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ABSTRACT 

This study examines social factors affecting adherence to first-line Antiretroviral Therapy (ART) and national 

development among patients in Harare's Opportunistic Infectious Clinic (OIC). Using a mixed-methods 

approach, which combines surveys and interviews, the study identifies stigma, lack of social support, and 

disclosure concerns as major barriers to adherence. Interventions like peer support groups and stigma reduction 

programs effectively improve adherence. Since ART adherence improves public health, enhances workforce 

productivity, and reduces healthcare costs, it plays a crucial role in national development by strengthening 

economic stability and social well-being. Interventions such as peer support groups and stigma reduction 

programs have been found effective in improving adherence. Recommendations included targeted interventions, 

peer support networks, and enhanced family communication to bolster adherence rates among OIC 

patients.  Policymakers and healthcare providers should implement stigma reduction campaigns, integrate 

psychosocial support into routine HIV care, and strengthen partnerships between healthcare facilities and 

community organizations to improve adherence and treatment outcomes. 

Key Words: ART adherence, HIV/AIDS, Opportunistic Infectious Clinic (OIC), Social determinants, Stigma, 

Social support networks 

INTRODUCTION AND BACKGROUND 

ART requires patient compliance not only for the benefit of the patient but also for the societal and economic 

well-being of the country. Concerning HIV/AIDS, it is vital to sustain the highest percentage of adherence to be 

able to control the virus and prevent the further spread of the disease (World Health Organization, 2016). ART 

adherence supports economic growth through its positive impact on health which enables employees to stay 

productive and healthy while missing fewer days of work and decreasing healthcare expenses. ART adherence 

promotes social inclusion through its reduction of HIV stigma which allows individuals to access education gain 

employment and engage in their communities. When people in resource-limited contexts such as Zimbabwe 

adhere to their antiretroviral therapy (ART) they help advance national development through decreased 

HIV/AIDS expenses and stabilized household finances that facilitate better public health resource management. 

This paper focuses on Zimbabwe which has one of the highest HIV prevalence rates in the world, yet ART users 

experience several social and systemic barriers to adherence. These are factors such as inadequate health 

facilities, poverty, and Structural factors such as shortages of healthcare personnel, inconsistent ART drug 

supply, and limited access to transportation for clinic visits (Kagee, 2022). All of such barriers slow down the 

realization of Vision 2030 and the SDGs in Zimbabwe. ART non-adherence therefore not only has social 

implications, but also economic implications as it slows down economic productivity, depletes human capital, 

and disrupts household income patterns (Singh et al., 2010). This keeps the intergenerational cycle of poor health 

and poverty which is a contravention to the construction of a resilient economy and society. On the other hand, 

good adherence enhances the health condition of the patient and decreases the rate of transmission and HIV 

prevalence (Auvert et al., 2004). This makes it possible for individuals to provide a productive workforce and 

economic productivity, contribute to the development of communities, and relieve the burden on the health care 
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sector by assigning resources to other strategic lines (World Bank, 2020). The national development and ART 

adherence are therefore mutually dependent on each other. Tackling adherence challenges improves personal 

health, economic stability, and development. The current paper focuses on the first-line ART adherence study at 

a Zimbabwean Opportunistic Infections Clinic (OIC), regarding social effects. Hence, the study seeks to 

understand how healthcare, social factors and ART concordance can be utilised to address the HIV/AIDS 

epidemic and the challenges towards sustainable development in Zimbabwe (Hargreaves et al., 2013). 

LITERATURE REVIEW 

Theoretical Models 

The Health belief model (HBM) is one of the fundamental models used in analysing health behaviours including 

ART adherence. The model also incorporates perceived severity, perceived susceptibility, perceived benefits 

and perceived barriers which are affected by social, economic and psychological factors (Rosenstock, 1966; 

Christensen, 2004; Adegoke, 2018; Vietnam study, 2022; Bekker & Johnson, 2013). In this study, HBM helps 

explain why some patients adhere to ART while others struggle. For example, individuals who perceive HIV as 

a serious threat and believe ART is beneficial are more likely to adhere. Although, barriers such as stigma, 

financial constraints, and lack of social support can negatively impact adherence (Petersen & Christensen, 2016). 

However, its limitation is that it does not include more extensive social factors, nor does it consider the changes 

in perceptions over time, and the role of emotions and social support (Petersen & Christensen, 2016; Simoni et 

al., 2017; Britt et al., 2017). For example, the Transtheoretical Model (TTM) and Motivational Interviewing 

Model (MIM) do fill these gaps by including the readiness for change, culture and system factors (Prochaska & 

DiClemente, 1983; Miller & Rollnick, 1991; Carey & Higgs, 2010). However, these models mainly centre on 

individual actions, and sometimes do not take into consideration structural factors which may influence 

adherence. Amartya Sen’s Capability Approach builds on these perspectives by focusing on the actual 

opportunities that people require for the lives they have reason to want, and by underlining the relationship 

between people’s agencies, the structures of the society’s individuals belong to and the resources available for 

their use (Sen, 1999). This approach moves away from the provision of resources to creating the possibility for 

meaningful choices, stigma, cost, and community support which are barriers to adherence to ART. It supports 

approaches that improve liberties which are opportunities like a community support system, transportation, and 

education to enable people to control their health. When combined with the Capability Approach to HBM, TTM 

and MIM, ART adherence can be understood not only as a health problem but also as a development one, which 

relates to the individual’s agency and well-being to the progress of society. This integrated framework provides 

a better way to understand adherence behaviours as both readiness and structural factors while also linking health 

interventions to sustainable development goals (Petersen & Christensen, 2016; Simoni et al., 2017). 

