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ABSTRACT 

This study aimed to assess the socio-economic factors influencing adherence to 

utilization of Anti Retroviral Therapy (ART) for People Living with HIV/AIDS in 

Dodoma Municipality and Kongwa District in Tanzania. Documentary review, 

questionnaire, interview and Focus Group Discussion were used in collecting data. 

A total of 140 respondents (99 PLHIVs and 41 key informants) from six health 

facilities were selected and interviewed as representatives for the purpose of this 

study.   

Quantitative data were collected and analyzed by using SPSS software. Research 

findings indicate three main socio-economic factors influencing adherence to 

utilization of ART services among People Living with HIV/AIDS (PLHIV/AIDS). 

These were lack of employment support (66.7 %,) lack of confidentiality (50 %,) 

patient‟s preference to traditional medicines (30%) and cultural belief (29.3%) The 

study revealed that majority (91%) of PLHIV/AIDS use ART services. This implies 

that large number of people they are aware on the importance of early adherence to 

ARV. Few people did not adhere to ARV because of negligence, busy schedules and 

poor diet. Social- economic challenges which affect PLHIV in accessing quality 

ART services include stigmatization, poor diet and fear of being seen by other 

people during use of ART tablets, transport problems and lack of permanent 

residence. 

This study recommends the following as strategies to be undertaken to increase ART 

adherence; provision of ART education, enrollment of PLHIV clients in community 

support groups, and referring clients to Income Generating Activities (IGA). 
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CHAPTER ONE 

INTRODUCTION 

1.0 Introduction 

This chapter cover background information of the study, statement of the problem, 

research objectives, research questions, significance of the study and delimitation. 

1.1 Background Information 

HIV/AIDS is a major health problem globally. It is estimated that, more than 35.3 

million people are expected to be living with HIV worldwide (Williams, 2014). In 

2012, it was estimated that 2.7 million people were newly infected, while 2 million 

people died as a result of AIDS-related illnesses (UNAIDS, 2013).  Sub-Saharan 

Africa is the world‟s most severely affected region (URT, 2012) though it is home to 

only 10% of the world‟s population; it shelters about two thirds of the total number 

of people living with HIV globally. It is estimated that one in 12 adults in this region 

are reported to be infected with HIV (URT, 2012). By the end of 2011, an estimated 

2.1 million adolescents were living with HIV. Close to 90 per cent (1.8 – 2.1 

million) were in sub-Saharan Africa (UNICEF, 2012). 

Adherence is defined as ability of a patient to adopt behaviour and attitude that 

serves to empower him/ her to improve health and self-manage a given illness or, 

ability of a patient to take all medications as prescribed with no missed dose; the 

right drugs, right dosage, right time, and right way (Backwell, 1973 cited in 

Mghamba, 2012). Establishing and maintaining adherence to medication is a 

difficult goal for an individual with chronic illness even when treatment regime is 

simple and the patient is clearly symptomatic.  
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However even brief episode of missed 3 medication dose can permanently 

undermine HIV treatment leading to reduced efficacy and increase resistance to 

medication. Mghamba, (2012) defined non-adherence to ART as a situation when “a 

patient forgets to take medication, taking the incorrect dose, poor observation of 

treatment intervals/frequency, as well as neglecting other agreed recommendations 

like diet restriction, smoking and alcohol consumption”. Furthermore, Knobel 

considered PLHIV on ART who were lost to follow-up as non-adherent. Optimal 

adherence of at least 95% has been recommended for immunological improvement 

and virological suppression (Jordan 2008; Paterson 2000 cited in Saleh, 2012). 

Adherence is particularly critical with antiretroviral drugs in treatment of HIV 

patients where adherence of more than 95% is necessary to maximize the benefit of 

antiretroviral drugs. Studies on adherence in developed world have demonstrated 

that higher level of drugs adherence is associated with improved virological, 

immunological and clinical outcome (Mghamba, 2012). 

Since the introduction of Antiretroviral Therapy worldwide it has resulted in a 

decrease in mortality and morbidity due to HIV and AIDS. However, the efficacy of 

Antiretroviral Therapy depends on high level of adherence. Tanzania started 

providing antiretroviral therapy since early 2004. Care and treatment centers were 

established for management of HIV/AIDS patients under the coordination of the 

National care and treatment program (Mghamba, 2012). Services provided at Care 

and Treatment Centre (CTC) include providing antiretroviral therapy to eligible 

patients, counseling on adherence to ARV, treatment of opportunistic infection, 

nutrition counseling and growth as well as monitoring and evaluation. Antiretroviral 

Therapy suppresses viral load and raises the number of CD4 cell thus improving 
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quality of life of HIV infected patients. ART is lifelong therapy and requires 

stringent adherence to treatment (El-Sadr, 2013). 

There is little evidence as to why some ARV users do not achieve optimal adherence 

rates or about how to improve adherence support in resource poor settings. Reports 

on sub optimal adherence to ART in developed countries indicate that the key 

factors are patient and treatment related, including substance and alcohol abuse, 

complexity of dosing regimen and ʹpill burdenʹ, dietary restrictions and side effects 

(2004). Weiser (2003) in their study in Botswana identified financial constraints as 

the major obstacle to adherence.  

Other reasons for defaulting from treatment programmes have been hypothesized. 

These include cost, transport and waiting time, stigma, family pressures, religious 

beliefs and illness (Murray 2009, Aidi, 2009, Roura, 2009). 

According to a study by Mshana (2006), in Tanzania, the top three areas of 

constraints facing adherence of Antiretroviral Therapy among recipients in Tanzania 

are “financial constraints, distance to regional hospital and unsustaining treatment.  

Also it was found that education has impact on people to make decision of either to 

start the use of ARV or stop taking anymore ARV. Sometimes patients are unwilling 

to begin or continue ART because they do not trust hospitals. They might be hesitant 

to go to hospitals because of the hospital‟s reputation or because they have had a bad 

experience in the past. For instance, a study by Mshana (2006) on barriers to 

accessing Antiretroviral Therapy in Kisesa, Mwanza revealed that some staff at 

medical facilities demanded bribes for access to health care. 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3060335/#b10
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3060335/#b1
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3060335/#b13
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The national indicators for ARV adherence show that between 74% and 78% of 

adults are on treatment at the end of the first year on ART, with the corresponding 

proportion of children being 79% to 83%.  The proportion still in treatment at the 

end of the second year drops to 65-70% in adults, and 72-77% in children.  Another 

indicator shows that around one third of patients attend all clinic visits in the first 

year, indicating that adherence to ART may be a problem (URT, 2011). 

Despite that ART adherence is considered as key factor for retention of patients in 

care, yet there is varied opinions on the  socio – economic factors  that lead to non-

adherence therefore there is a need of studying specific study area socio-economic 

factors affecting the adherence of ARV to PLWHIV/AIDS. This study focused more 

on analyzing specific study area socio – economic factors that influence 

PLHIV/AIDS adherence to ART. 

1.2 Statement of the Problem  

Introduction of antiretroviral therapy has resulted in decrease in mortality and 

morbidity in HIV infected patients. However efficacy of antiretroviral therapy 

depends on high level of adherence. Patients who discontinue treatment are at high 

risk of illness and death because of AIDS-related conditions. Disease progression, 

failure of viral suppression, decrease in CD4 cell count, drug resistance, risk of 

transmission of resistant virus and limited treatment options.  

A studies conducted by USAID revealed that, high level of adherence is very crucial 

to maximize the usefulness of antiretroviral therapy. The Studies revealed that   40% 

of clients in Tanzania were lost during clinical staging phase, and hence limited 

them to be initiated in ART.  Dodoma is among the region with Lost to Follow Up 
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(LTFU) problem such that the region had an approximate of 60,678 PLHIVs in 2012 

(NBS; 2012) but only 12,175 were served in ART (NACP, 2013).  

Poor adherence to ART is one of the major causes of treatment failure which lead to 

increases in morbidity and mortality due opportunistic diseases (Ledergerber, 2004, 

Zaccareli, 2005). Factors for low adherence to ARV are not clearly known. The 

factors pointed out for poor adherence in other countries may be different in 

Tanzania, specifically Dodoma region where this case study was conducted because 

of the difference in socio-economic settings.  

This study focused analyzed socio – economic factors that influence PLHIV/AIDS 

adherence to ART. 

1.3 Main Objective 

To assess social-economic factors influencing People Living with HIV/AIDS 

adhering to ART services. 

1.3.1 Specific Objectives 

i) To identify social and economic characteristics of people living with 

HIV/AIDS. 

ii) To establish levels of utilization of ART services by people living with 

HIV/AIDS in the study areas 

iii) To identify socio-economic factors for adherence to ART services for the 

people living with HIV/AIDS. 
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1.4 Research Questions 

i) What is the level of utilization of ARV for people living with HIV in the 

study area? 

ii) What are the social economic characteristics of people living with 

HIV/AIDS in ART services?  

iii) What are the social - economic factors influencing PLHIV/AIDS 

adhering to ART services?  

1.5 Significance of the Study 

The findings obtained from this study will add value in underscoring socio – 

economic factors influencing patients adhering to ART services.  Furthermore, the 

study recommends   actionable interventions for patient retention and adherence to 

ART. At the local level, the findings of this study will enable policy makers and 

implementers to get a better understanding of the existing situation of People Living 

with HIV/AIDS adherence to ARV in local areas, constraints, strengths, weaknesses 

and potentials of ARV services will. Lastly the study enable to revise the existing 

strategies in provision of ARV services to People Living with HIV/AIDS and come 

up with a sound mitigation measures against constraints facing People Living with 

HIV/AIDS adherence to ARV services.  

