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ABSTRACT 

Introduction  

Adherence to ART is a challenge among pregnant women living with HIV/AIDS. This has an 

effect on the health of the mother and the unborn child. While studies have been done, it has 

shown that adherence during pregnancy is a challenge. Ensuring adherence to the prescribed 

ART continues to be a major Public Health concern in both high income and low income 

countries. Virological and clinical success depend critically on high adherence to ART because 

with low adherence the virus quickly develops therapy limiting drug resistance, which may lead 

to the usage of second line treatment which is very expensive, and sometimes not available. With 

non-availability of second line treatment there has been maternal disease progression and risk of 

Vertical Mother to Child Transmission (MTCT). Promoting adherence to ART among pregnant 

women living with HIV/AIDS requires an understanding of potential factors that influence 

adherence and this study explored how interventions can be developed in order to address this 

low level of adherence to ART among pregnant women living with HIV/AIDS. This study was 

carried out to determine factors that influence adherence to antiretroviral therapy among HIV 

positive pregnant women in Lusaka district of Zambia.  

 

Methodology  

This was a qualitative study which used a case study approach. Data was collected through in-

depth interviews. The collected data as was analysed using a thematic analytical approach. 

 

Results 

 17 out of 30 among pregnant women living with HIV /AIDS in Lusaka had Challenges with 

adherence to ART. The study explained factors related to adherence to ART among pregnant 

women living with HIV/AIDS. ART adherence was found to be low and reasons for low 

adherence to ART among pregnant women were divided into threats that included Economical 

factors( lack of food), Physical factors ( Drug side effects), Environmental factors ( long waiting 

hours with long queues) and social stigma. The findings call for the need to improve on food 

programs, improve on drug regimens, improve on staffing levels at the health facility in order to 

reduce on long waiting hours and long queues and reduce on social stigma. The results 
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confirmed that there is low adherence to ART among pregnant women living with HIV /AIDS in 

Lusaka, and they also confirm that adherence to ART among pregnant women is a big challenge. 

 

Conclusion 

Adherence to ART among pregnant women living with HIV/AIDS is a challenge   for Zambian 

pregnant women. Improved levels of adherence to ART is hampered by fear of social stigma, 

Drug side effects, lack of food and  fear of being blamed by partners if they disclosed their 

status. Stigmatisation needs to be addressed because nearly all the participants expressed this 

factor. There is need to address the HIV/AIDS stigma very seriously in order for society to look 

at HIV/AIDS like any other illness. The success of this strategy will depend on careful 

consideration of the barriers and enablers to pregnant women’s access to and use of ART. 

Managing these barriers and enhancing known enablers will require the development of 

respectful and locally acceptable HIV and ANC service delivery models, that are responsive to 

women’s needs and perspectives, and support them as they enter and move through the maternal 

ART cascade. It will also require better understanding of the ways women live outside  the clinic 

affect their chances of entering into, and staying adherent to and retained in care. 
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1.0       CHAPTER ONE        

1.1       INTRODUCTION 

 Antiretroviral therapy (ART) during pregnancy should focus on the reduction of perinatal 

transmission and the treatment of maternal human immunodeficiency virus (HIV) disease. ART 

can reduce perinatal transmission by several mechanisms, including lowering maternal 

antepartum viral load and pre-exposure prophylaxis of the infant. Therefore, for prevention of 

perinatal transmission of HIV to be achieved there is need to ensure adherence to prescribed 

ART. Adherence continues to be a major public health concern in both high-income and low-

income countries.  Studies have shown that virologic and clinical success depends critically on 

good adherence to ART.  With poor adherence, the virus may quickly develop therapy-limiting 

drug resistance (WHO, 2010). Studies prior to 2005 using older Combined Antiretroviral 

Therapy (cART) regimens suggested that sustained virological suppression is achieved only if at 

least 95% of prescribed doses are taken.  Higher ART adherence is associated with better 

virological suppression of viral load. However it has been established that adherence to ART is 

particularly important among pregnant women as it improves the maternal health as well as 

reduce on vertical transmission of the HIV to the unborn baby (WHO, 2010).   

 

 1.2    BACKGROUND 

Human Immunodeficiency Virus/Acquired Immune Deficiency Syndrome (HIV/AIDS) is a 

global pandemic and a major health problem in many countries. According to the World Health 

Organization (WHO)  report it has been estimated that 1.6 million more people were receiving 

ART in low- and middle-income countries at the end of 2012, compared to the previous year, 

(2011) was the largest annual increase ever, with the greatest contribution coming from the 

WHO African Region (UNAID/WHO,2008). The 300 000 people who were receiving ART in 

low-and middle-income countries in 2002 increased to 9.7 million in 2012. In the WHO African 

Region, which continues to bear the brunt of the HIV epidemic, more than 7.5 million people 

were receiving treatment at the end of 2012 compared to 50 000 people a decade earlier 

(WHO,2010). In 2012, over 900 000 pregnant women living with HIV received Antiretroviral 

Therapy (ARV) prophylaxis or treatment for Prevention of Mother to Child Transmission 

(PMTCT) (WHO 2013).  This has shown remarkable increase in access to life-saving and 

prevention of HIV/AIDS new infections. Efforts to have more people accessing ART have 
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dramatically changed the course of HIV disease, reducing both HIV-related morbidity and 

mortality. Adherence to treatment, most importantly ART, has proven essential to achieving 

these benefits in studies conducted in both high-income and resource-limited settings (Bajunirwe 

et al, 2009; Paterson et al, 2000). Recent studies have expanded the focus of adherence to include 

retention in care, which includes attending regular follow-up visits. Promoting adherence to 

treatment and retention in care requires an understanding of the potential barriers that pregnant 

women face and developing interventions that overcome these barriers. Long-term maintenance 

of adherence requires that these interventions be integrated into sustainable programs that 

provide a consistent supply of drugs. However, most of the studies conducted in resource-limited 

settings have focused solely on adherence to general treatment and have provided limited 

information on effective and practical approaches to improve both adherence to treatment and 

retention in care. This study addressed aspects of adherence to ART among pregnant women 

living with HIV/AIDS and explored barriers associated with poor adherence to ART. It also 

outlined current methods used to measure and monitor adherence. This would review program 

strategies to be used in order to   retain individual pregnant women on effective treatment for 

life, and discuss the applicability of these interventions for the integration into ART programs, 

which would strengthen the key steps in promoting adherence to ART (Rosen, Fox, and Gil, 

2007). 

 

Globally the HIV pandemic is one of the most serious health crises the world faces today.  It has 

been estimated that 33 million people are living with HIV. Of these 14.8 million are women and 

30% of these are in south East Asia and 20% in Europe and USA and 50% in sub Saharan Africa 

(WHO, 2013). Human immune Virus infection and complications of child bearing are the 

leading causes of death among women of reproductive age around the world (WHO, 2009). The 

2013 World Health Organization (WHO) guidelines on ART recommend universal HIV testing 

for all pregnant women as part of the basic package of services for antenatal care in all settings. 

These guidelines also recommended more complex ART regimens for PMTCT and the 

continuation of ART for the pregnant woman living with HIV/AIDS.  In low-income countries, 

there has been a rapid scale-up of both ART coverage among treatment-eligible pregnant women 

and total PMTCT coverage (prophylaxis and therapy) (Nachega et al, 2006).  
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Studies have shown that available treatment for HIV can dramatically suppress viral load, 

enhance CD4 counts, and decrease morbidity and mortality related to HIV infection. If 

antiretroviral medications are not taken as prescribed, treatment failure may ensue. Non-

adherence is widely viewed as a risk factor for drug-resistant virus. This usually occurs if there is 

missing doses of medicine or taking them incorrectly. This allows the HIV virus a chance to 

make more and more different copies of itself that are so different that the medicines stop 

working. It appears that pregnant women must ingest at least 90% to 96% of their prescribed 

doses consistently to maintain virologic success. This percentage can only be achieved with total 

adherence to ART, because the regimens are complex and lifelong, it is not surprising that a 

large proportion of pregnant women are unable to achieve the targeted levels of adherence. 

Therefore, interventions to facilitate adherence to antiretroviral medications can only succeed  if 

optimal PMTCT and HIV care among pregnant women living with HIV/AIDS can be achieved 

(WHO 2012). 

 

In sub Saharan Africa the epidemic’s grip on Africa has been by far the deadliest, and sub 

Saharan Africa remains the epidemic’s epicentre with an estimate of 55% of adult infection 

being in women (Simon, Pearson, Pantalone and Marks, 2006). 14.8 million Women globally are 

living with HIV and most of them are in the reproductive age which is between 17 and 45 years, 

residing in sub Saharan Africa. Approximately 25% of the deaths that occur among pregnant 

women are due to HIV (UNAIDS 2012).  Globally, an estimated 1.4 million HIV-infected 

women give birth each year and 91% of these reside in sub-Saharan Africa. These statistics show 

the need to scale up the use of antiretroviral therapy (ART) during pregnancy. This is critical 

because without any intervention 30 to 40 percent of HIV positive pregnant women will transmit 

HIV to their unborn child. Since ARVs are now widely accessible the challenge has now shifted 

from access to ART to adherence, and this has led to HIV/AIDS becoming a chronic disease. In 

this vein the pregnant women have to take antiretroviral drugs for a long time with substantial 

side effects and sometimes with complex regimens. Adherence to ART has become the major 

focus on pregnant women living with HIV/AIDS in order to reduce the viral load, and improve 

the health of pregnant women living with HIV (WHO, 2011).  

 



4 

 

Africa continues to experience low levels of adherence to ART among pregnant women living 

with HIV/AIDS despite the success in global provision of free ART to pregnant women (Wiktor, 

Ekpini and Nduati, 1977). Progress towards reduction in PMTCT was reported to have stagnated 

between 2006 and 2010, largely due to numerous factors affecting adherence to ART among 

pregnant women living with HIV in Africa.  A study done in Zambia, Tanzania, South Africa 

and Uganda by Nachega (2006) showed that adherence to ART in those countries was below 

73.3%. 

 

In Zambia a report done by UNAIDS (2008) revealed that Zambia is one of the countries in Sub 

Saharan Africa said to have one of the world’s high  HIV/AIDS epidemic. It is estimated to have 

14.3% of adults aged 15-49 years to be living with the HIV/AIDS. The number of Zambians 

living with HIV/AIDS by 2007 was  980,000, and out  of these about 575 cases of HIV occurred 

among women of ages 15-40 years by 2007, which is the population of child bearing age 

(UNAID/WHO, 2010).  

