 months with 

data collection at each client scheduled appointment visits for routine counseling services.  

 Phase I. This phase will occur from January 1, 2019 to February 28, 2019. Prior to 

initiating this study, designated personnel (existing counselors at the research site) will have been 

selected to be part of the research team and assume the role of research assistants (RA) and the 
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Client Educators (CE) for the entire study duration upon receipt of approval from the site 

administrator. Requisite training and extensive review of roles and responsibilities of the 

research assistants, client educators and procurement of all required supplies and equipment are 

completed prior to the start of the study. For Phase I, the principal investigator will initially be 

present for two days for at the facility to oversee and coordinate the research processes. The 

research assistants under the supervision of the principal investigator will recruit participants 

from the daily scheduled appointments for counseling service, administer the survey 

questionnaires, complete the appointment agenda per facility protocol and provide VISA gift 

cards at the completion of study participation. All paper forms will be secured in a locked 

container in the administrator’s office for storing only to be accessed by the research team.  

 Phase II. This phase will occur from March 1, 2018 to May 8, 2018. Ongoing client 

recruitment for participating in this study will continue, and conduct study requirements 

including surveys and will be provided VISA gift cards after completing the study requirements.  

 Phase III. This final phase will occur from May 9, 2019 and concludes on May 31, 2019. 

This phase will require input of collected data, and the hired statistician will assist in further data 

input into the IBM SPSS program for statistical analysis.  All data input in the computer will be 

password protected without client identification and all paper forms will be destroyed 

appropriately. Publication of this study and findings will be considered and dissemination of 

findings at a national conference will be completed.  
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Table 4.  Research project timeline 

Phase I Phase II Phase III 
January 1, 2019 through 
February 28, 2019 

Mar 1, 2019 through May 8, 
2019 

May 9, 2019 until completion 
of project in entirety  

 
Appointed research assistants 
and research team formed 
 
Appointed client educators 
and develop education 
curriculum and materials 
 

 
Continue participant 
recruitment 
 
Complete data collection 

 
Utilize hired statistician 
 
 
Create poster-format 
presentation board for 
national conference  

Procurement of supplies and 
equipment  
 

Input and clean up data, 
coding and scoring  
 

Publication and dissemination 
of findings at the annual 
selected conference  

 
Recruit participants  
 

  

 
Initiate study requirements – 
administration of surveys and 
data collection 
 

 
 

 

Note: Projected timeline for research study treatment self-efficacy and HIV/AIDS treatment adherence. 
The timeline is subject to change due to the course of the research study.  
 

Plan for Dissemination of Findings  

 Conferences. The prospective conference to disseminate the research project findings is 

at the National American Association of Nurse Practitioners annual conference held in 

Philadelphia, PA. This is an ideal avenue to present the studied concepts and disseminate 

findings from this study to provide clinicians valuable data and insight that has potential to 

impact current practices with treatment adherence specifically HIV/AIDS populations and 

antiretroviral therapies. Furthermore, the concepts involved, theoretical framework, screening 

instruments and analysis of data is pertinent to current practices among providers, outside the 

boundaries of HIV/AIDS management; counseling and screening for overall treatment adherence 

both pharmacological and non-pharmacological means.  
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 Professional Publications.  Peer reviewed journals and scholarly organizations are 

potential outlets for disseminating findings of this research study. Despite the depth of research 

involvement in the field of HIV/AIDS management, there continues to be deficits in adherence 

in therapies and gaps in provision and access of essential care services extending to the global 

arena. This research study focuses on socio-behavioral concepts of adherence and efficacy and 

HIV/AIDS management. The implications of this study are but not limited to approach in 

optimizing medical management of HIV/AIDS, insight on psychological factors that contribute 

to efficacy and adherent behaviors and potential to impact current practices related to HIV/AIDS 

management and continuity of care. Examples of peer reviewed journals for dissemination 

include the American Association of Nurse Practitioners, AIDS and Behavior, AIDS Education 

and Prevention: An Interdisciplinary Journal, Journal of AIDS/HIV, AIDS Care: Psychological 

and Socio-medical Aspects of HIV/AIDS and American Journal of Public Health (American 

Psychological Association [APA], 2017).  
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Appendix A 

Demographic Factors (Items) Collected 

Demographic Information  

Age 
Gender 

Male 
Female 
Transgender  

Ethnicity 
Asian/Pacific Islander 
African-American/Black 
Hispanic/Latino 
White (Non-Hispanic)/Anglo-Saxon 
Other 

Highest Education Level 
11th grade or less 
High School or GED 
2-year college/Associate’s Degree 
4-year college/Bachelor’s Degree 
Master’s Degree or Doctorate 

Occupation Status 
Working/employed for pay 
Not working/employed for pay  

Health Insurance 
Has health insurance coverage 
Does not have health insurance 
coverage 
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Appendix B  

HIV Adherence Self-Efficacy Scale (HIV-ASES) 

HIV-ASES Items  

I am going to ask you about situations that could occur during your treatment for HIV. Treatment 
can involve different things for different people. Sometimes, this might refer to taking 
medications, and other times it could refer to other things that you do to deal with HIV such as 
diet and exercise or taking vitamins. So, in these questions, when I ask you about your 
‘‘treatment’’ or your ‘‘treatment plan,’’ I am talking not only about any medications that you 
might be taking for HIV, but also other things that make up your self-care.  

For the following questions I will ask you to tell me in the past month, including today, how 
confident you have been that you can do the following things. Use this response scale ranging 
from 0 (‘‘cannot do at all’’) to 10 (‘‘completely certain can do’’).  

Note: The term ‘‘clinic’’ may be replaced by ‘‘doctor’s office’’ if participant does not receive 
care in clinic settings.]  

00 Cannot do at all  
01 
02 
03  
04 
05 Moderately certain can do  
06 
07 
08 
09 
10 Completely certain can do  

In the past month, how confident have you been that you can (please circle a number):  

• Stick to your treatment plan even when side effects begin to interfere with daily activities?  

0 1 2 3 4 5 6 7 8 9 10 

• Integrate your treatment into your daily routine? 
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0 1 2 3 4 5 6 7 8 9 10 
 

• Integrate your treatment into your daily routine even if it means taking medication or doing 
other things in front of people who don’t know you are HIV-infected? 

0 1 2 3 4 5 6 7 8 9 10 

• Stick to your treatment schedule even when your daily routine is disrupted? 

0 1 2 3 4 5 6 7 8 9 10 

• Stick to your treatment schedule when you aren’t feeling well? 

0 1 2 3 4 5 6 7 8 9 10 

• Stick to your treatment schedule when it means changing your eating habits? 

0 1 2 3 4 5 6 7 8 9 10 

• Continue with your treatment even if doing so interferes with your daily activities? 

0 1 2 3 4 5 6 7 8 9 10 
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Appendix C 

30-day Visual Analog Scale 

Put a mark on the line below at the point that shows your best guess about how much of your 
prescribed HIV medication you have taken in the last month. We would be surprised if this were 
100% for most people 
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Appendix D 

30-day 3-Item Adherence Scale (in the past 4 weeks) 
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Appendix E 

CSUSM Institutional Review Board (IRB) Application 
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Appendix F 

Informed Consent 
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Appendix G 

 
Sample of HIV/AIDS resource center management/supervisor e-mail request for 

conducting the study 
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Appendix H 

 
Permission to use visual from publication 
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