Symptom Burden of Fatigue in Men and Women
Living With HIV/AIDS in Southern Africa

Joachim G. Voss, PhDD, RN
Nonhlanhla A. Sukati, PhD, RN
Naomi M. Sehoni, Phl}, RN

Lucy N. Makoae, PhD, RN

Mary Moleko, MA, RN

Sarie Human, PhD, RN

Kgoroletso Molosiwa, MPH, RN
William L. Holzemer, PhDD, RN, FAAN

HiV-related fatigue is a debilitating and disabling
symptom that persists for months and vears. In 743
HIVAAIDS patients from Southem Africa, the authors
found ratings of HIV-related fatigue to be highly prev-
alent. The authors conducted a secondary data analysis
within the theoretical context of the University of Cal-
iffomia, San Francisco Symptom Management Model.
The analvsis focused on 538 patients who reported
fatigue to investigate correlates and predictors of
fatigue severity in relationship to demographic and
HIVAAIDS iliness indicators, as well as HIV-specific
physical and psvchological svmptoms. A hierarchical
regression model explored the contributions of those
five blocks on fatigue severity. Of the 47% of the total
variance in fatigue severity, a combination of variables
within the health and illness block (6%), the physical
symptoms block (7%) and the psvchological symptom
block (2%) contributed significanily 1o the increase in
fatigue severity scores. Fatigue severity in Southern
Africa was moderate, and the factors contributing to the
perceived fatigue were most likely related to symptoms
of acute HIV disease (such as fever and gastrointestinal
problems). In conclusion, fatigue severity is less
impacted by demographic or environmental variables
but much more by co-occurring symptoms and HIV
disease severity. The results of this study imply the need
for more research to understand if improvements in
water quality and access to food would prevent infec-
tion and diarrhea and whether sufficient access to anti-

retroviral treatments to manage the HIV infection would
improve fatigue and co-occurring sympiom profiles.
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Fatigue is a highly prevalent symptom among peo-
ple living with HIV/AIDS in developed countries
(Barroso, Carlson, & Meynell, 2003). It is well doc-
umented that up to 85% of HIV/AIDS patients com-
plain about periodic or persistent moderate to severe
tiredness and exhaustion (Voss, 2005). HIV/AIDS-
related fatigue has been defined as extended percep-
tion of tiredness and exhaustion that persists for
longer than one month, which is not relieved by
additional sleep or rest (Piper, 1998). The causes of
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fatigue in HIV disease are multifactorial and include
changes in hematological, immunological, endo-
crine, circadian, psychological, and mitochondrial
functions (Butensky, Kennedy, Lee, Harmatz, &
Miaskowski, 2004: Cohen, Ferrans, Vizgirda,
Kunkle. & Cloninger. 1996; Elenkov et al., 2005:
Fiala et al., 2004; Hengge. 2003; Perkins et al.,
1995).

The body of literature on HIV/AIDS-related
symptom profiles and symptom management
research in Africa is very limited compared with the
United States and Europe. Searching PubMed
resulted in three publications on symptom frequency
and intensity and symptom management in African
HIV/AIDS patients. The first article described a
study conducted with terminally ill AIDS patients in
Soweto, South Africa (n = 103) (Norval, 2004). The
mean age of these hospice patients was 35.4 years,
and women were on average 4.4 vears younger than
men. The 10 most common symptoms were pain
(98%), weight loss (81%), loss of appetite (70.9%).
low mood (69.9%), weakness (66%), dry skin
(56.3%), diarrhea (53.4%), nausea and vomiting
(44.7%), cough (44.7%), and fatigue (42.7%). Study
two drew a random sample of homebound hospice
patients and had results similar to the first study.
Most frequently experienced were pain (89%), fun-
gal infection (81%), forgetfulness (75%), skin prob-
lems (72%), fatigue (65%), cough (58%), fever
(58%), dizziness (38%), generalized aches and pains
(55%), nausea (55%), and difficulty sleeping (55%).
The third study was the original study that provided
the data set for this secondary analysis. This was a
multicenter, multicountry (Botswana, Lesotho, South
Africa, Swaziland) outpatient population study and
included men and women at all stages of their HIV/
AIDS illness (n = 743). The mean age was 34.5
years, and the 10 most frequent symptoms included
fatigue (55%). weakness (33.8%), concern of weight
loss (47.9%), fear and worries (45.4%), coughing
(45.2%), painful joints (45.1%), lack of appetite
(449%), headache (42%). muscle aches (42%), night
sweats (40.6%), and depression (40.2%) (Phaladze et
al., 2005). These studies suggest that pain is the most
common symptom in the terminal phase of life,
whereas fatigue is the most bothersome symptom for
patients throughout their HIV disease process. The
authors’ purpose for this study was to describe vari-

