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ABSTRACT
The introduction of antiretroviral treatment (ART) has transformed HIV/AIDS into a
chronic disease, and proven to be the surest intervention to improve the morbidity and
mortality associated with HIV/AIDS. Ongoing involvement in care and, importantly,
sustained adherence to ART is essential to achieve the 95-95-95 targets for the eradication
of HIV. While ART services have been effectively implemented in Ghana, defaulting on
HIV treatment is a major setback towards the eradication of the pandemic. This study
aimed to assess factors associated with HIV treatment default at Sunyani Municipal and
Regional hospitals in the Bono region of Ghana. An analytical cross-sectional study was
conducted at the Sunyani Municipal and Regional Hospitals. The study population
included all persons diagnosed with HIV and receiving ART services at the HIV clinics at
the Regional and Municipal Hospitals in Sunyani. A simple random sampling technique
was employed to select 385 patients receiving ART services, and probability proportional
to size (PPS) to determine the number of participants from the two selected hospitals.
Structured questionnaires were used to collect primary data from patients accessing ART
services and the quantitative data was analyzed using multiple logistic regression analysis
in Microsoft Excel and Stata Version 17. The study found defaulter rate of 21.7%, and side
effects of ARVs were strongly associated with HIV treatment default [X*: 84.82: P=0.000],
The fear of rejection from friends was 20.79 times more likely to default on treatment
[X2:20.79: p=0.000], whiles missing appointments due to lack of money were more likely
to default on treatment [X?: 84.79: p=0.000]. Stigma and discrimination by healthcare
professionals were 22.06 times more likely to contribute to default on treatment [X?: 22.06:

p=0.000]. Travel time to HIV clinic, mode of transportation, and logistical challenges in

xi



accessing care, stigma and discrimination are critical barriers to treatment adherence. The
study indicates the interplay of complex factors at multiple levels contributing to ART
default and as such no particular factor is statistically significant to cause treatment default.
The study recommends that the MOH, GHS, and development partners in the HIV
enterprise adopt holistic initiatives targeting individual patients, community, and structural
barriers to ART default. The Sunyani Municipal, Teaching hospitals, and the health
directorate should introduce comprehensive protocols for managing side effects to address
the discomfort of patients, implement mobile clinics, leverage digital tools for appointment
reminders, and train healthcare workers on ethically responsive care to mitigate HIV
treatment outcomes. This study contributes to the existing literature helping to understand
better the HIV menace and influence decisions on program design to improve treatment

adherence in the Sunyani Municipality and other settings with similar contexts.
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CHAPTER ONE
INTRODUCTION

1.1 Background to the study

Ghana has made significant progress in addressing HIV/AIDS, as evidenced by improved
access to ART services and increased awareness campaigns (World Health Organization
[WHO], 2023). However, adherence and retention remain below optimal levels. The most
recent data from the Ghana AIDS Commission (2023) indicate that ART coverage in
Ghana is approximately 70%, which is still below the threshold required for achieving viral
suppression and meeting the UNAIDS 95-95-95 targets (UNAIDS, 2024).

Globally, about 39.9 million people were living with HIV, 1.3 million new infections, and
630,000 AIDS-related deaths in 2023 (UNAIDS, 2024). These trends reflect marked
progress in reducing HIV transmission and AIDS-related mortality over the past two
decades (UNAIDS, 2024; WHO, 2023), yet significant challenges persist in sustaining
treatment adherence and preventing treatment default, especially in sub-Saharan Africa
(Tarkang et al., 2023; Dube et al., 2021). Continued participation in care and, more
crucially, persistent adherence to ART are required to meet the last 95% of these ambitious
95-95-95 targets (Velloza et al., 2020). However, the benefits of antiretroviral treatment
and the accomplishment of HIV eradication are hindered by treatment discontinuation or
default in HIV treatment (UNAIDS, 2021). Good adherence to antiretroviral drugs is
essential for the survival of those with HIV/AIDS (Nyundo, 2022), and an essential
measure to keep progress toward achieving the ultimate goals (Aguilera-Mijares, et al.,
2022). To maximize ART effects and boost viral suppression, medication adherence rates

should be kept at 95% or above (Bezabhe et al., 2016; Yu et al., 2018; UNAIDS, 2021).


https://www.paperdigest.org/paper/?paper_id=pubmed-35686198

Treatment default connotes the absence of cases during follow-up, including TB patients
who either did not start treatment or stopped it for at least two months (WHO 2013; Afshari
et al., 2020), often discussed as non-adherence, attrition, and loss to follow-up in several
reports (Fox & Rosen, 2010). Defaulting on HIV treatment or low adherence has several
negative effects on both individual patients and public healthcare systems, including the
emergence of drug resistance to first-line therapy (Yu et al., 2018). As a result, patients are
shifted to second- and third-line ART regimens, which are less accessible, especially in
low-and middle-income countries (LMIC), because of their higher pill burden, worse side
effects, and increased cost (Moosa et al., 2019; Obeagu & Obeagu, 2023). Other dangers
of defaulting include the development of advanced HIV illness and opportunistic infections
that require hospitalization, further increasing stress on already scarce public health
resources (Moosa et al., 2019; Nhemachena, 2022). ART adherence rates vary across the
regions in Ghana, reflecting the complex interplay of individual, health system, and
sociocultural factors. Some studies have reported lower adherence rates, with challenges
such as socioeconomic barriers, medication effects, and stigma contributing to default
(Addo et al., 2022; Owusu-Dabo et al., 2019; Mengistie et al., 2018). Conversely, others
studies found higher adherence rates of up to 60% particularly in settings with strong
patient support systems and improved access to healthcare services (Danso et al., 2018;
Prah et al., 2018). Despite these variations, treatment default remains a significant concern
with approximately 20% of individuals discontinuing ART within the first year of
initiation, highlighting the necessity for targeted interventions to tackle the underlying

causes of default (Ghana AIDS Commission, 2022).


https://www.sciencedirect.com/science/article/pii/S2772707622000637#bib0027

This study sought to assess factors associated with treatment default among HIV patients
initiating treatment at two selected hospitals in the Bono region of Ghana.

1.2 Problem statement

Despite significant progress in HIV prevention and treatment globally, treatment default
among persons living with HIV (PLHIV) continues to undermine efforts toward achieving
the UNAIDS 95-95-95 targets aimed at ending AIDS by 2030 (UNAIDS, 2024; World
Health Organization [WHO], 2023). Treatment default, defined as the discontinuation or
prolonged interruption of antiretroviral therapy (ART) remains one of the most pressing
challenges to sustaining viral suppression, preventing drug resistance, and reducing AIDS-
related morbidity and mortality (Yu et al., 2018; Boakye & Adjorlolo, 2023). While the
scale-up of ART has contributed to a steady decline in AIDS-related mortality, adherence
challenges remain particularly severe in sub-Saharan Africa, which accounts for nearly
two-thirds of all global HIV infections (Dube et al., 2021; Tarkang et al., 2023). In Ghana,
ART coverage is estimated at approximately 70 percent, far below the 95 percent
adherence threshold needed to achieve viral suppression (Ghana AIDS Commission
[GAC], 2023). National reports indicate persistent gaps in retention and adherence despite
expanded access to ART services and awareness campaigns (Abiodun et al., 2024).
Resource constraints, such as limited funding and periodic drug shortages, have further
compounded the challenge (Graphic Online, 2023). Data from the Bono Region also point
to an alarming trend of treatment discontinuation among clients on ART, signaling a
growing threat to the sustainability of HIV control efforts (Bono Regional Health
Directorate [BRHD], 2024). Evidence from studies across Ghana and sub-Saharan Africa

attributes default to multiple, interrelated factors, including adverse drug reactions,



financial hardship, stigma and discrimination, travel distance to ART clinics, and negative
healthcare worker attitudes (Dube et al., 2021; Tarkang et al., 2023; Abiodun et al., 2024).
However, there is limited empirical research exploring how these factors interact within
the Ghanaian context, particularly in the Bono Region, to influence treatment
discontinuation. Addressing this knowledge gap is essential for developing context-
appropriate and ethically grounded interventions.

The persistence of HIV treatment default in Ghana, particularly in the Bono Region,
reflects the complex interplay of three critical domains of influence (Dube et al., 2021;
Tarkang et al., 2023). Patient-related factors, such as adverse drug side effects, financial
constraints, and psychosocial stressors, have been widely reported to undermine adherence
and retention in care (Abiodun et al., 2024; Boakye & Adjorlolo, 2023). Socioeconomic
hardship and emotional distress often compromise patients’ ability to maintain consistent
treatment schedules, especially among those with limited support systems (Nutor et al.,
2024). Health service factors, including long waiting times, clinic accessibility issues,
negative staff attitudes, and inadequate counselling, also significantly contribute to
treatment discontinuation (Moosa et al., 2019; Dube et al., 2021). Structural challenges
within ART service delivery, such as high client loads and periodic drug stock outs, can
further discourage adherence (Graphic Online, 2023). At the community level, stigma,
discrimination, and lack of social support remain persistent barriers to ART adherence
across sub-Saharan Africa (Tarkang et al., 2023; Abiodun et al., 2024). Fear of disclosure,
social isolation, and entrenched misconceptions about HIV continue to drive
disengagement from care. Together, these interrelated dimensions not only impede

adherence and continuity of care but also raise significant ethical concerns about equity,



respect for autonomy, confidentiality, and the moral responsibility of healthcare providers
to ensure sustained treatment (Beauchamp & Childress, 2019). Addressing these factors
holistically is therefore central to understanding and mitigating treatment default among
persons living with HIV.
From a bioethical perspective, treatment default raises important questions concerning
autonomy, justice, confidentiality, and beneficence, reflecting the moral responsibility of
healthcare professionals to promote adherence and continuity of care (Beauchamp &
Childress, 2019). Understanding these ethical and contextual determinants is crucial for
designing equitable and patient-centred strategies that enhance patient retention in care.
This study, therefore, sought to assess the factors associated with HIV treatment default
among patients receiving ART at the Sunyani Teaching and Municipal Hospitals in Ghana,
providing evidence to guide targeted interventions and policy actions aimed at
strengthening adherence and ensuring the ethical delivery of HIV care.
1.3 Objectives of the study
1.3.1 General objective
To analyse the factors associated with HIV treatment default among patients receiving
antiretroviral therapy (ART) at the Bono Regional and Municipal Hospitals in Ghana.
1.3.2 Specific objectives

1. To determine patient-related factors influencing HIV treatment default among

patients receiving ART at the Bono Regional and Municipal Hospitals.
2. To examine health service-related factors associated with HIV treatment default

among patients receiving ART at the Bono Regional and Municipal Hospitals.



3. To assess community-related factors contributing to HIV treatment default among
patients receiving ART at the Bono Regional and Municipal Hospitals.
4. To evaluate the ethical implications of stigma, privacy concerns, and discrimination
on HIV treatment default within the context of ART adherence.
1.4 Research questions
1. What are the patient factors associated with treatment default among HIV patients
receiving care at Bono Municipal and Regional hospitals?
2. What are the factors in the community that account for treatment default among
HIV patients receiving care at Bono Municipal and Regional hospitals?
3. What are the health service factors associated with HIV treatment default at Bono
Municipal and Regional hospitals?
4. How do stigma, privacy concerns, and discrimination in healthcare settings
contribute to treatment default?
1.5. Justification of the study
The study of factors contributing to non-adherence to antiretroviral treatment in Sunyani,
Ghana is important for several reasons. Firstly, Sunyani is one of the regions in Ghana with
a high burden of HIV (GAC, 2022), as such, understanding the factors that contribute to
non-adherence to antiretroviral treatment in this specific region is crucial to improve the
management of HI'V and reduce the burden of the disease on individuals and communities.
Furthermore, non-adherence to antiretroviral treatment is a significant problem in Ghana,
with estimates suggesting that up to 40% of people living with HIV in the country do not
adhere to their treatment regimen (World Health Organization, 2016). However, the HIV

treatment default picture in the study sites exposes major gaps in HIV policy and practice



in the Bono region and their hospitals. Although considerable studies have assessed factors
associated with treatment default worldwide, there is limited exploration in Ghana's Bono
region, particularly in the Bono regional and municipal hospitals. Additionally, insights
into the interplay of several factors that impact individual's ability to access and adhere to
HIV treatment in the selected hospitals were keen justifications for the study. The
information is anticipated to inform policies, practices, and programs aimed at reducing
known barriers to care; poverty, stigma, and discrimination (Owusu-Dabo et al., 2019),
retention in care, and initiation of targeted interventions to improve HIV outcomes in the
region. Overall, the study on factors contributing to HIV treatment default presents
valuable resources to improve the management of HIV in selected hospitals, inform policy
decisions and programs by the Bono regional health directorate, and reduce the burden of
the disease on individuals, families, and communities in Ghana.

1.6 Chapter summary and dissertation outline

Antiretroviral treatment continues to be the surest intervention to improve the morbidity
and mortality associated with HIV/AIDS. However, defaulting on HIV treatment is a major
setback towards the eradication of the pandemic. This study consists of six chapters.
Chapter one presents an introduction to the research topic, the problem statement, the
research objectives and questions, and the justification of the study. Chapter two reviews
relevant literature and related studies on the subject. Chapter three comprises the research
methods including data collection instruments and ethical issues. The results are presented
in Chapter Four and discussions are done in Chapter Five. Chapter Six is made up of the

conclusion and recommendations of the study.