1.6 Delimitation 

This study was confined itself in three main aspects first socio-economic 

characteristics of People Living With HIV/AIDS in the study area, levels of 

utilization of ART services by PLWHIV/AIDS  in the study area and socio-

economic factors influencing PLWHIV/AIDS in adherence to ART services.  
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 Introduction 

This chapter contains theoretical and empirical literature review. Further, it presents 

the conceptual framework for the study based on the key issues emanated from the 

literature reviewed.  

2.2 Definition of Key Terms 

Active patient - A patient who has been registered and receives regular ART at a 

given facility. 

Adherence – For the purposes of this study, this refers to the extent to which patients 

follow the instructions of their health care providers with regard to taking their 

medicines 

Adherence to ART- Taking more than 95% of the prescribed pills in a given time 

ART Acceptability- A measure of the patients‟ views on the professionalism, 

competence and attitude of healthcare providers, the quality of health education at 

the ART clinic and the benefits or adverse effects of ART. 

ART Accessibility - A measure of the patient‟s views on the appropriateness of 

physical location of the ART clinic, waiting time, ease of access to healthcare 

workers and convenience of the facility to the patient 

ART Affordability - A measure of the ability of patients to pay for ART related 

services that they utilize at the facility 
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ART Availability - A measure of the patients‟ views on the availability of all the 

range of medical services that a HIV-infected patient may require including 

outpatient and inpatient services.  

Antiretroviral therapies are drugs that stop or suppress the activity of a retrovirus, 

such as HIV. 

CD4 counts are a measure of the extent of suppression of the immune system. 

Combination therapy refers to the use of a combination of antiretroviral drugs, 

usually three or more. Combination therapy has become a standard of care in 

treating HIV infection in developed countries. 

Opportunistic infections are infections that do not normally affect healthy people 

but that can cause disease in people with weakened immune systems (due to 

HIV/AIDS or other conditions). 

Viral load refers to the amount of virus in a person‟s body, usually measured in the 

blood stream. 

2.3 Theoretical Literature Review 

2.3.1 Adherence as Concept 

The World Health Organization (WHO) defines 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” 

(WHO 2003).In many models of HIV care, there is contradiction that patient 

retention in care and adherence are the same aspects.  However according to 

AIDSTAR One (2010) noted this two aspects patient retention and adherence may 

not be accurate for several reasons: patients who are adherent to clinic appointments 

may not necessarily be adherent to medication, and patients who are adherent to 
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medication may miss clinic appointments crucial for monitoring treatment failure, 

treatment side effects, and occurrence of other comorbidities. 

Knobel et al., (2000) defined non-adherence to ART as being when “a patient 

forgets to take medication, taking the incorrect dose, poor observation of treatment 

intervals/frequency, as well as neglecting other agreed recommendations like diet 

restriction, smoking and alcohol consumption”. Furthermore, Knobel considered 

PLHIV on ART who were lost to follow-up as non-adherent. Optimal adherence of 

at least 95% has been recommended for immunological improvement and 

virological suppression (Jordan et al. 2008; Paterson et al. 2000 cited in Saleh, 

2012). 

2.4 Empirical Literature Review 

2.4.1  Global Overview of ARV Services and HIV/AIDS 

Globally, an estimated 35.3 (32.2–38.8) million people were living with HIV in 

2012 (UNAID, 2013). This is the large number of people although statistics shows 

the decrease in number of people living with HIV/AIDS all over the world. There 

were 2.3 (1.9–2.7) million new HIV infections globally, showing a 33% decline in 

the number of new infections from 3.4 (3.1–3.7) million in 2001(UNAID, 2013). At 

the same time the number of AIDS deaths is also declining with 1.6 (1.4–1.9) 

million AIDS deaths in 2012, down from 2.3 (2.1–2.6) million in 2005. 

HIV testing is the critical first step in linking people living with HIV to the treatment 

cascade, and it also provides an important opportunity to reinforce HIV prevention. 

Testing uptake increased impressively in every region, with 118 million people in 

124 low-and middle-income countries receiving HIV testing and counseling in 2012 

(WHO & UNICEF, 2013).  
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Data reported by UNICEF and WHO in 2013 for 18 countries with cohorts of at 

least 2000 people on ART indicate that the average retention rates decreased from 

about 86% at 12 months to 82% at 24 months and 72% at 60 months. Studies 

confirm that decentralizing ART services improves retention in care, including for 

children, and various forms of adherence support are also proving effective, 

including treatment support networks and community adherence clubs, using 

mobile-phone text reminders, diary cards and food rations (WHO & UNICEF, 

2013). There were more than 700 000 fewer new HIV infections globally in 2011 

than in 2001. Africa has cut AIDS-related deaths by one third in the past six years 

(UNAID, 2011). As of 2012, most countries globally allowed ART to be initiated at 

CD4 ≤350 cells/mm3, and a few have already moved to the higher initiation 

threshold of CD4 ≤500 cells/mm3 (WHO, 2013). 

The largest drop in AIDS-related deaths was in some of those countries where HIV 

has the strongest grip. In South Africa, 100 000 fewer deaths occurred, followed by 

nearly 90 000 in Zimbabwe, 71 000 in Kenya, 59 000 in Ethiopia and 48 000 in the 

United Republic of Tanzania (UNAIDS, 2012). 

2.4.2 Utilization of ART Services in Developed Countries 

A high level of adherence to antiretroviral therapy (ART) is necessary to maintain 

viral suppression and achieve optimal clinical outcomes for HIV-infected persons. In 

United States of America the use of ART among HIV-infected adults in care was 

high (85%), but adherence to ART was suboptimal and varied across the three 

measures of non-adherence (Beer, 2008). Despite concerted efforts to prevent new 

infections  in developed countries there were more than 27,000 newly diagnosed 

HIV infections reported in the European Union (EU) and the European Economic 
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Area (EEA) in 2010 (Smith, 2012). The reported number of people living with 

HIV/AIDS has some weaknesses due to many reasons among them are delayed 

diagnosis, underreporting and reporting delay. Thus, further efforts to reduce the 

number of new infections occurring in the EU/EEA area are warranted. 

2.4.3 Socio Economic Characteristics of People Living with HIV/AIDS in Sub 

Saharan Africa 

HIV is a major public health problem for developing countries especially those in 

sub-Saharan Africa. Sub-Saharan Africa is more heavily affected by HIV and AIDS 

than any other region of the world (UNAIDS, 2013). At the end of 2011, estimate of 

23.5 million (69%) people were living with HIV globally in this region with 1.2 

million death recorded (UNAIDS, 2012). 

HIV/AIDS is a household name in Sub-Saharan Africa (SSA) and its toll on the 

general population is increasing daily (Ayiwulu and Laah, 2010). The pattern of life 

in Sub- Saharan Africa influenced the situation of the high rate of HIV/AIDS 

infections than any other of the globe. According to economists Ainsworth & 

Dayton (2003) in their article entitled “Fighting Back” revealed that The pattern of 

life in Botswana, with many having three or four homes (urban, town, village, cattle 

post, farms), and good roads to travel between them, is partly the cause of high 

AIDS incidence in such a relatively economically stable country. The situation in 

Mozambique, to the east, “is infinitely bleaker,” however. There is little political 

will or commitment to fighting the disease, the AIDS program understaffed and 

underfunded, and government ministers reluctant to admit to ever having been tested 

– not to mention any who may have tested positive (Ainsworth & Dayton 2003). 
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In South Africa the legacy of separation of families and emasculation of men under 

apartheid policy and the spread of AIDS from its mines has contributed to a 

“breakdown of family structure” and loss of human capital. Men “persist” in having 

several sexual partners and not using condoms (May, 2003). Citing Munthali (2003) 

by May (2003) the study on Adaptive Strategies and Coping Mechanisms of 

Families and Communities Affected by HIV/AIDS in Malawi.” notes that high rates 

of urbanization and labor migration are the most important contributing factors to 

the high rates of HIV in the southern region of Malawi (18 %); the rate is estimated 

at 26 percent in urban areas. Sexual networking and “circular migration remains a 

way of life for several million black South Africans” (Lurie, 1997). However, a 

surprising finding in this last study in KwaZulu/Natal is that in some cases the 

spread of HIV was found to be from rural partners to their returning migrant 

husbands. 

2.4.4 Utilization of ART services in Sub Saharan Africa 

Adherence is defined as taking medications or interventions correctly according to 

prescription (Reda and Biadgilign, 2012). There are different methods of assessing 

adherence which include: Medication event monitoring (MEM); Self-report; pill 

count; biologic markers; body fluid assay; viral load monitoring etc. (Landovitz, 

2011). Pill count, MEM and self-reported method are the most reliable methods 

(Mweemba, 2010). However, there is no gold standard method for measuring 

adherence. The self-reported method is easier to perform and is cost-effective 

compared to other methods. A major disadvantage of the self-reported method is that 

the patients could be bias in their reports. Some studies have shown that 

antiretroviral regimens require 70-90% adherence in order to be effective (Nachega, 
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2010), while most studies have shown that ART requires ≥95% adherence in order 

to be effective (Byakika-Tusiime, 2005). 

Adherence to antiretroviral therapy is a powerful predictor of survival for 

individuals living with human immunodeficiency virus (HIV) and AIDS. Concerns 

about incomplete adherence among patients living in poverty have been an 

important consideration in expanding the access to antiretroviral therapy in sub-

Saharan Africa (Buchan et al; 2009). Access to ART is limited for the majority of 

individuals living with HIV/ AIDS in sub-Saharan Africa. The vast majority of 

people in developing countries who are living with HIV/AIDS are unable to access 

life-saving treatment for HIV infection and related opportunistic infections. This 

problem is not unique to people living with HIV/AIDS; it affects all people with 

serious diseases and conditions.  