ables that contribute to the differences in fatigue
severity and identify predictors and correlates with
regard to demographic, HIV disease. and symptom
variables.

Methods

The original symptom management study for this
secondary analysis was conducted in 2002. In col-
laboration between members of the School of Nurs-
ing at the University of California, San Francisco,
and faculty members of the Schools of Nursing at the
University of Botswana. the National University of
Lesotho, the University of South Africa, and the
University of Swaziland (Phaladze et al., 2005:
Sukati et al., 2005), patients in rural, suburban, and
urban areas were asked to complete a questionnaire
booklet. After institutional review board approval
was obtained by the local universities, a descriptive
community-based survey included a total of 743 men
and women with HIV/AIDS in the four countries of
Botswana, Lesotho, the Republic of South Africa.
and Swaziland. A convenient sampling method was
chosen to include patients from diverse rural and
urban outpatient clinics and hospitals and recipients
of home care. Because of the extensive stigma that
exists in Southern Africa against HIV/AIDS patients,
the authors chose to rely on self-report measures and
did not ask for clinical confirmation of patients” HIV
diagnosis, CD4+ T cell counts, or viral loads. Dur-
ing the time of the study, fewer than 1% of the
participants received antiretroviral medications, and
the authors were unable to assess type and duration
of treatment. To qualify for the study protocol, every
participant needed to be previously diagnosed as
HIV-infected by a health care provider. Participants
needed to be 18 years or older, willing to participate
in the study. able to provide informed consent, and
have at least one symptom during the last week. The
survey booklet was translated into seven participants’
native languages including Sesotho, Setswana,
Siswati, Tswana, Venda, Xhosa, and Zulu. The
survey was administered in the local language of
the participants, and the results were translated
back into English by the local research team.
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Instruments

A complete description of the original list of
instruments can be found in a previous publication
(Phaladze et al.. 2005). The scales relevant to this
study will be discussed in detail. The study question
naire included two parts: o demographic data sheet
and the revised Signs and Symptom Checklist-HIV
(SSC-HIVrev). a validated and reliablz symptom
asseszment scale for HIV/AIDS-related symproms
{Holzemer, Hudzon, Kirksey, Hamilton, & Bakken,
2001).

1. The demngraphic data sheet inzluded quesrions
about gender, age, country, sducation, income,
health care coverage, presence of children,
knowledge of a given AIDS diagnosis, known
comorbidities. number of home care visits.
average time spent in bed, and the number of
hospitalizations within the last |2 months.
Most items included a vesie or don’t know
answer or actual numbers for age, number of
children, nomher of haome care visits, or aver-
age time spend in bed.