CHAPTER TWO

LITERATURE REVIEW
2.0 Introduction
This chapter analyses evidence regarding factors associated with HIV treatment default. It
is organized into four sections that provide a concise evaluation of HIV epidemiology,
treatment adherence in Ghana, benefits of ART, and treatment default, along with the
factors associated with defaulting on treatment. The section focuses on studies that assess
patient-related factors, health service-related factors, and community-related factors and
conceptual framework associated with HIV treatment default. The chapter discusses ethical
issues inherent in HIV treatment default by exploring the contributions of stigma, privacy
concerns, and discrimination in healthcare settings.
2.1.1 HIV Epidemiology
Globally, HIV/AIDS continues to pose a major public health challenge, with 39.9 million
people living with HIV, 1.3 million new infections, and 630,000 AIDS-related deaths
reported in 2023 (UNAIDS, 2024). Although global efforts have significantly reduced
new infections and mortality, sub-Saharan Africa remains disproportionately affected,
accounting for approximately two-thirds of all global cases. In Ghana, the 2023 national
HIV estimates indicate a prevalence rate of 1.7%, with about 340,000 people living with
HIV (Ghana AIDS Commission, 2023). The Bono Region has one of the highest
prevalence rates (2.66%), underscoring the urgency of addressing adherence and

treatment default in the region.



2.1.2 Benefits of antiretroviral Therapy (ART)

Antiretroviral treatment (ART) is a crucial treatment for individuals infected with the
human immunodeficiency virus (HIV). Antiretroviral treatment invention remains one of
the major strides in the fight against HIV (Kanters, 2022). ART aims to manage the virus
and improve the quality of life. The treatment involves combination of anti-HIV
medications that work to reduce the plasma viral load, restore immune function, and
prevent the transmission of HIV to others. Antiretroviral treatment is the use of medicines
to treat HIV/AIDS; though the medicines used do not cure the disease, it significantly slows
down the growth of the virus (Mitchell et al., 2021; Makhado & Mongale, 2019). HIV
management strategies have included efforts to ensure ART services become affordable
and accessible, especially for people in low to middle-income countries (WHO, 2017).
Antiretroviral medication is successful at ensuring HIV-infected individuals have an
undetectable viral load, which is crucial for the long-term management of HIV as a chronic
illness (Leyva-Moral et al., 2021). The introduction of ART has transformed HIV from a
fatal disease to a manageable chronic condition. ART suppresses viral replication, restores
immune function, and reduces HIV transmission, leading to improved quality of life and
increased life expectancy (WHO, 2023; Leyva-Moral et al., 2021). Sustained adherence to
ART also prevents drug resistance, reduces opportunistic infections, and decreases the risk
of HIV-related mortality. From an ethical perspective, ART enhances patient autonomy
and dignity by empowering individuals to lead productive lives while reducing stigma

through improved clinical outcomes.



2.1.3 Concept of Treatment Default

Defaulting is defined and explained differently by several authors. This is because the term
"defaulter" was first used in the management and control of tuberculosis when patients who
skipped their medications for 30 days or more were labelled as defaulters. After the
introduction of ART, the term has been used in HIV management (Ester, 2015; Koku-Anu,
2019). Several studies have also used the term non-adherence (Castelan et al., 2022;
Nigusso, & Mavhandu-Mudzusi, 2020; Intasan, et al., 2014) to represent defaulting to HIV
treatment. The highest number of HIV-positive individuals receiving ART globally has
resulted from the rapid scaling up of ART and the desire to stop the spread of the disease
and to remain healthier are major motivators for PLHIV to continue taking ART. The
adherence to antiretroviral treatment in Sub-Saharan Africa varies widely and is generally
lower than in other regions. (Almeida et al 2024). However, diverse factors cause people
to refuse and discontinue ART (Kim, et al., 2016; Heestermans et al., 2016), resulting in
HIV treatment failure, susceptibility to opportunistic infections, and mortalities.
Treatment default refers to the discontinuation or prolonged interruption of ART by
patients who initiated therapy but subsequently failed to continue (WHO, 2013; Afshari et
al., 2020). It is sometimes used interchangeably with non-adherence, attrition, or loss to
follow-up. Defaulting disrupts continuity of care and undermines the therapeutic benefits
of ART. The consequences include viral rebound, drug resistance, higher healthcare costs,
and increased morbidity and mortality (Yu et al., 2018; Moosa et al., 2019). The causes of
treatment default are multifactorial, involving patient-related, health system-related, and
community-level determinants. Patient-related factors include psychological distress,

forgetfulness, and side effects; health system factors include poor provider attitudes and
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long waiting times; while community factors encompass stigma, discrimination, and
inadequate social support (Tarkang et al.,, 2023; Boakye & Adjorlolo, 2023).
Understanding treatment default within this multidimensional framework is crucial for
developing effective, ethically sound interventions that promote adherence, respect
autonomy, and ensure equitable access to care.

2.2 Factors influencing ART default

A complex interplay of several determinants influences the adherence to ART among
PLHIV. Healthcare quality, socioeconomic barriers, and personal circumstances play
significant roles in ART adherence, particularly in resource-limited settings (Chen et al.,
2024; Almeida et al., 2024). This review examines the literature to uncover gaps in
understanding factors associated with HIV treatment default by grouping into themes;
socio-demographic characteristics, individual patient factors, health service providers’ and
community factors.

2.2.1 Socio-demographic characteristics

Age, sex, education, socioeconomic, and marital status play pivotal roles in determining
adherence rates of ART among persons living with HIV.

Age is a consistently identified predictor of antiretroviral treatment adherence with younger
persons typically in the mid-30s or below being at higher risk of defaulting. For instance,
Potsane (2023), and Nembot (2022) reported mean ages of 34 years and 36.8 years among
defaulters in South Africa, and Cameroon respectively, while Adu et al., (2022), and Kogi
etal., 2024; found a mean age of 41 years and above more likely to adhere to HIV treatment
regimen in Kumasi, Ghana. These findings suggest younger people navigating education,

employment, and family life may struggle to sustain consistent adherence to antiretroviral
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treatment. The study by Kogi et al., (2024) and Adu et al, (2024) provides valuable insights
and applicability given similar geographical and health systems in the study areas. Despite
these additions to knowledge, a comprehensive understanding of age as a key determinant
of ART adherence remains elusive due to inconsistencies in mean age reported across
different study settings. This phenomenon begs for future studies to prioritize
methodologies that explore the age of HIV patients in initiating and sustaining treatment.
The relationship between sex and adherence to ART remains contested. While some studies
found lower adherence to ART among females (Kogi et al. 2024; Afrane et al. 2021), higher
default rates have also been reported among males (Nigusso & Mavhandu-Mudzusi 2020;
Senu et al., 2022). The discrepancy could be attributed to cultural differences in gender
roles and expectations that tend to influence responses to health challenges.in different
context. For instance, caregiving roles of women in some context may hinder adherence to
ART whereas societal norms around masculinity may influence men to avoid healthcare.
Gender-sensitive research to better understand the pivotal role of gender in ART adherence
is therefore imperative to address the inconsistent findings.

The impact of marital status on ART adherence among PLHIV is significantly evident in
various studies. For instance, the literature indicates higher adherence in married patients
than their unmarried counterparts (Bojdy et al., 2020; Tarkang et al., 2023; Almeida et al.,
2024)). In contrast, Nankinga, 2023 and Ada et al., 2023, reported higher ART default rates
among single, divorced, and widowed patients. Marital relationship influences social
support systems with the potential to hinder or enhance adherence to ART regimens.
Married people benefit from shared responsibilities and encouragement assuring partners

of logistical and emotional support facilitating ART adherence.
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Higher education levels often correlate with better health literacy enabling patients to
understand the importance of adhering to treatment regimens, reporting adverse effects,
and follow-up visits resulting in improved health outcomes. The relationship between
educational attainment and ART adherence is complex, particularly in resource-limited
settings. Studies indicate education influences patients’ ability to seek information,
communicate effectively with healthcare professionals, and navigate healthcare systems
smoothly (Almeida et al. 2024; Isabirye et al. 2023). The literature highlights almost
widespread agreement regarding improved ART adherence and higher educational status
of patients (Aytenew et al. 2024; Kogi et al., 2024). Quality service and privacy in
healthcare settings are more accessible to those with higher education (Adjei-Mensah et
al., 2024); an opportunity that can enhance treatment outcomes.

In summary, the literature highlights growing consensus on marital status and education as
crucial socio-demographic characteristics influencing ART adherence, yet significant gaps
remain in understanding the role dynamics of age and sex as key determinants. Future
studies should prioritize exploring age-related barriers to inform targeted interventions in
Ghana.

2.2.2 Patient-related factors associated with ART default

The literature on patient factors associated with HIV treatment default highlights multiple
determinants of ART adherence including socioeconomic vulnerabilities, comorbidities,
cognitive capacities, adverse effects of treatment, and psychological stressors. A critical
examination of existing literature reveals both consistent patterns and contradictions in

findings that warrant further exploration.
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One major theme in the literature is the emphasis on the timing of antiretroviral treatment
initiation. The literature supports early initiation of ART within 7 days post HIV diagnosis
showing significant improvement in adherence (Zhao et al. 2022; Xia et al., 2024; Chen et
al., 2024). The studies suggest rapid initiation of ART enhances adherence rates by limiting
barriers related to delayed treatment, especially in resource-limited settings. However, in
the presence of comorbidities, delayed ART initiation would be a preferred option
(Rahardjo et al. 2023). While the benefits of early initiation are well-documented, drug-
drug interactions, psychological and social readiness for a lifelong ART, and the need to
manage comorbidities are justifiable reasons to delay ART initiation. The timing for ART
initiation may not be a one-size-fits-all approach but may be dependent on the specific state
and needs of patients. However, there is a paucity of literature on how health systems'
readiness impacts the rapid initiation of ART taking into consideration the availability of
drugs and trained staff to deliver such essential service.

Unemployment and monthly income are socio-economic factors frequently linked to
antiretroviral treatment default. Brown et al. (2019) reported no significant association
between socioeconomic status and ART adherence but indicated systemic barriers such as
stigma and inefficiencies in health systems as major motivators for non-adherence. In
contrast, challenges unemployed patients face in accessing healthcare or prioritizing
treatment adherence are well documented (Bondarchuk et al. 2022; Nigusso & Mavhandu-
Mudzusi, 2020; Paramesha & Chacko, 2019). Recent studies indicate monthly income and
employment status as fundamental determinants of adherence stressing that patients with
stable income sources adhere better to ART regimens (Almeida et al., 2024; Adu et al.,

2022). Although unemployed people may have adequate time for regular visits to HIV

14



clinics for treatment, their constrained financial status may be a hindrance to accessing
healthcare such as the inability to afford transportation and medications. While employed
patients may experience less financial stress due to a reliable source of income, tight
working schedules may also contribute to missing appointments at clinics or missing ART
doses. Taken together the reviewed studies, although there is disagreement on the impact
of patients’ socio-economic level on ART adherence, the need for HIV treatment programs
that target eliminating financial barriers is evident.

Cognitive and psychological states of patients may play a critical role in patients’
adherence to ART otherwise. For example, the literature emphasizes the role of stress,
depression, lack of motivation, anxiety, impaired memory, and cognitive function resulting
in forgetfulness contributing to reduced adherence to ART (Almeida et al., 2024;
Chakraborty et al., 2020). This finding highlights the need for holistic interventions that
address the physical and psychological well-being of patients. Despite the clear link
between mental health and adherence to ART, the literature lacks practical and workable
approaches to integrate mental health services into HIV care programs, especially in
resource-limited settings such as Ghana. Interventions to address these gaps would not only
ensure efficiency and effectiveness in ART programs but a necessary step towards equity
and inclusivity.

In summary, the studies provide a nuanced understanding of patient-related factors
contributing to HIV treatment default. While the timing of ART initiation, socio-economic
levels, and mental health of patients are well-documented, the existing studies are deficient
in exploring integrated interventions that holistically address these challenges. Future

studies should tackle targeted interventions including mental health support, flexible clinic
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schedules, and improving education to address misconceptions and management of side
effects, to mitigate the rates of default.

2.2.3 Health service-related factors associated with ART default

Factors such as healthcare quality, socioeconomic barriers, and personal circumstances
also play significant roles in ART adherence among individuals in LMICs (Chen et al.,
2024; Almeida et al., 2024). This section reviews the literature on health service-related
factors contributing to antiretroviral treatment default: attitude of staff, ART clinic
schedules, ART supply, quality of service and satisfaction, information on ART to patients,
and stigmatization and discrimination among Health Care Workers (HCW) towards HIV
patients.

Positive interactions by healthcare workers can be linked to specialized training and
knowledge, enabling them to understand the complex experiences of patients and the need
for empathetic care (Boakye et al., 2023). While the literature underscores the critical need
for patient-centred care, the existing studies often ignore the importance of addressing
systemic factors that influence negative healthcare staff attitudes. Developing interventions
that improve the attitudes of health service providers requires that critical gaps, such as
burnout, inadequacy of training, and understaffing within the health system, are addressed.
Clinic schedules that coincide with the daily activities of patients, such as market days,
work hours, and festivals, impose significant barriers to treatment compliance (Koku-Anu,
2019), coupled with long waiting hours at the clinics mostly result in frustration and
treatment default (Kamaingi & Meng’anyi, 2019; Jaafari et al., 2022). Although Baker et
al. (2020) emphasized the need for flexible clinic hours and relatively shorter waiting

periods at the clinic, to improve adherence, existing studies are limited solutions to address
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systemic inefficiencies such as poor clinic management that deter patients’ visits. Digital
health solutions to address scheduling challenges are limited in the literature. Exploring
appointment reminders, for example, could enhance a patient-friendly healthcare system
and help resolve the tendency for patients to forget appointments. Frequent shortages of
HIV drugs and essential supplies are significant challenges to adherence (Abdulai et al.,
2023; Davis et al., 2018). This phenomenon erodes trust in health services and disrupts
treatment. Availability of resources and supportive policies significantly enhance ART
adherence implementation culminating in improved patient outcomes. While the literature
highlights ART supply chain issues, there is limited exploration of community-based
distribution and private-public partnerships to improve access and availability of
antiretroviral drugs. Modern, efficient, and innovative supply chain approaches should
therefore be assessed in future studies to guarantee consistent access to and availability of
HIV drugs.