The obstacles to access can be divided into two broad categories: the high cost of 

drugs; and poor health infrastructures (ICAD, 2001). Drugs for the treatment of 

HIV/AIDS are priced out of the reach of all but a tiny number of persons living with 

HIV/AIDS in developing countries. While the introduction of antiretroviral therapies 

has benefited persons living with HIV/AIDS in developed countries_ mortality rates 

have dropped by over 70%_ these treatments remain largely inaccessible to people 

in developing countries (ICAD, 2001). In March 2001, Merck Company announced 

discounts of 90% for two of its HIV/AIDS drugs in Sub-Saharan Africa. 

A total of 6.3 million people in the region were receiving antiretroviral therapy 

(ART) at the end of 2012. The total number of new HIV infections in eastern and 

southern Africa has declined substantially in recent years (UNAIDS, 2013). There 

were an estimated 1.2 million [1.1 million 1.3 million] new infections in 2011 the 



14 

lowest annual number since 1991, when the epidemic was still expanding rapidly, 

and about 30% lower than the estimated 1.7 million [1.6 million 1.9 million] new 

infections that occurred in 2001 .HIV incidence among adults living in the region 

decreased from 0.99% [0.93– 1.05%] in 2001 to 0.56% [0.52–0.62%] in 2011 

(UNAIDS, 2013). 

2.4.5 ART Services in Tanzania 

ART was introduced to Tanzania in 2004 through faith-based and non-governmental 

organizations, government facilities, referral hospitals, and some district hospitals 

(USAID, 2012). By 2010, there were approximately 825 HIV care and treatment 

centers (CTCs) nationwide, serving over 740,040 clients (USAID, 2012). Tanzania 

transitioned to providing ART free of charge beginning in 2004 with substantial 

assistance from the Global Fund and PEPFAR (Bilimoria, 2012). In 2011, 

Tanzanian national estimates suggest that, of the estimated 610,000 PLHIV in 

Tanzania eligible for ART based on these recommendations; only 42% were 

receiving treatment (UNICEF, 2011). This gap in coverage may be partially 

explained by resource constraints, since until recently, Tanzania was only able to 

support initiation of ART for all patients with CD4 counts below 200 cells/mm3 

(USAID, 2013). 

By December 2012, health facilities providing HIV and AIDS care and treatment 

services had increased to 1,176 from 700 in 2008 out of 6,342 facilities across 

Tanzania Mainland (URT, 2013).  A total of 1,135,390 PLHIV were cumulatively 

enrolled in care and treatment services and 663,911 eligible adults and children were 

cumulatively put on ART and 432,338 were currently on ART (URT, 2013). In this 

reporting period a total of 82,811 pregnant women tested positive for HIV.  
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The number of infants tested positive for HIV was 2,328, which is 2.8% of all the 

HIV exposed infants (URT, 2013). 

Furthermore, an increase in the number of patients on treatment due to conformance 

to the new WHO criteria for initiation of ART, (CD4 count of 350 and below from 

the previous CD4 count of 200) will put an additional strain on the health care 

budget (NACP, 2009). It is therefore imperative, that Tanzania develop strategies to 

minimize the rate of new infections, while at same time resource new financial 

avenues to continue to finance and sustain its treatment and care programs. 

The Tanzanian government has made some inroads in implementing a number of 

strategies to reduce and prevent transmission of HIV; including promoting safe sex 

practices, providing free voluntary testing and counseling (VCT) service, 

establishment of Prevention of Mother to Child Programs (PMTCT), supply of free 

ARVs just to mention just a few (NACP report 2009). Even though ARVs have been 

shown to be effective in slowing disease progression and reducing HIV transmission 

their long-term benefit is only sustainable if drug resistant HIV strains do not 

emerge (Chesney et al 1999). It is therefore crucial that once HIV treatment 

commences in patients, factors that promote development of secondary HIV drug 

resistance such as poor adherence, due to drug stock outs or non-compliance be 

minimized. 

2.4.6 Barriers Facing ARV Services to PLWHIV/AIDS in Tanzania 

In Tanzania patients afflicted with HIV and mental illness are treated free of charge 

as is decreed in the 1993 cost sharing policy of the Ministry of Health and Social 

welfare (MOHSW) (Mubyazi, 2004). Tanzania has recorded remarkable 

achievements in terms of HIV care, treatment and support.  
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However, it was observed that there are a number of barriers that hinder rapidly 

scale up and provision of quality HIV care, treatment and support. According to  

UTR (2013)  noted many challenges related to ART services and HIV/AIDS 

treatment including the  inadequate human resources for health in quality and 

quantity, uneven distribution of human resources for health ,inadequate medical 

supplies and commodities including drugs for Opportunistic Infections, laboratory 

reagents and HIV test kits and lack of regular maintenance of CD4 count machines. 

Others are weak integration of HIV care and treatment and Community Based HIV 

Counseling services late initiation of ART to eligible PLHIV according to National 

guidelines, weakness in the recording and reporting system for Home Based Care 

services. 

2.4.7 Synthesis and Knowledge Gap 

From the reviewed literature from Tanzania and other parts of the world it is evident 

that ARV taking   has reduced a number of deaths among HIV/AIDS patients. 

Despites of reduction of   the number of death among HIV/AIDS patients still 

people fear to register for ARV medication and those who had registered fail to 

continue with medication due to a number of factors which vary from one locality to 

another.  

Following up the discussion above from various scholars, the study by Landovitz, 

focused on assessing adherence and medication procedures to clients did not go far 

in assessing social economic factors that affect clients to adhere on ART services. 

To supplement on that information, the study by URT (2013), discussed more about 

clients tested positive and enrolled on care but did not go beyond on proposing 

strategies or intervention on how to ensure retention of patients on care, 
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nevertheless, the researcher did not examined factors affect PLHIV clients 

adherence to ART services. 

2.4.8 Conceptual Framework 

According to the conceptual framework in figure 1 the socio-economic factors 

conceptualized to be influencing adherence to Antiretroviral Therapy to People 

Living with HIV/AIDS are lack of medication due to many factors including 

scarcity and cost of medication, distance from the services providers, beliefs towards 

HIV/AIDS patients, lack of knowledge, stigma and lack of food to support 

medication. Not only had that but also lacked of technical skills among service 

providers. The impacts of these factors can be positive or negative.  Positive impacts 

including increase of CD4 hence increase the likelihood of survival, increase of 

work performance both at household and community levels when they become 

positive. The negative impacts are decrease of work output due to sickness and other 

factors that might influence work performance including stigma and psychological 

problems. Other negative impacts are high prevalence of death and increase of staff 

absentee hence reduction in work output. 
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Figure 2.1: Conceptual Framework on ARV Adherence by PLWHIV/AIDS 

Source: Adapted from Wekesa, 2007 by author  
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CHAPTER THREE 

METHODOLOGY 

3.1 Introduction 

The aim of this chapter is to show the research methodology used by the researcher. 

This chapter presents the different methods applied and also explains the rationale 

behind using those methods. Further, it provides details on, study area, population of 

the study, research design, sampling design, techniques and size. Also, it provides 

the sampling frame and unit.  Description of how the data is processed analyzed and 

presented. Moreover, the efforts to ensure the reliability and validity of the study are 

described. This includes pilot study and ethical considerations followed by the 

summary of the chapter. 

3.2 Study sites 

3.2.1 Selection of Research Sites 

This study was conducted in Kongwa District and Dodoma Municipal care and 

treatment centers in Dodoma Region. Selection of the two research sites was based 

on HIV prevalence rate in the region;(Kongwa  with 2.2% being  the lowest and 

Dodoma Municipal  with 3.2%  being the highest in the region and councils in 

Tanzania. Kongwa District and Dodoma Municipality have also been selected for 

this study because of the desire to make comparative study among rural setting and 

urban settings. 

Dodoma Municipal has a big number of clients registered into care and treatment 

centers while Kongwa has less number of clients enrolled. Despite, variations in 

HIV prevalence both councils face the same problem of retaining clients into 
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treatment. Peripheral environments have different demographic, socio - economic 

and cultural characteristics. Adherence study results are more likely to be different 

between urban and peripheral areas settings because most of HIV care and treatment 

clinics are well established in urban settings.  

3.2.2 Description of the Study Area 

Dodoma region is one of Tanzania‟s 30 administrative regions. It is located in 

central zone of Tanzania. According to the 2012 national census, the region had a 

population of 2,083,588 and HIV prevalence rate is 3.3%. For 2002-2012, the 

region's 2.1 percent average annual population growth rate was the twentieth highest 

in the country. It was also the seventeenth most densely populated region with 50 

people per square kilometer. With a size of 41,311 square kilometers (15,950 sq mi). 

Dodoma Municipal and Kongwa district are among seven councils in the region 

with a total population of 720,929 (Municipal 410,956 and Kongwa 309,973). In the 

region the following are some major activities carried out; livestock keeping, 

agricultural (farming) of maize, groundnuts, sorghum, millet and sunflower. 

Prevention of Mother to Child Transmission, Care and Treatment Services, Provider 

Initiated Counseling and Testing, Voluntary Counseling and Testing, TB DOT, 

Family Planning, Home Based Care and CHF/NHIF services are among health 

services provided in the region.  

3.3 Study Population  

Kombo and Delno (2006:76) mentioned that, population refers to the larger group or 

elements from which the sample is taken. The targeted groups of population for this 

research were Medical Officers, Clinicians and counselors/ART nurses of Dodoma 
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Municipal and Kongwa District and key stakeholders in HIV were People Living 

with HIV/AIDS in Kongwa, and Dodoma Municipal. 

3.4 Research Design 

Research design is a logical and systematic plan prepared for directing a research 

study. It specifies the objectives of the study, the methodology and techniques to be 

adopted for achieving the objectives (Krishnaswami, (2000). Before a builder or 

architect can develop a work plan or order materials they must establish the type of 

building required, its uses and the needs of the occupants (De Vaus, 2001). This 

study employed both a qualitative and quantitative paradigms, utilizing the non-

experimental cross sectional research design. The basis for employing this design 

and approach are likewise varied, but they can be generally described as methods to 

expand the scope or breadth of research to offset the weaknesses of either approach 

alone (Rossman and Wilson 1991). 