. The SSC-HIVrev is a 72-item checklist of HIV/
AIDS-specific  physical and psychological
symptoms and includes eight gynecological
symptoms not relevant to men. Therefore, the
analysis was done on the 64 physical and psy-
chological symptoms. Each item represents one
symptom, which can be rated on an ordinal,
three-point Likert scale (1 [mild]. 2 [moderate],
3 [severe]) to measure symptom severity and
[requency for the present day. Il the symplom
was not present, then it should have been lett
blank and the item was not part of the analysis.
The checklist has been validated in the United
States, Taiwan. and Europe, and validation
studies identified that 44 of the single-item
symptoms cluster into |1 symptom groups
including  numbness,  faar,  pasroinestinal
upsct, bruizing/bleeding, headache, sore throat,
rectal itch, shortness ol breath, fever, body
changes, and farigue. The symptom cluster of
fatigue includes four items of weakness,
fatigue, muscle aches, and painful joints. These
four symptoms are grouped into one summary

[ =]

score ranging from O to 12, where a higher
score means higher symptom severity (Holze-
mer et al., 2001).

Data Analysis

For data analysis, the authors used the Statistical
Package for the Soclal Sciences (5P55 Inc., Chicago,
IL) version [2.0. Descriptive statistics evaluated
demographic information and significant differences
hetween mean fatigne severity scores, and demo-
graphic variables were established by ftests and
analyses of variance (ANOVAs), The variables sig-
nificant in the correlatnon matrix or by f-fests or
ANOVAGs at a p value of less than .05 were entered
blockwise into a hierarchical multiple regression
modezl. In a hierarchical multiple regression model,
the researcher decides not only how many predictors
to enter, bur also the order in which they are entered.
The nrder is usnally hased upon Ingical or theoretical
considerations. The variables entered were concep-
tualized according to the concepts of the University
of California, San Francisco, Symptom Management
Model (CCSE-S5M) (Dodd et al.. 2001), The UCSF-
SMM iz a multidimensional interdependent—symp-
tom experience—symplom management—symptom
outcomes model embedded within the three nursing
domains: person, the environment, and health and
illness (for review see Voss, Dadd. Portilln, & Hol-
zemer, 2006). According to the UCSF-SMM, the
proposed blocks and variables entered were (a) per-
son variables (age, presence of children), (b) envi-
ronmental variables (ethpicity, incomel. (c) health
and illness wariables (present AIDS diagnosis,
receives home care visits, more than 80% of the day
spent in bed, number of hospitalizations within 12
months), (d) symptom experience of physical symp-
toms (fever, gastrointestinal symptoms, shortness of
breath, numbness, headache, and body changes) and
(&) symplom eaperience ull psychological symptoms
{depression).
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Results

Demographics

Of the men and women with HIV/AIDS-related
fatigue (n = 538) (see Table 1), the majority (60%)
were women, and the male to female ratio in the
study reflected current infection rates in Southern
Africa (Norval, 2004). More than half of the par-
ticipants were from South Africa, because the
country is much larger than the other participating
countries. Men were on average 2.7 years older
(35.5 £ 9.8) than women (32.8 * 8.8, range 9-86,
p < .001). Mean years of education did not differ
significantly between men (7.2) and women (7.7).
The majority of the sample was income-poor and
stated that they did not make enough income for
daily needs; only 10% of the participants earned
sufficient income. Only 13% reported any form of
health care coverage. and more than half of the
participants (71%) reported having children.

HIV/AIDS Illness

Of the study participants with HIV/AIDS-related
fatigue (n = 538). 31% were aware of their AIDS
diagnosis. Fewer than 1% had access to regular CD4
monitoring, and 15% stated that their viral load was
measured in the past at least once. Besides HIV/
AIDS illness, 32% reported having other medical
conditions, which were not further specified in the
questionnaire. The majority of study participants
(66%) received regular home care visits from health
care workers or nurses, but only 13% spent more
than 80% of their day in bed. Half of the sample
(50%) was hospitalized at least once within the last
12 months (see Table 1), which is current health care
practice in Southern African countries to guarantee
availability of treatment and observation of progress.

symptom Burden

Fatigue was the most frequently rated symptom,
35% (n = 406), of the 64 physical and psychological
symptoms in the SSC-HIVrev. The symptoms
closely associated with fatigue were weakness, 54%