Health system attributes such as quality of care have been identified as a key contributor
to patients' adherence to ART. For example, Makhado and Mongale (2019), and Simelane
et al. (2022), highlighted that absenteeism, unprofessional conduct by health staff, and
inadequate staffing frustrate patients and contribute to default treatment. Trust in the
healthcare system has been reported to significantly contribute to adherence (Tarkang et
al. 2023; Jaafari et al. 2022). However, the existing studies scantily report on healthcare
system challenges such as high patient-to-provider ratio, funding constraints, and
inadequate training that contribute to poor service delivery in ART implementation.
Information on ART to patients is a critical element for treatment compliance. The

literature emphasizes that patients are more likely to adhere to ART if given comprehensive
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education that helps them understand the consequences of defaulting treatment (Simelane
etal., 2022; Boakye et al., 2022; Prah et al., 2018). Healthcare professionals must therefore
receive continuous training on the management of HIV to enhance patient education and
ART adherence (Kor & Kor, 2024; Mutaru et al., 2022; Boakye et al., 2022). While the
literature underscores the need for comprehensive education or information on ART,
studies on barriers to effective communication between healthcare workers and HIV are
limited. Addressing literacy and language barriers could enhance communication among
health service professionals to improve patients’ understanding and ART adherence.
Moreover, exploring the use of mobile health applications or SMS reminders and other
digital tools may potentially enhance understanding and adherence.

In summary, positive attitudes of health staff, distance to ART clinic and scheduling,
logistical supplies, quality of service, and adequate information to patients are healthcare-
related factors that influence ART adherence. However, gaps in the existing literature on
health service-related factors include systemic barriers such as understaffing and
inefficiencies in logistics supply, innovative interventions to improve adherence, such as
digital tools usage, and community-based distribution approaches to address ART default.
2.2.4 Community-related factors associated with ART default

The literature presents an extensive overview of key determinants of ART adherence
within the community such as social and structural factors, accessibility, and stigma. This
section highlights the determinants, explores gaps and inconsistencies in the literature, and
suggests areas for further research to improve understanding of challenges to ART

adherence.
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Existing studies acknowledge social support as a prominent determinant of ART
adherence. For example, Sharma et al., (2022), Mitchell et al. (2022), and Buregyeya et al.
(2017) identified support from family, and friends as a key determinant of adherence which
emphasizes the importance of a supportive environment for patients receiving HIV
treatment. These findings align with broader studies that link social integration to improved
patient outcomes in chronic disease management (Nutor et al., 2024). However, the
reviewed literature fails to discuss the role of culture and context in assessing the
effectiveness of social support in HIV management. For example, in communities where
HIV is severely stigmatized, disclosing HIV status to social networks such as family and
friends may result in patients being stigmatized, discriminated against, and ostracized. In
contrast, others may respond favourably to persons with HIV. Social structures are
therefore not universally supportive and can be a barrier to ART adherence in certain
contexts. Exploration of the context-specific dynamics that help to provide support should
be focused in future studies.

Significant associations exist between the location of the ART clinic and treatment default.
Patients with easier access to ART sites have improved ART adherence (Kogi et al. 2024).
This finding highlights the opportunity for patients to attend appointments and regularly
refill medications with minimal stress thereby improving adherence. ART sites that engage
with the community and involve patients in support groups or educational programs may
enhance adherence. Such initiatives can create a sense of belonging and accountability
among patients, making them more likely to adhere to their treatment plans.

Distance to HIV clinics or hospitals is a significant hindrance to ART adherence and has

been well documented. Studies highlight the transportation barriers such as the cost
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associated with long-distance travel to clinics as a major influence on clinic attendance and
eventual default in treatment (Tarkang et al. 2023; Adjei-Mensah et al. 2024; Mwiti et al.
2024). In contrast, a study in South Africa reported patients’ willingness to travel long
distances to ART clinics, prioritizing anonymity, and privacy over convenience (Mee et
al., 2020). These findings suggest the role of structural and social barriers contributing to
ART default. Moreover, Ssuuna et al. (2024) and Rodriguez et al (2023) reported that
access to personal means of transport significantly improves treatment outcomes. While
these findings highlight valuable insights, the economic barriers that limit transportation
access have often been overlooked, particularly in resource-limited regions. Innovative
solutions to address these challenges, such as mobile clinics and community-based ART
distribution, should be explored in future studies.

2.2.5 Ethical assessment of stigma, privacy concerns, and discrimination on HIV
treatment default

Treatment default, often discussed as non-adherence, attrition, and loss to follow-up,
denotes the absence of cases during follow-up on patients who refuse to initiate or
discontinue treatment (Afshari et al., 2020; WHO, 2013; Fox & Rosen, 2010). While
defaulting on HIV treatment presents a plethora of negative effects on patients and public
health (Bondarchuk et al. 2022; Becker et al. 2020; Yu et al., 2018), several social and
structural barriers including stigma, privacy concerns, and discrimination, exist (Sefah et
al., 2022). These barriers violate patients” dignity, create social injustices and disparities,
and infringe on patients' rights. This section examines the ethical implications of stigma,

privacy concerns, and discrimination in HIV treatment default.
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The literature highlights a strong correlation between stigma and treatment default. For
instance, Nawfal et al. (2024), and Osayi et al. (2024) reported that HIV-related stigma and
disclosure concerns significantly affect retention in care and ART adherence. In contrast,
some studies have suggested stigma to have some positive impacts on HIV treatment
adherence. For instance, Nutor and colleagues found stigma as a motivator for PLHIV to
adhere to treatment (Nutor et al. 2025). While the study acknowledges such motivation as
rare, the inspiration may stem from the individual’s determination to regain control over
their health and avoid further stigmatization. Stigma profoundly influences ART adherence
and manifests in many forms at different levels including enacted, social, internalized,
associative, and structural stigma (Nutor et al. 2024; Turan et al. 2023; Mahinda, 2024;
Osayi et al. 2024). Notable causes of stigma and discriminatory attitudes toward PLHIV
include low education, poor HIV knowledge, and poverty (Melkam & Fente, 2024). As a
consistently pervasive barrier to HIV treatment adherence, stigma has detrimental effects
on individuals, families, and the community and is exacerbated by sociocultural barriers.
At the individual level, studies suggest that internalized stigma may be considered a self-
imposing and self-inflicting barrier resulting from low self-esteem, anxiety, and depression
which significantly undermine treatment adherence (Thomford et al. 2023; Nutor et al.,
2024; Ouner et al., 2025). The fear of being stigmatized, shame, and isolation experienced
may cause PLHIV not to disclose their HIV status to partners, family, or community
members. This feeling of guilt and self-blame eventually contributes to HIV treatment
default. Within society, studies have reported high levels of stigma and discrimination in
Ghana as a major challenge to ART adherence (Alhassan et al., 2023). The fear of family

rejection often leads to social isolation, loss of identity, and poor treatment adherence
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(Alhassan et al 2023; Adam et al., 2021). Moreover, communities with religious
orientations that perceive HIV as a punishment for promiscuity and immoral conduct do
not encourage PLHIV to seek care and or adhere to treatment (Parker et al. 2020). Reducing
sociocultural barriers such as stigma to ART adherence necessitates an alignment of HIV
education with sociocultural perspectives by incorporating religious, cultural, and moral
values into stigma reduction programs. These initiatives could potentially shift societal
perceptions by improving awareness and treatment outcomes.

At the core of ethics of health practice is the respect for privacy and confidentiality in the
management of sensitive health challenges such as HIV. Breaches of privacy and
confidentiality undermine the rights of patients often resulting in involuntary disclosure of
HIV status and compromises public health efforts. A study examining determinants of
antiretroviral therapy adherence among people living with HIV in a poor urban setting in
Ghana found that high client satisfaction and privacy at clinics positively correlate with
HIV treatment adherence (Adjei-Mensah et al., 2024), while fear of being stigmatized and
discriminated resulting from breaches of privacy significantly deter PLHIV to default
treatment (Nutor et al., 2024; Adjei-Mensah et al., 2024). These findings underscore the
need to address privacy concerns in HIV management to help improve treatment
adherence. Denying the privacy and dignity of HIV patients violates the ethical principles
of the health professions, and dehumanizes PLHIV resulting in isolation, shame, and
psychological distress. Strict adherence to the privacy and confidentiality of patients builds
and maintains a trusting relationship between healthcare workers and PLHIV promoting
improved health outcomes. Policies and frameworks to safeguard safety and dignity need

to be strengthened and enforced. For example, the GHS Patients’ Charter enshrines the
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rights, dignity, safety, and respect of patients (Nyaho Medical Centre, 2018), and as such
breaches of privacy and confidentiality ethically compromise standards, conduct, and
quality, and raise medico-legal concerns. Healthcare systems can develop more inclusive
and effective interventions to reduce treatment defaults.

Discriminatory practices within the health system contravene human rights and pose a
significant hindrance to PLHIV seeking treatment. According to the UNAIDS report, an
estimated 21% of PLHIV are denied health care services (UNAIDS, 2021), leading to a
disproportionate impact and raising ethical concerns about equity in access. However,
health service providers are ethically bound to provide equitable care while respecting
patients' rights and dignity of patients.

These multi-level approaches require community-responsive initiatives, peer support,
health system training, policy enforcement, and legislative reforms, which have shown
promise in reducing stigma and improving treatment adherence (Nelson et al. 2021; Parker
et al. 2020). Community-based programs, including public education and workshops,
significantly impact stigma and improve treatment adherence. For example, house-to-
house education and financial support programs are reported to mitigate stigma and
improve ART adherence (Parker et al., 2020). Although community-based programs
promise to sensitize and challenge misconceptions, house-to-house education for instance,
would be daunting and financially demanding. Moreover, compassionate and empathetic
care provides a safe and valued environment and reduces fear of stigma, among PLHIV in
health settings, improving adherence. Healthcare workers must be trained to provide a
supportive environment to PLHIV and reorient health staff to be non-judgmental and non-

stigmatizing in healthcare delivery. Strengthening policies to address structural barriers is
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critical to reducing stigma, privacy concerns, and discrimination of PLHIV to improve
ART adherence. Healthcare policies on confidentiality and non-discrimination enable
PLHIV to seek care promptly and adhere to treatment (Abdulai et al., 2023; Nelson et al.,
2021). However, the major challenge with policy has been enforcement rather than
formulation and advocacy.

In conclusion, the ethical assessment of stigma, privacy concerns, and discrimination in
HIV treatment default highlighted the importance of addressing the fundamental causes
and promoting the rights, and dignity of PLHIV. Addressing challenges to ART default
would require healthcare workers to diligently and ethically provide care; respecting the
autonomy and dignity of patients, promoting equitable access to care, and creating an all-
inclusive, and empathetic environment. To address stigma, privacy, and discrimination,
interventions must be holistic targeting individual patients, community, and structural

barriers.
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2.3 Conceptual framework of factors associated with HIV treatment default

Patient factors Health service Community factors
factors

Socio-demogranhic\ / Treatment issues \ / Social support \

-

Sex Side effects of drugs Traditional healer

Marital status Duration of treatment Religion

Education Combination of drugs Work schedules

Employment Cost of treatment Role of employer

Income Supply of ART Perceived stigma
K / Distance

17

| K I j \ Transporj[e‘ltion cost /
/ Attitudes and \

practices / Healthcare provider \
Counseling Staff attitude

Feeling better Quality of service

Stress Privacy and

Fear confidentiality
Forgetfulness Health education

\ Use of herbal / \ Counselling /

HIV Treatment Outcome

(Default, adherence, linkage to care, retention in care)

Figure 2. 1: Conceptual framework of factors associated with HIV treatment default
Source: Adapted from WHO (2003) “Adherence to Long-Term Therapies: Evidence for Action,”

Andersen (1995), and the Socio-Ecological Model (Bronfenbrenner, 1977).
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2.3 Conceptual framework of factors associated with HIV treatment default among
PLHIV

The study’s conceptual framework was adapted from the World Health Organization’s
(WHO) Five Dimensions of Adherence Model (2003), supplemented by elements of
Andersen’s Behavioural Model of Health Services Use (1995) and the Socio-Ecological
Model. These frameworks have been widely used in studies assessing determinants of
adherence to chronic disease management and HIV treatment (Iacob et al., 2017;

Nabukeera-Barungi et al., 2021; Nutor et al., 2024).

The WHO Adherence Model (2003) identifies five interrelated dimensions influencing
adherence: Patient-related factors (knowledge, beliefs, motivation, and psychological
status). Health system and healthcare team factors (staff attitude, accessibility, and
quality of care). Therapy-related factors (side effects, duration, and complexity of
regimen). Socio-economic factors (income, employment, education). Condition-related

factors (disease severity, comorbidities).

Similarly, Andersen’s Behavioural Model emphasizes that healthcare utilization and
outcomes depend on predisposing, enabling, and need factors, while the Socio-Ecological
Model situates health behaviour within individual, interpersonal, organizational, and

community contexts.