Social determinants of ART adherence 

Adherence to Antiretroviral Therapy (ART) in HIV/AIDS management is not only important for the health of 

individuals, families, and the nation but also the strength and stability of the community. It is profoundly 

influenced by social factors such as social support, education, employment, social class, domestic violence, and 

stigma-related disclosure (Thompson, 2017; Elliot et al., 2000; Aychew et al., 2019; Ceylan et al., 2019; Jones, 

2014; Deborah Jones, 2014). Aychew et al. (2019) have also defined social support as reducing the treatment 

burden through family engagement and enhancing health. On the other hand, factors like poverty, unemployment 

and stigma create vicious cycles of disease which in turn reduce productivity within the working population and 

economic growth (Moshabela et al., 2017). Domestic violence also diminishes adherence as survivors experience 

psychological and financial barriers which make it difficult to adhere to medications and health regimens and 

lead to poor health (Nicodimos et al., 2020). Self-stigma and structural stigma limit the regular use of ARTs, 

decreasing a country’s output and escalating the cost of healthcare (Bryant et al., 2020). Furthermore, perceived 

knowledge gaps regarding faith healing and traditional medicine hinder the timely commencement of treatment 

as well as adherence levels that compromise national HIV/AIDS political frameworks (Moshabela et al., 2016; 

Nlooto & Naidoo, 2016). These are complexities that need a multi-sectoral approach, which can incorporate 

education, economic, gender and culture-sensitive health system reforms. Examples include training traditional 

health care practitioners in HIV/AIDS and enhancing the relationship between biomedical and traditional 

practices to enhance adherence while addressing cultural considerations (Aspeling & van Wyk, 2018). Stigma 

https://rsisinternational.org/journals/ijrsi
https://rsisinternational.org/journals/ijrsi
http://www.rsisinternational.org/


INTERNATIONAL JOURNAL OF RESEARCH AND SCIENTIFIC INNOVATION (IJRSI) 

ISSN No. 2321-2705 | DOI: 10.51244/IJRSI |Volume XII Issue II February 2025 

Page 1121 
www.rsisinternational.org 

 

 

    

 

elimination through awareness, reinforcement of standards of healthcare, and advocacy for an environment that 

supports people are essential to the cause of ART compliance and success in public health and development. In 

turn, improving access to effective HIV prevention, treatment, care and support for populations and health 

systems contributes to the reduction of HIV-related morbidity and mortality, improved workforce productivity, 

and sustainable growth (Kalichman et al., 2019). 

METHODOLOGY 

The study adopts epistemological assumptions focused on understanding the social, economic, and 

psychological factors contributing to first-line Antiretroviral Treatment (ART) failure among Opportunistic 

Infection (OI) patients in sub-Saharan regions, contributing to the existing body of knowledge on ART adherence 

challenges. Embracing interpretivism within the ontological framework allows for a nuanced exploration of the 

multifaceted reality of ART adherence, recognizing subjective interpretations and social constructions of 

knowledge (Kivunja & Kuyini, 2017; Alharahsheh & Pius, 2020; McCoy, 2017). The research philosophy blends 

pragmatism with an interpretivist lens, emphasizing practical solutions while acknowledging the importance of 

understanding participants' lived experiences (Creswell, 2014; Denzin & Lincoln, 2018). This approach 

facilitates a comprehensive investigation into adherence challenges by combining quantitative surveys to 

quantify prevalence and qualitative interviews to delve into individual perspectives and contextual nuances. The 

study area, Wilkins Hospital, serves as an ideal setting due to its specialization in HIV/AIDS treatment and 

referral services for OI patients (Creswell & Plano Clark, 2018). Participants include individuals undergoing 

first-line ART, healthcare providers, caregivers, and support personnel, ensuring diverse perspectives are 

captured (Creswell & Plano Clark, 2018). Sampling procedures used include systematic, purposive, and 

snowball sampling, ensuring representation and enhancing the validity of findings (Creswell, 2014; Creswell & 

Plano Clark, 2018). The research included 178 participants who were distributed using three different selection 

methods: systematic sampling for 100 participants while purposive sampling selected 50 participants along with 

28 participants chosen through snowball sampling. This sample included Wilkins Hospital patients who were 

adults with HIV and taking first-line ART medication. The exclusion criteria eliminated participants who were 

not receiving ART and those who were below 18 years and those who refused to participate. Data collection 

methods encompass in-depth interviews and focus group discussions to capture lived experiences and 

community dynamics, while data analysis techniques involve thematic analysis of qualitative data and statistical 

analysis of quantitative data, followed by triangulation to integrate findings (Creswell & Plano Clark, 2018). 

This mixed methods approach provided a comprehensive understanding of ART adherence challenges and offers 

actionable insights for improving treatment outcomes. This methodology is justified for its applicability in 

determining ART adherence challenges and their developmental effects where, quantitative-surveys quantify 

productivity loss and systematic approach while qualitative interviews elicit social barriers to adherence to ART 

and the well-being of the community (Bryant et al., 2020; Moshabela et al., 2017). 

PRESENTATION OF RESULTS AND DISCUSSIONS 

Overview of Participants 

Table 4.1: Response Rate and Respondents’ duration on ARV drugs 
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Table 4.1 shows that 148 (83%) questionnaires were responded to and 30 (17%) were returned. The response 

rate for this study was 83%, with 148 out of 178 distributed questionnaires completed and returned. According 

to Leedy (1993), a response rate of 75% or higher is considered sufficient for ensuring representation and 

drawing reliable conclusions. Therefore, the 83% response rate in this study is considered good, as it strengthens 

the validity of findings regarding the influence of social, economic, and psychological factors on first-line ART 

adherence among patients at Wilkins Hospital.  The response rate implies that the respondents were cooperative 

in the research thereby making it easier to generalise the findings of the research study. 

Respondents’ duration on ARV drugs 

On Table 4.1 for respondents’ duration on ARV drugs, 29.2% of the respondents had been on ARV drugs for 2 

to less than 3 years, 12.5% for 3 to less than 4 years, 17.9% for 4 to less than 5 years, and 40.5% for more than 

5 years. This indicates that a significant portion, 40.5%, had been on medication for five or more years, with the 

majority (99.2%) still utilizing first-line regimens consisting of Zidovudine, Lamivudine, Tenofovir, Efavirenz, 

and Nevirapine. This prolonged utilization of first-line treatment is noteworthy as it ensures the sustainability of 

ART programs despite the limitations in resources and drug options available. It is important to note that there 

was no observed association between the duration of ARV drug use and adherence levels, which aligns with the 

findings of Gordillo et al. (1999). However, Mo and Mak (2009) found that patients with longer medication 

durations were more likely to be classified as non-adherent during follow-up, indicating potential variations in 

adherence patterns over time. 