Table 1.  Demographics and Hlness Indicators by Gender
(n = 338)
Chi-
Variable Female  Male Square P
Gender 321 217
Age 328 355 =001
Mean years of
education 7.7 7.2 NS
Swaziland 55 47 =001
Lesotho 34 30
Botswana 3l 25
Republic of South
Africa 201 115
Enough income 26 30 455 =033
Mot enough income 205 187
Health care coverage
No coverage 290 181 NS
Enough 8 12
Barely enough 8 9
Inadequate 15 15
Presence of children
Yes 249 133 1668 =001
No 72 84
AIDS diagnosis
Don’t know 225 135 NS
Yes 84 649
No 12 13
CD4 count
Don’t know 309 206 NS
Yes 6 6
No 8 3
Wiral load
Don’t know 200 150 NS
Yes 45 30
No a7 37
Recipient of home
care
Yes 214 144 NS
No 107 73
More than 80% of
time in bed
Yes 36 33 NS
No 285 184
Haospitalization in
the last 12
months
Yes 159 112 NS
No 162 105

NOTE: NS = nonsignificant. p-value significant at < .01,
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Table 2. Fatigue Intensity Scores by Personal Characleristics (0 = 538)
Variuble N Mean 5D Test of Signifivance (7 or F-Tesl) if P
Gender Male M7 3572 327 t=—1.370 536 T
Female 21 513 3.05
Age 929 60 356 331 F=.1264 15 < .T68
30-49 w2 2.26 318
30-50 96 1.29 3le
Country F=4397 3530 < 03
Botswana &1 S.00 283
Lesotho 102 5.25 o7
South Africa 3.00 297
Swaziland £.23 373
Years of education F=T7114 2513 < 00!
0-7 223 501 330
812 271 4.87 303
13-24 22 4.63 330
Adequate income t=—3.18% 536 < 02
Yes 56 4.01 265
N 482 543 am
Adequate health care insurance F—5143 2,508 =006
Enuvagh 56 4.01 2.65
Barley Enough 37 3.27 294
Iradequae 418 546 319
Children r= 1987 336 < .47
Yes ]2 346 324
Mo 15¢ 4.80 298

WNOTE: dff = degree ol Ieedon. Participants Trom Swaziland, with aneducotion level between 0-7 yeurs, with no sdaguate income, with
inadequare nealth insurance, and with children had sigmiicantly higher ratigue severity compared with other greup members, p-value

significart at < 0L

(n = 395). painful joints, 45.1% (n = 330). and
muscle aches, 41% (n = 304). Other frequently expe-
rienced symptoms were fear/worries, 44% (n = 334),
lack of appetite. 44¢% (n = 327), headaches, 42% (n
— 312), night sweats, 40% (n — 298), depression,
40% (n = 293), dry mouth, 35% (n = 257, thirst,
349 (249), and fever, 32% (n = 235),

The mean intensity score for fatigue was moderate
(5353 £ 32), and African men had slightly higher
fatigue scores than the women (3.8 vs. 5.0): however,
the difference was not statistically significant (f =
—1.4. p = noasignificant [NS]). Fatigue scores from
0 to £ were considered muld, 5 to 5 modsarate, and Y
to 12 severe. Higher fatigue intensity correlated with
the variables presented in Table 2, Men and women
who were older than 50 vears of age. study partici-
pants from Swaziland, individuals with less than 8
yeaars of education, those who had children, and those
with insufficient income had the highest fatizue rat-

ings among all participants. Furthermore. advanced
HIV discase significantly contributed to higher
fatigue intensity indicated by an AIDS diagnosis,
receiving regular home care visite, the time a partic-
ipant stayed in bed, and the number of hospitaliza-
tions during the last 12 months. Fatigue intensity was
not rclated to adequacy of health insurance or the
presence of comorbidities (r = .34, p < .58), access
to CD4 mornitoring (F = 3.1, p = NS}, or viral load
wonitoring (F — 1.79, p — NS§)

Predictors of Iatigue in a Hierarchical
Regression Model

Fatigue is a complex multicausal symptom, and to
determine the final selection of independent predic-
wrs of fatigue severity [or patients in Southern
Africa, the SSC-HIVrav fatigue score and 17 vari-
ables were correlated (see Table 3). According to the
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Table 3.