 

Currently there are no records showing adherence to treatment among pregnant women in 

Zambia. It is important to know the adherence levels as this has a bearing on treatment success of 

reducing the viral load, reducing the risk of transmitting the virus to the unborn child and the 

mother as well as preventing development of drug resistance. 

 

1.3     PROBLEM STATEMENT 

 Zambia’s prevalence of HIV/AIDS is at 14.3% inclusive of pregnant women living with 

HIV/AIDS. Sub-Saharan Africa contains over 60% of the world’s HIV infections and Zambia is 

among the most severely affected countries in the region. An estimated 1.1 million Zambians are 

HIV positive and the majority, are women. Beginning in 2004, the Ministry of Health in Zambia 

has offered antiretroviral therapy (ART) for free in the capital city, Lusaka. This program has 

expanded rapidly with over 120,000 people receiving ART at over 160 sites throughout the 

country by 2007. (UNAIDS/WHO, 2007). 

 

Zambia has scaled up the PMTCT program country wide since (with the focus on adherence) 

since there was a policy shift from PMTCT to universal access to treatment. To get maximum 
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benefits adherence to treatment is cardinal. One of the consequences of non-adherence to 

treatment is developing drug resistance. This is more complicated to deal with and more costly in 

that alternative drugs are more expensive , have more side effects and are not as widely available 

as 1
st
 line drugs. A study done by Nachega et al showed adherence levels of 10% among 

pregnant women in Zambia. Despite the effort being put in place by the Government of the 

Republic of Zambia (GRZ) through the Ministry of Health (MOH) and Ministry of Community 

Development, Mother and Child Health (MCDMCH) and other cooperating partners aimed at 

reducing the HIV infection through the provision of free ART to pregnant women living with 

HIV, adherence to ART is still a challenge among pregnant women living with HIV. Pregnancy 

is a time when maintenance of maternal health and reduction of vertical HIV transmission is a 

primary concern, hence the need to focus on adherence. Another study by Beyounce in Mumbwa 

Zambia showed challenges to ART adherence, However, data on factors influencing adherence is 

still not well documented  therefore this study will focus on exploring  factors influencing 

adherence among pregnant women.  

 

The HIV/AIDS infection has become a chronic disease and taking ART requires commitment. 

This has led to adherence to ART medication becoming extremely important because of the 

complexity of the process of adhering to the drugs. This adherence looks at all angles including 

adhering to appointments, food intake, recommended drug regimens,  and the adjustments to life 

styles necessary to provide the conditions for effective drug therapy. Some regimens require 

several doses of medication per day together with various requirements or restrictions on food 

intake (Chesney 2000, WHO 2003).  Poor adherence can lead to treatment-limiting drug 

resistance, which in turn has adverse effects on treatment outcomes. Adherence to antiretroviral 

therapy (ART) is crucial for effective treatment, but can be quite complex. Many studies have 

been done on adherence in the general population, but very few have included HIV-positive 

pregnant women (Wiktor SZ, Ekpini E, Nduati RW 2005). 
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1.4   JUSTIFICATION 

Data on factors influencing adherence is still not well documented. Little is known about factors 

affecting adherence to ART among pregnant women. Implementation and prevention of new 

infection and PMTCT is crucial as this reduces on the virological impact. Current studies on this 

topic in Zambia have focused more on general ART adherence, leaving out the pregnant women. 

As adherence to ART during pregnancy is crucial in reducing the viral load and improving the 

maternal wellbeing of pregnant women living with HIV/AIDS, as well as (PMTCT), this study 

has generated evidence based information on factors that influence adherence. The generated 

information will inform policy makers to formulate factual based health promotion strategies that 

will enhance adherence. Therefore it was important to explore factors that influence adherence to 

ART among pregnant women. 

 

The current public health arena is grappling with issues of treatment adherence for chronic 

diseases; hence the knowledge gained from this study on factors affecting pregnant women in 

adhering to ART will help in recommendations regarding the development of appropriate health 

education strategies to help pregnant women living with HIV/AIDS. This information is relevant 

in developing improved strategies for addressing adherence to ART. As the cost of drugs is very 

high, there is need to ensure that these drugs are taken correctly so as to prevent the waste of 

resources.  The situation in Zambia and other low and middle income countries does not differ 

much as the environmental factors seem to be similar especially in Sub Saharan Africa. The 

findings will also contribute to existing knowledge on processes for effectively improving 

maternal health as well as improve on PMTCT which is essential for researchers and 

academicians. 
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CHAPTER TWO 

 

2.0      LITERATURE REVIEW  

 

2.1 INTRODUCTION 

In order to facilitate better outcomes for HIV-positive pregnant women one must examine the 

factors that influence adherence to ART, the process of adherence, and its impact on maternal 

wellbeing of the pregnant woman and her unborn child (Nachega et al 2006). This chapter has 

reviewed different studies relating to factors affecting the adherence to ART among pregnant 

women living with HIV/AIDS. Most of the literature discussed in this study are mainly based 

and informed by studies conducted in Africa and various parts of the world. This literature 

review is mainly on the adherence to ART among pregnant women living with HIV/AIDS and 

how this influences their maternal wellbeing as their pregnancy progresses to full term. These 

studies took different approaches; some involved talking to pregnant women themselves while 

others involved talking to health practitioners. An analysis of the barriers that affect adherence 

has been viewed as a dynamic interaction of environmental, interpersonal level, individual level 

and community level. Themes according to major issues surrounding adherence to ART have 

been generated as follows ( Interpersonal) drug toxicity, social stigma, (Economical factors) lack 

of food, and (Environmental factors) long distance and waiting hours which are discussed in 

detail below. 

  

2.2    ADHERENCE TO ART 

ADHERENCE 

 While antiretroviral therapy has improved dramatically the clinical status of many pregnant 

women with HIV infection, attention is increasingly focusing on the role of treatment adherence 

to this therapy. Evidence shows that poor adherence to antiretroviral treatment regimens has 

serious consequences for these revised guidelines on antiretroviral (ARV) drugs for treating 

pregnant women and preventing HIV infection being passed on to the unborn child. It has been 

estimated that if pregnant women adhere at least 95% this maximizes the benefits of ART and 

improves the virological, immunological and clinical outcomes (Iliyasu, 2005). 
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According to  WHO (2003), adherence to long-term therapy is defined as the extent to which a 

person’s behaviour (taking medication, following a diet and/or executing lifestyle changes) 

corresponds with agreed upon recommendations from a health care provider. National Institute 

of Health (2008) defines adherence as how closely one follows a prescribed treatment regimen 

which includes the willingness to start treatment and the ability to take medications exactly as 

directed (Fogarty et al, 2002). Although most studies have focused on adherence to medication, 

total adherence extends beyond taking prescribed drugs to include other health-related 

behaviours. These behaviours may include seeking timely medical attention, attending follow-up 

appointments, obtaining immunizations, and implementing behavioural modifications needed to 

improve the outcomes of care. With this in mind, the World Health Organization defines 

adherence as “the extent to which a person’s behaviour—taking medication, following a diet, 

and/or executing lifestyle changes corresponds with agreed recommendations from a health care 

provider” (WHO, 2003). 

 

 Adherence to prescribed ART among pregnant women continues to be a major public health 

concern in both high-income and low-income countries. It has been observed that virologic and 

clinical success depend crucially on good adherence to ART. Poor adherence to ART allows the 

virus to quickly develop therapy-limiting drug resistance. Studies prior to 2005 using older ART 

regimens suggested that sustained virologic suppression is achieved only if at least 95% of 

prescribed doses are taken correctly (WHO 2009). 

 

2.3    INTERPERSONAL LEVEL  

2.3. 1 Lack of Social Support 

In the majority of developing countries families are the primary caregivers when somebody falls 

ill. There is clear evidence that families play an important role in the provision of support and 

care for people living with HIV/AIDS. However, in this study a lot of women expressed lack of 

support from family members and they felt socially isolated even from their husbands and 

friends.  This caused poor adherence to ART. According to Hardon et al. (2006) socioeconomic 

factors, such as income and education, have been shown to contribute to suboptimal adherence to 

treatment. Other factors reported to have a significant effect on adherence include 

unemployment, lack of effective social support networks, unstable living conditions, and/or 
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incarceration (Beyene et al. 2009; Kidder et al. 2007; Small et al. 2009). Illiteracy and a low 

level of education can also lead to an inadequate understanding about the effectiveness of 

medications, resulting in reduced adherence to treatment (Kalichman, Ramachandran, and Catz 

1999). The study showed that most women had low education; some were not employed 

meaning they literally depended on their spouse and relatives for financial support. This proved 

to have been very difficult because they feared to disclose that they were on ART and this 

created problems for them to adhere to ART because they could only take medicine when there 

was no one around (Sayles, Wong and Cunningham, 2006). 

 

2.3.2   Lack of food 

Food is critical during pregnancy, because what one eats and drinks during that time is the main 

source of nourishment for the baby. In fact, the link between what one consumes and the health 

of the baby is much stronger than once thought. In order for this woman to have a healthy baby 

she needs to have good nutrition. This can be achieved through good food intake and in this 

study the majority of women due to poor economic factors could not afford regular meals. This 

had an effect on adherence to ART among most pregnant women in this study. ART drugs have 

been observed to be more effective and less toxic when taken by people who are adequately 

nourished (Tang et al. 2002).  Food support plays an important role in ensuring that pregnant 

women living with HIV/AIDS receive the full benefits of treatment. It has been reported in some 

studies that when patients are taking ART their appetite for food increases tremendously and 

when they do not have food they shun taking the drugs (Hardon et al, 2006). According to the 

study which was conducted in Botswana and Tanzania, lack of food came out very strongly as 

most of the pregnant women could not take the drugs when they had no food. Some women 

could not continue taking drugs because they were not able to have the food that they wanted. In 

this study women reported not to have responded well to certain foods, when such foods were 

taken would cause them to vomit and such could not take the ART. Some women who were not 

employed had challenges because they waited for their spouses to provide food for them. In 

some instances when there husbands were not able to provide food for various reasons the 

women had to stop taking the drugs. 
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2.3.3   Alcohol and Tobacco Use 

Most women take up alcohol and Tobacco as part of social interaction, but this has an effect on 

adherence to ART as well as the Health of the mother and her unborn baby. That's why doctors  

say,  no amount of alcohol consumption should be considered safe during pregnancy, because of 

the well-being of the woman and her unborn baby. In the study conducted by Bailey et al (2008) 

showed that active alcohol or substance abuse also makes it more difficult for the pregnant 

women to adhere to treatment. The findings in Bailey et al have been supported by (Golin et al. 