Analysis of Social Factors  

Gender and Age 

Fig 4.1: Gender and Age 

 

Source: Primary data 

The data presented in Figure 4.1 reveals a notable difference in participation rates between genders in the study 

on Antiretroviral Therapy (ART) among patients, with females comprising 57% and males 43% of the 

participants. Despite the questionnaire's gender-neutral design aimed at providing equal opportunities for both 

genders to participate, the results demonstrate a female-dominant sample. 

The distribution of gender among participants, as depicted in Figure 4.1, indicates a notable disparity in 

participation rates between females and males in the study on Antiretroviral Therapy (ART) at Wilkins Hospital 

which suggests women are more likely to seek ART treatment than men. Despite efforts to design the 

questionnaire with gender neutrality in mind, females constituted a majority of the sample, accounting for 57% 

of participants compared to 43% of males. This gender bias in participation rates raises important considerations 

regarding the accessibility and inclusivity of research efforts targeting individuals living with HIV. The findings 

underscore the need for gender-sensitive recruitment strategies and interventions to ensure equitable 

representation and engagement across diverse demographic groups, aligning with principles of inclusivity 

advocated by the Health Belief Model (Rosenstock et al., 1988). Furthermore, the observed gender disparity 
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highlights the potential influence of sociocultural factors and gender norms on healthcare-seeking behaviours 

and research participation, warranting further exploration within the context of HIV care and research. Equitable 

ART adherence promotes household stability, strengthens local economies, and supports national goals like 

Vision 2030, enhancing workforce productivity and reducing healthcare costs associated with non-adherence 

(Hargreaves et al., 2013). Achieving gender equity in ART engagement is thus integral to sustainable socio-

economic development. 

Age 

Fig 4.1, depicts a notable distribution of age groups among participants in the study focusing on Antiretroviral 

Therapy (ART). The largest segment of the sample falls within the 36-40 age range, constituting 20%, followed 

closely by individuals aged 41-45 (18%), 46-50 (19%), and 51-55 (15%). Conversely, younger age groups, 

spanning from 18 to 35, make up a smaller proportion, ranging from 4% to 6%. 

The age distribution in HIV research participation, as depicted in Fig 4.1, indicates a predominant representation 

of individuals aged 36-50, aligning with broader trends in HIV diagnoses among those aged 25-44 reported by 

the CDC. This concentration suggests middle-aged adults are engaging with ART services at Wilkins Hospital, 

possibly due to increased healthcare-seeking behaviours and chronic illness management during this life stage. 

However, the lower representation of younger and older individuals suggests potential disparities in access to 

HIV care and research participation across age groups. Tailored interventions based on the Transtheoretical 

Model could address the unique needs of diverse age cohorts, enhancing treatment adherence and health 

outcomes (Prochaska et al., 1992). The larger representation of individuals aged 36-45 may be influenced by the 

perceived severity of chronic illnesses like HIV, motivating participation in research perceived as beneficial for 

health management. Additionally, established healthcare routines and stronger provider relationships could 

prompt middle-aged adults to engage in research opportunities related to their treatment. 

Marital Status and Educational Level 

Figure 4.2 offers a snapshot of the marital status distribution among participants in the ART study. The majority 

(52%) reported being married, followed by single (23%), divorced (11%), and widowed (15%). The distribution 

of marital status among study participants, depicted in Figure 4.2, provides insights into the social context 

shaping ART adherence behaviours among individuals living with HIV. The majority reported being married, 

suggesting the potential positive impact of spousal support on adherence and disease management. Marriage, 

often associated with stronger support systems, may serve as a cue to action for medication adherence and 

appointment attendance. Additionally, it could facilitate disclosure of HIV status and access to support services, 

aligning with the principles of the Motivational Interviewing Model. However, the lower representation of 

single, divorced, and widowed individuals suggests the need for tailored interventions to address their unique 

challenges and support needs. Understanding the interplay between marital status, social support, and adherence 

is crucial for developing patient-centred interventions that optimize treatment outcomes. This insight 

underscores the importance of holistic and inclusive approaches to HIV care and research (Rollnick et al., 2008). 

 

Fig 4.2: Marital Status and Educational Level 
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Understanding the marital status of participants is crucial for contextualizing their social support networks, as 

marital status can influence adherence behaviour through spousal support mechanisms and interpersonal 

relationships in the community (Kivunja & Kuyini, 2017). Furthermore, the researcher's interest in exploring 

participants' academic qualifications underscores the multifaceted nature of the research problem. Educational 

attainment can impact health literacy levels and understanding of ART regimens, thus influencing adherence 

behaviours and national development at large (Majeed, 2019). 

Educational level  

Figure 4.2, presents the educational distribution among participants in the ART study. The majority (67%) 

possess secondary education, followed by primary (18%), tertiary (13%), and a small percentage with no formal 

education (1%). The educational distribution among participants, as depicted in Figure 4.2, provides insights 

into health literacy levels and access to information among individuals engaging with ART services. The 

predominance of those with secondary education suggests relatively high educational attainment, potentially 

facilitating comprehension of research information and ART adherence. Higher education correlates with better 

health literacy and healthcare navigation skills, aligning with the Health Belief Model. However, the presence 

of participants with lower education levels highlights the need to address literacy barriers and cultural factors in 

research design. Tailoring interventions to accommodate diverse educational backgrounds and learning styles is 

crucial for equitable access and participation. Addressing social determinants of health like poverty and limited 

education access is essential for promoting health equity and improving ART adherence outcomes among 

marginalized populations (Rosenstock et al., 1988). 