Fatigue Scores by Self-Reported Severity of Iliness Variable (n = 538)

Test of Significance

Variable N Mean sn if- or F.Test) df F]
Present AIDS diagnuoss F= 12157 2,519 <2001
Yes 153 5.69 M
No 25 7.8 .07
Don't know 344 4.9] .02
CD4 monitoring F—3.066 2,218 44
Yes 14 3.92 2.05
Mo Q 733 4.00
Don’t know 138 5.63 332
Viral lnac monitorng F=1799 2,521 167
Yes, 7 484 282
No 194 574 3126
Don’t know 345 5.26 33
Secondary diagnosis = 1.453 318 147
Yes 159 5.60 L.
Mo 351 5.17 3l6
Home care visils r=3319 527 < .001#
Yes 130 5.93 325
No 349 4.97 313
More than 80% of time in bed t=4.357 529 < 0]
Yes 59 6.54 3.15
No 452 3.407 34
Hospitalization within the last 12 months P=Lust hlia} < 1
Tes
Mo 71 6.20 .
236 4.28 2.52

NOTE: df = degree of freedom. Mear fatigue szore for participants with no AIDS dizgnoesis was higher than for thoss with a confirmed
AIDS diagnosiz and lowest For those who did not know their stas. Fatigue scores between the participants who had aceess te CD4
monitoring were not significantly different fiom the ones who did not know whether this lest was ever performed or did not have access
Paricipants who had regular home care visits, spent more than 80% of ther time in bed doring the day, and were hospitalized within
the last 12 months experiznced higher fangue severity compared with other group members. Patients with secondary diagnosis did not

differ from those without in regard to their fatigue severity scores.

1. prvalue significant at < 01,

correlation matrix, a five-block hierarchical regres-
sion medel was selected (sce Table 4). Each block
represented one concept of the UCSF Symptom
Management Model (for review please see Dodd el.
al., 2001). Block 1 included personal factors in the
analysis such as age and number of childran. Block 2
represented environment including income and eth-
nicity. Bleck 3 encompassed health and illness fac-
tors auch as present AIDS diagnosis, home care
recipient, time spent in bed, and number of hospital-
izations within 12 months. Block 4 represented
symptom  perception of physical symptoms  and
included SSC-HIViev physical symptom factor
scores of fever, gastrointestinal symptoms, shortness

of breath, zore throat, numbness, headache, and body
change. Finally, the fifth block represented symp-
tom perception of psychological symptoms of the
SSC-HIVrev depression factor score [depression,
anxiety, difficulties concentrating, and memory
loss) (see Tahle 4). The five blocks together
explained 47% of the total variance in fatigue
severity of men and women with HIV/AIDS . Per-
sonal and environmental variables did not explain
any individual variance In the total model (sece
Table 5). Individual prediclors that expluined a
partial variance above and beyond the variables
within an individual block while holding all other
variables constant were AIDS diagnosis, 4%: num-
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Table 4. Correlation Matrix of Faligue Severily Score by
Significant Demaographic, Ilness Severity and