This study integrates these perspectives to explain HIV treatment default as the outcome
of interacting influences at three main levels: Patient-related factors, such as socio-
demographic characteristics, side effects, psychological stressors, and financial
constraints; Health service factors, including staff attitudes, clinic accessibility, and

confidentiality practices; and Community factors, such as stigma, discrimination, and
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social support networks. By synthesizing these models, the framework provides a
comprehensive lens for examining how individual, systemic, and contextual determinants
interact to influence treatment adherence. It also highlights the ethical dimensions of
autonomy, justice, and respect for persons as cross cutting considerations relevant to the
management of HIV treatment adherence in Ghana. Socio-demographic factors like sex,
marital status, income, and education may have an impact on HIV treatment adherence.
Men seek health care less frequently than women do, but women face greater financial
barriers to receiving HIV treatment. Married people may be more likely than single
persons to stick to their HIV treatment because they have each other for support. The
client’s education may also play a role in ART defaulting, as clients with higher levels of
education would be more likely to be aware of the repercussions of defaulting than those
with lower levels of education or none. Because it may be expensive to pay, for example,
transportation, and other out-of-pocket charges at the clinics, patients' employment, and
income, may have a key impact on their adherence to or default from HIV treatment
(Sabin et al., 2014; Koku-Anu, 2018). Certain beliefs, attitudes, and behaviours may
prevent PLHIV from receiving treatment or be reluctant to comply. Clients' use of ART
may be influenced by their perceptions of the usefulness and effectiveness of alternative
treatments. In contrast to antiretroviral drugs (ARVs), which must be taken daily for a
lifetime, the ability to start and discontinue herbal treatments as one's health improves
may entice HIV patients to seek alternative treatments. Moreover, when one notices
improvements in their health, particularly when their viral load is reduced, they may
decide to stop taking their ART medication (Chirambo et al., 2019). Alcohol use and

forgetfulness may be factors in HIV treatment discontinuation; those who become
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excessively drunk may not remember to take their medications or miss appointments at
the ART clinics. Additionally, financial hardships and mental stress may cause PLHIV to

skip prescriptions (Becker et al., 2020).

The second independent variable is the health service elements, such as staff attitudes,
clinic hours, logistical supply, and treatment-related difficulties, such as side effects, length
of treatment, and cost of treatment, which may affect adherence to HIV treatment. When
there is a healthcare personnel shortage, factors such as attitude, waiting times,
appointments, and clinic days may play a role in patients foregoing treatment. Many clients
waiting to start ART or joining lengthy lines or queues for prescription refills may
demoralize patients, which could lead to missed appointments and treatment default.
Inadequate information and education and other high-quality services supported by morally
good values would be less likely to be provided by untrained professionals, which could
eventually lead HIV patients to default therapy. Positive relationships between healthcare
professionals and PLHIV would increase adherence to ART treatment, whereas unpleasant
attitudes on the part of healthcare professionals could compound the already stressful
situations of HIV patients and lead to non-compliance with treatment. Patients receiving
ART would be given hope and confidence if healthcare professionals showed empathy and
provided thorough information, education, and counseling on the pluses of continued ART
and the repercussions of defaulting. This would have a beneficial impact on ART
adherence (Chirambo et al., 2019). The location of the ART Clinic within the healthcare
facility may potentially be a factor in HIV patients' failure to adhere to their ART regimen.
The exposed and isolated nature of the clinic may prevent PLHIV from accessing the clinic

for their treatment. Patients may be reluctant to keep their appointments at ART Clinics
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due to poor logistics, and relevant resources at the facility. It may be difficult for PLHIV
to keep clinic appointments that coincide with social events and market days in societies
with specific market days (Koku-Anu, 2018). Presence of supervisory mechanisms by
health facilities to track the attendance and follow-ups on HIV patients receiving treatment
in a specific ART clinic may help to increase adherence, aid in early detection, and better
understand the difficulties faced by HIV patients on treatment regimens. The strict
commitment to clients’ privacy and confidentiality is another aspect of health practice that
may impact adherence to treatment. Clients would be more inclined to seek medical care
from facilities where their privacy and confidentiality would be guaranteed, and they would
probably decline appointments at those where these ethical norms are violated (Becker et
al., 2020).

The factors in the community of PLHIV are the third independent variable that may affect
HIV treatment default. Support, belief systems, job schedules, and perceived and actual
stigma are a few examples of these issues. Initially, the availability of family and
community support could be crucial in preserving adherence among people receiving ART
treatment. Support eases acceptance of one's positive status, reduces stigma, and may
provide a platform for HIV-positive family members and community members to be
encouraged and supported in taking medications (Chirambo et al., 2019). Support from
family members would raise morale, assist clients to remember their appointments, and
even help pick up drugs when they are ill (Koku-Anu, 2018); in contrast, lack of support
may increase the likelihood that HIV patients may stop taking their medication. Once more,
community perceptions and beliefs about the efficacy of traditional remedies to cure HIV

would probably lead PLHIV to stop taking ART drugs that are intended for the treatment
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and turn to traditional healers instead. Religious beliefs that call for fasting at specific times
of the year, months, or even days would logically prohibit such adherents from taking
medication at those times.

Fasting by Muslims, Hindus, and Christians that is reserved for specific times of the year
could make it harder for people to follow their ART regimen. Members could purposefully
miss their ART appointments and avoid taking anything by mouth. Compared to people
who are self-employed or have fewer demanding jobs, HIV patients with extremely busy
and demanding work schedules would be more prone to forgo treatment. People in the
community who take precautions to avoid being recognized as HIV-positive, such as
avoiding all medical institutions, turning to traditional healers, or paying for private
doctors, and the fear of stigma continue to be a barrier to care (Koku-Anu, 2018). Treatment
adherence may be impacted by community rumours and the anxiety associated with being
stigmatized because of one's HIV status. HIV-positive individuals might be hesitant to visit
ART clinics because of concern that they would be recognized by the local population. The
distance to an ART clinic and the cost of transportation are two additional local factors that
may be linked to PLHIV defaulting on treatment (Chirambo et al., 2019; Becker et al.,
2020). Long travel times and high transportation costs could lead people living with HIV

(PLHIV) to miss appointments for ART clinic refills.
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CHAPTER THREE
METHODS

3.1 Study Design
An analytical cross-sectional study was conducted at the Bono Municipal and Regional
Hospitals using quantitative approach. PLHIV who are accessing healthcare at the two
selected health facilities were enrolled into the study. Participants were enrolled
sequentially on the ART clinic days at the two selected hospitals. Data on socio-
demographic characteristics, patient, health service provider, and community factors
associated with HIV treatment default were collected using an interviewer-administered
structured questionnaire.
3.2 Study area
This study was carried out at the Bono Regional and Municipal hospitals. The Bono
Regional Hospital is the largest secondary-level hospital (by patient attendance and
specialist care) in Sunyani and the Bono Region. Serving as a major referral center, the
hospital receives cases from health facilities in the Ahafo, Bono, and Bono East regions of
Ghana (Nketia et al., 2022). The Municipal hospital is the largest government-owned
primary-level hospital in Sunyani Municipality and the Bono region. The selected facilities
provide dedicated consultation, counseling, testing, laboratory, and pharmacy services for
HIV patients visiting the facility on Wednesdays and Fridays. The selection of the study
locations was determined by the hospitals® status as being the largest hospitals in the Bono
region, designated HIV clinics, the diverse cadre of healthcare professionals, and

specialties and services provided.

31



3.3 Study population

The study population included all persons diagnosed with HIV and receiving ART services

at the HIV clinic at the Regional and Municipal Hospitals in Sunyani. There are about 3500

and 2200 active registered HIV and AIDS patients with an average daily clinic attendance

of 80 and 60 patients at the regional and municipal hospitals respectively. The HIV patients

visit the HIV clinics on 6 monthly bases to receive ART supplies.

3.4 Inclusion and exclusion criteria

The following criteria were applied to include or exclude study participants.

3.4.1 Inclusion criteria

1. Al HIV patients 18 years and above accessing ART services at the Municipal and Bono
Regional Hospitals in Sunyani.

2. All adult HIV patients who meet criteria one above, and consent to participate.

3.4.2 Exclusion criteria

All HIV patients 18 years and above who are accessing ART services on at the Municipal

and Bono Regional Hospitals in Sunyani but are severely ill.

3.5 Description of Study Variables

The table below shows the independent and dependent variables of the study. The

independent variables are sex, marital status, education, employment status of the

participant, income of participant, counseling, feeling better, stress, fear, forgetfulness, use

of herbal medicines, health service provider factors, side effects of drugs, duration of

treatment, a combination of drugs, cost of treatment, supply of ART, staff attitude, quality

of service, privacy and confidentiality, social support, religion, work schedules, the role of

employer, perceived stigma, distance, transportation cost. The dependent variable is the
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HIV treatment outcome which includes default, adherence, linkage to care, and retention

in care.
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Table 3. 1: Study Variables

Variable Classification Levels

Patient factors

Socio-demographic Characteristics

Sex Independent Nominal
(categorical)

Marital status Independent Nominal
(categorical)

Education Independent Nominal
(categorical)

Employment status Independent Nominal
(categorical)

Income level Independent Nominal
(categorical)

Attitudes and practices

Counseling Independent Ordinal
(categorical)

Feeling better Independent Ordinal
(categorical)

Stress Counseling Independent Ordinal
(categorical)

Fear Independent Ordinal
(categorical)

Forgetfulness Independent Ordinal
(categorical)

Use of herbal medicines Independent Ratio
(numerical)

Health service provider factors

Treatment issues
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Side effects of drugs Independent Ratio
(numerical)

Duration of treatment Independent Ratio
(numerical)

Combination of drugs Independent Ratio
(numerical)

Cost of treatment Independent Ratio
(numerical)

Supply of ART Independent Ratio
(numerical)

Healthcare provider

Staff attitude Independent Nominal
(categorical)

Quality of service Independent Nominal
(categorical)

Privacy and confidentiality Independent Ratio
(numerical)

Community factors

Social support Independent Ratio
(categorical)

Religion Independent Nominal
(categorical)

Work schedules Independent Nominal
(numerical)

Role of employer Independent Nominal
(categorical)

Perceived stigma Independent Nominal
(categorical)

Distance Independent Ratio
(numerical)

Transportation cost Independent Ratio

(numerical)
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3.6 Sample size estimation
The sample size was estimated using the Cochran formula,
n = (Z*p(1-p) (Cochran, 1977), where:
kP
n = sample size
Z = the z-score that corresponds with a 95% confidence interval (1.96),
P = standard deviation (0.5)
e = margin of error (0.05)

n = (1.96)2 (0. 5)(0. 5)

(0.05)?

n=(3.8416) (0.25)

(0.0025)
n=2384.16
n =385
Therefore, an estimated sample size of 385 participants was used for the study.
3.7 Sampling method
The study used quantitative data collection approach to select patients receiving ART
services from the two selected public hospitals in Sunyani municipality. Probability
proportion to size (PPS) was used to determine the number of participants from the two
selected hospitals as follows.
Population at Regional Hospital (N1) = 3500
Population at Municipal Hospital (N2) = 2200

Total population for the study = 5700
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Number of participants selected from regional hospital = 3500/5700 *100 = 61%

61% of estimated sample size (385) =235

Therefore, 235 participants were sampled from the Regional Hospital at Sunyani.
Number of participants selected from municipal hospital = 2200/5700 *100 = 39%

39% of estimated sample size (385) =150

Therefore, 150 participants were sampled from the Municipal Hospital at Sunyani. A
consecutive sampling technique was used to select participants attending ART clinics at
the Bono Regional and Municipal Hospitals during the study period. All eligible and
consenting HIV-positive patients aged 18 years and above who visited the clinics within
the data collection period were enrolled until the required sample size of 385 was reached.
Consecutive sampling was chosen because daily clinic attendance varies, and it was
ethically and logistically impractical to conduct random selection among patients due to
confidentiality considerations and fluctuating patient flow. This method ensured that all
eligible patients presenting within the period had an equal opportunity to participate,
thereby improving feasibility and representativeness within the study context. Similar
approaches have been adopted in related studies on HIV adherence and treatment default
in comparable settings (Ogoina et al., 2019; Dube et al., 2021; Tarkang et al., 2023).

3.8 Data collection tool

Structured questionnaires were developed to collect primary data from patients accessing
ART services at the selected hospitals. The questionnaire consisted of closed-ended
questions with four sections. Section A asked questions relating to the socio-demographic
characteristics of participants. Sections B, C, and D consisted of questions relating to

patient, health provider, and community variables respectively.
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3.9 Data collection technique

Data collection took place on the clinic days of the selected health facilities; Wednesdays,
and Fridays at the Regional hospital, and Fridays at the Municipal hospital. Data was
collected from consented patients after they had received ART services for the day to avoid
marked interruptions in the activities at the clinic. Data collection was carried out by the
researcher and other trained research assistants, who were fluent in the Akan language
(Bono, Asante Twi) and English, which are widely spoken by the people in the Sunyani
Municipality. Questionnaires were administered by the researcher and assistants. Data
collection occurred in the nurses’ office to allow for privacy and confidentiality and lasted
for two weeks.

3.10 Quality control

The principal investigator trained four (4) research assistants to help in the data collection.
Research assistants received two days of training on several areas of the research including
ethics and conduct of fieldwork. Additionally, the principal investigator supervised the
trained research assistants throughout the data collection. The structured questionnaire was
pre-tested to determine its appropriateness and suitability for the study. Pre-testing was
done using 15 patients accessing ART services at the SDA hospital in Sunyani. The
questionnaire was then corrected by rephrasing the questions, and rearrangement of
sections in the questionnaire. Quantitative or close-ended questions were appropriately
coded before data entry and during the analysis.

3.11 Data processing

Data was collected, collated, and aggregated for analysis. Data was cleaned and checked

for completeness and consistency. Processing of the data was based on the socio-
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demographic characteristics and patient factors, health service provider factors, and
community factors. The questionnaires when completed by respondents will be coded
before entering Microsoft excel.

3.12 Data analysis

Data were analysed using the Statistical Package for the Social Sciences (SPSS) version
26.0. Both descriptive and inferential statistical techniques were employed to summarize
and examine relationships between study variables. Descriptive statistics (frequencies,
percentages, means, and standard deviations) were used to present socio-demographic
characteristics, treatment histories, and patterns of default among participants. These
measures provided a clear overview of the distribution and trends within the dataset.