Religion and Openness to HIV 

 

Figure 4.3: Religion and Openness to HIV  

Source: Primary data 
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Figure 4.3 provides an overview of the religious affiliation distribution among participants in the ART study, 

revealing Pentecostal believers as the largest group (39%), followed by the Apostolic sect (30%), Orthodox 

churches (12%), African Traditional Religions (ATR) (12%), mixed religions (5%), and those with no religious 

affiliation (<5%). The distribution of religious affiliations among participants in the ART study, as depicted in 

Figure 4.3, provides insights into the social and cultural context influencing adherence behaviours among 

individuals living with HIV/AIDS. Religious beliefs can significantly impact healthcare-seeking behaviours and 

medication adherence. For instance, some religious groups may prioritize faith healing over conventional 

medicine, potentially affecting ART adherence. Conversely, religious communities often provide vital social 

support networks, connecting participants to support groups or mentors who understand their challenges with 

managing chronic illnesses like HIV. Understanding the cultural context of participants' religious affiliations is 

crucial, as beliefs are often intertwined with cultural norms (Denzin & Lincoln, 2018). 

The Health Belief Model (HBM) and the Transtheoretical Model (TTM) offer frameworks for understanding 

how religious beliefs influence perceptions of health threats and readiness to change behaviour. For example, 

individuals deeply rooted in faith healing traditions may initially exhibit resistance to conventional medical 

treatments, while those who integrate religious and medical practices may progress more smoothly through 

stages of behaviour change. Religious communities can serve as sources of support and reinforcement for 

adherence behaviours, particularly in promoting the initiation and maintenance of ART. 

The implications of these findings for theory and practice are manifold. Healthcare providers can tailor adherence 

support programs to individuals' religious and cultural contexts by integrating religious teachings and practices 

into counselling sessions. Collaborations between healthcare facilities and religious institutions can facilitate 

community-based interventions that address social, cultural, and religious barriers to adherence. By 

acknowledging and respecting individuals' religious affiliations, healthcare providers can establish trust and 

rapport with patients, improving communication and collaboration in HIV/AIDS management. Ultimately, 

incorporating religious beliefs and practices into adherence support programs can enhance treatment outcomes 

and overall quality of care for individuals living with HIV/AIDS. (Denzin & Lincoln, 2018). 

Religious leaders are relevant to ART adherence, and CCM should mobilise networks to support such adherence 

and spur national development. The religious organizations play a vital role in changing the attitude towards 

people with such diseases and increasing health literacy, making societies healthier and more productive. Such 

interventions contribute to the achievement of Sustainable Development Goal 3 (Good Health and Well-being) 

since they increase household outputs and coping capabilities (WHO, 2020). Enhancing collaboration between 

the healthcare and religious sectors is beneficial to Vision 2030 in that it brings together health, culture, and 

socio-economic development. Synchronizing adherence programs with HBM, TTM, and the Capability 

Approach allows us to present a coherent narrative that covers cultural settings, stages of behavior change, and 

structural obstacles. All these frameworks collectively contribute to the improvement of individual freedoms 

and capabilities such as transport, social support systems, and education for better ART adherence interventions. 

Openness to HIV 

The figure presented delineates the comfort levels of patients in discussing their HIV status with family and 

friends, with higher percentages indicating greater comfort. The data reveals that a significant portion of patients 

(33.5%) are not comfortable disclosing their HIV status, posing potential barriers to ART adherence. The 

reluctance to disclose HIV status among patients can significantly impede adherence to ART regimens due to 

the lack of access to crucial social support networks and the fear of stigma associated with disclosure. This aligns 

with prior research emphasizing the role of social support in ART adherence. Stigma reduction programs and 

individualized counselling services are recommended to address these barriers and create accepting 

environments for disclosure. Additionally, interventions should be developed to navigate cultural factors 

influencing disclosure decisions and foster open communication about HIV. These findings highlight the 

importance of creating safe and supportive environments where patients feel comfortable disclosing their status 

and receive the necessary support for successful adherence to ART regimens (Sikazwe et al., 2019). 

Moreover, the research findings shed light on critical social determinants affecting ART adherence among 

individuals living with HIV/AIDS, aligned with the Motivational Interviewing Model (MI), the Health Belief 
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Model (HBM), and the Transtheoretical Model (TTM). MI-based interventions should address patients' 

ambivalence towards behaviour change regarding disclosure. HBM-informed interventions should aim to correct 

misperceptions about HIV/AIDS and reduce perceived barriers such as stigma. TTM-guided strategies should 

tailor support to patients' specific stages of change, particularly addressing transportation barriers to facilitate 

sustained adherence. Ultimately, these findings emphasize the need for holistic, patient-centred approaches to 

ART adherence that address the complex interplay of social, economic, and psychological factors (Sikazwe et 

al., 2019). 

National healthcare systems may benefit in a way that enhances their overall healthcare delivery systems in the 

following ways: The rate of untreatable HIV patients; which reduces the health infrastructure loads, less need to 

spend money on expensive treatment and good human capital. Further, decreasing the HIV status stereotype 

improves the outcomes of national HIV/AIDS initiatives with more people willing to receive a diagnosis, start 

treatment, and follow ART prescriptions. Community mobilisation ensures supportive and knowledgeable 

communities that encourage people living with HIV to disclose their status to adhere to their ART regimes. 

Education, HIV stigma, and social support are community-based programs that help cultivate openness in 

communities which is so important for the development of strong and healthy communities of people living with 

HIV. However, tackling social factors which affect health; employment, education and social services makes the 

living of HIV-infected individuals better by removing impediments that hinder the taking of ARTs. With 

healthcare interventions linked to the context of national and community development, there is an established 

and sustainable approach towards HIV epidemic control, goals of long-term healthcare systems and structures, 

and promotion of social and economic advancement of the community. 