3.5 Sampling Frame 

Rwegoshora, (2006) defined sampling frame as the complete list of all 

units/elements from which the sample is drawn. . The sampling frame for 

PLWHIV/AIDS was lists of PLWHIV/AIDS registered in health centers, hospitals 

and dispensary while sampling frame for key informants was lists of health centers 

officers, clinical officers and doctors.  

3.6 Sample Size   

The sample size of the study employed 140 respondents including 99 people living 

with HIV/AIDS and 41 key informants. Guideline by Bartlett (2001) was used to 
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determine the sample size. The selection of the sample was based on the 

homogeneity of the population.  .  

3.7 Sampling Procedure 

The study employed both purposive and simple random sampling techniques. 

Simple random sampling was used to select the 99 PLWHIV/AIDS.  Simple random 

sampling is type of sampling procedures also known as chance sampling or 

probability sampling where each and every item in the population has an equal 

chance of inclusion in the sample and each one of the possible samples, in case of 

finite universe, has the same probability of being selected (Kothari, 2004). The study 

obtained 99 PLHIVs through simple random sampling from 7 registered health 

facilities in Dodoma municipality and Kongwa District Council. Key informants 

were selected by using judgmental sampling procedure including Medical Officers, 

Clinical Officers and Counselors/ART nurses. These key informants were selected 

on the basis of either services or role they play in administering ART services to 

PLWHIV/AIDS. Sample distribution was according to the proportion of PLHIV in 

each centre. The sample distribution is presented in Table 1. 

Table 3.1: Distribution of the Respondents 

 

Centre 

Respondent Category 

PLHIVs Key Informants 

Dodoma Regional Hospital 24 10 

Mirembe Hospital 15 6 

Makole Health Centre 15 7 

St. Gemma Health Centre 10 4 

Kongwa District Hospital 15 6 

Kibaigwa Health Centre 10 4 

Mkoka Health Centre 10 4 

Total 99 41 
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3.8 Data Collection Methods  

Data collection method refers to not only the selection of sampled units but also the 

way data is collected from the sample (Seidman, 1991; Cohen et al., 2000). In this 

study Interview, Questionnaire and Focused Group Discussions were used. These 

data collection methods are here under described: 

3.8.1 1nterview Method 

The interview to 99 People Living with HIV (PLHIVs) was conducted using 

questionnaire (Appendix 1). The interview with PLHIVs was conducted in the room 

outside the clinic area after consultation with medical and clinical officers while key 

informants were interviewed in their respective offices. For key informants 

employed checklists to guide the interview. The questionnaires were developed in a 

language (Kiswahili) that each respondent was able to understand. Questionnaires to 

PLWHIV/AIDS were administered by a research assistant. Research assistant 

recruited from each district based on level of education and familiarity with the ART 

services. The research assistants trained for two days on data administration in order 

to collect quality data and meet coverage with opted time. 

3.8.2 Focused Group Discussion 

The investigator conducted four Focused Group Discussions (FGDs) with PLHIV to 

allow for general overview of ART adherence and ensure validity of the findings. In 

addition FGD enabled to collect sensitive data which an individual could not be able 

to explain. Two groups of male patients and two groups of female patients were 

formed both at Kongwa District and Dodoma Municipality. Focused group at 

Dodoma municipality comprised of 10 members (5 females and 5 males separated in 



24 

two groups). The last focused group discussion was at Kongwa District Hospital and 

comprised of 10 people (5 males and 5 females separated in two groups).  

3.8.3 Type of Data Collected 

Data was collected for each Objective as follows: 

Objective 1: To establish levels of utilization of ART services by people living with 

HIV/AIDS in the study areas. The data collected included number of people existing 

in ART services; the numbers of people dropped out from ART services, types of 

ART drugs used by PLWHIV/AIDS, duration and trends in ART services.       

Objective 2: To examine social and economic characteristics of people living with 

HIV/AIDS. 

The data collected were categorized into four areas those related to individual 

factors (beliefs, stigma, attitude, life style, level of education, social status and sex) 

medical/treatment factors (cost, stigma, disclosure, support, food and hunger), 

structural factors (fees, stock out, waiting time and confidentiality), socio – 

economic and community factors (occupation, income). 

Objective 3: To identify socio-economic factors for adherence to ART for the 

people living with HIV/AIDS.This objective depended on data collected for 

objective 1 &2. In addition data collected were the challenges facing PLWHIV in 

adherence to ART treatment. 

3.9 Validity 

According to Tabachnick and Fidell (2007:6-10) validity refers to the degree to 

which the study accurately reflects or assesses the specific concept the researcher is 

attempting to measure.  



25 

Validity is a measure of accuracy and whether the instruments of measurement are 

actually measuring what they were intended to measure. To ensure validity, pilot 

study (pre-testing) of the instruments was undertaken as explained in an earlier part.  

3.10 Reliability 

Reliability refers to the consistency with which repeated measures produce the same 

results across time and cross observers (Fidell and Tabachnick, 2007:6-10). The 

issue of reliability was tested by the use of different methods and tools during data 

collection including interviews, survey (questionnaires as tools), and review of 

secondary data. Reliability ensured the use of appropriate sampling techniques 

including random and purposive sampling in selection of appropriate sample and 

suitable sample size. 

3.11 Data Processing and Analysis  

The data collected was processed manually and then transferred to Statistical 

Package for Social Sciences computer program version 18 (SPSS 18) for analysis. 

The socio- economic characteristics of the respondents were analyzed by using cross 

tabulation to compare frequencies and percentages between centers and respondent 

category. Frequencies and percentage were also in analyzing the rate of People 

Living with HIV/AIDS registered in treatment health Percentages and to establish 

the rate of utilization of ARVs between. Factors influencing adherence was 

examined by cross tabulation of adherence variables against socio-economic 

characteristics.  
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3.12 Ethical Consideration  

Permission for collecting data from all seven (7) health facilities was obtained from 

relevant authorities. Recruitment was done to clinician, counselors, ART dispensers 

and data clerk as a focal people for anonymity and agreed to participate. Before 

participating in the study, written and verbal consent was obtained from all the 

respondents. The consent forms were in Kiswahili for PLHIVs and key informants. 
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CHAPTER FOUR 

RESULTS AND DISCUSSIONS 

4.1 Introduction 

This chapter presents and discusses the findings. The results presented are based on 

the specific objectives of the research which include social economic characteristics 

of the respondents, levels of utilization of ART services by people living with 

HIV/AIDS in the study areas, and the social - economic factors influencing 

PLHIV/AIDS adhering to ART services.  

4.2 Social Economic Characteristics of PLWHIV 

The socio- economic features of the respondents are indicated in Table 2. The results 

show the following:   

4.2.1 Age 

The age of People Living with HIV/AIDS varied across the health facilities In 

Makole about half (53%)  were aged between 36-50 years while in Mirembe 

Hospital majority (60%) same to Kibaigwa  were aged between 36-50 years. The 

age category between 15-35 years 80% found in Mkoka Health Centers and 60% in 

Kongwa District Hospital (Table 4.1). The causes of having many young 

PLWHIV/AIDS at Mkoka Health Centers and in Kongwa District Hospital was 

motivated by the presence of international maize market in Kibaigwa which attract 

many business people across East and Central Africa and the presence of big vehicle 

stop at Kibaigwa and Mkoka highway which encourage sexual relations among 

people from various parts of the country and even abroad especially the drivers of 

long vehicles from Burundi and Rwanda.  
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Table 4.1: Age of People Living With HIV/AIDS 

Age (yrs) Respondents (%) 

 A  

(n =15) 

B 

(n =15) 

C 

(n=10) 

D 

(n =10 

E 

 n =10 

F 

n=24 

G 

n=24 

Total 

 (N= 99) 

15-35 40 27 50 40 80 42 60 48 

36-50 53 60 30 60 20 42 33 43 

>50 7 13 20 0 0 16 7 9 

Key: n= Number of respondents A= Makole Health Center B= Mirembe Hospital 

C= St. Gemma Hospital D=Kibaigwa Dispensary E = Mkoka Health Center F= 

Dodoma Referral Hospital G= Kongwa Hospital 

Source: Field data Survey, 2014 

4.2.2 Sex 

The results shows that the majority on average 61% (n =99) of PLHIV/AIDS 

identified in the study area were female while only 39% on average were male 

(Table 3). The causes of this situation was attributed by the fact that HIV/AIDS 

testing for pregnancy women is mandatory so as to keep safe new expected baby to 

be born from infections. 
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Table 4.2: Sex and Education Level of People Living With HIV/AIDS 

Key: n= Number of respondents A= Makole Health Center B= Mirembe Hospital 

C= St. Gemma Hospital D=Kibaigwa Dispensary E = Mkoka Health Center F= 

Dodoma Referral Hospital G= Kongwa Hospital 

Source: Field data Survey, 2014 

4.2.3 Education Level 

Results on education level show that majority (65%) of the respondents had primary 

education and very few (5%) had tertiary education (Table 4.2). This level of 

education for majority can be considered adequate to understand process of ART 

including adherence. This level of education for PLWHIV does not differ from level 

of education for majority of Tanzanian, indicating no segregation get HIV/AIDS for 

primary education. 