For inferential analysis, the study used Chi-square ()*) tests to assess the association
between categorical independent variables (such as gender, marital status, occupation,
education, and distance to clinic) and the dependent variable (treatment default status).
The Chi-square test was appropriate because the variables were nominal and measured at
categorical levels, allowing comparison of proportions between groups.

To further determine the predictors of treatment default, binary logistic regression
analysis was conducted. Variables that showed a p-value < 0.20 in the bivariate analysis
were included in the multivariable model to control for confounding. Adjusted Odds
Ratios (AOR) and 95% Confidence Intervals (CI) were calculated to determine the
strength and direction of associations. Statistical significance was setat p < 0.05.

The results were interpreted in relation to existing literature, highlighting both statistical
and practical implications of the findings for HIV treatment adherence and ethical

practice.
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3.13 Ethical considerations

3.13.1 Study approval

Ethical approval was sought from the Ghana Health Service Ethics Review Committee
(GHS-ERC). Data collection approval was obtained from the Regional and Municipal
Hospitals in Sunyani. Copies of the ethical clearance letter and consent form were made
available for these authorities.

3.13.2 Confidentiality

Respondents were assured that under no condition whatsoever will their names or any other
contacts be linked to the data analysis and dissemination of the findings of the study.
Furthermore, codes were used to identify them instead of names in the analysis and
reporting process.

3.13.3 Potential risks/benefits

There was minimal risk during the data collection. However, all protocols were duly
observed. Also, there were no direct benefits for participants in the study. However, the
information obtained was used to provide some recommendations to the authorities that
would aid in improving ART adherence in the Sunyani Municipality.

3.13.4 Voluntary consent/withdrawal

Participants were informed that participating in the study is voluntary, and they had all
right to refuse or withdraw from the study at any time they felt uncomfortable. Participants
were encouraged they could freely opt out at any stage of the study without any
consequences whatsoever. Written consent was obtained from the participants after they
had understood the purpose of the study and agreed to participate. Participants were asked

to sign a consent form.
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3.13.5 Data security, storage, and use

Completed questionnaires were stored under lock, with only the Principal Investigator
having access to it. Only the Principal Investigator and the Supervisor have access to
electronic files for this study. The data collected was used for the researcher’s master’s
dissertation.

3.13.6 Compensation

Participations have been duly acknowledged in this thesis for their participation,
cooperation, and contribution. No participant was paid in any form for participating in this
study.

3.13.7 Contflict of interest

The Principal Investigator has no conflict of interest in the study.

3.13.8 Funding information

The Principal Investigator is the sole financier of the study.

3.13.9 Protection from COVID-19

The data collectors and the participants observed all the preventive protocols for COVID-
19 during the data collection. Nose masks were worn throughout the data collection.
Alcohol-based hand sanitizers were used. In addition, an interval of 2 meters of physical
distancing was ensured before, during, and after the data collection. These and other
personal protective measures and respiratory etiquettes were observed to ensure safety of
both the data collectors and the respondents.

3.13.10 Dissemination of Results and Publication

Data from this study has been used to prepare a dissertation which has been submitted to

the School of Public Health, University of Ghana, for the award of a Master of Science

41



University of Ghana http://ugspace.ug.edu.gh

degree in Bioethics. The findings has been presented to and discussed with the Sunyani
Municipality Health Management Team. The findings will also be shared with the Regional
and Municipal Hospitals to influence service delivery in the facilities. Presentations will

be made at conferences and meetings with appropriate stakeholders.
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CHAPTER FOUR
RESULTS

4.0 Introduction
This chapter outlines the findings following the analysis of the data. The document is
organized into four sections. The study examines socio-demographic characteristics of
participants, conducts bivariate analysis of patient-related factors, health service-related
factors, and community-related factors associated with HIV treatment default.
4.1 Socio-demographic characteristics of respondents
A total of 360 persons receiving HIV treatment at the Sunyani Municipal and Teaching
hospitals consented and participated in this study. And their data are included in the
analyses. Majority of the respondents were females (58.6%). The mean (+SD) age was
38.83 years with respondents aged 50 years above constituting the highest (39.4%).
Majority of respondents (62.8%) were married and belonged to the Christian religion
(65.8%). About (33.9%) had JHS education and almost half (40.3%) of respondents were

self-employed (Table 4.1).
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Table 4. 1 Descriptive analysis of socio-demographic characteristics of respondents

Frequency Percentage
Variable (ll=360) (0/0)
Sex
Male 149 41.4
Female 211 58.6
Age (yrs)
18-25 24 6.7
26-29 18 5.0
30-39 89 24.7
40-49 87 24.2
50+ 142 394
Marital status
Married 266 62.8
Single 88 24.4
Widowed 22 6.1
Divorced 24 6.7
Religion
Christian 237 65.8
Moslem 108 29.2
Traditionalist 18 5.0
Education
No school 55 15.2
Primary 82 22.8
JHS |22 33.9
SHS a2 20.0
Tertiary 29 8.1
Occupation
Unemployed 75 20.8
Public servant 54 15.0
Private sector 23 6.4
Self- employed 145 40.3
Student 43 11.9
Other 20 5.6
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4.2 Patient-related factors associated with HIV treatment default

In the bivariate analysis, a statistically significant association was observed between
default on treatment and start of ART treatment after HIV diagnosis, missing appointment
dates, side effects of antiretroviral drugs, disclosure of HIV status, and lack of money for
honouring clinic appointments.

Participants who started ART within a month after diagnosis were associated with default
on treatment compared with those who started on ART within a week after being diagnosed
with HIV [X% 65.53: p=0.000]. Patients who missed clinic appointment dates were
associated with default on treatment compared with patients who did not miss clinic
appointments [X% 219.74: p=0.000], and persons with too busy schedules had 219.74
chance of missing clinic appointment dates and were associated with default on ART [X*:
219.74: p=0.000]. Side effects of ARV were strongly associated with HIV treatment default
[X?: 84.82: P=0.000], and patients who experienced dizziness as a side effect defaulted on
treatment compared with those who experienced side effects such as nausea, vomiting, and
rashes [X*:34.78: p=0.000]. Patients who disclosed their HIV to a family member were
associated with default on treatment compared to those who disclosed their HIV status to
their spouse [X?:90.98: p=0.000]. Additionally, patients who keep their HIV status
confidential because of the fear of rejection from friends were 20.79 had significant
association with default on treatment compared to fear of being stigmatized and rejection
from family [X?:20.79: p=0.000]. Participants missing appointments due to lack of money

were strongly associated with default on treatment [X%: 84.79: p=0.000] (Table 4.2).
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However, multiple logistics regression analysis revealed that the timing to start of ART
treatment after has low likely of default [B: -13.933; Exp(B): 0.000; Sig.: 0.961].

Disclosure to other persons
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Table 4. 2 Patient related factors associated with HIV treatment default

Default on treatment

Freq. (%) Freq. (%) Total X? p-value
Variables
Yes No

Start of ART Rx after diagnosis

Day of diagnosis 41 33 85 67 126
Within a week 17 9 168 91 185

Within a month 18 67 9 33 27 65.53 0.000
Within a year 2 17 10 83 12
More than a year 0 0 10 100 10

Missed appointment dates
Yes 57 100 0 0 52 219.74  0.000
No 26 8 282 B 308

Reasons for missing appointments

Forgetfulness 35 100.00 0 0.00 35

Too busy 17 100.00 O 0.00 17 219.74  0.000
Other 26 8.40 282 91.60 308

Side effects of ARV
Yes 73 42.70 98 57.30 171 84.82 0.000
No 5 2.60 184 97.40 189

Side effects experienced
Nausea 3 8.80 31 91.20 34
Vomiting 6 26.10 L7 73.90 23
Dizziness 0 0.00 58 100.00 58 34.78 0.000
Rashes 0 0.00 18 100.00 18
Other 69 30.40 158 69.60 227

Stopped because of side effects
Yes 24 31.20 53 68.80 77 5.21 0.022
No 54 19.10 229 80.90 283
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Disclosure to other persons

Spouse /partner 37

Family member 21
Friend 15
No one 5

57.80
20.80
42.90
3.10

Reasons for keeping status confidential

Family rejection 25
Friends’ rejection 36

Fear of stigma 17

Missed appointments due to lack of money

Yes 41
No

ARVs = Antiretroviral

16.30
38.30
15.00

65.10

27
80
20
155

128
58
96
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42.20
79.20
57.10
96.90

83.70
61.70
85.00

64
101
35
160

153
94
113

63

90.98

20.79

84.79

0.000

0.000

0.000




Table 4. 3: Multiple logistic regression analysis on patient factors associated with HIV
treatment

Variables in the Equation

95% C.I.
for EXP(B)
Step 1° B S.E. Wald Df  Sig. Exp(B)  Lower Upper
Start of ART Rx -13.933 283.409  0.002 1 0.961 0.000 0.000 1.530
after diagnosis
Missed 642.983 14482.127  0.002 1 0.965 1.750 0.000
appointment dates
Stopped because of 257.358 6582.170  0.002 1 0.969 5.870  0.000
side effects
Reason for default -0.079 815.671 0.000 1 1.000 0.924 0.000
Disclosure to other  13.922 1053.748  0.000 1 0.989 1112834.73 0.000
persons 1
Reasons for -84.545 1628.662  0.003 1 0.959 0.000 0.000
keeping status
confidential
Missed -258.789  8237.749  0.001 1 0.975 0.000 0.000
appointments due
to lack of money
Constant -855.569 21409.274  0.002 1 0.968 0.000
Classification Table?
Predicted
Patient default on
treatment
Percentage
Observed Yes No Correct
Step 1 Client ever defaulted on treatment Yes 69 9 88.5
No 0 282 100.0
Overall Percentage 97.5

B = Regression coefficient, S.E. = Standard error of regression coefficient, Wald = Wald statistic,

Df = degrees of freedom, Sig. = Significance (p-value), Exp(B) = Exponent B (Odds ratio)
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4.3 Health service-related factors associated with HIV treatment default

Health service-related factors were assessed from the chi-square analyses. There was a
significant association between positive relationships among healthcare providers and
patients, discrimination and stigma by healthcare providers, frequency of visits, and
satisfaction with clinic location.

Poor relationships between HIV patients and health staff had association with contribute
to treatment default compared to a positive relationship that had a 46.41 times chance of
encouraging patients to continue treatment [X%: 46.41: p=0.000]. Participants who were
discriminated against and stigmatized by healthcare professionals were 22.06 defaulted on
treatment compared to those who did not experience such [X?: 22.06: p=0.000].
Additionally, participants who visited the clinic more frequently had a 151.1 times chance
of'adhering to treatment compared to patients who visited HIV clinics every six (6) months

for treatment [X?: 151.10: p=0.000] (Table 4.3).
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Table 4. 4: Health service-related factors associated with HIV treatment default

Default on treatment

Variable Yes No Total  X? p-value
(n) (o) (n) (o)

Good relationship with patients
Yes 53 16.5 268 83.50 321 46.41 0.000
No 25 64.1 14 35.90 39

Clear instructions for ARVs
Yes 78 21.70 282 78.30 360

Informed about benefits of ARVs
Yes 78 21.70 282 78.30 360

Informed about dangers of default
Yes 69 21.20 256 78.80 325 0.38 0.541
No 9 25.70 26 74.30 35

Discrimination and stigma
Yes 6 100 0 0.00 6 22.06 0.000
No 72 20.30 282 79.70 354

Time of education about importance of ART
Before 1 5.30 18 94.70 19 3.18 0.075
initiation
Atevery visit 77 22.60 264 77.40 341

Accurate information about ARVs
Yes 78 22.20 273 77.80 351 2.55 0.110
No 0 0.00 9 100.00 9

Frequency of visit
Every week 0 0.00 11 100.00 11
Every 2 weeks 0 0.00 28 100.00 = 28 151.10  0.000
Every 1 month 0 0.00 61 100.00 61
Every 30 0.00 23 100.00 23
months
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Every 6 78 54.50 65

months

Every 1 year 0 0.00 94
Comfortability with specific visit day

Yes 77 22.00 273

No 1 10.00 9
Preference to visit any day

Yes 4 44.40 5

No 74 21.10 277
Satisfaction with clinic location

Yes 78 22.40 270

No 0 0.00 12
Opinion regarding clinic separation or integration

Yes 0 0.00 12

No 78 22.40 270
Average duration for visit

<1 hour 10 21.30 37

1-2 hours 10 19.60 41

2 hours 56 22.00 198

> 2 hours 2 25.00 6
Perception on visit duration

Yes 0 0.00 29

No 78 23.60 253
Sources / areas for delay

Laboratory 0 0.00 7

Pharmacy 0 0.00 20

Other 78 23.40 255
Payment for medications

Yes 1 16.70 5

No 77 21.80 277
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45.50

100.00

78.00
90.00

55.60
78.90

77.60
100.00

100.00
77.60

78.70
80.40
78.00
75.00

100.00
76.40

100.00
100.00
76.60

83.30
78.20

143

94

350
10

47
51
254

29
331

20
538

354

0.83

2.82

3.43

3.43

206

8.72

8.07

0.09

0.364

0.093

0.064

0.064

0.977

0.003

0.018

0.764
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Outcome of non-payment

Miss 78 22.40
appointment
Deny ARVs 0 0.00
Deny lab. 0 0.00
Services
Eating behaviour linked to ARVs
Yes 6 46.20
No 72 20.70
Dietary concerns after ARVs
Yes 2 12.5
No 76 22.10
Satisfaction with he
Excellent
Very good
Good
Average