2002b; Spire, Lucas, and Carrieri 2007; Weiser et al. 2006). In a recent meta-analysis of 40 

studies, alcohol drinkers were about twice as likely to be non-adherent compared with abstainers 

(Hendershot et al. 2009). In a similar study in Botswana, nearly 40 percent of patients surveyed 

admitted to missing a dose because of alcohol consumption (Kip, Ehlers, and van der Wal 2009). 

In this study very few women faced this challenge, the majority could not even afford to buy 

alcohol and others could not even socialise due to fear of being stigmatised because of their 

positive status. 

 

2.3.4   Level of Education 

Education has been said to be one of the key protective factors against the spread of HIV 

(Pridmore, 2005) hence, Boler, (2005) refers to it as the social vaccine against HIV. The purpose 

of the study was to find out the impact of health education on knowledge of adherence to ART. 

Education increases the visibility of people with HIV/AIDS. It gives them hope, they are less 

afraid, and they are more willing to take up treatment and adherence. 

 

A more educated population is more responsive to health promotion campaigns such as the 

importance of adherence to ART. During pregnancy many women with low education decline to 

take up medication and adherence to ART. This has been attributed to low education which 

makes it difficult for them to understand and appreciate the benefits of adherence. (C.A. Mellins 

et al) The study showed that women who had higher level of education had a better 

understanding than the women with minimum education. 
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2.4.0 INDIVIDUAL LEVEL 

2.4.1   Knowledge of HIV/ART 

(Nachega et al, 2011) a patient's belief, trust, and confidence in his or her therapy and health care 

provider is positively associated with ART adherence in U.S.-based settings (Altice, Mostashari, 

and Friedland 2001; Beach, Keruly, and Moore 2006; Golin et al. 2002a; Remien et al. 2003). 

Recent evidence from resource-limited settings suggests that an understanding of a patient's 

medication regimen and the relationship between non-adherence and disease progression predict 

better adherence (Crane et al. 2006; Watt et al. 2009). In a Ugandan study, near-perfect 

adherence was motivated by a belief that ART was responsible for keeping the patients healthy 

and by a desire to stay alive to look after the well-being of family members (Crane et al. 2006). 

Similarly, in Tanzania, the belief in therapy came from the patient's own experience of 

transitioning from debilitating illnesses to improved health and function after initiating therapy 

(Watt et al. 2009). In this study the majority of women had good knowledge and they reported 

that they acquired this knowledge from the counsellors and the health providers. 

 

2.4.2   Drug toxicity   

(Holstad, 2006) found that ART-related side effects, including those related to treatment 

initiation and others appear only after the initial months of treatment. For example, nucleoside 

reverse transcriptase inhibitors, such as Zidovudine and Stavudine, were associated with nausea, 

fatigue, and headaches and these had a negative impact on adherence to ART among pregnant 

women living with HIV/AIDS. Other toxicities, including anaemia (Zidovudine), neuropathy 

(Stavudine), fat redistribution (Lipodystrophy), and lactic acidosis were found to have been 

taking weeks to appear and at the time the pregnant woman was settling with the pregnancy 

related effects these drug side effects were appearing. Efaverinz, a common NNRTI, causes 

central nervous system symptoms, such as dizziness, insomnia, and confusion, which resulted in 

lower adherence (McNicholl 2009). In this study the majority of women complained of the side 

effects of the drug as being so severe that each time they took the drugs, they became very sick. 

To this effect they could not adhere to the ART accordingly. Some women could not even 

continue taking the drugs because they feared losing their pregnancy. 
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2.4.3   Disease Progression 

 (Nachega et al, 2011) Poor adherences to ART will exacerbate the progression of HIV to AIDS 

diseases.  Tuberculosis in this study was up by 50%. This finding is consistent with observational 

studies from Africa showing a decrease in the incidence of tuberculosis after antiretroviral 

therapy is started and adherence to ART is effective. Tuberculosis is a leading cause of death 

among HIV-1–infected patients in developing countries, and the effect of adherence to 

antiretroviral therapy on the incidence of tuberculosis explains in part the decreased rate of 

death. Furthermore, the HIV epidemic has dramatically increased the incidence of active 

tuberculosis. Provision of early antiretroviral therapy and adherence to ART on a large scale in 

areas with limited resources has the potential to decrease the incidence of active tuberculosis in 

the general population. Tuberculosis is one of the diseases seen in disease progression, and it has 

consistently been shown that when patients experience side effects, they tend to stop treatment or 

take medication irregularly (Nachega et al. 2009; Remien et al. 2003; Weiser et al. 2003). In this 

study, women who progressed to full blown HIV/AIDS were excluded from the study because 

they developed pregnancy related complications such as Eclampsia and Anaemia. Malaria was 

also found to have been a contributing factor and women were put on Fansidar as an anti-malaria 

drug. 

 

2.5.0   COMMUNITY LEVEL 

 A supportive community or interpersonal environment is critical for People Living with HIV 

(PLWH). High levels of stigma within the community due to lack of education and awareness of 

HIV has led to reduced levels of adherence to treatment. For example, community members from 

resource-limited settings in Asia and Africa reported fear and disgust of PLWH in their 

communities who were at the end stages of the disease, as well as social isolation and public 

shaming of patients and their families (Maman et al. 2009; Watt et al. 2009) and negative beliefs 

concerning ART (Kakimoto et al 2009). 

  

2.5.1 Social Stigma 

AIDS related stigma has a profound effect on the epidemic’s course. World Health Organization 

(2003) cites fear of stigma and discrimination as the main reason why people are reluctant to 

adhere to ART treatment. One study by (Boyce, 2009).   found that participants who reported 
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high levels of stigma were more than four times more likely to report poor access and adherence 

to ART pregnant women  reported that perceptions of stigma and fear of discrimination 

prevented them from taking their medication correctly and at the right time and they could not 

disclose their status to colleagues, friends, and others. This non-disclosure leads to pregnant 

women taking their ART medicines secretly and irregularly because of inadequate social support 

and encouragement (Golin et al, 2002).  This wide spread fear of stigma has been held 

accountable for the relatively low up take of ART and seeking treatment under PMTCT 

programs in Zambia where treatment is free. In the case of Botswana, for example, despite the 

fact that the services are available at every antenatal centre in the country only 26% of pregnant 

women availed themselves of the opportunity to protect their unborn children. Over half refused 

to take a test, and if they did, nearly half of those who tested positive did not adhere to ART 

90%, the required percentage of adherence to ART (Wolfe, W.R et al.  2008). In this study social 

stigma was reported by all the women interviewed, this is of great concern because the women 

could not access drugs to their nearest clinic. The women covered long distances to access the 

drugs. When they got these drugs they could not adhere to time because they could only take 

these drugs secretly. 

  

2.6    ENVIRONMENTAL LEVEL 

2.6.1   Long distances to ART clinics  

In her study in Mumbwa, Zambia, Boyce (2009) noted that distances to ART centres were a 

challenge and this led to many women failing to adhere to ART. The cost of transport and 

walking long distance to the clinic was consistently noted as barriers to adherence. Pregnant 

women living with HIV/AIDS expressed difficulties in balancing their need for transportation to 

the clinic and other medication costs against the need to pay for food, and other necessities for 

themselves and their families and as a result, they missed pharmacy pick-ups and other follow-up 

appointments (Crane et al. 2006; Hardon et al. 2007; Mills et al. 2006; Tuller et al. 2009). In this 

study it was discovered that the majority of women came from far areas, not from the same 

community of Kalingalinga and surrounding areas of UTH these are the sites were the study was 

conducted. This was because most of the pregnant women feared stigma and hence they 

preferred to go to areas where they were not known. 
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2.6.2     Long waiting hours  

Many public facilities in sub-Saharan Africa and Zambia being one of the countries, have scaled 

up ART without a comparable increase in personnel to accommodate the larger number of 

patients (Barnighausen et al. 2007; Van Damme, Kober, and Kegels 2008). As a result, health 

workers are overworked, leading to longer waiting times and deteriorated patient interaction. 

Long waiting times have been cited as a major challenge to adherence to ART. ANC visits in a 

Botswana. This study supports my study because most of the respondents in this study reported 

that they spent four hours or more at the clinic. They had to take a half or full day off from work 

to attend clinic visits which was challenging especially that they had not disclosed their status to 

their employer. A study in South Africa found that pregnant women who had to take leave or 

time off work or lost income as a result of having to visit the clinic were four times more likely 

to miss a visit (Booysen and De Wet 2009). This study found that staffing at the two institutions 

involved in the study was a challenge when it came to staffing levels. For example, the staffing 

levels at Kalingalinga Clinic were not enough to give adequate attention needed by these women. 

Pregnant women waited for more than 4 hours and came very early in the morning and left the 

clinics very late.   

 

2.7   SELF-REPORTS 

The widely used Aids Clinical Trials Group adherence instruments employ a four-day recall 

period (Chesney et al, 2000). A visual analogy scale, with values ranging from 0 to 100 percent, 

have been used to indicate how much of each HIV medication has been taken over a specific  

period of time and has been validated in resource-limited settings (Oyugi et al, 2004). In this 

study self-reports was the most common approach used in this study to measure adherence 

among pregnant women living with HIV/AIDS at the clinical setting. Pregnant women were 

asked to report their own adherence in a self-report through personal interview and different 

periods of recall were used. In this study it was two weeks, one month and the most-recent recall 

of missing a dose. It was identified through studies that the Centre for Adherence Support 

Evaluation Index uses three standard measures of self-reported adherence that are simple to 

apply and can be employed by both researchers and clinicians in the field (Mannheimer et al, 

2006). 
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2.7.1   Pharmacy Refill Records 

Pharmacy refill data was used in this study as an additional indicator of adherence. Pregnant 

women collecting their medications regularly on due dates were assumed to have been adhering 

to treatment. This was not the case in this study as a lot of gaps were found because some 

pregnant women came a week or two later after their review date and these were the women who 

were selected for this study. An effective record keeping system was in place for both selected 

health facilities and this was essential for pharmacy refill data to be used in order to enrol the 

women in the study as well as to measure adherence. 

2.8      CONCEPTUAL FRAME WORK  

The conceptual framework was adopted from Harman et al., 2005 who developed this frame 

work during his proposal development process. This is an illustration of the main issues 

highlighted in the literature concerning adherence to ART among pregnant women living with 

HIV/AIDS.  This model identifies service factors, patient factors and socioeconomic and cultural 

factors leading directly and indirectly to sub‐optimal adherence to ART. In this model he aimed 

at investigating all of the identified factors to assess which were the most important in the 

exploration of the determinants of ART adherence. He discovered that adherence was not 

dominated by the ‘single-variable’, predictive approach. While this work has provided valuable 

information regarding the associations between individual variables and adherence, it does not 

present a sufficiently complex view of the factors associated with ART adherence disclosure. 