The results shows that respondents with primary education in  St. Gemma Hospital 

was 60% and Kibaigwa 70% while female PLWHIV/AIDS was 60% each  both in 

St. Gemma and Kibaigwa Hospital. The causes of having more than half over 60% 

of PLWHIV/AIDS in Kibaigwa and St. Gemma Hospital was attributed by the 

presence of pull factors including big vehicle stop, and international maize market at 

Kibaigwa, and at St. Gemma the presence of Institute of Rural Development 

Variable Description Respondents (%) 

  A  

n =15 

B 

n =15 

C 

n=10 

D 

n =10 

E 

 n =10 

F 

n=24 

G 

n =15 

Total 

N=99 

Sex Male 20 53 40 40 40 50 33 39 

 Female 80 47 60 60 60 50 67 61 

Education Primary 73 80 60 70 70 25 73 65 

 Secondar

y 

27 7 30 20 10 21 27 20 

 Informal 0 7 10 10 20 25 0 10 

 College 0 7 0 0 0 29 0 5 
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Planning motivate small business among young who forgone secondary education 

and decide to join in entrepreneurship activities 

4.2.4 Marital Status 

The results show that the majority of people infected with HIV/AIDS were married 

ones. Married monogamy  (52%, (n =99), while single marital status were 35% 

while the rests were married polygamy 5% and 5% each divorced and widow (Table 

4). Married monogamy PLWHIV/AIDS in Kibaigwa 80%, Mkoka 60%, Dodoma 

Referral Hospital 63% and Kongwa 67% (Table 4.3). The causes of this result might 

be as follows; In Kibaigwa being the centre of business where there is international 

maize market and large vehicle station that travel neighboring countries Rwanda, 

Congo and Burundi. This situation attracted many people from various parts of 

Eastern and Central Africa whereby they do unsafe sex leading to more infections of 

HIV/AIDS. This implies that PLWHIV/AIDS reported in health centers majority 

were married couples. 

Table 4.3: Marital status of People Living with HIV/AIDS 

Marital 

status 

Respondents (%) 

 A 

n =15 

B 

n =15 

C 

n =10 

D 

 n =10 

E 

n =10 

F 

n =24 

G 

n =15 

Total 

N= 99 

Single 53 33 50 10 40 29 33 35 

Married 

monogamy 

47 27 20 80 60 63 62 51 

Divorced 0 15 10 0 0 3 0 5 

Widow 0 20 10 0 0 0 0 4 

Married 

Polygamy 

0 5 5 10 0 5 5 5 

Key: n= Number of respondents A= Makole Health Center B= Mirembe Hospital 

C= St. Gemma Hospital D=Kibaigwa Dispensary E = Mkoka Health Center F= 

Dodoma Referral Hospital G= Kongwa Hospital 

Source: Field data Survey, 2014 
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In Dodoma referral hospital married monogamy infections were high (63%) because 

of the existence of many socialization events including high population among youth 

from higher learning institutions and social events and recreation facilities including 

alcoholism, music festivals, night clubs to mention a few. Married monogamy were 

more infected with HIV/AIDS compared to married polygamy because married 

polygamy people they had freedom of consulting their spouse and inform they are 

desire of marrying another wife while married monogamy had no that chance due to 

religious limitations and individual weakness whereby spouse cheat each other as a 

result they become infected with HIV/AIDS. 

4.2.5 Economic Activities 

The results show that main income generation activities were business 31 %; (n=99), 

farming 30%; (n= 99). Others food vending, casual labor, employed in public and 

private sectors and tailoring (Table 4.4)  

Table 4.4: Major Economic Activities of PLHIV/AIDS  

Activity Respondents (%) 

A  

n =15 

B 

n =15 

C 

n =10 

D 

 n =10 

E 

n =10 

F 

n =24 

G 

n =15 

Total 

N=99 

Farming 13 20 20 50 35 46 27 30 

Business 40 0 20 50 20 8 73 31 

Employed 0 13 20 0 0 6 0 5 

Casual  0 13 20 0 0 25 0 8 

Food vendor 20 33 20 0 0 25 0 11 

Tailoring 0 13 0 0 0 0 0 2 

Student 13 13 10 0 0 0 0 5 

Farming &  

business 

7 5 5 0 40 0 0 8 

Key: n= Number of respondents A= Makole Health Center B= Mirembe Hospital 

C= St. Gemma Hospital D=Kibaigwa Dispensary E = Mkoka Health Center F= 

Dodoma Referral Hospital G= Kongwa Hospital 

Source: Field data Survey, 2014 
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The last group were students 5%; (n= 99) with no economic activities. This implies 

that the 5% students reported had HIV/AIDS presents youth one of the groups 

infected with HIV/AIDS. The result shows that farming was the main economic 

activity of PLHIV/AIDS registered in Kibaigwa Hospital (50%) and in Dodoma 

Referral Hospital (46%).  In case of business activity 50% registered in Kibaigwa 

Hospital while those practiced both farming and business 40% registered in Mkoka 

Health Centre (Table 4.4).   

For the case of Dodoma Referral Hospital and Kibaigwa majority of PLHIV/AIDS 

registered were farmers and business people because most of them came from 

neighboring streets close to urban engaging in agriculture especially vegetable 

cultivation . There is relatively large proportion (50%) of respondents involved in 

business in Kibaigwa centre because of its location in the highway with large vehicle 

stations. Also there is a big international market for maize which opening 

opportunities for other businesses. 

4.3 Levels of Utilization of ART Drugs by People Living with HIV/AIDS 

4.3.1 Uses of ARV 

Results on the levels of utilization of ART are indicated in Figure 4.1 the results 

show that all [100%] respondents  from Makole HC, Mkoka HC, Dodoma Referral 

Hospital and Kongwa hospital use ART while Majority (93.3%) in Mirembe 

Hospital use ART and Kibaigwa dispensary use ART.  This implies that majority of 

the respondent were aware of their CD4 status and were given consultation on 

proper time for beginning ART medication.  



33 

The results are different from that of Mwaluko (2004) in his study on ARVs and 

Rural Communities which indicated that only 20% of PLWHIV/AIDS were ready to 

use ARV. This is because currently there is mass campaign on the importance of 

using ARV to PLHIV/AIDS compared to the year 2004. Results indicate few (60%) 

of PLWHIV/AIDS at  St. Gemma  does not use ARV drug while at Kibaigwa were 

10%., this is because of inadequate transportation services from town to St. Gemma 

while the percentage of PLWHIV/AIDS who did not adhered to ARV were small at 

Kibaigwa as compared to St. Gemma hospital.  

This implies Kibaigwa health centers are located at the centre urban area while St. 

Gemma Hospital is located at the periphery where transport services were poor. This 

situation discouraged patient and they used Dodoma referral hospital as the easiest 

and reachable alternative. 

Figure 4.1: The Percentage composition of PLHIV/AIDS in Using ART 

Medication 

Source: Field data Survey, 2014 
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4.3.2 Type of ARV Used by PLHIV/AIDS 

The results show that majority (33.4%) utilized ARV type 1C followed by 1B 

(22.7%) and 1G (18.7%) and few (5.2 %), used the combination of 1A & 1C (Table 

4.5). The causes of the variation in the use of ARV services were caused by the 

nature of the immune capability of the patients against HIV/AIDS. The results 

indicate that at St. Gemma the majority (60%) had not started the use of any ARV 

dose.  

The cause of ignoring the use of ARV drugs by PLWHIV/AIDS in St. Gemma 

hospital was attributed by reporting too late to ART services center for checkup and 

medication. As a result majority of the People Living With HIV/AIDS reported too 

late the center at a time HIV/AIDS virus became resistance to the first beginner dose 

1A (30).  

Table 4.5: Types of ARV Taken by PLHIV/AIDS 

Key: n= Number of respondents A= Makole Health Center B= Mirembe Hospital 

C= St. Gemma Hospital D=Kibaigwa Dispensary E = Mkoka Health Center F= 

Dodoma Referral Hospital G= Kongwa Hospital 

Source: Field data Survey, 2014 

Type of 

ARV 

Respondents (%) 

 A 

n= 15 

B 

n =15 

C 

n =10 

D 

n =10 

E 

n =10 

F 

n = 25 

G 

n = 15 

Total 

N =99 

1C 33 27 40 50 30 21 33 33.4 

Not Yet 0 7 60 10 0 0 0 11 

1B 40 33 0 30 20 29 7 22.7 

1G 20 33 0 0 30 21 27 18.7 

1A (30) 7 0 0 0 10 4 0 3 

2F 0 0 0 10 0 8 13 4.4 

1C& 1G 0 0 0 0 0 4 7 1.6 

1A & 1C 0 0 0 0 10 13 13 5.2 
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This situation made them to be registered to other type of ARV that would respond 

well to their dropped CD4 count. This was attributed by good CD4 count among the 

registered PLHIV/AIDS at the center. This finding implies that the majority utilized 

the second, third and so on type of ARV medication that depended on the resistance 

of HIV virus because very few only 3% utilized the beginner dose 1A (30) type of 

ARV. 

4.3.3 Changes of ARV Medication by PLHIV/AIDS 

The results figure 3 show that all (100%) PLWHIV in Kibaigwa, Mkoka health 

center, Dodoma referral hospital and Kongwa hospital did not change the type of 

ARV since they started using them. About half (57.1%) in Mirembe hospital and in 

St. Gemma (42.9%) had changed the type of ARV (Figure 4.2). The reasons for 

these changes were mentioned to include side effects and ART drug resistance. This 

implies there were patients changed their ARV medication type because of the 

identified reasons earlier but for the case who did not change their ARV medication 

it implied that they took their appropriate medication that suits to their body immune 

systems. Mirembe, St. Gemma and Mkoka health centers experienced relatively 

large number of people who changed the type of ARV they had been using as 

compared to other hospitals. The causes of this situation were beginning of the dose 

too late when the virus had become resistance to the body immunity in such a way at 

the beginning PLHIV/AIDS they were given medication on basis of trial until ART 

facilitator get the dose that suit virus resistance . Fear of not using ARV medication 

due to ignorance is among the causes for too late starting of ARV medication. 
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Figure 4.2: Changes of Type of ART Medication by PLHIV/AIDS 

Source: Field data Survey, 2014 

A switch in the antiretroviral regimen is often necessary because of both acute and 

chronic toxicities, concomitant clinical conditions, and development of virological 

failure (Nasri et al; 2013). These support this study that (57.1%) in Mirembe hospital 

and in St. Gemma  (42.9%)  who changed their antiretroviral regimen was due to 

either of the above factors as identified by other researchers in Ethiopia. 