270

10

275

14
268

53

77.60

100.00

100.00

53.80

79.30

87.50
77.90

INTEGRI PROCEDAMUS |

348

10

13
347

16
344

3.43

4.777

829

23.51

0.180

0.029

0.363

0.000




Table 4. 5: Multiple logistic regression analysis on health service-related factors associated
with HIV treatment default

Variables in the Equation
95% C.I. for

EXP(B)
B S.E. Wald Df Sig. Exp(B) Lower Upper
Step 12
Start of ART Rx after diagnosis
-13.586 301.425 0.002 1 0.964 0.000  0.000 5
Missed appointment dates
340.539  38626.750 0.000 1 0.993 7.800  0.000
Experienced side effects from medicines
12.505 11634.314 0.000 1 0.999 269663.974  0.000
Stopped Rx because of side effects
107.142  24623.253 0.000 1 0.997 3.300  0.000
Disclosure to other persons
41.855 4897.831 0.000 1 0.993 1.500  0.000
Reasons for keeping status confidential
-81.165 1636.263 0.002 1 0.960 0.000  0.000
Missed appointments due to lack of money
-103.674  24104.596 0.000 1 0.997 0.000  0.000
Good relationship with patients
-6.517  13608.611 0.000 1 1.000 0.001  0.000
Informed about dangers of default
26.507  46471.128 0.000 1 1.000 324947112479.041  0.000
Discrimination and stigma
-39.875  17737.362 0.000 1 0.998 0.000  0.000
Time of education about importance of ART
16.418  12614.070 0.000 1 0.999 13495363.050  0.000
Accurate information ARVs
-375.761  39797.837 0.000 1 0.992 0.000  0.000
Frequency of visit
-54.835 5901.603 0.000 1 0.993 0.000  0.000
Comfortability with specific visit day
-3.058  15832.687 0.000 1 1.000 0.047  0.000
Preference to visit any day
-163.887  7908986.8 0.000 1 1.000 0.000  0.000

Satisfaction with clinic location
22.739 9598.277 0.000 1 0.998 7508017617.026  0.000
Opinion regarding clinic separation or integration
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1.986 9505.082 0.000 1 1.000 7.286  0.000

Average duration for visit

6.168

36.006 6559.598 0.000 1 0.996 4.300  0.000
Perception on visit duration
11.351 22132.614 0.000 1 1.000 85012.915  0.000
Payment for medications
115.662 41918.224 0.000 1 0.998 1.700  0.000
Outcome of non-payment
-3.326  12362.600 0.000 1 1.000 0.036  0.000
Eating behavior linked to ARV
1.364 4403.422 0.000 1 1.000 3912  0.000
Dietary concerns after ARVs
-23.052  26969.655 0.000 1 0.999 0.000  0.000
Satisfaction with healthcare services
0.827 0.506 2.669 1 0.102 2287  0.848
Constant  204.639 15818546 0.000 1 1.000 7.400
Classification Table?
Predicted
Treatment Percentage
Observed Yes No Correct
Step 1 Has client ever Yes 78 0 100.0
default on treatment
No 4 278 98.6
Overall Percentage 98.9

B = Regression coefficient, S.E. = Standard error of regression coefficient, Wald = Wald statistic,

Df = degrees of freedom, Sig. = Significance (p-value), Exp(B) = Exponent B (Odds ratio)
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4.4 Community-related factors associated with HIV treatment default

A statistically significant association was observed among some community-related factors
such as the time it takes patients to get to the clinic, means of transportation to the clinic,
missing appointments, and defaulting on HIV treatment.

Patients who spent an average time of more than 30 minutes to get to the clinic miss
appointments to clinic and defaulted on treatment compared to those who spent 30 minutes
to get to the clinic for treatment [X%: 71.93: p=0.000, and X>: 64.99: p=0.000 respectively].
Patients who walked to the clinic had a 14.78 chance of missing an appointment and a
22.32 chance of defaulting treatment compared to those who used their car or patronized
taxi/trotro as means of transport to the clinic [X%14.78: p=0.001 and X?:22.32: p=0.000]

(Table 4.4).
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Table 4. 6: Community-related factors associated with HIV treatment default

Default on treatment

Variable (n) (%) (n) (%) Total X2 p-value
Yes No

Treated differently
Yes 78 22.30 271 77.70 349 3.14 0.076
No 0 0.00 11 100.00 11

Missed appointment dates

Treated differently
Yes 52 14.90 297 85.10 349 1.92 0.166
No 0 0.00 11 100.00 11

Default on treatment

Form of treatment received
Support 1 100.00 0 0.00 1 8.76 0.013
withdrawn
Discriminated 7 22.60 264 77.40 341
Isolated by 0 0.00 18 100.00 18
family

Missed appointment dates

Form of treatment received
Support 0 0.00 1 100.00 1 3.39 0.184
withdrawn
Discriminated 52 15.20 289 84.80 341
Isolated by 0 0.00 18 100.00 18
family

Default on treatment

Influence of culture on visit
Yes 3 25.00 4 75.00 2 0.08 0.776
No 75 21.60 273 78.40 348
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Missed appointment

Influence of culture on visit

Yes

Default on treatment

Average time to clinic
Within 30 mins
30 mins —1 hour
1 hour

2 hours +

Missed appointment
Average time to clinic
Within 30 mins
30 mins —1 hour
1 hour
2 hours +

Default on treatment

Means of transportation

Walk
Taxi / Trotro
Drive a car

Missed appointment

Means of transportation

Walk
Taxi / Trotro

Drive a car

3
25.00
49
14.10

0
36
42
0

0
15
37
0

5
70
3

5
47
0

25.00

14.10
52

0.00
24.30
45.70
0.00

0.00
10.10
40.20
0.00

70

5.70
1590
0.00

75.00
299
85.90

65
112
50
55

65
133
55

83
174
25

75.00
299
85.90
308

100.00
75.70
54.30
100.00

100.00
89.90
59.80
100.00

94.30
71.30
89.30

94.30
80.70
100.00

12 1.12
100.00

348

100.00

65 64.99
148

92

55

65 71.93
148

92

55

88 22.32
244
28

88 14.78
244
28

0.290

0.000

0.000

0.000

0.001
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Table 4. 7: Multiple logistic regression analysis on community factors associated with HIV
treatment default

Variables in the Equation

95% C.I. for
EXP(B)
Step 12
B S.E. Wald df Sig. Exp(B) Lower Upper

Treated differently

20.587 12043.353  0.000 1 0999 872863217 0.000
Form of treatment received

18.454  5402.161  0.000 1 0997 103369116 0.000
Influence of culture on visit

-0.106 0.711  0.022 1 0.881 0.899  0.223 3.622
Average time to clinic

-0.382 0.148  6.679 1 0.010 0.683  0.511 0.912
Means of transport

-0.546 0.257  4.523 1 0.033 0.579  0.350 0.958
Constant  -54.161 16179.476  0.000 1 0.997 0.000

Classification Table?
Predicted
Client ever defaulted on Percentage
treatment Correct

Observed Yes No
Step 1 Client ever defaulted on ~ Yes 1 77 1.3

treatment

No 0 282 100.0

Overall Percentage 78.6

B = Regression coefficient, S.E. = Standard error of regression coefficient, Wald = Wald statistic,

Df = degrees of freedom, Sig. = Significance (p-value), Exp(B) = Exponent B (Odds ratio)
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CHAPTER FIVE

DISCUSSION OF RESULTS
5.0 Introduction
This chapter discusses the results related to factors influencing HIV treatment default at
the Sunyani Municipal and Regional hospitals. The chapter is segmented into sub-sections:
socio-demographic variables, patient-related factors, health service-related factors, and
community-related factors linked with HIV treatment default. The analysis is conducted
by juxtaposing the findings with prior research.
5.1 Socio-demographic characteristics of respondents
About 360 individuals receiving treatment at the Sunyani Municipal and Teaching
Hospitals granted their consent and participated in this study. A significant portion of the
respondents, specifically 58.6%, were female, representing the majority of the sample. The
average age was 38.83 years, with the most significant representation found in individuals
aged 50 years and older, comprising 39.4% of the population. A notable percentage of the
participants were married, comprising 62.8%. A significant portion of the sample,
specifically 65.8%, identified as Christians. Furthermore, 33.9% had achieved an education
level corresponding to Junior High School, whereas 40.3% were engaged in self-
employment. The socio-demographic findings of this study align with prior research
regarding the age and gender dynamics of HIV patients and their treatment adherence. A
study carried out in Cameroon and Malawi revealed diminished adherence rates among
younger individuals (Nembot, 2022; Chakakala-Chaziya et al; 2023), which corresponds
with our finding of a higher proportion of participants aged 50 years and above. Moreover,

the mean age of 38.83 years identified in this study exceeds the findings from the research
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at Helen Joseph Hospital in South Africa, which reported a mean age of 34 years for
participants who defaulted on ART (Potsane, 2023). This variation could be attributed to
the disparities present within the study environment. Nigusso and Mavhandu-Mudzusi
(2020) noted a diminished adherence in the male HIV demographic compared to females,
thereby supporting the 58.6% finding of this study.

The increased representation of older participants in this study can be ascribed to their
continued access to treatment at the study centers. The Sunyani Municipal and Teaching
Hospitals host well-established HIV clinics that have consistently provided access to
treatment over the years, facilitating essential care for older individuals living with the
disease. The prevalence of female dominance (58.6%) in this study could be attributed to
cultural and societal influences that encourage women to pursue medical care more swiftly
than their male counterparts. The considerable proportion of Christianity (65.8%)
underscores its pre-eminence relative to other faiths within the region. Moreover, the
finding that almost half of the participants were self-employed (40.3%) suggests that
individuals living with HIV might prefer flexible working arrangements to enhance their
treatment adherence. The findings suggest an imperative for tailored HIV initiatives that
consider socio-demographic factors. Interventions specifically designed to address the
distinct requirements of older adults may include the management of co-morbidities
associated with the aging process. The significant representation of females and Christians
underscores the importance of implementing gender-sensitive approaches in HIV care,
while also presenting an opportunity to leverage religious platforms, particularly churches,

to improve treatment adherence. Understanding and addressing the distinct needs of
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different demographic groups can greatly enhance the efficacy and compliance with HIV
treatment.

5.2 Patient-related factors associated with HIV treatment default

Substantial correlations were identified between treatment noncompliance and various
factors, including the timing of ART commencement following diagnosis, missed
appointments, side effects from antiretroviral therapy, disclosure of HIV status, and
financial constraints related to clinic attendance. Our results align with prior studies
emphasizing the essential factors affecting ART adherence. Per the findings of Garcia-
Deltoro (2019) and Zhao et al. (2022), it has been observed that early initiation of ART
following diagnosis may correlate with increased default rates, highlighting the necessity
of personalized counseling during the initial treatment phase. The above finding further
substantiates the claims of Ahmed et al. (2020) regarding the critical importance of prompt
treatment initiation to enhance the health of patients with HIV. This study [X*: 219.74:
P=0.000] underscores the substantial correlation between missed appointments and
treatment default, corroborating the findings of Lowane and Lebese (2022) and Dear et al.
(2022), who asserted that missed clinic visits markedly undermine treatment adherence.
Furthermore, our results regarding the impact of side effects, particularly dizziness, on
treatment noncompliance [X°: 84.82: P=0.000], align with the research conducted by Alvi
et al. (2019). Effective control of side effects is essential for sustaining adherence. The
impact of disclosure patterns on treatment adherence, specifically the communication of
information with family members that heightened the probability of default [X?: 90.98,
P=0.000], aligns with the conclusions of Mi et al. (2019), who underscored the importance

of emotional support and aid in medication management. Our analysis indicates that
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financial restrictions are a significant predictor of treatment default [X?: 84.79: p=0.000],
demonstrating a more strong effect relative to some research. This may signify disparities
in regional economic conditions and the availability of financial support services. The
increased association with default among patients starting ART within a month of
diagnosis, compared to those beginning treatment within a week [X?: 65.53: p=0.000], can
likely be attributed to insufficient immediate psychological support and counseling, which
are crucial for maintaining patient stability during this critical initial phase. The notable
correlation identified between missed appointments and treatment noncompliance [X:
219.74: p=0.000] highlights the necessity for ongoing patient involvement and follow-up
initiatives.

The significant correlation between adverse effects and defaulting [X*:84.82: p=0.000],
especially regarding dizziness, indicates that patients may prioritize immediate alleviation
of discomfort over the long-term advantages of continuous treatment. The disclosure
pattern influencing adherence underscores the complex social dynamics at play; sharing
knowledge with family might result in heightened emotional stress and stigma-related
fears, hence adversely affecting adherence.

Patients' financial constraints, resulting in missed visits and treatment defaults [X*:84.79:
P=0.000], demonstrate that economic barriers significantly hinder the continuity of
therapy. The findings indicate an urgent necessity for enhanced socio-economic support
mechanisms to promote ongoing compliance with treatment methods.

The data elucidate the complex dynamics of ART adherence, demonstrating how medical,

psychological, and economic aspects interconnect to affect patient behaviour.
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Improving adherence to antiretroviral therapy necessitates a comprehensive approach that
includes timely treatment initiation, adequate psychosocial support, and effective side
effect management, strategies to encourage regular clinic attendance, supportive disclosure
environments, and the alleviation of financial barriers.

Healthcare practitioners should establish comprehensive support systems to improve
treatment results by taking these essential elements into account. Tailored counseling at the
initiation of ART, consistent follow-up, proficient management of side effects, targeted
supportive disclosure, and financial assistance programs are critical elements for enhancing
adherence rates and the general health of patients in HIV treatment programs.

5.3 Health-related factors associated with HIV treatment default

The chi-square analyses revealed significant associations between health service-related
factors and treatment default among HIV patients. Key factors included the relationship
between healthcare providers and patients, experiences of discrimination and stigma by
healthcare providers, frequency of clinic visits, and satisfaction with the clinic location. A
positive relationship between healthcare providers and patients significantly encouraged
treatment adherence, while discrimination and stigma led to higher default rates. Frequent
clinic visits were also strongly associated with better adherence.