Table 4.1: Stigma and transportation  

QUESTION YES NO 

Do you feel any stigma associated with HIV/AIDS in your community? 42,90% 57,10% 

Do you have reliable transportation to attend clinic appointments and pick up medications? 36,80% 63,20% 

Stigma  

Table 4.1 offers insights into the prevalence of stigma associated with HIV/AIDS across different settings, with 

percentages indicating the proportion of respondents who reported experiencing discrimination. Significantly, a 

substantial portion of respondents reported experiencing stigma in various domains, including their community, 

healthcare settings, workplaces, and schools. This pervasive stigma poses a major barrier to ART adherence, 

impacting patients in multifaceted ways. 

Fear of disclosure emerges as a primary concern, as the apprehension of discrimination can dissuade patients 

from revealing their HIV status, thereby impeding the formation of crucial social support networks essential for 

adherence. Moreover, the fear of stigma may lead patients to avoid taking medication in public settings, resulting 

in missed doses and reduced adherence. Experiencing discrimination in healthcare settings further exacerbates 

the issue, potentially deterring patients from attending clinic appointments for necessary medication refills and 

check-ups, ultimately disrupting treatment continuity. Additionally, the mental health implications of stigma 

cannot be overlooked, as feelings of isolation, shame, anxiety, and depression can further complicate adherence 

to ART regimens. 

This analysis aligns with prior research, particularly that of Frost et al. (2018), which underscores social stigma 

as a significant barrier to medication adherence. Our findings echo this sentiment by illustrating how stigma 

hampers disclosure, medication adherence, and clinic attendance, all pivotal aspects of successful ART 

management. 

The Health Belief Model (HBM) and the Capability Approach offer promising perspectives for the analysis and 

the management of the stigma issue. HBM elucidates on how stigma results in perceived barriers to ART 

adherence making the likelihood of consistent treatment low. It also points to perceived social norms/ cues to 
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action that can be harnessed by stigma reduction interventions. The Capability Approach, in contrast, focuses on 

structural and societal aspects, which define individual capability. It highlights the importance of developing 

situations which would prevent discrimination of patients by creating supportive networks that would ensure 

that such patients stick to ART regimens. Demand driven approaches are therefore important to tackle stigma. 

Community, health care, workplace and school based anti-stigma interventions can promote the acceptance of 

people with HIV/AIDS. Also, the campaigns that are aired and posted on media with positive messages on HIV 

and those infected can help in decreasing stigma on the larger society. These interventions are in line with the 

Capability Approach because they seek change the structure and expand individual choices. Table reveals the 

high prevalence of stigma regarding HIV/AIDS; the effect of the stigma on the adherence to ART. This 

demonstrates that people living with HIV still experience discrimination in different settings and therefore calls 

for intervention measures that can help in eliminating stigma and promoting the acceptance of people living with 

the virus. Removing the stigma results to the HIV/AIDS positive individuals being able to be economic and 

social productive citizens in society. In turn, raising the level of acceptance and support involves people in 

educational and employment activities that will improve their economic security and quality of life. This has a 

direct impact on national development by improving the productivity of the workforce that is affected by HIV 

and by decreasing the social cost of untreated HIV. Furthermore, when HIV-positive people are not 

discriminated against, they will be in a position to take care of the family, educate children, and also be involved 

in community-based development initiatives. These contributions assist in enhancing the cohesiveness of society 

and foster the general growth of societies. By creating an inclusive society where individuals are not 

marginalized, we strengthen the social fabric and contribute to the broader development of communities. Thus, 

stigma reduction is not only essential for improving ART adherence but also for advancing national and 

community development goals, ensuring a healthier, more resilient society. 

Transportation  

The data presented in Table 4.1 highlights a substantial barrier to ART adherence: transportation issues. With 

63.2% of participants reporting a lack of reliable transportation, accessing necessary clinic appointments and 

medication pick-ups poses a significant challenge. This lack of transportation can profoundly affect treatment in 

several ways. 

Firstly, missed appointments due to transportation difficulties can disrupt treatment continuity, leading to gaps 

in medication adherence and monitoring. Furthermore, challenges in getting to the pharmacy for medication 

refills can result in interruptions in treatment, compromising its effectiveness and potentially leading to drug 

resistance. Additionally, the stress and burden associated with unreliable transportation can exacerbate 

adherence challenges, impacting patients' mental well-being and overall treatment outcomes. This interpretation 

aligns with existing research, which demonstrates a positive correlation between transportation access and 

adherence to chronic medications like ART (Sabatini et al., 2017). Our analysis underscores the critical role of 

reliable transportation in ensuring consistent treatment adherence. 

The implications of transportation challenges extend beyond individual health outcomes and directly influence 

community and national development. At the community level, interruptions in ART adherence can lead to 

increased HIV transmission rates, hindering efforts to achieve public health targets such as the UNAIDS 95-95-

95 goals. This, in turn, places additional burdens on community healthcare resources, limiting their capacity to 

address other pressing health needs. Nationally, poor adherence stemming from transportation barriers 

contributes to a loss of human capital due to morbidity and mortality, reducing workforce productivity and 

impeding economic growth. Reliable transportation not only facilitates individual health but also enables patients 

to contribute more effectively to their households, communities, and the nation, thereby enhancing social 

stability and economic resilience. 

To address transportation barriers, targeted interventions are necessary. Transportation assistance programs 

offering vouchers for public transportation or subsidized taxi services, as well as volunteer driver networks, can 

help patients overcome these challenges. Clinic outreach services, such as home medication delivery or extended 

clinic hours, can also enhance access for individuals facing transportation difficulties. Additionally, the 

implementation of telemedicine for consultations and medication management can reduce the need for frequent 

in-person visits, particularly for stable patients. 
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Table 4.1 transportation can lead to missed appointments, medication gaps, and heightened stress levels, all of 

which negatively affect treatment outcomes. Future research should delve into the specific reasons behind 

transportation barriers in various contexts and develop tailored interventions to improve access for patients 

requiring ART. Healthcare systems must prioritize addressing these logistical challenges to ensure treatment 

continuity and optimize health outcomes for all patients. 