4.3.4 The number of Drops Out from ART Services 

The results (Figure 4.3) show the dropout of PLHIV/AIDS from ART services were 

high (60%) in Mirembe hospital, (50%) in Mkoka health center and (44%) in St. 

Gemma than other health centers. This situation might be caused by distance factor 

of the hospital/health center because each of them was located at the periphery of the 

centre of Dodoma Municipality. 
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Figure 4.3: The Number of People Drops Out from ART Services 

Source: Field data Survey, 2014 

4.3.5 Reasons for not Using ARV Medication 

The results on reasons for not using ARV are as shown in (Table 4.6) the results 

indicate that major reasons to be related to side effects such as vomiting (25.1%) 

frequently sickness (19.9%) and decrease in CD 4 (11.2%). Another major reason is 

poverty accounting for 20.9% of the respondents. This implies that due to poverty 

People Living with HIV/AIDS (PLWHIV/AIDS were not able to support their daily 

food requirements, treatments of diseases and even were not able to pay transport 

cost during health clinic services. The side effects were mainly attributed by reaction 

of the medication to some PLHIV/AIDS, body weakness of some of the patients and 

too late in adherence to ART medication.  
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Table 4.6: Reasons for not Using ART Medication 

Reasons Respondents (%) 

 A 

n=15 

B 

n =15 

C 

n =10 

D 

n =10 

E 

n =10 

F 

n =24 

G 

n =15 

Total 

N =99 

Vomiting 22.2 16.7 10 14.3 80 10 22.2 25.1 

Frequently sickness 30 33.3 10 14.3 20 10 22.2 19.9 

Early death 22.5 16.7 10 14.3 0 10 22.2 11.2 

Decrease of CD4 15 8.3 3.3 20.5 0 20 11.2 11.2 

Poverty 10.3 25 50 28.6 0 10 22.2 20.9 

Less resistance to 

virus 

0 0 16.7 8 17.2 40 0 11.7 

Key: n= Number of respondents A= Makole Health Center B= Mirembe Hospital 

C= St. Gemma Hospital D=Kibaigwa Dispensary E = Mkoka Health Center F= 

Dodoma Referral Hospital G= Kongwa Hospital 

Source: Field Survey, 2014 

Different results obtained by Ogba (2004) in Nigeria in his study on Non Adherence 

to HIV/AIDS Therapy is Dangerous Pharm news revealed the reasons for not using 

ARV were many including taking too many pills per dose decreases the level of 

adherence, side effects to patients who experience adverse reactions, non availability 

of ARV drugs and high costs of ARVs. 

4.4 Social Economic Factors that Influence Adherence to ART 

4.4.1 Marital Status and Adherence to ARV 

The results on the influence of marital status are shown in (Table 4.7) the results 

show that PLWHIV AIDS with Single marital status in Makole 22.9 %, Mirembe 

14.3 %, Dodoma General Hospital 20% and Kongwa 14.3% (Table 8).Similar 

results obtained by   Coume et al; (2012) on determinants of medication adherence 

among people living with HIV/AIDS in Senegal revealed that respondents who are 
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singles tend to complied to ARV medication  better (92.3%) than other groups 

(married 87.8%, widowed 66.7%). 

Table 4.7: Marital Status and Adherence to ARV 

= Respondents (%) 

 A 

n =15 

B 

n =15 

C 

n =10 

D 

n =10 

E 

n =10 

F 

n =24 

G   

n =15 

Single 22.9 14.3 14.3 2.9 11.4 20 14.3 

Married 

monogamy 

13.5 7.7 3.8 15.4 11.5 28.8 19.2 

Separated 0 50 0 0 0 50 0 

Divorced 0 33.3 33.3 33.3 0 0 0 

Widow 0 0 100 0 0 0 0 

Married 

polygamy 

0 0 100 0 0 0 0 

Key: n= Number of respondents A= Makole Health Center B= Mirembe Hospital 

C= St. Gemma Hospital D=Kibaigwa Dispensary E = Mkoka Health Center F= 

Dodoma Referral Hospital G= Kongwa Hospital 

Source:  Field Survey, 2014.   

4.4.2 ARV Utilization and Sex 

The results of this study in Table 4.8 show that, among clients enrolled on ART, 

male are the one who utilize more ARV drugs  than women; results indicate that  

97.5% of male enrolled on ART, utilize ART compared to 88.1%  of female.  
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Table 4.8: Education Level, Sex and Utilization of ART Drop out from Use of 

ARV 

Key: n= Number of respondents A= Makole Health Center B= Mirembe Hospital 

C= St. Gemma Hospital D=Kibaigwa Dispensary E = Mkoka Health Center F= 

Dodoma Referral Hospital G= Kongwa Hospital 

Source:  Field Survey, 2014.   

The explanation for this observation can be due to the fact that male feel more 

responsible to protect their families by virtual of being head of households hence 

once diagnosed they comply to adherence so as to prolong their life but also 

majority of male they are tested on voluntarily basis hence they are more 

psychologically prepared to take ARV compared to the female who in most cases 

are diagnosed during compulsory HIV testing during pregnancy.  

4.4.3 ART Utilization and Education Level 

The results (Table 4.8) show that majority of respondents use ART regardless of 

their education levels. However, there is relatively high proportion of PLWHIV with 

secondary (85%) and college (85.5%) levels that are adhering to ART. The 

explanation for high adherence levels are due to the  mass campaigns using different 

Variable Description Adherence 

(%) 

  Yes No 

    

Sex Male 97.5 2.5 

 Female 88.1 11.9 

Education Informal education 90.9 9.1 

 Primary education 95 5 

 Secondary education 85 15 

 College education 87.5 12.5 
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means on the importance of using ARV drugs once tested and identified infected 

with HIV/AIDS.  

Also there were high proportion of PLWHIV/AIDS with informal 90.9% and formal 

education 95% in the study area. This implies that mass campaign education on 

media, workshop and posters helped to educate People Living with HIV/AIDS in the 

study area. 

Different results obtained by Akani et al., (2006) in Nigeria who revealed that Non-

adherence was relatively higher among less educated respondents with non- formal 

education compared to those respondents with tertiary education. The result was 

different from that of the study area because in the study area mass campaign 

provided to People Living with HIV/AIDS and helped them to adhere to ARV 

services. 

4.4.4 The Social Economic Factors Influencing PLWHIV/AIDS Adhering to 

ART Services 

The results in Table 4.9 shows that 66.7% in Mirembe and 33.3% in St. Gemma 

revealed lack of employment support was a factor affecting adherence to ARV 

services to People Living With HIV/AIDS  while lack of confidentiality noted 50% 

in Makole and 50% in Mirembe hospital were the factors affecting PLWHIV/AIDS 

adherence to ARV services(Table 4.9). Other main socio-economic factor revealed 

was patients‟ preference to traditional medicine 30% in Mirembe and 30% in 

Dodoma General Hospital. Similar study conducted in Kenya by Rotish et al; (2008) 

revealed factors affecting the adherence to ARV medicines  by PLWHIV/AIDS 

were being away from home 68.8% , being too busy 58.9% , forgetting 49%, having 

too many medicines to take 32.6% and stigma attached to ARVs 28.9%. 
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Similar study in Kenya by revealed different results noted that factors influencing 

the adherence to ARV services was improved health status after ART initiation, faith 

in the drugs (patients referred to drugs as food or life) resulting in making drug 

taking part of their daily routine, having dreams to accomplish and meet family 

obligations and use of reminder tools. 

Table 4.9: The Social - Economic Factors Influencing PLHIV/AIDS Adhering 

to ART Services  

Socio-economic factors Health  centers/Hospital 

A   

n=15 

B 

n=15 

C 

n=10 

D 

n=10 

E 

n=10 

F 

n=24 

G 

n=15 

Total 

(N= 99) 

Long distance to health 

facility 

8.7 13 13 13 8.7 26.1 17.4 100 

Stigmatization 19 9.5 9.5 9.5 14.3 28.3 14.3 100 

Bad cultural belief 5.9 11.8 5.9 11.8 17.6 29.4 17.6 100 

Religious influences 23.8 4.8 9.5 9.5 9.5 23.8 19.0 100 

Lack of confidentiality 50 50 0 0 0 0 0 100 

Lack of employment 

support 

0 66.7 33.3 0 0 0 0 100 

Patients preference to 

traditional medicines 

10 30 10 10 0 30 10 100 

Source: Field Survey, 2014. 

Key: n= Number of respondents A= Makole Health Center B= Mirembe Hospital 

C= St. Gemma Hospital D=Kibaigwa Dispensary E = Mkoka Health Center F= 

Dodoma Referral Hospital G= Kongwa Hospital. 

4.5 Challenges Facing People Living with HIV/AIDS in the Community 

The results shows  PLWHIV/AIDS with primary education mentioned challenges 

facing them including 57.1 % said stigmatization, 60% negligence in following 

ARV use schedule, poor diet 60%, and 100% said hiding of pills because of fear of 

being seen by the public that they were using drugs(Table 4.10).  
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Table 4.10: Challenges Facing Adherence to Art Services 

 Health  centers/Hospital  

Challenges A 

n =15 

B 

n =15 

C 

n =10 

D 

n =10 

E 

n =10 

F 

n=24 

G 

n =15 

Total 

N= 99 

Stigmatization 33.3 40 90 60 40 33.3 26.7 46.3 

None 33.3 46.7 0 40 20 45.8 20 29.4 

Negligence in taking pills 33.3 6.6 0 0 10 20.8 20 12.9 

Poor diet 0 6.7 0 0 20 0 13.3 5.7 

Hiding pills because of 

fear to be seen 

0 0 10 0 10 0 20 5.7 

Total 100 100 100 100 100 100 100 100 

Key: n= Number of respondents A= Makole Health Center B= Mirembe Hospital 

C= St. Gemma Hospital D=Kibaigwa Dispensary E = Mkoka Health Center F= 

Dodoma Referral Hospital G= Kongwa Hospital. 

