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Questionnaire A: Clinical Assessment
Identification
1. Age___
2. Gender: Male Female
3. Target: MSM FSW PWID TG FSW Clients
4. Place of residence: ..............................
5. Grade level: 
Illiterate Primary 1st cycle Secondary 2nd secondary Higher
6. HIV testing location________
7. Place of initiation to ART:       community health training
8. Were you aware of the possibility of being introduced to ART in a community? 
Yes No
9. Was the place of initiation to ART freely chosen from the options that had been proposed to you?
Yes		No
10. If Yes to the previous question and initiation to ART in a health facility, why did you choose to be initiated in a health facility?  ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ __________________________

11. If Yes to the previous question and initiation to ART in community, why did you choose to be introduced to ART in community?  ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ __________________________
12. Date of HIV+ diagnosis______jour_______Mois__________année 
13. Date of the 1st clinical (initiation) visit after HIV+ diagnosis_____jour_____Mois_____année 
14. Date of the 1st dose of ARV______jour_______Mois__________année 
15. Number of days between the 1st clinical (initiation) visit after HIV+ diagnosis and receipt of the 1st dose of ARV__________
I- Living conditions
· Living Father: Yes...... No
· Living mother: Yes...... No
· Persons living with the participant in the same household (specify number): ____
Father Mother Grandfather Grandmother Brother/sister Uncle/so much Cousin
Nephew/niece Other (specify):.................................................................
· Household Size:.......
· Family death in the last 3 months: Yes....No
If yes, nature of the relationship with the deceased:................... Date of death: /.../.../....../
· Household access to running water: Yes....No
· Household access to electricity: Yes....No
· Availability of a fridge/freezer: Yes....No 
· Availability of a TV: Yes....No 

II- HIV and KP Status Disclosure

· Persons informed of the participant's HIV status:
Father Mother Grandfather Grandmother Brother/sister Uncle/aunt Cousin
Nephew/niece Other (specify):......................................................................
· Persons informed of the MSH /FSW / PWID / TG / status of the participant:
Father Mother Grandfather Grandmother Brother/sister Uncle/aunt Cousin
Nephew/niece Other (specify):......................................................................
III- Clinical data

· Weight= /.../..../, /.../ kg Size= /.../.../.../, /.../ cm

· Initial treatment regimen
Composition: /...../...../...../ Date of initiation: /.../.../....../ 
· Intermediate treatment regimens (if applicable): 
Composition: /...../...../...../ Date of initiation: /.../.../....../ 
Composition: /...../...../...../ Date of initiation: /.../.../....../ 
Composition: /...../...../...../ Date of initiation: /.../.../....../ 
· Current Therapeutic Regimen
Composition: /...../...../...../ Date of initiation: /.../.../....../ 
· Date of last medical appointment: /.../.../....../ 
· Date of last medical examination: /.../.../....../
· Illness since last visit: Yes....No 
If yes, nature of the disease:.............................., start date: /.../.../....../,
ongoing: Yes....No 
· Other clinical signs since the last visit 

· Insomnia: Never... Rarely... From time to time... Regularly
· Nightmares: Never... Rarely... From time to time... Regularly
· Dizziness: Never... Rarely... From time to time... Regularly
· Nervousness: Never... Rarely... From time to time... Regularly
· Lack of concentration: Never... Rarely... From time to time... Regularly

IV- Adherence to therapy

· Number of medication doses missed in the last 3 days: /.../
· Number of tablets returned: /.../.../.../
· Number of tablets dispensed: /.../.../.../

V- Virological follow-up

· Viral load achieved: Yes....No 
· If yes, date of last measurement: /.../.../....../, value: ............................copies/mL

Questionnaire B: Quality of Life Scale (WHOQOL HIV BREF)
	
	
	Very poor
	Bad
	Neither bad nor good
	Good
	Very good

	1
	How do you find your quality of life?
	☐	☐	☐	☐	☐


	
	
	Not at all satisfied
	Not satisfied
	Neither satisfied nor dissatisfied
	Satisfied
	Very satisfied

	2
	Are you satisfied with your health?
	☐	☐	☐	☐	☐


	
	
	Not at all
	A little
	Moderately
	A lot
	Completely

	3
	 Is physical pain preventing you from doing what you have to do?
	☐	☐	☐	☐	☐
	4
	Are you bothered by any physical problems related to your HIV infection?
	☐	☐	☐	☐	☐
	5
	Do you need medical treatment to cope with everyday life?
	☐	☐	☐	☐	☐
	6
	Do you find life pleasant?
	☐	☐	☐	☐	☐
	7
	Do your personal beliefs give meaning to your life?
	☐	☐	☐	☐	☐
	8
	To what extent does people's opinion condemn you for your HIV status, does it affect you?
	☐	☐	☐	☐	☐
	9
	Does the future scare you?
	☐	☐	☐	☐	☐
	10
	Does the idea of death worry you?
	☐	☐	☐	☐	☐


	
	
	Not at all
	A little
	Moderately
	A lot
	Completely

	11
	Are you able to concentrate?
	☐	☐	☐	☐	☐
	12
	Do you feel safe in your everyday life?
	☐	☐	☐	☐	☐
	13
	Is your environment healthy (pollution, noise, sanitation, etc.)?
	☐	☐	☐	☐	☐


	
	
	Not at all
	A little
	Moderately
	A lot
	Completely

	14
	Do you have enough energy in everyday life?
	☐	☐	☐	☐	☐
	15
	Do you accept your physical appearance?
	☐	☐	☐	☐	☐
	16
	Do you have enough money to meet your needs?
	☐	☐	☐	☐	☐
	17
	To what extent do you feel accepted by those around you?
	☐	☐	☐	☐	☐
	18
	Do you feel informed enough to cope with everyday life?
	☐	☐	☐	☐	☐
	19
	Do you have the opportunity to have leisure activities?
	☐	☐	☐	☐	☐


	
	
	Very poor
	Bad
	Neither bad nor good
	Good
	Very good

	20
	 How do you find your ability to move around on your own?
	☐	☐	☐	☐	☐


	
	
	Not at all satisfied
	Not satisfied
	Neither satisfied nor dissatisfied
	Satisfied
	Very satisfied

	21
	Are you satisfied with your sleep?
	☐	☐	☐	☐	☐
	22
	Are you satisfied with your ability to perform your daily activities?
	☐	☐	☐	☐	☐
	23
	Are you satisfied with your ability to work?
	☐	☐	☐	☐	☐
	24
	Do you have a good opinion of yourself?
	☐	☐	☐	☐	☐
	25
	Are you satisfied with your personal relationships?
	☐	☐	☐	☐	☐
	26
	Are you satisfied with your sex life?
	☐	☐	☐	☐	☐
	27
	Are you satisfied with the support you receive from your friends?
	☐	☐	☐	☐	☐
	28
	Are you happy with where you live?
	☐	☐	☐	☐	☐
	29
	Do you have easy access to the care you need?
	☐	☐	☐	☐	☐
	30
	Are you satisfied with your means of transport?
	☐	☐	☐	☐	☐


	
	
	Never
	Sometimes
	often
	Very often
	Always

	31
	 Do you often experience negative feelings like blues, hopelessness, anxiety, or depression?
	☐	☐	☐	☐	☐



Thank you for your participation !
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