Other Social factors affecting ART Adherence 

Fig 4.4: Other Social factors 

 

Source: Primary data 

Based on the data presented in Figure 4.4, which outlines the percentage of participants reporting various social 

factors affecting their adherence to first-line ART, it is evident that social determinants play a significant role in 

patients' adherence to treatment. This finding resonates with the broader understanding in the literature regarding 

the influence of social factors on health outcomes, particularly in the context of HIV/AIDS treatment adherence. 

The data reveals a concerning prevalence of social barriers affecting participants, underscoring the multifaceted 

challenges faced by individuals undergoing ART. One prominent issue highlighted is the impact of stigma, with 

35.6% of participants reporting stigma associated with HIV/AIDS. This aligns with the findings of Frost et al. 

(2018), which emphasize the detrimental effects of social stigma on medication adherence. Fear of 

discrimination not only leads to reduced clinic visits but also contributes to medication non-adherence, ultimately 

jeopardizing treatment effectiveness. Furthermore, the data indicates that a significant portion of participants 

(19.8%) report a lack of social support. This echoes previous discussions on the importance of supportive 

networks in fostering emotional well-being and treatment motivation. Without adequate support, patients may 

experience feelings of isolation and a lack of encouragement, further hindering adherence to medication 

regimens. Disclosure challenges, housing instability (16.3%), and transportation issues (12%) are also identified 

as significant barriers to adherence. 

The data presented in Figure 4.4 highlights how various social factors significantly influence adherence to first-

line ART among patients, indicating a complex interplay between social determinants and treatment adherence. 

Factors such as stigma, lack of social support, disclosure challenges, housing instability, and transportation 

issues affect adherence behaviours, aligning with the Health Belief Model's principles. The fear of stigma and 

discrimination associated with HIV/AIDS diagnosis may heighten perceived barriers to medication adherence, 

while lack of support and housing instability may diminish perceived self-efficacy in managing the condition. 

At the national level, these barriers translate into a higher healthcare cost, low workforce productivity, and 

limited economic growth because of unaddressed HIV/AIDS. Ahmed et al. (2022) stress on economic 

consequences of HIV if it is not treated, pointing out that poor compliance drives up the costs of treating the 

disease, and decreases the amount of output in the affected population. These structural barriers are consistent 
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with the Capability Approach of Amartya Sen which posits that development is not just about providing 

resources but about enhancing individuals’ freedoms to achieve the lives they value (Sen, 1999). Employing 

social determinants of stigma, housing, and social support generates capabilities for health, employment and 

quality living amongst individuals with HIV. 

The implications of these findings for theory and practice are significant. The Transtheoretical Model 

underscores the importance of tailoring interventions to individuals' readiness to change, acknowledging 

different stages of readiness to address social barriers. Comprehensive interventions addressing social 

determinants, including stigma reduction initiatives, peer support programs, and transportation assistance, are 

essential. Additionally, integrating social services within HIV/AIDS care settings is crucial to providing holistic 

support to patients. Aligning theoretical frameworks like Motivational Interviewing, the Health Belief Model, 

and the Transtheoretical Model with practical interventions targeting social determinants can optimize ART 

adherence outcomes and improve patient well-being (citation). 

LIMITATIONS 

There are several limitations to the study that affect the validity and generalizability of the results presented in 

the study. The female participation rate is higher (57%) than the male participation rate (43%); this may limit 

the understanding of men’s ART adherence barriers. Concerning self-reported adherence data which was 

collected without corroboration from patients’ medical records, there is likely to be social desirability bias. It 

also has a bias towards middle-aged persons and does not address issues affecting the young persons (18-25 

years) and the elderly (60+ years). Lack of quantitative data on the economic consequences of adherence to 

challenges reduces the conclusions on the impact on society. Also, the sample taken from the urban environment 

narrows the possibility of applying the results to rural areas, where the availability of health care and 

transportation is a different story. There is need for future studies to employ equal number of female and male 

participants, assimilate measures of objective compliance, engage participants across different age brackets, 

encompass rural participants and perform thorough economical evaluation in order to increase validity and utility 

of the investigations. 

SUMMARY OF KEY FINDINGS 

The study of ART adherence behaviours at the Opportunistic Infectious Clinic (OIC) underscores the importance 

of routine and the value of reminders and tools in creating routines around ART regimens (Fatok, 2019). The 

perceived need to rely on reminders and advice pointing at perseverance shows that, to a large extent, patients’ 

adherence issues call for more focus on patient-provider interactions. Intervention strategies which include; 

support groups and educational intervention suggest that peer support and increased communication from the 

healthcare provider may be effective. Transportation/logistics issues and appointment compliance as well as 

incorporation of psychosocial service and community participation should be reflected in the management of 

HIV/AIDS to enhance adherence levels and patients’ satisfaction. 

Recent studies have further extended the concept of social determinants to encompass the sociopolitical 

dimensions of community and national development. Stigma: A key barrier in adherence noted by 35.6% of 

participants impairs social integration and further discourages economic productivity and labour force 

advancement. Transportation and housing problems perpetuate poverty and put up barriers to service uptake. 

Concerning the theoretical frameworks, these results support the Health Belief Model and Amartya Sen’s 

Capability Approach, as removing structural factors improves individual agency and capabilities to lead healthier 

lives. By reducing stigma, strengthening care structures, and solving practical concerns, interventions support 

better adherence, which in turn supports noncommunicable diseases goals and macrolevel development goals, 

such as Kenya’s Vision 2030 and sustainable development goal 3 on good health and well-being. 

COMPREHENSIVE MODEL FOR FACILITATING ADHERENCE TO ART AND ITS 

IMPACT ON COMMUNITY AND NATIONAL DEVELOPMENT 

The Comprehensive Model for Facilitating Adherence to Antiretroviral Therapy (ART) addresses multifaceted 

challenges in HIV/AIDS treatment through patient assessment, tailored interventions, monitoring, and 
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collaboration (Fatok, 2019). Patients benefit from personalized plans targeting biomedical, psychological, social, 

and economic factors, while healthcare providers gain from structured care approaches, leading to improved 

outcomes. Patient assessments cover biomedical, psychological, social, and economic aspects, guiding tailored 

interventions like psychoeducation, motivational interviewing, and social support groups (Fatok, 2019). 