Source:  Field Survey, 2014. 

This implies that challenges facing PLWHIV/AIDS are divided into two main 

categories those that are internal and those that are external. Internal challenges are 

those within the control of the patients including  negligence in taking pills and 

hiding of pills because of fear ,  and poverty while challenges that are external 

includes the inferiority complex of being seen by others including family members 

that  is sick and  the rest challenge is stigmatization. Stigmatization is external 

challenge because is out of the control of the patients. 

Similar study conducted by Majumdar and Mazaleni (2010) in South Africa revealed 

that People Living with HIV/AIDS faced challenges of poverty, isolation, lack of 

acceptance and fear of disclosure that in other words they termed this situation as 

stigmatization. 
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4.6 Strategies to Increase Levels of Adherence to ART for the People Living 

with HIV/AIDS (PLHIV/AIDS) 

Respondents proposed several measures to increase the levels of adherence to art. 

The strategies are presented in table 12 and here under described 

4.6.1 New ARV Dose 

The results show that 18.8% of respondents proposed the adoption of new ARV 

dose which will help to increase the level of adherence (Table 4.11). The 

respondents  suggested characteristics of new ARV dose  the one that involve  

taking few drugs per day even per week, the one that keeps the body immune system 

stronger including generation of CD4 and the one that is least cost diet friendly. The 

suggested strategy was attributed by the challenges of current medications which 

involve taking too many drugs by PLWHIV/AIDS when confirmed they had 

HIV/AIDS and their CD4 count are below normal counts. 

4.6.2 Provision of Education 

The results show about 17.6% (Table 4.11) mentioned provision of education would 

help to address the challenge of adhering to ART doses among PLWHIV/AIDS. 

Through education PLWHIV/AIDS will get knowledge on the risks associated with 

negligence in taking and adhering to their doses because of fear to be seen by other 

peoples especially their close friends and family members. Not only that but also the 

society through education will help to solve the challenges of stigmatization and the 

society will understand the importance of treating well the PLWHIV/AIDS. 

The proposed strategies varied considerably by health centers, respondent in 

Kibaigwa (60%) and Kongwa (26.7%) proposed  education as among the strategies  

for increasing  adherence to ARV drugs (Table 4.11).  
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Provision of education on the impacts of not adherence to ART services to People 

Living With HIV/AIDS is important to the community at large not only to those 

identified with HIV/AIDS because those who are patients they are relatives and part 

of the community therefore it will help PLWHIV/AIDS to treat any disease related 

to HIV/AIDS before patients becomes weak.  

4.6.3 Nutritional Meals  

The results show that on average 14.7 % (Table 4.11)  mentioned provision of 

nutritious meals as a strategy that can help to reduce the challenges facing 

PLWHIV/AIDS in taking ARV services. This is because PLWHIV/AIDS took the 

medications without considering essential food required to improve the immune 

system of body against HIV resulting to side effects and less effectiveness of the 

medications.  

Table 4.11: Strategies to Increase Levels of Adherence to ART for the People 

Living with HIV/AIDS 

Strategy Respondents (%) 

 A 

n=15 

B 

n 

=15 

C 

n =10 

D 

n =10 

E 

n =10 

F 

n =24 

G 

n =15 

Total 

N 

=99 

Income generating 

projects 

20 46.6 10 10 0 8.3 0 13.7 

CD4 Counts laboratory  20 6.7 10 10 10 25 13.3 13.5 

New ART dose  26.6 0 20 10 50 25 0 18.8 

Nutritious meal 6.7 0 40 10 10 16.7 20 14.7 

Education 6.7 0 20 60 10 0 26.7 17.6 

Timely medication 0 0 0 0 10 4.2 40 7.8 

 Don‟t Know 20 46.7 0 0 10 20.8 0 13.9 

Key: n= Number of respondents A= Makole Health Center B= Mirembe Hospital 

C= St. Gemma Hospital D=Kibaigwa Dispensary E = Mkoka Health Center F= 

Dodoma Referral Hospital G= Kongwa Hospital 

Source: Field Survey, 2014 
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CD4 counts tests. The results shows 13.5% proposed that CD4 counts tests centers 

should be established to all health centers and hospitals both in urban and rural 

areas. There were four centers with machines for measuring CD4 counts including 

Dodoma Referral Hospital, Makole, Mirembe and St. Gemma Hospital while the 

rest health centers in the study area have no machine for testing CD4 counts 

therefore fail to timely be diagnosed for appropriate ART doses 

4.6.4 Timely Medication 

The results show 7.8% (Table 4.11) proposed PLWHIV/AIDS to begin taking ARV 

pills dose at right time after receiving medical consultation from the doctor. This 

implies that failure to take medication at right time has been associated with many 

factors including those directly from the patients including religious belief 

influences, forgetting, and patient preference of traditional medicines   and out of the 

patients including long distance to health facilities, stigmatization, bad cultural 

beliefs, lack of confidentiality and lack of employment support. Also lack of 

knowledge on ARV drugs might be the causes of late begin of taking ARV pills 

dose. Timely medication will improve the health status of PLWHIV/AIDS and this 

will motivate new patient to adhere to ART services.  
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CHAPTER FIVE 

CONCLUSIONS AND RECOMMENDATIONS 

5.1 Conclusion 

The study revealed the majority of the People Living with HIV/AIDS utilized 1C 

33.4 %., 1B 22.7% and 1G 18.7%. Also the study revealed majority of the 

PLWHIV/AIDS did not change the type of ARV pills they were taking but it was 

revealed more than 50% of PLWHIV/AIDS in all health centers and hospitals 

experienced drop out from the utilization of ARV pills because of many factors 

including distance from the health centers where they used to take their pills, 

experience of side effects from use of ARV pills among patients, poverty and ARV 

pills less resistance against diseases. 

The results revealed education levels had no impacts on utilization of ARV pills 

because all of PLWHIV/AIDS were aware of ARV medication due to mass 

campaign health education on the use of ARV pills which made them all aware 

despites of their different levels of education. Also the study revealed that married 

couples were less active in adherence to ARV pills as compared to single. But also 

the study revealed that male adherence to ARV pills was high as compared to 

female. Generally the situation was caused by fear of losing life while being 

responsible as the head of the household. 

The findings of this research also revealed three major socio-economic factors 

influencing poor adherence to ART services by People Living with HIV/AIDS. 

These were religious influences, patient‟s preference of traditional medicine, long 

distance to health facility, stigmatization, bad cultural beliefs, lack of confidentiality 

and lack of employment support.  
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The study revealed that ART services experienced challenges including 

stigmatization done by the community and family members to PLHIV/AIDS. Other 

challenges were fear by the PLHIV/AIDS of being seen by people during taking 

drugs that would made them known that they are infected with HIV/AIDS.  

5.2 Recommendations 

The study recommends the followings.  

i) The Ministry of Health and Social Works in collaboration with the mobile phone 

companies should initiate and strengthen the provision of education on proper 

utilization of ART services. Not only that but also most of PLWHIV/AIDS 

cannot afford in financing their meals therefore they should be provided with 

loans and food support. Loan should be used in establishing small income 

generating activities. 

ii) National HIV/AIDS policy acknowledge stigmatization in Tanzania like other 

countries in South of the Sahara remains very strong and play a major role in 

fuelling HIV/AIDS infections. It‟s high time the government and private 

organization/ company to increase their efforts in implementation of Tanzania 

National Policy on HIV/AIDS 2001. This can be enforced to reduce and 

eradicate stigmatization in working places by supporting   people living with 

HIV/AIDS in terms of resources especially food and to secure their rights 

whenever violated by any employer. It should be noted that stigmatization is a 

policy issue not a personal issues. 
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5.3 Implication of Results 

i) The utilization of ARV medication relies much more on patient resistance to 

HIV/AIDS virus that is why the results show varied utilization of the type of ARV 

medication by People Living with HIV/AIDS. 

ii) Health campaign on the Impacts of adhering to ARV medication was clearly 

understood by PLWHIV/AIDS because the results show that the majority of the 

patient adhered to medication despites of their different level of education among 

People living with HIV/AIDS. 

iii) Married couples patients were less organized in taking treatment initiatives 

towards their life after HIV/AIDS infections as compared single patients because 

they were not ready to accept the situation and move forward by beginning ARV 

medication. 

iv) The results of the study also implies that factors affecting PLWHIV/AIDS 

adherence to ARV medication are both internal including patient preference of 

traditional medicine, bad cultural beliefs and lack of confidentiality among 

patients. Not only that this social- economic factors from the results implies 

others are external to the patients including religious influences, long distance to 

health facilities, stigmatization and lack of employment including formal and 

private sectors affects the People Living With HIV/AIDS in the study area. 

5.4 Area for Further Studies 

i) Assessment of Public Private Partnership‟s efforts in delivering ART 

services. 
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It is high time researchers to evaluate the effects of public private partnership in 

delivering ART services so that if there are bottlenecks can be addresses and 

improve the status of ART services in the country. 

ii) Effective means of communication to PLWHIV 

Education on HIV/AIDS has been provided over the decades in various radio 

stations and television but steel the coverage is not adequate. Therefore there is a 

need of evaluating to what extent these media has been effective in educating the 

people on importance of adherence to ART services and also to identify challenges 

media facing in delivering message to the community and People Living with 

HIV/AIDS in Tanzania. 
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APPENDICES 

Appendix 1: Questionnaire for People Living with HIV/AIDS  

Dear colleagues, 

My name is ……………………………………………..a student at the University 

of Dodoma. 