Svmprom Variables

Pearson

Correlation P
Demographic
AZE 1IN years J20 R
Years of advcaion =224 0Coe
Income L35 o2
Children 092 3
Nlness Severity
AIDS diagnosis 199 00
Home care visils 143 RN
Time spent in bed 8E Aco®
Hospital visits 212 02gs
Physical Symptoms
Fevar A9 Coe
Gagrointestinal npser A77 Ane
Shortnzss of hraath Anz Ane
Sare throat REH AWne
Numbnesz 422 000
Headache ARG [0C0e
Body changes 307 000
Psychelogical Symptoms
Depressicn ATE RUKE
Anzicty 450 000

a. p-value sipnificant at p << .01,

ber of hospitalizations, 2%: number of hospitaliza-
tions, 1%: severity of fever symptoms, 35: sever-
ity of gastrointeztinal symptoms, 2%; severity of
numbness, 2%: and the severity of depressive
symptoms, 4%.

Discussion

Patients in this sample showed a high prevalence
of fatigne and high numbers of hospitalizations, and
many receivad home care, which is a hallmark for
prograssive HIV dizease. vet only 13% spent more
that 80% of the day in bed. Patients experienced
higher fatigue severity because of higher acuity of
physical and psychological symptoms such as fever,
castrointestinal symptoms, and deprassive symp-
toms, but a secondary diagnosis did not contribute to
more fatigue severity. Experiences of weakness,
painful joints, and muscle aches were the most fre-
quent fatipue-related symptoms in this smudy. As

correlaes and predictors of fatiguz severity, the pres-
ence of an AIDS diagnosis, the number of hospital-
izations, and a cluster of symptoms (fever symptoms,
gastrointestinal symptoms, numbness symptoms, and
depressive symploms) were identified by the aulhors
as most important.

These results have several implications for health
care professionals trying to treat HIV/AIDS patients
and their families in mostly resource-poor settings in
Scuthern Africa. Symptoms do not occur in isolation
but in clusters, and although increasing efforts to
manage fatigue is important, so is simultaneously
improving symptom nssessment, symptom manage-
ment, and symplom outcomes [or the clusters of
other symptoms that are present. To better document
symptom assessment, patients need to be evaluated
for the most prevalent symptoms during every visit
by their hzalth care professionals. A symptom check-
list (Holzemer et al, 2001) or a symptom diary
{ Borthwick, Knowles, McNamara, Dea, & Stroner,
2003) conld he a very helpful tool for short- or
long term  assessment of HIV related symptoms
including fatigue. Severity and Mrequency of Taligue
and other symptoms need to be recorded regularly by
the patient to detect patterns of daily and weekly
fuctuations. Behaviorsl, cognitive, or emotional
changes (Barroso & Lynn, 2002) nead to be assessed
to prevent the cnset of or manage depressive and
anxiety symptoms.

In resource-poor settings. symptoms  including
fatigne, pain, fever, and gastrointestinal symptoms
are slill the most important indicators for health care
professionals to diagnese developing opportunistic
infections, necplasms, and infectious diseases (Grant
& De Mock, 2001). Education for health profeszicn-
als in Southern Africa needs to include expert skills
training in clinical observation, communication, and
patient education to assist patients in effective symp-
tom and disease management, basic hygiene, and
water purification methods.

Relativnships between [atigue und lean muoscle
loss in HIV patients have been identified early in the

HIV epidemic in the United States and Europe
{(Parisien, Gelinas, & Cossette, 19031 The authors

learned that loss of nutrients because of diarrhea and
lack of appetite as well as elevated resting energy
expenditure in HIV-infected men and women con-
trihute to logs of total weight and lean muscle mass
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Table 5. Hierarchical Regression Model Predicting Fatigue Severity
N R? R Change B srt df F P
Overall 538 AT
Person 019 2,535
Age 026 00 514 024
Children —.112 00 22 636
Environment 023 2,533
Income —.665 00 379 052
Ethnicity —.178 00 24 618
Health and Illness 131 4,520
AIDS diagnosis D08 A 24.98 0008
Home care A36 00 375 053
Time in bed 627 00 3.57 059
Number of hospitalizations 1.030 02 21.97 000
Physical Symptoms 291 7.522
Fever 182 03 16.31 000
Gastrointestinal Symptoms 34 02 11.78 001
Shortness of breath 7 00 01 910
Sore throat 072 00 307 080
MNumbness 138 02 13.98 0002
Headaches 085 00 29 100
Body changes 058 00 1.06 314
Psychological Symptom 022 197 04 1.521 21.86 000

