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Abstract
Background The Acquired Immune Deficiency Syndrome (AIDS) pandemic has created a lot of devastation over the 
last four decades and continues to be a public health threat. Anti-retroviral treatment (ART), a group of medications 
that people who have been diagnosed with the Human Immunodeficiency Virus (HIV) infection take, has been 
shown to be efficacious and has significantly improved the fight against the disease. In Ghana, women carry a higher 
prevalence and incidence of HIV. The study’s objectives were to understand the experiences of women living with 
HIV/AIDS on ART and determine the barriers and enablers for ART uptake from the perspective of both the females 
living with HIV and their healthcare providers in the Upper East Regional Hospital of Ghana.

Methods This was a qualitative study that used interviews to acquire data from women living with HIV on the 
perceived barriers and enablers for ART. The Upper East Regional Hospital in Ghana was the study site. We used 
a phenomenological approach to explore the lived experiences, perceptions, and meanings associated with ART 
among women. We collected data until we reached thematic saturation, interviewing a total of sixteen women living 
with HIV. We conducted a focus group discussion with nine healthcare workers providing care at the ART clinic. Data 
were analysed using thematic analysis.

Results Women living with HIV and their healthcare providers viewed an environment that provided encouragement 
and support from healthcare workers and patients’ relatives, the ability to conceal HIV status, peer counselling, and 
the perceived benefits of therapy as enablers of ART uptake and medication adherence. The following were barriers to 
ART uptake and adherence: ill health, forgetfulness, long distances to ART clinics, cultural and spiritual beliefs, and fear 
of stigma.
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Background
Acquired Immune Deficiency Syndrome (AIDS), is a 
condition that shows a deficit in cell-mediated immunity 
in a person who has the Human Immunodeficiency Virus 
(HIV) as the only known cause of this immune deficiency 
[1].

HIV was first discovered in 1981 and within just a 
generation, it has grown to be the most widespread and 
harmful epidemic the world has ever seen, with females 
carrying a disproportionately high burden particularly 
in sub-Saharan Africa (SSA) [2]. In SSA, HIV/AIDS is 
a major cause of death and burden of disease. In 2023, 
there were a total of 25.9 million persons living with HIV 
and some 390,000 AIDS-related deaths, according to 
UNAIDS in their 2024 global fact sheet [3]. With 68% of 
the world’s HIV/AIDS patients living in SSA countries, 
this region continues to be the most severely impacted by 
the pandemic [3, 4].

The HIV/AIDS pandemic has also affected Ghana, with 
the identification of the first HIV/AIDS patient in 1986 
[5]. Although Ghana has lower HIV rates than surround-
ing nations, over 1% of its population is HIV positive. 
In 2021, there were 350,000 people living with HIV in 
Ghana; 220,000 (62.9%) were women aged 15 years and 
older, while 99,000 (22.3%) were men. In the same year, 
there were 17,000 new infections, with women aged fif-
teen years and older accounting for 9,900 (58.2%), and 
men aged 15 years and older accounting for 4,100 (24.1%) 
of the new infections. In terms of AIDS-related deaths, 
4,000 were women aged 15 years and older and 3,300 
were men aged 15 years and older [6, 7].

One of the main drivers of the AIDS epidemic is gender 
inequality. The same disadvantages that lead to a higher 
prevalence of HIV among women can also hinder their 
engagement with ART. Women are more likely than men 
to be uneducated, unemployed, and poor, which makes 
them more inclined to engage in transactional sexual 
relations. Also, women have less power to negotiate 
safe sex [4]. Overall, AIDS-related conditions constitute 
the top cause of death for African women, and among 
younger women (aged 15 to 29), they are the second-
highest cause of death behind maternal mortality [8].

Research has demonstrated that antiretroviral therapy 
(ART) significantly aids in combating the disease, yet 
its effectiveness hinges on strict adherence [9, 10]. Since 
1996, the use of ART has enhanced immune responses 
and significantly decreased morbidity and mortality 

among people living with the virus. HIV prevalence 
peaked in 1997, and since the middle of the 2000s, the 
number of HIV-related deaths has been dropping; cur-
rently, the life expectancy of people living with HIV/
AIDS (PLWHA) is about the same as that of those with-
out HIV [10, 11]. Despite the generally encouraging 
uptake of ART, further efforts are necessary. In Ghana, 
71% of all people living with HIV in Ghana are on treat-
ment; 79% of women 15 + living with HIV and 60% of 
men 15 + living with HIV are on ART. Research is needed 
to ascertain what barriers and enablers exist for the ini-
tiation and continuation of treatment [6].