Monitoring ensures adherence, with positive reinforcement strategies, while collaboration enhances care team 

effectiveness through multidisciplinary approaches and community partnerships. Ultimately, the model 

enhances patient adherence, leading to better health outcomes and quality of life for individuals living with 

HIV/AIDS, benefiting both patients and healthcare providers (Fatok, 2019). Beyond individual health benefits, 

the model shows how adherence to ART leads to reduced transmission of the virus, increased workforce 

productivity, and economic development. They correlate with the Sustainable Development Goals (SDGs) of 

Good health and well-being (SDG 3) and national development frameworks including Vision 2030, that seek to 

improve the health, well-being and socio-economic status of people. 

Fig 4.4: Model for Facilitating Adherence and its Impact on National and Economic Development 

 

CONCLUSION 

The research conducted in Harare sheds light on the complex interplay between social factors and ART 

adherence among HIV/AIDS patients, emphasizing the need for tailored interventions. The findings underscore 

the importance of collaborative efforts among healthcare providers, community organizations, and policymakers 

to address social disparities and promote sustainable adherence to ART regimens. Integrating mental health 

support services and adopting patient-centred care approaches are crucial for enhancing the quality of care and 

improving outcomes for individuals living with HIV/AIDS. The paper found that barriers such as stigma, lack 

of social support, housing and transportation as some of the important barriers that not only implicate the health 

status of an individual but also the society and even the growth of the nation. These barriers can only be resolved 

by comprehensive and intersectoral approaches that include stigma reduction initiatives, supportive community 

fellowships and advocacy for improved health systems for clients with substance use disorders. Future research 

should explore the mechanisms linking economic factors to ART adherence and evaluate the effectiveness of 
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financial assistance programs to further advance HIV/AIDS care. Enhancing ART adherence leads to decreased 

HIV transmission, workforce productivity, and economic gain, which is in line with the SDGs and national 

development plans such as Vision 2030. 
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Appendix A: Overview of participants 

Gender   Marital Status   Head of the house   

Female 57,4 Single 22,8 Self 56,2 

Male 42,6 Married 51,7 Father 10,3 

Total 100 Divorced 11 Mother 4,8 

Ages   Widowed 14,5 Husband 21,2 

18-19 3,7 Cohabiting 0 Wife 0 

20-25 5,9 Total 100 Brother 2,7 

26-30 3,7 Educational level   Sister 2,7 

31-35 4,4 Never been to school 0 Uncle 0,7 

36-40 19,9 Primary education 18,2  Auntie 0,7 

41-45 17,6 Secondary education 67,1 Child 0,7 

46-50 19,1 Tertiary 13,3 Total 100 

51-55 14,7 None 1,4 Relationship with the head of house   

56-60 3,7 Total 100 Father 1,5 

61-65 3,7 Resident   Mother 1,5 

66 and above 3,7 Harare 16,1 Husband 4,6 

Total 100 Dzivarasekwa 6,3 Wife 47,7 
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Religion   Borrowdale 2,1 Brother 6,3 

Orthodox 11,7 Kuwadzana 13,3 Sister 7,7 

Pentecostal 39,3 Mabvuku 4,9 Child 27,7 

Apostolic 30,3 Budiriro 2,1 Nephew 3,1 

African Traditional Religion (ART) 4,1 Hatcliff 5,6 Total 100 

Mixed 4,8 Warren Park 4,9 Number in Household   

None 4,8 Tafara 0,7 1 2,2 

Other specify 4,8 Stoneridge 2,1 2 8,7 

Total 100 Granary 1,4 3 18,8 

Occupation   Glenforest 0,7 4 18,8 

Vendor 5,6 Snake Park 1,4 5 25,4 

Teacher 5,6 Domboshava 1,4 6 15,9 

Accountant 2,8 Masasa Park 1,4 7 4,3 

Security guard 5,6 Wastegate 2,1 8 2,9 

Cook 2,8 Mt Pleasant 0,7 9 2,2 

Trader 1,9 Mt Hampden 0,7 10 0,7 

Engineer 3,7 Mufakose 0,7 Total 100 

Farmer 0,9 Chitungwiza 2,1 Source of income   

Mechanic 3,7 Hatfield 0,7 Salary 36,8 

Driver 2,8 Southland Park 1,4 Self employed 7,7 

Tailor 2,8 Glenview 0,7 Farming 9,4 

Maid 7,5 Kambuzuma 3,5 Buying and selling 8,5 

Hair dresser 2,8 Glenora 1,4 Rentals 0 

O Level 2,8 Westlea 0,7 Pension 6 

Carpenter 2,8 Manresa 1,4 Vendor 6 

Self employed 10,3 Rural Area 0 Husband’s salary 6,8 

Marketing 8,4 Waterfalls 1,4 Father’s income 0 

Housewife 1,9 Mbare 1,4 Selling 0 

Part time work 1,9 Belvedere 0,7 None 0,9 

Printing 0,9 Zimre Park 0,7 From Children 4,3 

Hospitality 2,8 Norton 2,1 Part time work 2,6 
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Recepenist 0,9 Melfort 0,7 Dependent 1,7 

None 9,3 Darwendele 0,7 Cross boarder 1,2 

General hand 0,9 Malborough 1,4 Total 100 

Electrician 1,9 Chisipiti 1,4 Monthly income   

Health personnel 2,8 Ruwa 0,7 100-500 46,7 

Student 2,8 Cranborne 0,7 600-1000 23,8 

Scientist 0,9 Hillside 1,4 1100-1500 3,8 

Total 100 Mazowe 0,7 1600-2000 1,9 

    Chihota 2,1 2100-2500 1,9 

    Eastview 2,1 2600-3000 1,9 

    Newlands 1,4 3100-4000 1,9 

    Total 100 4100-5000 1,9 

        5100-6000 1 

        6100-7000 1,9 

        7100-8000 1 

        8100-9000 1 

        9100-10000 3,8 

        10100-11000 0 

        11100-12000 0 

        12100-13000 1 

        None 6,7 

        Total 100 

Appendix B: Questionnaire and Interview Schedule for Patients and Healthcare providers 