Depression

NOTE: df = degree of freedom, F = significance of variable within the model, B2 = correlation coefficient, B? change when the block
of variables was added last. and coefficients and significance of the predictor when the set was added last. B = slope, 5% = individual

contribution of that variable to the overall correlation.
a. p-value significant at < .01.

(Salomon, de Truchis, & Melchior, 2002). Strategies
to effectively manage HIV-related fatigue in
resource-poor settings should include consumption
of protein-rich nutrition and clean water to prevent
weight and muscle mass loss and prevent diarrhea
{Evans, 2004). Previous evidence established that the
combination of intake of protein-rich food sources
and sufficient hydration along with increased absorp-
tion and digestion of the nutrients will contribute to
the stabilization of body weight and recovery of
muscle mass and body weight (Villamor et al., 2005).

Moderate exercise in the form of walks or resis-
tance exercises should be a part of the daily routine
for patients. These activities help strengthen muscle
tone, prevent muscle mass loss, and improve depres-
sive symptoms (Eller et al., 2005). Family members
should encourage patients’ efforts to leave the bed
and be as active as possible to improve sleep and rest
patterns. Although exercise and activities are impor-
tant, so is sufficient sleep (6-8 hours) and frequent

rest periods (30 minutes to 1 hour) throughout the
day. These help to conserve energy and provide patients
with opportunities to focus their energy on self-identi-
fied important tasks (Reid & Dwyer, 2005).
Outcomes assessment needs to focus on multiple
issues including strengthening self-care abilities,
increasing functional and emotional status, improv-
ing disease management opportunities, increasing
independence, and avoiding hospital admissions.
With improving health and lowering symptom bur-
den, patients will be able to be more socially active,
return to their daily tasks, and ultimately work and
earn income for their families (Tsai, Holzemer, &
Leu, 2005). Whereas the previous measures are more
time intensive and less resource intensive, the most
critical stabilizing factor for effective symptom man-
agement in HIV/AIDS is access to antiretroviral
treatment (ART). Preventing opportunistic infec-
tions, preventing symptom occurrences, and stabiliz-
ing the immune system in general can reverse mor-
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bidity and mortality of HIV/AIDS patients over long
periods of time (Burgoyne et al., 2004). However, the
political goal to give three million people in Southern
Africa access to triple ART by the year 2005 has not
been achieved in terms of access and distribution. It
will take great effort from the local governments and
health care professionals together to get a majority of
the currently infected HIV patients into care (Badri et
al., 2006).

These results need to be taken with a grain of salt,
because they reflect a wide range of HIV disease
stages similar to studies in the United States, Western
Europe, and Australia prior to the availability of
ART. A study conducted today with more access to
ART might result in different symptom profiles sim-
ilar to those of the developed world. A limiting factor
in this self-report study was the inability to access
patient records to confirm the HIV diagnosis or to
draw blood to establish critical immunological
parameter. Despite these limitations, this investiga-
tion was a valuable insight into the fatigue and symp-
tom status of HIV/AIDS patients experiencing very
different social and economic conditions than
patients in the United States or Europe. More
research is needed to assess fatigue and symptom
prevalence in Southern African HIV/AIDS patients
in all phases of their HIV illness. To improve fatigue
and fatigue-related symptoms and other symptom
clusters in those patients, there is a need for better
documentation of living conditions, more access to
biological data, more understanding of country-spe-
cific symptom management strategies, in-depth
descriptions about culturally appropriate interven-
tions for symptom management, and secured access
to ART for all HIV/AIDS patients in Southern
Africa.
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