Multivariate, theory-based models are only now emerging, and the evaluation of such models is 

critical in the development of effective interventions (Harman et al., 2005). One of the problems 

with how theory has been applied in the field of ART adherence is that it has limited its lens to 

the individual level, failing to consider how the social context and interpersonal relationships 

influence patients’ adherence. Studies of the correlates of adherence to ART have consistently 

found that adherence is influenced by variables at multiple levels of the social-ecological 

framework, including factors inherent to the individual, the individual’s relationships, and 

characteristics of the physical and social wellbeing. 

 

The conceptual frame work below was adopted from a study done by and this frame work was 

done by Harnel et al. This frame work looks at barriers to ART Adherence in general. I adopted 

this frame work because a lot of factors apply to pregnant women on ART. 
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2.9     RESEARCH QUESTION 

What are the factors that influence adherence to antiretroviral therapy among HIV positive 

pregnant women in Lusaka? 

 

2.9.1   General Objective 

To explore factors that influence adherence to antiretroviral therapy among HIV positive 

pregnant women. 

 

2.9.2     Specific Objectives 

1.   To explore intrapersonal factors influencing ART adherence among pregnant women.  

2.   To understand interpersonal factors influencing ART adherence. 

3.   To explain how community factors influence ART adherence. 

4.   To identify how environmental factors influence ART adherence. 
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CHAPTER THREE 

  

3.0    METHODOLOGY 

 

3. 1 Study Design 

The study was qualitative by design and therefore a case study approach was used to investigate 

the contemporary phenomenon within its real-life context (Yin, 1994). A qualitative research 

aims at describing social phenomena and behaviour using rich contextual data that emphasises 

the subjective experience of society. In-depth interviews provide a flexible tool to collect 

narration data, describing interviewer’s perspectives. In this case study focus on developing an 

in-depth description and analysis of this case was done so as to provide an in-depth 

understanding of this case through studying the event of more than one individual. The 

qualitative research design enabled this study to access an enriched, elaborative understanding of 

the phenomenon of interest. The phenomenon of interest in this context was the Adherence to 

ART among pregnant women living with HIV/AIDS from a health facility and the influencing 

factors among pregnant women on ART in Lusaka at UTH and Kalinga Linga Clinic.  

 

This qualitative study consisted of an in-depth interview of pregnant women on ART, and key 

informants interviews with the two health personnel. 

 

3.2    Study Site 

 The study was carried out in Lusaka, which is the capital city of Zambia. It has an estimated 

population of 1.748 million with an annual growth rate of 3.8 per cent and a population density 

of 65; 4 persons per square kilometres. The University Teaching Hospital and Kalinga Linga 

Clinic were selected for data collection. UTH being a referral centre with a bed capacity of 

1,846. The hospital is an entry point as well as a referral hospital where complicated cases are 

referred to. Pregnant women with conditions such as Cardiac conditions and Preeclampsia are 

referred to UTH from the local clinics. Kalinga Linga Clinic was chosen for its social 

demographic location. The health Centre is located in a densely populated area with both low 

and middle class and an average education and income.  
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3.3 Study Population 

The study population comprised of pregnant women living with HIV/AIDS and on ART for 

more than six months and whose pregnancy has been confirmed by ultra sound machine and 

through urine testing Positive by Gravindex Test.  These were purposively recruited from the 

two health facilities of Lusaka (UTH BO2 Clinic and Kalinga Linga Clinic) using PMTCT 

Register and pharmacy records. Pharmacist and Nurse Midwives directly involved in the 

provision of ANC care as well as drug dispensing to HIV pregnant women in the selected clinics 

were also interviewed to give  their views of pregnant women’s experience on adherence to 

ART. 

 

3.4 Sampling and Participant Selection 

3.4.1 Sampling Method 

 There were 30 pregnant women on ART and on PMTCT   program from the two selected 

facilities (20 respondents were drawn from Kalinga Linga Clinic and 10 from UTH). These 

women were eligible for the study. 30 pregnant women   were purposively recruited using a 

maximum-variation sampling criteria from the two selected health facilities. Maximum variation 

sampling involves selection of study participants to reflect the diverse characteristics of the study 

participants, in this case the age of the pregnant women, the parity, the education level, 

employment status, length of time on treatment and length of time defaulted.  The two key 

informants; the pharmacist and the nurse midwife helped generate in-depth unique insights and 

shared patterns that cut across cases. Pregnant women who were on ART less than six months 

were  excluded from the study  because they would not have had the experience of challenges 

that go with taking the drugs every day without missing any doses. The pregnant women living 

with HIV/AIDS and on ART for more than six months who had agreed to participate in this 

study had to give concert through  signing a written informed consent and were enrolled for the 

study. The nurse midwife and pharmacist in ART facilities were enrolled in the study as key 

informants. In addition, 2 key informants were interviewed. Thus, in total this study had at least 

32 respondents. 

 

The total number of participants in the study was 17. These were the women who had not 

adhered to ART for more than 2 weeks. The participants had not taken their treatment every day 
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at the right time and the correct medicine, and also attainment of saturation point. This meant 

there was no new information that was being captured.  

 

 

The spread sheet was used to state the following Demographic issues;  

Marital status Age Education Employment 

 

 

3.5     Inclusion and Exclusion Criteria 

 

3.5.1   Inclusion 

Pregnant women taking ART for more than 6 months and those who were recruited in the 

PMTCT Program, regardless of the gestation age confirmed by Ultra Sound machine Gravindex 

test as well as on Palpation.  

 

3.5.2    Exclusion 

All those women with pregnancy complicated conditions such as Pre-eclampsia, Hypertension, 

Ante Partum Haemorrhage and those admitted and all those who did not give consent. 

 

3.6 DATA COLLECTION  

3.6.1 Data Collection Methods 

Data collection was done by the researcher who had an understanding of qualitative data 

collection. Face-to-face in-depth interviews were conducted with eligible research participants 

using an in-depth interview guide and a key informant interview guide. Key informant interviews 

were conducted in English while interviews with pregnant women were conducted in English 

and Nyanja. Interviews were conducted in a location which was considered neutral and 

conducive to participants. The interviews and discussions took place in a private room located 

within the health facility.  Detailed handwritten interview notes were taken and written in an 

interview notebook.  Recording was not done as most of the women were not comfortable to be 

voice recorded using a digital audio recorder, thus their rights were respected in line with the 

Ethics. In order to ensure that the information written was correct interpretation from the 
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respondents was read  over and over three times and the respondents asked if what was written in 

the transcript is what they meant. The respondents were given time to ask after it was read to 

them and to acknowledge. Data collection was done concurrently at the two selected health 

facilities because the clinics have different days in which they attend to HIV-positive pregnant 

women. Information collected included; challenges faced in adhering to ART, reasons for 

defaulting and its implications from key informants. 

 

Data collection was concluded when no new information emerged, a stage called data saturation, 

at this point the women presented similar information that was common from the earlier 

respondents and the information obtained did not bring in new factors. 

 

3.6.2. Data Collection Methods 

In-depth interviews (IDIs) and Key informants Interviews are the methods that were used to 

collect qualitative data in this study. Key informant interviews of pharmacist/ nurse midwives 

was carried out in their health facilities on  potential determinants of ART adherence, utilization 

of the facilities among pregnant women in accessing ART treatment service, An exploration was  

done on their experience of attending to the pregnant women on ART. Key informant interviews 

provide an opportunity to researchers to probe and gain deeper insights on the major issues of the 

topic being studied. A key informant interview guide, focused on specific areas of interest these 

were looking at what methods have been put in place in order to improve adherence to ART and 

what measures have been put in place as follow ups on women who default. This was developed 

beforehand to facilitate the interviews. In this study, in-depth interviews were held with 2 

respondents who were drawn from key informants. Prior arrangements were made for the 

interviews to be conducted from their places of work. The community health workers were not 

incorporated in this interview. 

 

3.6.3 Key Informant Interviews  

Key informant interviews provides an opportunity to researchers to probe and gain deeper 

insights on the major issues of topic being studied. A key informant interview guide, focused on 

specific areas of interest was developed beforehand to facilitate the interviews. In this study, in-
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depth interviews were held with 2 respondents who were drawn from the two facilities. Prior 

arrangements were made for the interviews to be conducted from their places of work.  

 

3.6.4 Informal interviews 

These were Individual informal interviews with health workers at the two health facilities in 

order to gather information on adherence to ART among pregnant women and challenges faced 

by the women. An interview guide was prepared to facilitate interviews with health staff. A 

sample was drawn from members of staff from UTH BO2 clinic a pharmacist, and health staff 

(A midwife) from Kalingalinga Clinic. 

 

3.6.5 Procedure    

The interviewees of both key informant and individual interviews were notified in advance and 

the procedure was explained to them during the interviews. The discussions were open and 

interviewees were encouraged to feel free and make major contribution to adherence to ART 

among pregnant women living with HIV/AIDS, and help the researcher learn from the 

discussions. Interview guides for key informant interviews and individual interviews were 

prepared in advance to guide the researcher during the interviews.  

 

3.7.0. DATA COLLECTION TOOLS 

 

3.7.1 Interview guide 

 During the in-depth interviews, an interview guide with short and clear open ended questions 

was used to collect qualitative data so as to capture subject reality. The guide was made using 

themes identified from the literature review as potential determinants of adherence to ART 

among pregnant women living with HIV\AIDS. Tape recorders were not used as strict 

confidentiality was promised to the women who did not want their voices to be recorded during 

interviews. Interview guides are good tools to use in qualitative research as they use open-ended 

questions that allow the interviewer to deeply explore the respondent’s feelings and perspectives 

on a subject. This results in rich background information that shapes further questions relevant to 

the topic. 
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3.7.2 Pre-testing  

The interview guide was tested in a pilot study this was done so as to ensure that the questions 

answered the specific objectives of the study and also to help in the data analysis of the study and 

no modifications were incorporated into the final interview guide. The pretesting was used to 

check the themes. The respondents used in the pilot study were not included in the main study.  