WOMEN’S UNIVERSITY IN AFRICA 

 

This study received ethical approval from Medical Research Council of Zimbabwe (MRCZ) under approval 

reference number MRCZ/A/3025. Before participating, all respondents were provided with an informed consent 

form detailing the study's purpose, confidentiality measures, and their right to withdraw at any time. Only those 

who signed the informed consent form were included in the study 
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My name is Mercy Mukumba; I am a PhD student pursuing a Degree in Development Studies at Women’s 

University in Africa. As part of the requirements for my degree, I am conducting an opinion survey and would 

like you to honestly fill in this questionnaire for me. May l assure you that all the information on this 

questionnaire will be treated with strict confidentiality and no individually identifiable information will be 

disclosed or published as all results will be presented in summary form for academic use only. 

My research topic is on: 

An Assessment of Social, Economic and Medical Factors Influencing 1st Line Anti-Retroviral Treatment 

(Art) Failure Among Patients in Harare Opportunistic Infectious Clinic (OIC). 

QUESTIONNAIRE: PATIENTS 

SECTION A: SOCIO-DEMOGRAPHIC DATA (tick where applicable) 

A1. What is your gender  

Male Female Prefer not to Say 

      

  

A2. How old are you?   

>20 20-25 25-30 31-35 36-45 45> 

            

  

A3. What is your marital status? 

Single Married Divorced/separated Widowed N/A 

          

  

A4. What is your religion? 

Christian                          

Traditional African Religion   

Mixed Christian and traditional African religion           

None   

Other specify   

  

A5. What is your highest level of formal education? 

Primary                   

Secondary   

Tertiary   

None   
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SECTION B: SOCIO-CULTURAL DATA 

i) How comfortable are you talking openly about your HIV status with your family and friends? 

(Very Comfortable, Somewhat Comfortable, Not Comfortable, Not Applicable) 

ii) Do you feel any stigma associated with HIV/AIDS in your community? 

(Yes/No) 

iii) How supportive are your family and friends in helping you manage your HIV treatment? 

(Very Supportive, Somewhat Supportive, Not Supportive) 

iv) Do you have reliable transportation to attend clinic appointments and pick up medications? 

(Yes/No) 

INTERVIEW SCHEDULE: PATIENTS 

This interview schedule will be used as a guide for in-depth interviews with a smaller sample of patients. The 

interviewer will be able to probe further based on the patient's responses. 

1.1 INTRODUCTION 

1. i) Thank the participant for their time and willingness to participate in the interview. 

2. ii) Briefly explain the purpose of the interview and reiterate confidentiality. 

1.2 SOCIAL FACTORS 

i) How does your living situation impact your ability to take your medication as prescribed? 

_________________________________________________________________________________________

___________________________________________________________________ 

ii) Have you experienced any discrimination or stigma related to your HIV status? 

_________________________________________________________________________________________

___________________________________________________________________ 

iii)         How does your social support network (family, friends) help you manage your treatment? 

________________________________________________________________________________________ 

1.3        STRATEGIES FOR ADHERENCE 

i) Can you describe your typical routine for taking your medications? 

_________________________________________________________________________________________

_____________________________________________________________ 

ii) Do you use any reminders or tools to help you stay adherent? 

_________________________________________________________________________________________

_____________________________________________________________ 

iii)         What advice would you give to someone who is struggling to take their ART medication as prescribed? 
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_________________________________________________________________________________________

_____________________________________________________________ 

iv) What are some of the intervention strategies can promote adherence to 1st line treatment that you can 

suggest or know? 

_________________________________________________________________________________________

_____________________________________________________________ 

v) How can the current norms and practices on ART treatment be improved to reduce ART failure in your own 

personal view here at the clinic? 

_________________________________________________________________________________________

_____________________________________________________________ 

vi) What are your recommendations of the whole program on HIV and AIDS and ART here at the clinic? 

_________________________________________________________________________________________

_____________________________________________________________ 

WOMEN’S UNIVERSITY IN AFRICA 

My name is Mercy Mukumba; I am a PhD student perusing a Degree in Development Studies with Women’s 

University in Africa. As part of the requirements for my degree, I am conducting an opinion survey and would 

like you to honestly fill in this questionnaire for me. May l assure you that all the information on this 

questionnaire will be treated with strict confidentiality and no individual identifiable information will be 

disclosed or published as all results will be presented in summary form for academic use only. 

My research topic is on: 

An assessment of social, economic and medical factors influencing 1st line anti-retroviral treatment (art) failure 

among patients in Harare Opportunistic Infectious Clinic (OIC) 

QUESTIONNAIRE: HEALTHCARE PROVIDERS 

Instructions: Please answer the following questions to the best of your knowledge regarding your experience 

with patients receiving first-line ART at the OIC. 

SECTION 1: DEMOGRAPHICS 

i) Age: 

ii) [ ] 20-30 [ ] 31-40 [ ] 41-50 [ ] 50+ 

iii) Gender: [ ] Male [ ] Female 

iv) Profession: [ ] Doctor [ ] Nurse [ ] Social Worker 

v) Years of experience working with HIV/AIDS patients: _________ 

SECTION 2: SOCIAL FACTORS 

i) In your experience, how do the following social factors impact patients' adherence to first-line ART (check 

all that apply): 

Stigma associated with HIV/AIDS   

Lack of social support (family, friends)         
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Difficulty disclosing HIV status to family/partners     

Housing instability            

Transportation issues         

ii) Briefly describe any other social factors you have observed impacting adherence: 

_________________________________________________________________________________________

___________________________________________________________________ 

iii)         How do you currently address social barriers to adherence in your practice? (open-ended) 

_________________________________________________________________________________________

___________________________________________________________________ 
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