Our findings are supported by existing literature emphasizing the importance of healthcare
provider-patient relationships in HIV treatment adherence. For instance, Davis et al.,
(2018) found that a supportive relationship with healthcare providers significantly
enhances adherence, mirroring our finding that a positive relationship has a 46.41 times
greater chance of encouraging treatment continuation [X%: 46.41: P=000]. Similarly, the

detrimental effects of discrimination and stigma by healthcare providers on treatment
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adherence are well documented. A study by Makhado and Mongale (2019) reported that
stigma and prejudices within the healthcare system influence PLWHIV to discontinue
treatment and willingness to adhere to ART, consistent with our findings of a 220.6 times
higher likelihood of treatment default in stigmatized patients [X?: 22.06: P=0.000].

The frequency of clinic visits and their impact on adherence have been highlighted in other
studies. For example, Tourneau et al., (2022) and Mutasa-Apollo et al. (2017) demonstrated
that more frequent healthcare visits are associated with improved treatment adherence and
health outcomes. This is in line with our result showing that participants who visited the
clinic more frequently had a 151.1 times greater chance of adhering to treatment compared
to those visiting every six months [X?: 151.10: P=0.000]. The positive impact of a good
relationship between healthcare providers and patients on treatment adherence [X?: 46.41:
p=0.000] can be attributed to the increased trust and communication, which likely enhance
patients’ comfort and willingness to follow prescribed treatments.  Conversely,
discrimination and stigma create an environment of fear and mistrust, leading to a
significant increase in treatment default [X?: 22.06: P=0.00]. Patients who feel judged or
mistreated by healthcare professionals may be less likely to attend appointments and adhere
to their treatment regimens. Frequent clinic visits correlate with better adherence [X*:
151.10: P=0.000] and likely provide continuous support and monitoring, which help in
managing side effects, addressing concerns promptly, and reinforcing the importance of
adherence. This frequent interaction with healthcare professionals provides ongoing
encouragement and reduces the feeling of isolation. These findings underscore the critical
role that healthcare providers play in influencing treatment adherence among HIV patients.

The takeaway message is that fostering positive relationships between healthcare providers
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and patients, eliminating discrimination and stigma within healthcare settings, and
encouraging more frequent clinic visits are essential strategies to improve ART adherence.
Healthcare facilities should prioritize training providers on the importance of supportive,
non-judgmental interactions with patients. Policies aimed at reducing stigma and
discrimination in healthcare settings are crucial for enhancing patient trust and adherence.
Additionally, structuring healthcare services to allow for more frequent patient-provider
interactions can significantly improve adherence rates. These measures are vital for
optimizing the effectiveness of HIV treatment programs and improving health outcomes
for patients.

5.4 Community factors associated with HIV treatment default

The study found statistically significant associations between community-related factors
and treatment adherence among HIV patients. Specifically, the time it takes to get to the
clinic, the means of transportation used, and the likelihood of missing an appointment or
defaulting on treatment were closely linked. Patients who took more than 30 minutes to
reach the clinic were more likely to miss appointments and default on treatment than those
who took 30 minutes or less. Additionally, those who walked to the clinic had a
significantly higher chance of missing appointments and defaulting on treatment than those
who used private cars or patronized taxis/trotro. Our findings are consistent with the
previous research highlighting the impact of travel time and transportation on healthcare
access and adherence. A study by Taylor et al., (2014) reported that longer travel times to
healthcare facilities are associated with lower adherence to treatment, supporting our

finding that patients who spent more than minutes to reach the clinic were significantly
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more likely to miss appointments and default on treatment [X?:71.93: P=0.000, and X>:
64.99: P=0.000 respectively].

Similarly, the impact of transportation modes on treatment adherence has been
documented. A study by Ssuuna et al., (2024) found that patients who relied on walking or
public transportation were more likely to miss healthcare appointments compared to those
using private transportation. This aligns with our finding that patients who walked to the
clinic had a higher chance of missing appointments [X?:14.78: p=0.000] and defaulting on
treatment [X%: 22.32: p=0.000] than those using private cars or taxis/trotro. The increased
likelihood of missing appointments and defaulting among patients who take more than 30
minutes to reach the clinic can be attributed to the additional physical and logistical burdens
associated with longer travel times. These patients may face more obstacles, such as
fatigue, transportation costs, and time constraints, making it harder to maintain regular
clinic visits.

Patients who walk to the clinic are more likely to miss appointments and default on
treatment due to the greater effort and time required than those using motorized
transportation. Walking long distances can be physically exhausting, especially for
individuals managing a chronic condition like HIV, leading to lower adherence. These
findings emphasize the importance of addressing community-related barriers to improve
ART adherence. Overall, reducing travel time and providing reliable transportation options
can significantly enhance adherence to HIV treatment. Healthcare providers and
policymakers should consider implementing mobile clinics, transportation subsidies, or
community-based treatment centres to mitigate barriers to treatment. Improving access to

healthcare by minimizing travel burdens can lead to better health outcomes for HIV
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patients. Ensuring patients reach their treatment facilities easily and reliably is crucial for
maintaining regular attendance and adherence to treatment regimens. By addressing these
community-related factors, healthcare systems can better support HIV patients in their
treatment journeys, ultimately improving their quality of life and treatment success rates.
In summary, the findings of this study revealed that treatment default among HIV patients
in the Bono Region remains a significant challenge, influenced by patient-related, health
system, and community-level factors. This pattern aligns with similar studies conducted in
Ghana and other sub-Saharan African countries (Nutor et al., 2024; Dube et al., 2021),
confirming that adherence remains a complex behavioural and structural issue.
Patient-related factors such as forgetfulness, side effects, and psychological distress were
among the most frequently reported contributors to default. These findings are consistent
with those of Ogoina et al. (2019) and Asante et al. (2022), who reported that medication
fatigue and stigma are major determinants of non-adherence. From an ethical standpoint,
these challenges highlight the tension between autonomy and beneficence, as patients
struggle between exercising choice and maintaining their health obligations.

Health service-related factors, including poor provider—patient communication and long
waiting times, were also associated with treatment default. This finding supports earlier
research suggesting that patient satisfaction and the perceived quality of care are key
predictors of adherence (Moses et al., 2020). Ethically, this underscores the principle of
justice, emphasizing the need for equitable access and responsive service delivery within
ART programs. Community-level factors, particularly stigma and lack of social support,
emerged as strong deterrents to adherence. These results resonate with those of Boakye

and Adjorlolo (2023), who emphasized the social dimensions of adherence behaviour. The
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persistence of stigma also raises ethical concerns about human dignity and social inclusion,
calling for sustained community education and advocacy.

Overall, the revised discussion links each major finding to previous studies, situates them
within ethical discourse, and concludes with practical recommendations for improving

adherence and reducing default in ART programs in Ghana.
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CHAPTER SIX

CONCLUSIONS AND RECOMMENDATIONS
6.0 Introduction
This chapter provides a summary of the study, implications derived from the data, and
recommendations aimed at influencing policy, practice, and research.
6.1 Conclusion of the study
This study examined the factors associated with HIV treatment default among patients on
antiretroviral therapy (ART) in the Bono Regional and Municipal Hospitals. The findings
reveal that treatment default remains a substantial challenge influenced by a combination
of patient-related, health system, and community-level factors. First, patient-related
characteristics such as side effects of medication, forgetfulness, and psychosocial stress
significantly contributed to treatment discontinuation. Second, health service factors
including long waiting times, limited follow-up mechanisms, and poor patient—provider
communication reduced adherence and retention in care. Third, community-level
influences such as stigma, discrimination, and inadequate social support were major
contributors to default, confirming that adherence is shaped by social and contextual
realities rather than individual will alone. The study concludes that improving ART
adherence requires a multilevel and ethically grounded approach, addressing not only
clinical and behavioural barriers but also systemic and social determinants. Programs must
integrate ethical principles of justice, respect for autonomy, and beneficence to ensure

equitable and dignified care for persons living with HIV.

This study makes an original contribution to knowledge by providing empirical evidence

on the multifactorial and ethically nuanced factors associated with HIV treatment default
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in the Bono Region of Ghana. While previous studies have examined clinical or
behavioural aspects of ART adherence, this research uniquely integrates bioethical
perspectives including autonomy, justice, and beneficence into the analysis of treatment
discontinuation. By combining quantitative assessment of predictors with ethical
interpretation, the study extends the discourse beyond clinical determinants to highlight
moral and contextual dimensions of treatment default. The findings thus provide a
foundation for developing ethically informed, patient-centred interventions to improve

ART adherence and retention in Ghana and similar resource-limited settings.

Although the factors influencing HIV treatment default identified in this study are
consistent with global evidence, the unique contribution lies in situating these determinants
within a bioethical framework that examines how patient autonomy, stigma, and healthcare
justice interact to influence adherence behaviours. This contextualized understanding
extends existing knowledge by emphasizing the ethical dimensions of treatment continuity
and providing evidence to guide ethically informed interventions, particularly in Ghana
and similar resource-limited settings. The study therefore contributes both to applied
knowledge and to the ethical discourse surrounding HIV treatment adherence.
6.2 Recommendations
The study has unearthed some relevant factors associated with HI'V treatment default and
therefore recommends that;
1. The Sunyani Municipal and Teaching hospitals, and the Bono Regional Health
Directorate to integrate adherence reminders using existing clinic resources: ART
centres can utilize basic SMS or phone calls from clinic staff to remind clients of

appointments and medication refills.
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2. The Ghana Aids Commission, MOH, GHS to partner with NGOs already working
in HIV programs to support adherence monitoring, reducing financial burden on
hospitals.

3. The MOH, and GHS should partner with Health Training Institutions to conduct
quarterly in-service training on ethical patient engagement, confidentiality, and
stigma reduction, using internal facilitators or district health officers.

4. HIV Clinics to facilitate linkage of socioeconomically vulnerable clients to existing
national and community support systems, such as the National Health Insurance
Scheme (NHIS) exemptions, Social Welfare Department programs, and
community-based livelihood initiatives. This approach promotes sustainability by
utilizing already established government and NGO mechanisms rather than
introducing direct or continuous financial hand-outs.

6.3 Study Limitations

The cross-sectional nature of the study design restricts the capacity to determine causation
between the identified determinants and treatment adherence. The sample size was
relatively small possibly limiting inferences made from regression analysis. Longitudinal
investigations with larger sample size are necessary to validate these correlations over time.
A further problem was the dependence on self-reported data from participants, which may
include recall bias or social desirability bias, thereby compromising the accuracy of the
findings. Furthermore, while financial limits were recognized as an impediment, the study
did not investigate the particular economic issues encountered by participants in-depth,
including income levels or healthcare expenses. Furthermore, although certain

psychosocial factors were acknowledged, the study did not thoroughly investigate the
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psychological or emotional impediments to adherence, such as depression or anxiety,
which are recognized to influence ART adherence. Nevertheless, the employed procedures
were rigorous and guaranteed the achievement of the study's aims.

6.4 Future research

Despite several existing studies on HIV/AIDS, the complexities and discrepancies call for
further insight. Future studies should tackle targeted interventions including mental health
support, flexible clinic schedules to mitigate the rates of treatment default. Systemic
barriers such as understaffing and inefficiencies in logistics supply, innovative
interventions such as digital tools usage, and community-based distribution approaches to
address HIV treatment and management. Moreover, future studies should explore the

ethical needs of healthcare workers in providing equitable and dignified services to PLHIV.
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APPENDIX IV: PARTICIPANT’S INFORMATION SHEET

Title of project: Factors associated with treatment default among HIV patients initiating
treatment at two selected hospitals in the Bono region, Ghana.

Introduction

I am Ebenezer Nana Yaw Obimpeh-Nipamua, a Master of Science in Bioethics Student at
the University of Ghana, School of Public Health. I would be grateful if you could spare
some time to participate in this study and I would be indeed grateful if you are able to take
part. You may contact me via telephone at 0557290390 / 0202264273. Email:

obimpeh27@gmail.com or enyobimpeh-nipamua@st.ug.edu.gh

Why is this research undertaken and what are its objectives?

Antiretroviral therapy (ART) reduces HIV -related diseases and deaths, reduces the amount
of the virus in the individual, improves the immune system, and increases the patient's
quality of life. Although ART services have been successfully established in Ghana, there
are still challenges with treatment compliance with ART defaults being the biggest
concern. Defaulting ART results in HIV treatment failures has several consequences
including an increased risk of transmitting HIV and increased diseases and deaths, high
costs for individuals and health facilities in using and providing alternative ART
treatments. This study seeks to assess factors associated with HIV treatment default at
Sunyani Municipal and Regional hospitals in the Bono region of Ghana.

The information obtained from this study could be useful in guiding the implementation of
the protocols and guidelines to improve the management of HIV and reduce the burden of

the disease on individuals, health facilities, and communities.
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The objectives of this research project are therefore to:
1. To determine patient factors associated with treatment default among HIV patients
receiving care at Bono Municipal and Regional hospitals.
2. To assess community factors associated with treatment default among HIV patients
receiving care at Bono Municipal and Regional hospitals.
3. To identify health service factors associated with HIV treatment default at Bono
Municipal and Regional hospitals.
4. To explore how stigma, privacy concerns, and discrimination in healthcare
influence treatment default.
Who is participating in the research and is participation compulsory?
This study will be carried out at the Bono Regional and Municipal hospitals in the Sunyani
Municipality. The study population will include all persons diagnosed with HIV and
receiving ART services at the HIV clinic at the Regional and Municipal Hospitals.
Participation in this research is not compulsory. Participants are free to leave the study
whenever they want, with no need to provide a reason. A participant's withdrawal will not
have any negative consequences.
What will participants be asked to do?
Participants will be asked some questions on a paper about their own situations that may
cause them to default on HIV treatment. Participants will also be asked to respond to
questions about situations in the HIV clinics in the hospitals and the community they live
in that may cause them to default on HIV treatment. The responses to the questions on the
papers will be collected by the researcher. The entire duration for participants to respond

to the questions may last from 15 minutes to 30 minutes.
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What are the benefits of this research to participants?