 

3.8 DATA ANALYSIS 

All interview transcripts constituted unit of analysis. Unit of analysis refers to all words and 

phrases of the interview transcripts. Interview notes were read and re-read in order to gain 

understanding of their content.  The interview transcripts were then coded, and the codes were 

compared for similarities and differences by conducting within-and across-case analysis (Ayres 

et al., 2003). Similar codes were then grouped together to form categories and then themes were 

developed by interpreting the categories for their underlying meaning. Data was then analysed 

using a thematic analysis approach; it was coded manually and organized into themes. Data was 

then categorized and coded using themes, description of categories and subcategories of data was 

done and this was followed by identification of major themes which was used in the final 

analysis of the contents.  By using this analytical strategy, we were able to generate experiences 

among pregnant women living with HIV/AIDS.   
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CHAPTER FOUR 

4.0 ETHICAL CONSIDERATIONS 

Ethical approval was sought and granted from ERES. Permission from UTH Senior Medical 

Superintendent and the Permanent Secretary for Ministry of Community Development, Mother 

and Child Health (MCDMCH) was approved through written consent to carry out the study at 

these two health facilities. Written informed consent was obtained from all study participants. 

Interviews were conducted face to face with the respondents in private space within the health 

facilities to ensure confidentiality. In order to ensure confidentiality no names or personal 

identities were included in the transcript.  Anonymity and confidentiality was maintained 

throughout the interviews, and women who declined consent to participate in the study were 

excluded from the study and were assured of their continued ANC care. This ensured autonomy 

of participants. In order to build confidence in the staff, the researcher being a trained midwife 

was incorporated into the routine clinical work, this built a lot of confidence in the women 

because they understood that the researcher was part of the health team.  Participants were 

assured that they were free to terminate their participation in the study at any time without 

consequences. Before the interviews, participants were encouraged to indicate their desire to 

discontinue the discussion if they so wished without facing any penalties.  

 

4.1 Dissemination of Study Results 

Results from the study would be disseminated to  UTH management and the University of 

Zambia. It is an investigator’s obligation to transmit study results and their significance to the 

Ministry of Health who are the policy makers.  Poster presentation was done at the graduate 

forum at UNZA Great East Campus. These results would be disseminated to the Ministry of 

Community Development Mother and Child Health (MCDMCH)  
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CHAPTER FIVE 

5.0     STUDY FINDINGS 

5.1     Social Demographic Characteristics 

Table 1: Age and Parity of the pregnant women (respondents)  

 

RESPONDENT 

 

 

RESPONDENT AGE 

(Years) 

 

NUMBER OF 

CHILDREN 

 

AGE OF CHILDREN 

(RANGE) 

 

1 18 0 - 

2 19 1 2 

3 20 1 2 

4 22 0 - 

5 23 2 1 - 4 

6 26 1 6 

7 26 2 4 -6 

8 28 5 2 - 15 

9 33 6 4 - 16 

10 36 5 5- 18 

11 39 4 2 - 15 

12 40 4 3 - 23 

13 40 7 3 - 20 

14 42 8 2 - 20 

15 43 6 4 - 17 

16 45 8 4 - 21 

17 45 4 8 - 23 

 

Table: 1. Age range e.g. (3-8), with 3 indicating youngest child of age 3 years and 8 indicating oldest 

child of age 8 years. Age range e.g. (5), indicates one child only of age 5 years. 
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 Table 2: Respondents default adherence to ART records  

 

RESPONDENT 

 

 

ART START DATE 

(YEAR) 

 

ART DEFAULT 

DATE 

(MONTH, YEAR) 

 

DURATION OF 

DEFAULT 

1 2012 June, 2014 1 month 

2 2014 March,2014 3 weeks 

3 2013 January, 2014 1 month 

4 2011 February, 2015 3 weeks 

5 2014 January, 2015 4 weeks 

6 2010 December, 2014   2 months 

7 2013 January, 2014 3 weeks 

8 2008 February, 2015 2 weeks 

9 2013 June, 2014 3 weeks 

10 2014 December, 2014 2 weeks 

11 2010 January, 2015 1 month 

12 2012 February, 2015 2 weeks 

13 2010 December, 2015 3 weeks 

14 2013 October, 2014  2 months 

15 2011 January, 2015 2 weeks 

16 2009 November, 2014 1 month 

17 2012 December, 2014 2 weeks 

 

 Table 2 shows the women who defaulted. They all had different reasons.  Hence the need to 

address the challenges women face when they are taking ART 
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Table 3: Length of time since the pregnant women started taking ART  

YEARS SINCE ON ART NUMBER OF PREGNANT WOMEN 

6 Months > 1 year 12 

1 year > 5 years 3 

≥ 5 years 2 

 

Table 3 shows the length of time the women have been on ART. This study revealed that challenges 

to adherence were mostly experienced by women who were on ART for less than one year. 
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5.2   STUDY FINDINGS 

The study explored factors affecting adherence to ART among pregnant women living with 

HIV/AIDS. In this study it was observed that adherence to ART was a challenge that needs to be 

addressed. The economic factors in this study have been a challenge because most of the women 

were not economically empowered and a lot of factors surrounded this theme they could not 

afford food, they could not disclose their status to their husbands fear of losing financial support. 

They had to walk long distance they could not access their drugs from their community fear of 

stigmatisation. They could not take their ART accordingly because they had to take them secretly 

since they did not want other family members to know that they were taking ART. Zambia like 

other countries have scaled up the programmes of providing free ART to pregnant women, in 

order to reduce on maternal child  transmission of HIV to the unborn child. It has also embarked 

on the program of option B+ this programme looks at initiating ART to all pregnant women who 

test positive regardless of the CD4 count. The scale up of prevention of mother to child 

transmission programme is expected to reduce the rate of infants contracting HIV, but this can 

only be achieved if there is good adherence to ART.   Women should adhere to ART at least 95% 

if this has to be achieved. Zambia will continue spending a colossal amount of money in treating 

the pandemic and the HIV rate will continue to go up.  

 

The WHO 2013 report has put up guidelines which include starting ART to all pregnant women 

who test positive regardless of their CD4 count. With this regimen women’s rights have also 

been upheld with regard to WHO guideline’s all pregnant women shall be counselled, tested for 

HIV with their consent obtained and if found positive ART shall be initiated regardless of the 

CD4 count. 

 

In this study In-depth interviews were conducted with pregnant women living with HIV and 

Health care providers. Data was analysed using thematic and codes put into themes. ART 

Adherence was found to be below the recommended adherence to drugs of 90-95% if to achieve 

the virologic suppression. The challenges faced by pregnant women on ART included; economic 

factors (lack of food), Physical factors (side effects of the drugs) Environmental factors,( long 

waiting hours with long queues) and Community factors (social stigma). The findings call for the 

need to improve on food programs, improve on drug regimens, and improve on staffing levels at 
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the health facility in order to reduce on long waiting hours and queues. Social Stigma needs to be 

addressed because nearly all the participants in this study expressed this factor as a challenge. 

There is need to address the HIV/AIDS stigma.  

 

 Below we discuss the findings based on Enabling factors, reinforcing factors and predisposing 

factors as well as challenges women face in adhering to ART.  

 

5.2.0   INTERPERSONAL FACTORS 

5.2.1 Social Economic Factors  

5.2.1.2 Lack of Food 

The study showed that when pregnant women are taking ART their appetite for food increases 

tremendously and when they had no food they shunned taking the drugs. They complained that 

the drugs were to strong and they felt they could harm the unborn child. This findings have been 

supported by a study done in Botswana and Tanzania which discovered that women who had no 

food and lacked financial support from their husbands couldn’t continue with their medication. 

The drugs cannot be taken without food.  In this study 10 out of 17 interviewed explained how 

difficult it was to take the medicine without food. Most of the women in this study depended on 

their husbands for financial income.  Lack of economic empowerment meant women not having 

enough money for food and this was a common reason for women missing the doses. Some 

respondents could not continue   taking drugs because they could not afford the food that they 

wanted to eat at that particular time, certain foods when taken resulted into severe vomiting.  

 

“My husband is a garden boy and at one time he could not get his salary. I had to stop taking 

drugs because there was no food in the house and that is how I stopped taking the medicines for 

2 months”   (23 year old house wife) 

 

Pregnancy sometimes distorts ones appetite for food, some women cannot eat all the foods  that 

they  have instead they will prefer certain foods  to eat. With their economic challenges they 

cannot afford to buy food for themselves, because as a family they can only afford food that the 

rest of the family members can participate in.  
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The foods that I could afford to buy each time I took the medicines. I will throw out and I saw 

that I was becoming weak each time I vomited, I feared for my baby and my life, I had to stop 

taking the drugs, I stayed without taking the drugs for more than 3 weeks.   (33 year old house 

maid) 

 

The economic challenge faced by most women was a drawback to most women because they 

feared disclosing their status to their partners fear of losing  financial support from their 

husbands  Respondents reported being unable to take the drugs when their husbands were 

around. 

When I told my husband that I was taking the ART he was very annoyed with me he stopped 

buying food at home, (“there was some silence Tears started rolling from the eyes”)  I stopped 

taking the drugs because they were too strong.   (40 year old house wife) 

 

5.2.2     Drug side effects  

Some side effects of antiretroviral are very similar to the changes in the body during pregnancy, such as 

morning sickness. This can make it harder to tell whether treatment or pregnancy is the cause. Many 

antiretroviral can cause nausea and vomiting. This is more common when these drugs have been initiated 

for the first time and the woman has just begun taking them. During  pregnancy,  such side effects can 

present extra problems with morning sickness and adherence. 

 

In this study drug side effect was the most prominent factor found to impede adherence, and this 

needs concerted efforts on a long term basis. There is need for the drugs to be pharmacologically 

dealt with in order to reduce and manage the side effects. The effect of pregnancy on ART 

adherence has been a challenge coupled with morning sickness nausea and vomiting. This affects 

more than 70% of pregnant women in early stages of pregnancy and this adversely affects 

adherence. The pregnant women in the first trimestral were concerned that the drugs were too 

strong and will harm the foetus and ended up not taking the ART correctly there were a lot of 

missing doses during this period. 

“These drugs are too strong. I prefer taking them in the night when going to bed because if I 

drink during the day I become very sick and not able to carry out any house chores. I had to stop 

taking them because I felt as though I was going to die together with my unborn baby” (18 year 

old respondent) 
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During Pregnancy especially first trimestral pregnant women may feel more tired than usual. 

This is to be expected, especially if they are starting ART and pregnant at the same time that is 

why in this study women who had not been on ART for more than six months were excluded in 

this study. Anemia (low red blood cells) can cause tiredness. It is a very common side effect of 

both AZT and pregnancy. This was a common feature and nearly all the women were tested to 

ascertain their Hemoglobin. In this study more women who were just starting the ART did not 

adhere to ART and this has been shown in Table 3 they were more women who missed the ART 

those who had just started the ART. 