Despite the widely acknowledged fact that the disease 
disproportionately affects women and young girls, there 
remains a dearth of evidence-based interventions to 
address this issue, as well as little research evidence about 
the challenges women on ART encounter in Ghana [12–
14]. This study addresses a knowledge gap in the existing 
literature and aims to provide valuable insights into treat-
ment-seeking behaviour and adherence among women 
and their experiences in terms of what encourages them 
to initiate and stay on ART or otherwise. It also gives fur-
ther insight into the attitudes of medical professionals 
towards women living with HIV/AIDS (WLWHA) and 
how these attitudes affect the uptake of ART. The aim 
of this study was to gain an understanding of the expe-
riences of WLWHA in northern Ghana on ART and the 
enablers and barriers to ART uptake, both from the per-
spectives of the women themselves and the health work-
ers that care for them.

Methods
Study area
The study was conducted at the Upper East Regional 
Hospital (UERH). The hospital is located in Bolgatanga, 
the capital of Ghana’s Upper East Region. The region has 
a total population of 1.29  million, which is 4.2% of the 
total Ghanaian population [15].

The hospital provides secondary-level healthcare to 
people throughout the entire region, as well as neigh-
bouring Burkina Faso and Togo. In 2022, there were a 
total of 17,713 new out-patient visits to the hospital, 
with an average of 1,476 visits per month; males con-
stituted 7,204, while females made up 10,509 of the 
total number that year. The hospital has an ART clinic, 
and this is where the data were collected. The average 
number of monthly visits is 356, with an average yearly 

Conclusions Enablers of ART uptake should be expanded upon and encouraged so that women living with HIV/
AIDS can access drugs in a timely and stress-free manner. On the other hand, the barriers identified can be addressed 
through education, the expansion of healthcare infrastructure, and the economic empowerment of women.
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male-to-female ratio of 3:7. The ART clinic has 10 health-
care workers.

Study population
All WLWHA who visit the ART clinic of the UERH, 
as well as all healthcare workers who provide services 
to PLWHA in the UERH. The inclusion criteria were 
WLWHA who were 18 years of age and older, and who 
had been receiving ART for at least 1 year prior to the 
study period. We excluded all WLWHA who did not 
meet the inclusion criteria or were on admission.

Study design
A qualitative phenomenological design was employed, 
allowing for an in-depth exploration of the individuals’ 
perspectives, experiences, and perceptions. This design 
enabled us to gather rich, contextual data from both 
patients and healthcare providers, capturing their views 
on the barriers and enablers of ART for women, and the 
lived experiences, perceptions, and meanings associated 
with ART among women was gathered.

Sample size determination
Interviews were conducted purposively until thematic 
saturation was reached [16]. Recruitment ended when no 
new themes emerged from the interviews. In all, sixteen 
interviews were conducted with WLWHA, and one focus 
group discussion was conducted with nine healthcare 
providers. These were all the healthcare workers who 
were currently employed at the ART clinic and not on 
work leave. The group comprised 6 females and 9 males 
and included nurses, a pharmacist, and a doctor.

Sampling procedure
A purposive sampling method was used to enroll 
WLWHA who presented at the UERH ART clinic for 
their routine ART medications between January and 
March of 2024. We targeted and recruited licensed 
healthcare providers of both genders at the UERH who 
provide care to PLWHA for the focus group discussion.

Data collection methods and tools
We collected data from WLWHA and health provid-
ers using in-depth interview and focus group discussion 
(FGD) guides, respectively. Recording was done with dig-
ital recorders. Two trained research assistants, who were 
experienced in data collection, conducted the interviews 
with respondents at the ART clinic. The data collection 
tool was piloted before being used for actual data collec-
tion, by collecting data purposively from WLWHA who 
were visiting the ART clinic of the Tamale Teaching Hos-
pital. The tool for the FGD was also piloted with four staff 
at the ART clinic. We fashioned a makeshift interview 
room from a comfortable private office at the ART clinic 

to serve as the location for data collection. We conducted 
interviews in the respondent’s preferred languages: Twi, 
Frafra, or English. A session lasted on average of 20 min. 
The FGD was conducted in English and lasted approxi-
mately 90  min. The second author moderated the FGD, 
while one of the research assistants was a note-taker. 
Strict adherence to the study’s inclusion and exclusion 
criteria prevented selection bias.