Participants in this study will not receive any immediate benefits from it. However,
participation will give participants the chance and advantage of adding to the creation of
new knowledge that could aid the Ministry of Health, Ghana Health Service, Bono
Regional Health Management Team, Regional and Municipal hospitals in Sunyani, and the
Government of Ghana in improving the management of HIV and lowering the burden of
the disease on people and communities.

What are the risks of participating in this research?

Apart from the time participants will spend answering the questions, participants in the
study will not have any biological samples taken from them and won't be in any bodily
danger. However, some participants might feel uncomfortable talking about delicate
subjects related to HIV infection. As a result, participating in the study may require you to
recall and describe uncomfortable memories that could cause mild emotional or
psychological distress.

What use will be made of the collected information, and how will confidentially be
ensured?

The data gathered will be used primarily to create research reports, which, if practical, may
be sent to other participants and stakeholders (e.g. Bono regional health management team,
Sunyani Regional and Municipal Hospitals) in a feedback workshop. Scientific paper(s) on
the important emergent themes from the research may be submitted for publication in peer-
reviewed journals to guarantee that the outcomes of this research are useful to the larger
scientific community. The research's results will also be presented at seminars and

conferences on global health both inside and outside of Ghana. Any information used in
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papers or presentations based on this research will be anonymized. Participants'
information will be kept completely confidential. The primary keeper of all the data
generated by this study will be the Principal Investigator (Ebenezer Nana Yaw Obimpeh-
Nipamua). The information will be kept for a maximum of three years after it has been
obtained from participants. It will be kept on a personal computer that has password
protection for both primary access and individual files. All personal data will be made
anonymous so that no one may use it to identify them. Individual participants will not be
identified by name, address, or any other codes. Instead, all participants' anonymity will be
protected using pseudonyms. However, the implications of doing so will be fully discussed
with a participant if they choose to be identified in the research. The researcher may then
identify the participant if they still desire it.

Can participants change their minds and withdraw from the project?

Yes, participants will not be penalized if they choose to stop taking part in the project at
any point. Participants will not be interviewed without their informed consent.

If you agree to take part in the study, you have the right to withdraw at any moment before
and during the interview or conversation. You are also free to refuse to answer any
questions or request that the tape recorder be turned off at any time.

Will individual participants receive any payment or gifts for taking part in the
research?

Participants will not any payments for participation in this research. However, participants
will be refreshed with water.

Has the study been reviewed and approved by an ethics committee?

This study has been reviewed by the Ghana Health Service Ethics Review Committee.
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Will participants be given the participants’ information sheet and consent form?
Before the study interviews are conducted, participants will receive copies of the
participants' information sheet and the signed or thumb-printed consent form for their
personal records.

Who is funding the research?

The research is funded by the principal investigator.

How much time will participants be given to deciding on whether to participate or
not?

Participants will have enough time to determine whether to participate. However, because
the data collection for this study is time-limited, a potential participant's failure to respond
after three (3) days from the beginning of the consent process will be interpreted as a refusal
to participate.

What if participants have any questions or concerns about this study?

Participants are free and encouraged to express any issues or questions they may have about
any topic related to the research that they do not fully understand. Any participant with
questions about this research should contact Ebenezer Nana Yaw Obimpeh-Nipamua (the
principal investigator) of the School of Public Health, the University of Ghana on
0557290390, who will answer your question(s) as best as he can. You can also speak with
the Administrator of the Ghana Health Service Ethics Review Committee, Madam Nana
Abena Apatu, if you have any inquiries concerning the research's ethical components or
your rights as a  research participant on 0503539896 or email address:

ethics.research@ghs.gov.gh
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APPENDIX V: DATA COLLECTION INSTRUMENT: QUESTIONNAIRE
Topic: Factors associated with treatment default among HIV patients initiating
treatment at two selected hospitals in the Bono region, Ghana
Dear Respondent,
The topic for the research is: “Factors associated with treatment default among HIV
patients initiating treatment at two selected hospitals in the Bono region, Ghana” and
would be grateful if you could take some time to answer the following questions below.
All responses provided would be treated with the utmost confidentiality. Please indicate
your answer with a tick (V) or write in the space provided.
Section A: Socio-Demographic Characteristics of respondents
1.  What is your sex?

Male () Female ()

2. What is your age in completed years?

3. What is your marital status?
a) Married ()

b) Single ( )

c) Widowed ()

d) Divorced/separated ( )

e) Other, please specify
4. What is your Religion?
a) Christian ()
b) Muslim ( )

c) Traditionalist ( )
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d) Other, please specify

5. What is your level of education?
a) Never been to school ()
b) Primary ( )

c¢) Junior High School ( )

d) Senior High School ( )

e) Tertiary ( )

6. What is your occupation?

a) Unemployed ( )

b) Public Servant ( )

c) Private sector employee ( )
d) Self-employed ( )

e) Student ( )

f) Other, please specify

Section B: Patient factors associated with HIV treatment default

7. When did you start antiretroviral treatment after you were diagnosed with HIV/AIDS?
a) Within a week after diagnosis ( )

b) Within a month after the diagnosis ()

c) Within a year after the diagnosis ( )

d) More than a year after diagnosis ()

8. Have you ever missed your hospital appointment dates?

Yes( ) No( )
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g)

10.

13.

14.

If yes to question 8, what was the reason(s) for missing clinic appointments? Please
tick all that apply.

Forget appointment date ()

Too busy to go to the clinic ( )

Felt better and did not feel like continuing with therapy ( )

Tired of being on medications ( )

Taken it for too long ( )

Having medicines on the appointment date ( )

Other, please specify

Have you ever experienced any side effects from any of the medicines you are taking?

Yes( ) No( )

. If yes to number 10, what was the side effect(s) you experienced?

Nausea ()
Vomiting ()
Dizziness ()
Skin Rashes ( )

Other, please specify

. Did the side effect(s) make you not take your medicines or go back to the hospital?

Yes( ) No( )

Have you ever defaulted on treatment?

Yes( ) No( )

If yes, what is/was the reason for your default? Please tick all that apply.

Forget appointment date ()
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b) Too busy to go to the clinic ( )

c) Felt better and did not feel like continuing with therapy ( )

d) Tired of being on medications ( )

¢) Taken it for too long ( )

f) Having medicines on the appointment date ()

g) Other, please specify

Section C: Health service factors associated with HIV treatment default

15. In each of the questions, please tick in the box according to your level of agreement

with the statement.

The health workers have good

relationships with patients
Clear instructions for taking medications

were given
Adequate information about the benefits

of taking medications was given
Adequate information about the dangers

of defaulting medications
The health workers discriminate against

and stigmatized HIV patients

Strongly Agree

Agree

]

L]
‘o

L]
L]

]

L]
[]

[ ]
L]

Neutral

L]
L]
[ ]

[]
[]

Disagree

]

[]
L]

[]
L]

16. When were you given education about the importance of taking your ART?

a) Before the initiation of ART ()
b) Atevery visit ( )
c) Not given ( )

d) Other, please specify
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17. Since you started taking your medicines, were you told how to take the medicines
correctly?
Yes( ) No( )

18. How often do you attend the ART center for medications?

a) Every 1 week ()

b) Every 2 weeks ( )

c) Every I month ( )

d) Every 3 Months ( )

e) Every 6 months ( )

e to the clinic on some

stead of special/specific
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22.

Some people say separating the ART clinic from other “normal” departments of the
hospital makes them uncomfortable because they can easily be identified by others.
Choose from below your level of agreement with the above.

Strongly agree ()

Agree ()

Neutral ()

Disagree ()

Strongly Disagree ()

. On average, how long do you spend at the clinic?

Less than 1 hour ( )
1-2 hours ()
2 hours ()

More than 2 hours ( )

. Do you think the time you spend at the hospital is too long?

Yes( ) No( )

. If Yes to Question 24, where does the delay come from?

The laboratory ( )
The ART Nurse ( )
Pharmacy ( )

Others (Please indicate)

. Do you pay money at the clinic for your medications?

Yes( ) No( )
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27. If No, skip to question 30, If yes, what services do you pay for?
a) Consultation ( )

b) Labtest( )

c¢) Treatment ( )

d) Medicine ( )

e) Other, please specify

28. How much money (GHS) do you spend for the following services at the clinic?
a) Consultation, GHC__

b) Lab test, GHC—

¢) Treatment,
d) Medicine,
29. What happ
a) Miss Appoi
b) Denied AR
¢) Denied labao

d) Other, pleas

ing your medicine?
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. How would you rate the services provided to you by the healthcare provider?

Excellent ( )
Very good ()
Good ()
Average ()

Poor ()

Section D: Community-related factors associated with HIV treatment default

33.

a)
b)
©)
d)
e)
f)

g)

34.

Apart from the health workers, who else have you told about your HIV status?
Spouse/partner ()

Family member ( )

Friend ( )

Neighbor ()

Religious leader ( )

Noone ()

Other please specify
Do you keep your status secret for any of the following reasons?
Fear of rejection by family ()

Fear of rejection by friends ( )

Fear of violence ( )

I will not get help from others if they know my status ()

Fear that I will be stigmatized ( )

Fear that people will gossip about me ()
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35. Have you ever been treated differently by family members/friends because of your HIV
status?

Yes () No( )

36. If yes to question to 35, which of the following best explains?

a) Social support was withdrawn ( )

b) Discriminated ( )

c) Stigmatized ( )

d) Isolated by family members ( )

e) Other, please specify

37. Does your culture/custom prevent you from going to the clinic on certain days?
Yes () No ()
38. How long does it take you to get to the ART clinic?
a) Within 30 mins ( )
b) 30 mins to 1 hour ( )
c) lhour( )
d) 2 hours and above ( )
39. How do you get to the clinic?
a) Walk ( )
b) Taxi/Trotro ( )
c) Driveacar( )
d) Givenalift( )

e) Other, please specify
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40. Do you ever miss appointments because you do not have money for transport?
Yes () No ()
Thank you for your time and participation.

This questionnaire is partly adapted from Koku-Anu (2018).
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APPENDIX VI: CONSENT FORM

Project Title: Factors associated with treatment default among HIV patients initiating
treatment at two selected hospitals in the Bono region, Ghana.

Introduction

Dear Participant, I am a Master of Science in Bioethics student at the University of Ghana
School of Public Health. I am conducting a study on the topic: Factors associated with
treatment default among HIV patients initiating treatment at two selected hospitals in the
Bono region, Ghana. This study is part of the requirements for the award of the Master of
Science in Bioethics degree. I would like to seek your approval and permission to ask you
a few questions. The purpose of this study is to assess factors associated with HIV treatment
default at Bono Municipal and Regional hospitals.

Nature of the study

The population of interest targeted in this research is Persons Living with HIV/AIDS
(PLWHIV) who are accessing Antiretroviral (ART) at Municipal and Regional hospitals
at Sunyani in the Bono region. The study involves the use of a questionnaire that will
require participants to answer some questions that will take a maximum of 30 minutes.
Participants for the questionnaire interview will be selected through a simple random
sampling method.

Benefits of the Study

This research will help the hospitals taking care of you to know how the ART program is
helping you. It will also show the problems you are facing as well as other persons
receiving ART services. Findings from the study will help patients, healthcare providers,

and the community as it could help draw useful lessons from it and implement measures to
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enhance the health system. The information will also stimulate policymakers' attention,
prompting them to pay closer attention to how ART services are provided and implement
changes as needed.

Potential Risks

The study will not involve any significant risk or monetary cost. You will not be exposed
to any clinical risks whatsoever. This study could, however, evoke some psychological and
emotional discomfort for you because of the nature of some of the questions.
Confidentiality

Strict confidentiality will be enforced by using special codes to mask your identity. Please
be assured that your name will not be mentioned anywhere in this research work. Every
piece of information gathered from you will be destroyed after the analysis of the work has
been done.

Withdrawal from the Study

Participation in this study is voluntary, and participants may withdraw at any time without
any penalty. Your decision to leave will not affect you when you come back to this hospital
or any other hospital for service. Participants can choose not to answer any individual
question or all the questions, and no one will force you. However, I will be happy if you
can continue to the end.

Contact for Additional Information

If you have any question(s) or further clarification concerning this study and/or the conduct
of the researcher, please contact the researcher on 0557290390 / 0202264273. Email:

obimpeh27@gmail.com or enyobimpeh-nipamua@st.ug.edu.gh.
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Madam Nana Abena Apatu (Administrator), Ghana Health Service Ethical Review
Committee  Secretariat, Accra. Tel: 0503539896 or email address:

ethics.research@ghs.gov.gh
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Consent Declaration:

L have been well informed on the
methodology and relevance of this research. I have also read (or was read and explained to
me) the details of this research, and I agree to take part in it without any form of duress. I
also understand that I can withdraw at any time in between. I have been assured of the

anonymity and confidentiality of the research I consent to participate in this study.

Signature of Researcher Date

INVESTIGATOR’S STATEMENT OF CONSENT AND SIGNATURE
I certify that the participant has been given ample time to read and learn about the study.

All questions and clarifications raised by the participant have been addressed.

For questions regarding the ethical aspects of this research or questions about your rights
as a research participant, you may also contact Madam Nana Abena Apatu, the
Administrator of the Ghana Health Service Ethics Review Committee, on 0503539896 or

email address: ethics.research(@ghs.gov.gh
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