Each time I took the medicines I will be weak and the whole day I will not do anything. I felt for 

my pregnancy I thought I was going to lose it. When I had not taken the medicines I felt perfectly 

alright. I just had to stop taking them until my pregnancy was big, that is when I started taking 

again.   (25 year old sales lady) 

 

5.3.0   Community Factors 

5.3.1    Lack of social support and Social stigma 

This highlights how various aspects of stigma negatively impact on health outcomes of the 

pregnant women. This factor emerged as a significant challenge to ART adherence. It was 

described in many ways including fear of being laughed at by friends, fear of being talked about 

by different people, and fear of being accused as someone who has infected the partner.  Because 

of social stigma, most of the women could not disclose that they were taking ART   to their 

partners.  Thus, they lacked social support. Conversely, taking drugs secretly may not only 

preclude HIV-related social support and its attendant benefits but may also have direct negative 

effects on disease progression for HIV positive pregnant women (Delvalix et al., 2009). 

However, a lot of women felt that disclosure of their treatment contributed to   stigma. This made 

it difficult to adhere to ART because the women could not take the ART when other family 

members were around. This attributed to self-stigma as the women feared being rejected if their 

husbands discovered they were on ART   (Sayles, Wong and Cunningham, 2006). 

 

 The stigma of HIV and AIDS among pregnant women is one social process that has been 

broadly assumed to adversely affect adherence to ART, multiple facets of engagement in HIV-

related care as well as other factors that may  undermines the social wellbeing of pregnant 
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women This reason was mentioned by almost all the respondents as exemplified from the quotes 

below: 

“I shared with my best friend that I was taking the ART. When we had a misunderstanding, she 

went around telling other people that I was behaving in that manner because I was on ART. I felt 

very bad such that I stopped going to the clinic to collect the medicines. I felt the whole 

community knew about my status”.  (36 year old business woman) 

 

5.4.0     ENVIRONMENTAL FACTORS 

5.4.1     Long waiting hours and Long Distance 

Many public Health facilities in sub-Saharan Africa and in particular Zambia have scaled up 

ART without a comparable increase on personnel to accommodate the larger number of pregnant 

women. As a result, health workers are overworked, leading to longer waiting times and 

deteriorated patient interaction. Long waiting times have been cited as a major challenge to 

adherence. Most women cited coming to the clinic as early as 0600 in the morning and they left 

the clinic after 1500hrs in the afternoon. Those who could not wait they left without collecting 

the medicines others could not wait because they came very far and they did not want to miss the 

public transport because at a certain time the buses could not go to their areas if it was too late. 

This study expresses how women fear to access the drugs from health facilities near their homes. 

They fear the negative attitude they perceive coming from the community once they know that 

they are on ART. In this study it has been discovered that the majority of women came from far 

areas and not from the same community of Kalinga Linga and surrounding areas of UTH. This 

was because they feared to be stigmatized by the community because there visibility during long 

waiting times could reveal their status and in turn enhance their risk of being stigmatized, hence 

the preference to go to areas where they are not known. This study has been supported by a study 

conducted in Botswana (Barnighausen et al., 2007; Van Damme, Kober, & Kegels, 2008). 

reviewed that   most of the respondents reported that they spent four hours or more at the clinic. 

 

I come from Kafue and I have to get on to the bus. It is expensive; I can’t go to the clinic in 

Kafue because I don’t want people to know that am on ART. When I have no money for transport 

I don’t come and I will miss my medicine. I would rather miss the medicine than to go to my 

area, People talk.  (30 year old pre-school teacher) 
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5.4.2   Staff Shortage 

Many health facilities have been crippled with staff shortages while the number of clients is 

increasing. The health workers are overwhelmed leading to longer waiting hours. This has 

compromised the service, because with adherence every time the woman visits the clinic she is 

expected to be reviewed asked how she is adhering to the ART and some of the problems she is 

facing. The health provider is expected to spend time with the client. 

 

I was counselled and talked to the first time I came to the ANC but there after they just examine 

us and off you go until next visit. I understand because sometimes you only find one Nurse and if 

she had to ask all of us a lot of questions we will be living this place in the night because we are 

too many ANC women (40 year old Business Lady) 
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5.5.0 KEY INFORMANT 

The findings from the key informant revealed that programmes for ART adherence have been 

established through the PMTCT programmes. This have been set up using the WHO guidelines 

on initiation of ART to pregnant women who test positive through effective counselling and 

testing strategies that are already in place to assist in reducing maternal child transmission of 

HIV virus to the un born child.  

‘We have in place strategies that we have adopted from WHO which looks at option B+ this is 

where we initiate the ART treatment regardless of the CD4 count as you are aware in the past 

you can only start ART if ones CD4 count was below 200 but now this is not the case as long as 

the woman concert even if the CD4 count is above 500 we will still start the ART. Studies have 

shown that [f the women adhere to ART at least 90 to 95% babies born will be Virus free and 

these babies will be protected from contracting the HIV while in utero or before they are born.( 

KI-1) 

 

5.5.0 Activities Being Implemented for Effective reduction in maternal child transmission 

through effective adherence to ART 

 

5.5.1 Intensified ART counselling on the importance of ART adherence through asking the 

women the difficulties they face while taking the ART.   

Further findings  with key informants confirmed that women were asked to bring their containers 

each time they came to collect the medicines but this could not be perceived as true reflection to 

adherence because the women were reporting and they could even leave the medicine at home .   

To strengthen this activity the discussion revealed that trained counsellors should be recruited as 

volunteers that will help in the counselling of the women.   

‘One of our roles in adherence to ART is to provide information to the women and also to assess 

the maternal wellbeing of the mother if they are progressing well and if they are developing any 

complications during antenatal visits. The option B+ programme is performing operational 

research needed to improve adherence to ART and see to it that every women pregnant and 

tested positive should be initiated on ART. .’KI-2 
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5.5.2 Assessing adherence and Use of Data for Action 

Findings with key informant showed that this was a system for assessing adherence to ART and 

for reporting and investigating the effectiveness of adherence during pregnancy and also to 

assess the effectiveness of the programme of PMTCT and its effectiveness. The use of the 

register of PMTCT helped in tracking the women who were defaulting and when they came back 

they were able to interview them and find out why they were not able to come for their drug 

refill.  It was revealed that a lot of women had difficulties in terms of transport costs because 

quiet a number of the women who failed to adhere to ART came from far areas because they 

feared to be stigmatised by their community members. PMTCT register and pharmacy records 

were some of the observed best practices because they provided data for women who had low 

adherence to ART.  

‘We do some data assement every monthly to observe how many women are collecting the drugs 

on their appointment dates and this information helps us to keep record of those who are 

defaulting and that is how we capture those who are not adhering to the ART.  ’ (KI-1) 
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CHAPTER SIX 

6.0   DISCUSSION 

ART adherence during pregnancy is significantly below that recommended for adequate 

virologic suppression. Optimal adherence remains a challenge in pregnancy, in both high-income 

and low-income countries, and particularly during pregnancy. It is crucial to monitor ART 

adherence, investigate specific barriers for low adherence, and develop interventions to assist 

antenatal  women in adhering to ART and ensure the long-term efficacy of such an approach for 

both maternal health and elimination of HIV transmission to the unborn child. The study 

explored factors affecting adherence to ART among HIV positive pregnant women. In this study 

it has been observed that adherence to ART is a challenge that needs to be addressed. Zambia 

like other countries have scaled up the programme of providing free ART to pregnant women in 

order to reduce on maternal child transmission of HIV to the unborn child and it has also 

embarked on ART initiation regardless of the CD4 count once the women tests positive of the 

HIV Virus.  The study sought to understand the preposition of pregnant women’s adherence to 

ART and the scale up prevention of mother to child transmission of HIV programmes. These 

programmes are expected to help in reducing the rate of infants contracting HIV and this can 

only be achieved if the women themselves are able to give reasons to the challenges faced in 

adhering to ART. Most of the interviewed women ultimately, although not initially, 

acknowledged that they had been non-adherent to ART at some point during the study period. 

They only conceded that they had missed taking pills well into the interviews when questioned 

of missing the appointments.  

 

 The study has confirmed that adherence to ART among pregnant women living with HIV/AIDS 

is a challenge despite the free supply of ART to pregnant women. Collecting the drugs every 

month does not signify taking the drugs accordingly as prescribed. It is therefore understood that 

the challenge to adherence to ART among pregnant women leads to development of viral 

resistance and risk of MTCT. Therefore control strategies in improving adherence to ART 

among pregnant women in Lusaka district and Zambia in general, requires commitment to drugs 

and high knowledge of factors affecting adherence. 
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6.1.1    Long waiting hours and Long Distance 

The scale up of ART has not matched with the human resources, most health facilities have been 

crippled with the shortage of health personnel. The women had to wait long hours for them to be 

attended to because of shortage of human resource. When they had not gotten permission from 

their work place they left without taking the drugs. This study show that the cost of 

transportation to and from the health institution is high and most of the women in this study were 

not economically empowered they relayed so much on their partners for economic support. For 

those who were economically empowered through businesses they felt standing in the queues for 

a long time lead to   loss of income to their business.   Waiting hours have been major factors for 

low adherence to ART women expressed being at the health facility the whole day, because of 

covering the long distance as well as waiting to be attended to.  However the study showed that 

despite free ART to pregnant women, adherence remains a challenge as Women fear to collect 

medicines from their nearby clinics because of social stigma and fear of being spotted in the long 

waiting queues. This calls for the need to improve on human resource to attend to these women. 

If the human resource is improved even if women cover long distance as they fear to go to their 

nearest health centres because of stigma they will spend less hours in the queues and that will 

motivate them to go and collect the ART.. This study has been supported by a study conducted in 

Tanzania where women could not go to their nearest clinic for fear of being spotted in the queues 

by their friends and husbands (Handerson, 2007). 

 

6.2.1   Economical Factors 

6.2.1.1   Lack of food 

Food is a source of nutrition value during pregnancy as well as during sickness. It was observed 

during this study that almost half of the women were not economically empowered. They 

depended on their partners for support. This meant that half of the women could not adhere to 

ART due to lack of food.  Some women could not afford the foods that they were able to tolerate 

due to their condition. This study is supported with the study conducted in the central part of 

Zambia by Beyounce (2007). In her study she found that about 20% of pregnant women living 

with HIV were unable to sustain themselves in terms of food. The study reviewed that women 

were less empowered and failed to make decisions regarding their adherence to ART because 

they could not afford food they could not review their status to their husbands fearing that they 
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would loose financial support. Lack of food has been identified as a factor linked to poverty.  