I would like to acknowledge your involvement in this study. The general objective 

of study is to assess factors influencing People Living with HIV/AIDS to adherence 

ART. Your participation is voluntary and there are no penalties if you do not 

participate. You have been selected randomly among other clients attending CTC. 

The information you provide will be used strictly for the purpose of this study only, 

and will remain confidential and shall never be related to any particular personality. 

Questionnaire No: ………………Date of 

Survey:………………………………………. 

Section A: Characteristics of Respondents 

1. Hospital/Dispensary/Centre…………………………………………………

………. District …………………………………………………….......... 

2. Name of interviewer: …………………………………………. (optional) 

3. 2. Sex of respondent 

a) Male (    )     b) Female (      )   

 4. What is your marital status?  

           a) Single   (     ) 

           b) Married monogamy   (    ) 

           c) Separated   (     )           

           d) Divorced    (     ) 

           e) Widow        (     ) 

           f) Widower      (    ) 

           g) Married polygamy    (    ) 

           h) Others (specify)………………………………………………………………. 
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5. How old are you? ……………… (yrs) 

6. What are your major economic activities? (Can select more than one activity)  

     a) Business   (    ) 

     b) Farming    (    )  

     c) Employed   (   ) 

     d) Casual laborer   (     ) 

     e) Others (Specify)…………………………………………………………. 

7. What is the level of your education? 

   a) Primary Education    (     ) 

   b) Informal education    (    ) 

   c) Secondary education   (     ) 

   d) Above secondary education    (     ) 

8. What is your tribe………………………………………………………….. 

9. What is your domination of your religion? 

a) Christian   (     ) 

b) Muslim     (     ) 

10. What are your major economic activities before living with HIV/AIDS? (Tick all 

applicable)  

a.) Employed   (     ) 

b) Business       (     ) 

c) Farming        (     ) 

d) Casual Laborer    (     ) 

e) Others (Specify)…………………………………………………. 

11. What is your income per month in Tsh/= per each activity you mentioned? 

………………………………………………………….  
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Activity  Frequencies 

done per 

months 

Rate per 

month 

Frequencies 

done per year 

Income per month (To 

be computed after data 

collection) 

     

     

     

 

12. What is your household size including yourself………………………. (Number) 

a) Male members……….. b) Female member…………. c) Children members> 

(18yrs)………… 

13. Place of birth: Current place of living [  ] Outside my current place of living [   ] 

14. What is your position in household? 

a) Head   (   )   b) Wife   (    )   c) Husband   (   )     d) Children Others (     ) 

specify………………………………………….. 

Section B: Level of Utilization of Art  

15. When were you diagnosed as HIV positive……………………………… 

(Months/Yrs) 

16. Who knows that you are living with HIV/AIDS?  

 a) Wife/husband (    )   b) Children   (    )   c) Parents   (    ) d) Community members 

(     )     None   (    )    e) Others 

(specify)…………………………………………………………. 

17. Are you currently using any ART    a) Yes   (    )   b) No    (    ) 

18. Have you ever used ART?  a)  Yes   (    )    b) No (    )  

If NO to question 18 go to question number 24. 

19. What type of ART are you using/used? 

Type of ART Number of pills per intake Frequency of intake Time of intake 

    

    

    

    

 

20. Have you ever missed or changed the time for taking ART? 

       a) Yes    (    )         b) No    (     ) 
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If YES what were the reasons? 

…………………………………………………………………………………………

…………………………………………………………………………………………

…………………………………………………………………………………………

…………………………………………………………………………………………

…………………………………………………… 

21. For how long you have been taking ART medication? ………….. (Month/years) 

22. Have you ever changed the types of ART? 

       a) Yes    (    )         b) No    (      ) 

  If YES what were the reasons for change?  

a) Side effects (     ) b) Availability (     ) c) Too many (     )   d) Taste (       )     e) 

Others 

specify…………………………………………………………………………………

…………………………………………………………………………………………

………………………………………………………………………………………… 

23. Have you ever experienced side effects from ART, mention those side effects 

(i)……………………………………………………………………………………… 

(ii)…………………………………………………………………………………… 

(iii)…………………………………………………………………………………… 

(iv)…………………………………………………………………………………… 

24. What type of diet are you taking in your meals? 

Type of meal Don‟t take Type of food taken Reasons if don‟t take 

Break fast    

Lunch    

Dinner    

Others     
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25. Do you take alcohol a) Yes (     )   b) No (      ) 

26. If Yes what are the reasons?  

(i)……………………………………………………………………………………… 

(ii)……………………………………………………………………………………  

(iii)…………………………………………………………………………………… 

27. If Yes what type of alcohol?  

(i)………………………………………………………………………………………  

(ii)……………………………………………………………………………………  

(iii)…………………………………………………………………………………… 

28. What is the amount and frequency of taking? 

Type of alcohol Amount Frequency 

   

   

   

29. Do you smoke?    a) Yes (     ) b) No (     ) 

30. If Yes what are the reasons  

(i)……………………………………………………………………………………… 

(ii)……………………………………………………………………………………  

(iii)…………………………………………………………………………………… 

31. If Yes how many cigarettes per day…………………… 

32. Do you know the consequences of not adhering to ART?  a) Yes   (  ) b) No (   ) 

33. If yes mention them  

…………………………………………………………………………………………

………………………………………………………………………………………… 
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SECTION C:  SOCIO- ECONOMIC FACTORS THAT INFLUENCE 

ADHERENCE TO ART SERVICES 

34. What are the reasons that make some PLHIV/AIDS not adhere to ART 

schedules? 

(i)………………………………………………………………………………………  

(iii)……………………………………………………………………………………  

(iii)…………………………………………………………………………………… 

(iv)…………………………………………………………………………………… 

35. How do you rate the services that you receive from the clinic? 

a) Good (    )  

b) Satisfactory (    )  

c) Not good (    ) 

36. If NOT good explain what is wrong?  

(i).................................................................................................................................... 

 (ii)……………………………………………………………………………………  

(iiii)…………………………………………………………………………………… 

SECTION D:  Strategies of Increasing Level of Adherence to Art 

37. What are the constraints/challenges do you face in taking your ART 

(i)……………………………………………………………………………………. 

(ii)…………………………………………………………………………………….. 

(iii)……………………………………………………………………………………. 

(iv)……………………………………………………………………………………. 

38. What are the challenges/problems do you face by living with HIV/AIDS 

(i)…………………………………………………………………………………….. 

(ii)……………………………………………………………………………………. 

(iii)…………………………………………………………………………………… 

39. What are your suggestions to increase levels of adherence to ART services by 

PLHIV/AIDS? 

(i)……………………………………………………………………………………… 

(ii),…………………………………………………………………………………… 

Thank You for Your Participation 
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Appendix 2: Questionnaire for Key Informants 

1. Name of the hospital/health center …………………………………………… 

2. What is your designation 

…………………………………………………………………….. 

 3.   What is the level of education? 

 a) Primary Education    (     ) 

 b) Secondary education (     ) 

 c) Certificate (    ) 

 d) Diploma (   ) 

e) Degree   (     ) 

f) Master   (      ) 

g) PhD   (    ) 

4. What types of services are provided at this facility? 

(a) C&T 

(b) PMTCT 

(c) RCH 

(d) VCT/PITC 

(e) Others (specify)………………………………………………………. 

5. For how long have you been working with PLHIV?.................................. (Years)  

6. How many PLHIVs are registered in your facility? 

(a) Non ART Patients ………………………………… (Number) 

(b) ART Patients ………………………………………. (Number) 

7. How many patients take ART services?........................(Number) 

8. What is your experience with side effects encountered PLHIVs who do not adhere 

to ART services? 

(i)……………………………………………………………………………………… 

(ii)…………………………………………………………………………………… 

(iii)…………………………………………………………………………………… 
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9. What are the factors that hinder proper adherence to ART services? 

(i)……………………………………………………………………………………… 

(ii)…………………………………………………………………………………… 

(iii)…………………………………………………………………………………… 

10. What are the challenges on human resource capacity in your facility? 

i)……………………………………………………………………………………… 

i)………………………………………………………………………………………  

iii)…………………………………………………………………………………… 

iv)…………………………………………………………………………………… 

12. What are the challenges facing provision of ART services? 

(i)……………………………………………………………………………………… 

(ii)…………………………………………………………………………………… 

(iii)…………………………………………………………………………………… 

(iv)…………………………………………………………………………………… 

13. Where do you provide counseling sessions and storage of patients‟ files of 

PLWHIV/AIDS attending ART services? 

(i)……………………………………………………………………………………… 

(ii)…………………………………………………………………………………… 

(iii)…………………………………………………………………………………… 

14. What are your suggestions on strategies used to increase level of adherence to 

ART? 

(i)……………………………………………………………………………………… 

(ii)…………………………………………………………………………………… 

(iii)…………………………………………………………………………………… 

 

Thank You for Your Cooperation 
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Appendix 3: Discussion Guide Questions for Focus Group Discussion to 

PLHIV/AIDS  

1. (a). How do you rate the levels of adherence to ART among PLHIV/AIDS in 

the area? 

(b). What are the/reasons for the levels of adherence mentioned in part (a)? 

(c). Using pair wise ranking method rank the factors for low adherence to 

ART among PLHIV/AIDS in the area. 

2.  What are the strategies to be used to increase the level of adherence to ART? 

3.  How do you satisfied with the services provided at this facility? 

i) ……………………………………………………………………………

……………………………………………………………………………

…………………………………………………………………………… 

ii) ……………………………………………………………………………

……………………………………………………………………………

…………………………………………………………………………… 

iii) ……………………………………………………………………………

……………………………………………………………………………

……………………………………………………………………………  

Thank You for Your Cooperation 

 

 

 