There is need to empower women economically if adherence to ART has to be achieved, once 

women have been empowered they will make their decision on when to take their ART without 

fear. They will be able to source for the right type of food that they need at that particular time. It 

has been reviewed in this study that women could not adhere to ART because they were not able 

to get the right type of food. 

 

 

6.3.   Social Stigma 

The majority of the respondents did not disclose that they were on ART even to their partners. 

They feared social stigma. They covered long distance to access the ART transportation was a 

challenge when they had no money they failed to go and collect the drugs. When drugs were 

collected they could not take them correctly because they did not want to be seen that they were 

on ART. They walked long distances Kafue to Kalingalinga Clinic they could not access the 

ART in their own community because they feared being seen by their neighbours and friends.  

They feared to be seen in long queues and because of fear they missed appointments for their 

drug refill hence compromising adherence to drugs. When they managed to collect drugs, they 

still missed the doses if people they had not disclosed their status to were around.  This study has 

been supported by the study conducted by (Mushana et al., 2006; Handson et al., 2007).  The 

study reviewed Women had to force themselves to keep it a secret because if their friends and 

family knew about their HIV status and that they were on ART, they would face discrimination 

and isolation. The women in this study preferred not to disclose their HIV status and to rather 

access the health facilities that are far from their homes. Others even preferred to go to areas as 

far as Kafue. Social stigma has been observed as a major challenge in ART adherence because 

the covering of long distance to access the ART was all due to fear of being known by friends 

and relative. Failing to take the drugs consistently which is one of the key issues in drug 

adherence was all due to fear of being seen by family members. The tolerance of side effect was 

also another factor in adherence as the women did not want to be seen to be sick at certain times 

of the day.  
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6.4 Adherence to ART 

This study found that adherence to ART is not as easy as it is perceived to be, because collecting 

drugs at every appointment given is not the same as taking the drugs. A lot of women came to 

the clinic and collected the medicine, but were not able to take the drugs correctly due to various 

reasons. Some had not disclosed their status to their partners and each time their partners were 

around they could not take the drugs for fear of being exposed.  

 

 6.4.1 Measuring Adherence 

The study identifies that the self-report method is not a reliable measure as it may well 

exaggerate adherence rates, because of fear of the health personnel discovering low adherence. 

The woman may decide to exaggerate the pill count. This measurement has to be looked at in a 

positive way, because failure to adhere to ART has serious consequences such as drug resistance 

and disease progression. It has been observed that drug resistance is more costly to manage 

especially in resource limiting countries such as Zambia. Hence there is need to put up measures 

that will compel women to adhere to ART once treatment has been commenced (Fairly, CK, 

Permana, A & Read, TRH. 2005). 

 

6.5   Research Limitations 

The study findings were conducted in one setting with a small sample of respondents drawn from 

two health facilities in Lusaka. The findings may not be representative of the whole city or the 

whole country. The study used the self-pill count, by asking the women how many tablets 

remained at the end of the allocated time. This might not give a true indication of pills 

remaining. 

 

CONCLUSION 

The study explored the factors influencing adherence to ART among pregnant women living 

with HIV/AIDS. Qualitative studies are useful in general in-depth insights into such health 

problems. The findings suggest that adherence to ART among pregnant women living with 

HIV/AIDS is low and it is mostly influenced by social stigma among the community and family 

members. However, an improved level of adherence to ART among pregnant women living with 

HIV/AIDS is hampered by  community  factors such as  fear of social stigma, intrapersonal and 
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physical factors such as drug side effects, economic factors like lack of food and interpersonal 

factors such as  fear of being blamed by partners if they disclosed their status. These findings 

highlight the need for an in-depth understanding of the challenges to adherence to ART.  The 

study reported that the findings call for need to reduce on social stigma  Stigmatisation needs to 

be addressed because nearly all the participants expressed this factor. There is need to address 

the HIV/AIDS stigma very seriously in order for society to look at HIV/AIDS like any other 

illness. These factors were found to be common among pregnant women’s challenges to 

adherence to ART. It will be considered as the basis for future intervention in improving 

adherence to ART among pregnant women. Meanwhile the method used in this study proved 

useful in bringing out local and potentially important factors affecting adherence to ART, and 

this should be investigated using more robust study design. Since low adherence to ART in 

pregnant women leads to increased risk of virologic failure, disease progression, development of 

drug resistance and risk of vertical transmission of   the HIV virus to the unborn baby, there is 

need to scale up programs that will improve adherence.  HIV providers need more reliably 

monitoring tools for  adherence and to develop evidence-based interventions that will improve 

and maintain adherence in HIV-infected individuals, particularly pregnant women. As the ART 

adherence programs moves toward universal use of ART , potentially to life-long therapy, for all 

pregnant women there is need to monitor adherence closely because without close monitoring 

and adherence support, suboptimal adherence levels are likely to increase the likelihood of 

multiclass drug resistance acquisition for both the mother and infant and compromise the safety 

and scale-up of   ART adherence. The fear of being spotted in long queues has created a big 

challenge because some of the women were not able to give the correct address which is very 

difficult to plan visits to follow the women who missed their doses. It is important that this social 

stigma is addressed, so that the community members as well as the health workers work hand in 

hand to follow the women that default so as to improve on adherence to ART.  
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RECOMMENDATIONS 

           To the Ministry of Health  

� To improve on staffing levels especially midwives handling the ART clinic as adherence 

needs a lot of understanding of the pregnant women. A lot of women could not disclose 

their failure to adhere to ART because they were not sure of the health workers reaction if 

they discovered that they were not taking the ART correctly. This information can only 

be accessed with very good interpersonal trust and willingness to confidentiality. This 

can be achieved through one to one interaction and at least spending a bit of time with the 

women for them to open up. Low staffing levels have been a challenge, it is important for 

the government to introduce part time programmes for health personnel because there are 

some retired health personnel who are willing to work for few hours.  

� There is need to have   more facilities in order to reduce on the distance women cover  

and improve access ART. 

� Strengthen existing ART programmes such as Option B+. This programme looks at all 

pregnant women tested positive regardless of the CD4 count. Hence, there is need to 

scale up the assessment of cd4 count.    

� During the subsequent ANC visits which are 4 times, the CD4 count should be done 

routinely as a positive way of measuring Adherence. This option needs to be observed 

thoroughly because adherence has been problematic.  Most women are fine not sick and 

this institutes    fear  in  taking the ART as it is   perceived that  taking medicines when 

you are well have adverse effect on your health. 

To the Ministry of community Development and child Health 

� There is need to partner with stake holders to introduce food programs. Since lack of food 

is one of the contributing factors to low adherence there is need to partner with the 

Ministry of Agriculture so that a lot of our locally produced foods can be incorporated in 

the food programs. 

�  There is need to strengthen programs that would address social stigma because there is 

self-stigma community stigma and this has posed a challenge on adherence to ART. 

Programs that would address these issues needs to be put up in form of drama, public 

address poems and even church programs should be introduced. Efforts should be made 

to reduce stigma and improve compliance by protecting and promoting pregnant 



43 

 

women’s right to privacy and confidentiality both in the community and at health care 

facilities. 

� Improve on disclosure skills among health workers to assist the pregnant women develop 

confidence in disclosure. 

�  There should be continued sensitization among communities against stigma and 

discrimination in order to improve on the full benefit of ART adherence among pregnant 

women. These issues should be addressed so as to allow society to look at HIV/AIDS like 

any other illness that affects the human population. 
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APPENDIX 1: 

 

WORK PLAN                        2013 -2014 

Table 4 

Task to be performed Responsible person Dates Time required 

Literature Researcher & 

Supervisor 

From June 2013  

continuous 

Continuous 

 Research Proposal Researcher 28
th

 June 2013 to 23
rd

 

July 2013 

9 weeks 

Grand forum Approval Researcher 31
st
 March 2014 1 week 

Ethics Approval Ethics committee April 2014 

                                          

4 Weeks 

Data Collection Researcher May 31
st
 to June 30

th
  

2014 

4 weeks 

Data Analysis Researcher 2nd July 2014 to 3rd 

August 2014 

 

4 weeks 

Report writing Researcher 4
th

 August to 4
th

 

October 2014.  

8 weeks 

Draft Report Researcher 5
th

 October 2014 10 

19
th

 October 2014. 

 

2 weeks 

Finalization of Report Researcher 21st October 2014 to 

10
th

 November 2014.  

 

3 weeks 

Monitoring & 

Evaluation 

Researcher & 

Supervisor 

Continuous Continuous 

Dissemination of 

Results Graduate forum 

MOH, UTH 

Researcher 15
th 

December 2014 to 

24th December 2014 

  2 weeks 
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APPENDIX 2: 

 

Table 5          2013-2014 

 

GHANT CHART 

TASK TO BE 

PERFORMED 

 

RESPONSIBLE 

PERSON 

June 

2013 

July 

2013 

Oct 

2013 

Mar 

2014 

April 

2014  

May 

2014 

July 

2014 

Aug 

2014 

Proposal writing 

 

Researcher          

Grand forum 

approval 

Researcher         

Graduate forum 

presentation. 

Researcher         

Ethics Approval 

 

Researcher         

Permission to 

conduct research 

from University 

Teaching Hospital 

Collection of Data 

Researcher  

 

 

       

 Data Collection  Researcher 

 

        

Data analysis and 

report writing 

Researcher         

Finalize report 

writing and 

Submission 

Researcher  

 

       

Discuss findings at 

graduate forum and 

recommendation 

Researcher         

 Monitor Research 

Progress 

Researcher         
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APPENDIX 3: 

 

2013-2014 

 

Table 6 

 

BUDGET AND JUSTIFICATION 

 

BUDGET CATEGORY UNIT PRICE QUANTITY TOTAL (K) 

A. Stationary    

Typing Paper 35, 00 = 00 4 140, 00 

Note book 10, 00 = 00 2 20, 00 

Flash Disk 200, 00 = 00 1 200, 00 

Pencils 10, 00 = 00 20 200, 00 

Pens 20, 00 = 00 10 200, 00 

Tipex correction fluid 15, 00 = 00 2 30, 00 

Stapler 35, 00 = 00 1 35, 00 

Staples 15, 00 = 00 1 15, 00 

Markers 140, 00 = 00 3 220, 00 

Scientific Calculator 100, 00 = 00 1 100, 00 

Eraser 4, 5 0 1 4, 5 0 

Flip chart 14, 00 = 00 3 42, 00 

Ruler 15, 00 = 00 2 30, 00 

Cello tape 25, 00 = 00 1 25, 00 

Folder  20 10 200, 00 

Total stationery cost 653, 00 62  

B. Secretarial services    

Typing Research proposal 10, 00 95 pages 950, 00 

Budget category Unit Price Quality Total (K) 

Typing questionnaires 10, 00 10 pages 100, 00 
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Photocopying  30 550 165, 00 

Binding Research 

Proposal 

50, 00 = 00 5 copies 250, 00  

Typing Report Draft 10, 00 = 00 100 pages 1, 000, 00 

Photocopying 30 220 66, 00 

Binding final report 80, 00 = 00 7 copies 560, 00 

Total secretarial cost 140, 60 997 3, 091, 00 

C. Personnel    

Transport to and from 

U.T.H 

40, 00 = 00 14 days 560, 00 

Lunch allowance  

 

50, 00 14 days 700, 00 

Total personnel cost 90, 00 14 days 1, 260, 00 

10% contingency   1, 700, 00 

Grand Total 884, 00  6, 962, 00 

 

JUSTIFICATION FOR BUDGET 

a. Stationary 

Stationary is required for typing the research proposal writing the final. Research report as well 

as typing and printing the report. Interview schedules will be produced using the same stationery. 

The note books are needed for recorded keeping during data collection and analysis. The 

scientific calculator is required for data analysis. This stapler and staples are needed to put papers 

together and maintain their proper arrangement. Tipex will be used to erase errors. Files and bags 

will be used for storing the interview schedules during data analysis period. 

 

b. Secretarial services 

There will be ne for funds to cater for the typing and photocopying services. Diskettes will be 

required. 

 

c. Research Bags 

For data storage. The research bags are needed for carrying the interview schedule.  
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APPENDIX 3: 

 

INFORMATION SHEET 

Adherence to ART among pregnant women living with HIV/AIDS in  

 

Introduction: 

Good Morning/Afternoon, my name is Victoria Nthala and I am a student in the department of 

Public Health at the University of Zambia in Lusaka. I am conducting a study on factors 

influencing adherence to ART among pregnant women living with HIV/AIDS in Lusaka. The 

information I will collect will help in coming up with evidence based public health/health 

promotion programmes to improve on Adherence to ART among Pregnant women living with 

HIV/AIDS. I am inviting you to participate in this study. 

 

However, before you decide whether to participate, you should understand why the research is 

being done and what it will involve. Please take the time to listen as I read the following 

information. You may talk to others about the study if you wish. Please ask me if there is 

anything that is not clear, or if you would like more information. When all of your questions 

have been answered and you feel that you understand this study, you will be asked if you wish to 

participate in the study, and if yes, you will be asked to sign a form to show that you have 

accepted to participate. You will also be given a signed copy to keep. 

 

Purpose of the Study: The purpose of this study is to find out the factors that influence 

Adherence to ART among pregnant women living with HIV/AIDS in Lusaka We are gathering 

your views to help us  identify ways of improving adherence to ART among Pregnant women 

living with HIV/AIDS If you are willing to participate, I will ask you questions about yourself, 

your ideas, attitudes, beliefs, knowledge on Adherence to ART  malaria  Your honest answers to 

these questions will help us to better understand how we can improve on helping women to 

Adhere to ART.  
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Duration of Interview: This interview will take between 30 to 40 minutes  

Potential Risk: There are potentially no risks associated with this study. You may, however, feel 

uncomfortable with certain questions and you may also be stressed with having to sit for the 

duration of the interview to respond to the interview questions.  

  

Benefits: There may be no direct benefits to your participation in the study. However, you may 

find an indirect benefit in knowing that you have participated in an important study that could 

benefits others in the future. Particularly, the information in this study will help to design and 

implement effective evidence-based health promotion programmes which can help in the 

prevention of Mother to Child Transmission which in turn will reduce on the new infection of 

HIV/AIDS, because children born will be HIV free. 

Alternative: The alternative to participating in this study is not to participate. 

 

Confidentiality: The information that is collected during the interview will be kept private. The 

study team will make every effort to protect your privacy and maintain the confidentiality of all 

the information that you provide. Your name or other identifiers will not be included on the 

information or reports from this study. Data will be stored in a computer in a lockable room 

dedicated to this study that only the study team can access. 

 

ERES Converge or University of Zambia Biomedical Ethics (UNZABREC) or the School of 

Medicine may review your records but this will be done with confidentiality.  

 

Rights: Your participation in this study is completely voluntary. If you decide not to participate, 

you will not lose any existing benefits to which you are entitled. If you agree to participate in this 

study, you may end your participation at any time without penalty or loss of existing benefits to 

which you are entitled. If you decide to take part, you are free to skip any questions.  

 

Cost of Participating:  You will not be charged and you will not receive any payment or any 

form of compensation for participating in this study.  
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Use of Findings: The results of the study will be discussed to improve the design and 

implementation of health programmes in your community. As mentioned before, the results will 

not bear your name or anything to identify you personally. 
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APPENDIX 4: 

 

INFORMED CONSENT FORM 

Respondent's Consent 

 

I confirm that I have read/ or the study information has been read to me and I understood the 

information sheet for the above study. 

I have had the opportunity to consider the information; I asked questions and have had these 

answered satisfactorily. 

I understand that my participation is voluntary and that I am free to withdraw at any time, 

without giving a reason.  

I agree to take part in a one-on-one interview.  

I agree to take part in the study.  

 

 

 

Name of Participant    Date    Signature *(thumb 

print) 

 

 

 

Name of Student/Interviewer   Date    Signature 

 

*In case the respondent is not able to sign this form, this attests that the consent form has been 

read and explained accurately by a member of the research staff, and that the respondent has 

fixed his/her thumbprint as consent. 
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Study Team Member’s Statement 

 

I, the undersigned interviewer, have explained to the participant in a language he/she 

understands, and he/she understands the procedures to be followed in the study and the risks and 

benefits involved. 

 

_________________________________  ______________________________ 

Signature of interviewer    Date 
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CONTACT FOR QUESTIONS: 

 

1. Victoria C. Nthala.  University of Zambia, School of Medicine, Department of Public 

Health,  P.O. Box 50110, Lusaka. Tel: +260-0977806070 

 

2. Dr M Makasa, University of Zambia, School of Medicine, Department of Public Health, 

P.O. Box 50110, Lusaka. Tel: +260-966747688 

 

3. Mrs Doreen Sitali Lusaka, University of Zambia, School of Medicine, Department of 

Public Health, P.O. Box 50110, Lusaka. Tel: Tel: +260-977892417 

 

4. Mrs Alice Hazeemba Lusaka, University of Zambia, School of Medicine, Department of 

Public Health, P.O. Box 50110, Lusaka. Tel: Tel: +260-977892417 

 

5. The Chairperson, ERES CONVERGE IRB, 33 Joseph Mwilwa Road, Rhodes Park, 

LUSAKA. Tel:  0955 155633/4 
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APPENDIX 5: 

INTERVIEW GUIDE FOR PREGNANT WOMEN ON ART 

 Introduction:  Good morning /afternoon, my name is Victoria Nthala, and I am a student in the 

department of Public Health at the University of Zambia in Lusaka. I am conducting a study on 

factors influencing Adherence to ART among pregnant women living with HIV/AIDS in Lusaka. 

The information I will collect, will help us to come up with evidence based public health/health 

promotion programmes to improve on Adherence to ART among pregnant women living with 

HIV/AIDS. I am inviting you to participate in this study.  

Demographic characteristics 

1. Briefly tell me about yourself  

Find out about  

a. Age 

b. Marital status 

c. Number of children and their sex(es) 

d. Education level  

 

Predisposing factors (Knowledge, education, beliefs, Stigma) 

 

2. What do you understand about adherence 

Find out 

a. What do people say about adherence diseases in the community members? 

b. Do people know about adherence in your community? 

c. What do you think leads to not taking the ART correctly?  

d. What do you do when you do when you cannot access to ART?  

e.  Does your spouse KNOW that you are taking ART? 

f. How often do you go to get the ART,  

g. What do you think is the best time to take your ART  

h. Are you receiving any treatment other than ART? 

• What do you think can happen if you stop taking the ART  

• What do you think can happen to your baby if you do not take the ART 

correctly? 
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i. How did you learn about Adherence? 

j. Who is responsible for deciding on your Treatment? 

• Who is responsible for reminding you to take the drugs effectively? 

• How do you take the ART?  

• How does your spouse help you in taking the AR? 

 

Enabling factors 

3. Are the ART treatments available and accessible at the clinic?  

Probe for: 

a. What are some of the problems which you face when coming to the clinic? 

• How far do you stay from the clinic? 

• What means of transport do you use to get to the clinic? 

• Support from family members 

• Do you receive any help from community health workers or the clinic in 

terms of transport to get to the clinic?    

b. What are some of the challenges you face when receiving ART   treatment?  

• Do you always receive ART when you need them? 

•  In case the ART are not available at the clinic/Hospital, what other 

options are there?   

• Are you always attended to by trained health workers 

• For how long do you wait before you are attended to? 

c. What encourages you to come to the clinic whenever you run out of ART? 

d.  Do you have any discussions with health workers on ART? 

e. Do you feel neglected by the community? 

f. Do you receive support from family members? 

g. Do you feel people look down upon? 
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Needs factors 

 

4. Do you have enough food? 

Probe for: 

a. What do you think could happen if you take ART without food?  

b. Do you always have food? 

c. Do you think it is important to  eat before taking the ART  

d. Who provides food for you?  
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APPENDIX 6: 

 

INTERVIEW GUIDE FOR KEY INFORMANTS 

 

Introduction:  

Good morning /afternoon, my name is Victoria Nthala, and I am a student in the department of 

Public Health at the University of Zambia in Lusaka. I am conducting a study on factors 

influencing Adherence to ART among pregnant women living with HIV/AIDS in Lusaka. The 

information I will collect, will help us to come up with evidence based public health/health 

promotion programmes to improve on Adherence to ART among pregnant women living with 

HIV/AIDS. I am inviting you to participate in this study.  

 

Key informant Profile 

1. What is your name and for how long have you been working in the ART clinic? 

2.  Where do you stay and how long does it take you to arrive hear? 

3.  How many are you in this clinic? 

4.  Is the staffing level in this clinic comfortable? 

 

Factors leading to low adherence to ART 

 

1. From your experience what are the challenges that lead to low adherence to ART? 

2. Can you say that there is good adherence to ART? 

3. What programmes have been put in place to address adherence to ART among pregnant 

women? 

4. What is your role in ensuring there is adherence? 

5. What should be done to improve programmes advocating for ART adherence? 

 

 

 