Data analysis
The recorded interviews were digitally transcribed in 
English and then organised after being checked against 
the consolidated criteria for reporting qualitative 
research (COREQ) to ensure a literature-backed compre-
hensive reporting of the qualitative data [17]. A thematic 
analysis approach was used to analyze the data manually; 
we read and coded the data to identify meaningful units 
of information and then grouped them into themes that 
captured key ideas or concepts.

Ethical considerations
The study received ethical clearance (No. GHS-
ERC:025/08/23) from the Ghana Health Service Ethics 
Review Committee prior to initiation. The research was 
conducted in accordance with the principles of the Dec-
laration of Helsinki. Informed and written consent were 
obtained from the respondents before they were inter-
viewed. We explained the purpose, benefits, and risk of 
participation to the respondents, making it clear that 
the data derived from the study were not going to con-
tain personal identification and that they had the right 
to withdraw at any point during the data collection pro-
cess and even after without having to provide a reason. 
Confidentiality was maintained during the data collec-
tion process by conducting interviews in a private room, 
and anonymity was ensured by using numbers to identify 
respondents’ responses. All recorded data were stored on 
a password-secured hard drive that was only accessible to 
the authors.

Results
Background characteristics of the participants in the study
Table  1 below shows the background characteristics of 
the study participants. Mean age of the WLWHA was 
39.4 (± 10.9), with the youngest being 18 and the oldest 
being 57. Furthermore, 4 (25%) of the participants had no 
formal education, while 12 (75%) had either basic, sec-
ondary, or tertiary education. In terms of employment, 
14 (87.5%) of the study participants were employed. 
Finally, 7 (43.8%) were married, 8 (50%) were widowed, 1 
(6.2%) was separated, and none of the study participants 
were single. In terms of the FGD participants, 6 were 
female and 3 were male. Out of the total number of FGD 
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participants, 6 were nurses, 1 was a nursing assistant, 1 
was a pharmacist, and 1 was a medical doctor.

Emerging themes and subthemes
Modalities of HIV discovery and diagnosis
This theme describes how HIV status was discovered 
among the WLWHA. The analysis revealed three sub-
themes to the discovery and diagnosis: personal illness, 
sick partner or sick child, and antenatal screening.

Personal illness
Most of the participants experienced persistent sickness, 
which prompted medical attention, including diagnosis. 
One of the participants shared her experience of persis-
tent ill health characterised by chronic diarrhoea, leading 
to hospitalisation and subsequent diagnosis:

When it started, I would fall sick quite often. My 
stomach would hurt, and as soon as I ate, then I 
would defecate everything. My husband was a driver, 
so he was away often. I went to Epsona hospital, they 
checked me and said they couldn’t handle my condi-
tion, so I had to be referred to the central hospital. A 
lady who works there brought me here on her motor 
bike. I was admitted and given intravenous infusions 
and blood transfusion. Sorry they didn’t give blood 
transfusions, just the infusions. They discharged me, 
but Fati brought me back here and said we should 
do test. We did it but they found nothing. They then 
gave me a brush to brush my teeth with. They took it 
and told me to come back on Wednesday or Thurs-
day with my husband. So, I came with him and he 

also did the test, that’s when they told us the diagno-
sis and started giving us the drugs. (Respondent 14)

Another participant described experiencing symptoms 
such as coughing, which led to hospitalisation and the 
revelation of their HIV status:

I was sick and coughing and was brought to the hos-
pital. That’s when I tested and was told that was the 
case [HIV]. I was then told I had to take the medi-
cation, so that’s when I started. They also made my 
husband come for the test too, and it was also like 
that, and my husband also started taking the drugs. 
But right now, he doesn’t come for the drugs, since 
last year until now. (Respondent 8)

Through sick partner or child
Additionally, some of the participants reported becoming 
aware of their HIV status through their sick partners and 
children. One respondent stated:

My husband got sick, and we brought him to the 
hospital, when he checked, he was positive so when I 
came, they asked me to also check. When I checked I 
also had some. (Respondent 1)

Another respondent who discovered her status after her 
sick child tested positive for HIV detailed her experience:

The reason I started was because it started with my 
child. The child was always sick, so I brought him 
to the hospital, but they couldn’t tell us what was 
wrong with him, but they were managing him until 
I also suddenly became sick. When it started, I was 
running diarrhoea, and I wasn’t myself, so both me 
and my child were always going to the hospital. They 
would give us medicines, intravenous infusions, and 
some drugs to take home. We continued like that 
until I went to Dr Amia Hospital, where my child 
was admitted, because at that time I was better. It 
was there that the doctor gave me a note and told 
me to come here, saying that it was HIV/AIDS that 
the child had. I didn’t believe it because the child 
was just 13 years old. I wondered how that was pos-
sible. I didn’t know how I could have gotten it to be 
transferred to my child. So, I brought the note here, 
and I was told that was the case. I didn’t believe it, 
but who am I to say that is not it when the doctors 
are saying so? Later, the doctor wrote another note 
for me to take the test on myself, and that was the 
case for me too. (Respondent 11)

Table 1 Background characteristics of the participants in the 
study
Characteristics Women living with 

HIV
Health-
care 
providers

Age, mean (± SD) 39.4 (± 10.9) 36.8 (± 8.8)
Sex, n (%)
Female 16 (100.0) 6 (66.7)
Male 0 (0.0) 3 (33.3)
Highest level of education, n (%)
No formal education 4 (25.0) 0 (0.0)
Basic 6 (37.5) 0 (0.0)
Secondary 5 (31.3) 1 (11.1)
Tertiary 1 (6.2) 8 (88.9)
Employment status, n (%)
Unemployed 2 (12.5) 0 (0.0)
Employed 14 (87.5) 9 (100.0)
Marital status, n (%)
Married 7 (43.8)
Single 0 (0.0)
Widowed 8 (50.0)
Separated 1 (6.2)
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Antenatal care screening
Moreover, prenatal screening played an important role in 
establishing the diagnosis, according to the narratives. It 
was revealed that some of the participants were screened 
at antenatal care and subsequently diagnosed with HIV.

A participant confirms:

It was at my first antenatal visit, the midwife told 
me, I was positive. I was far from here, so she was 
the one who used to come for the drugs for me, but 
later I told her to let me come for them myself. That’s 
when I started coming. (Respondent 16)

Motivations for initiating and adhering to antiretroviral 
therapy
This theme examines the various reasons why women 
living with HIV decide to start and maintain their ART. 
The interviews revealed a range of motivations why 
WLWHA started taking the anti-retroviral medication. 
Three subthemes emerged regarding motivations for 
initiating ART, namely personal health concerns, advice 
from significant others, and social and community con-
siderations, including a sense of responsibility to prevent 
transmission to their children, as detailed below.

Maintain health and prevent worsening disease state
Some participants recognised the importance of taking 
ART to maintain their health and prevent sickness. Par-
ticipants noted that taking ART led to improvements in 
physical appearance, which also boosted their confidence 
and self-esteem. Not initiating ART was perceived as 
worsening the disease state.

I realised that taking ART was very important for 
keeping my health in good shape and avoiding get-
ting sick. Not only did I feel better physically after 
starting the treatment, but I also saw that I looked 
better, which made me feel much better about my 
confidence and self-esteem. I promised myself that 
I would take the medicine because I knew that if I 
didn’t start ART, my situation would only get worse. 
(Respondent 9)

Advice from healthcare providers and relatives
The analysis brought to light that some of the women liv-
ing with HIV started taking the medication because they 
were encouraged by healthcare providers or relatives.

I can personally attest that I started taking the med-
icines [ART] because the nurses at the clinic encour-
aged me, and my family supported this decision. It 

is their encouragement that helped me to decide to 
take the medicines. (Respondent 2)
 
My decision to begin medication was heavily influ-
enced by my family. It was my sister who told me 
that when I take the drugs, I will feel better, and the 
disease will not become worse. She encouraged and 
supported me to start taking the medicines. (Respon-
dent 8)

To live long and take care of dependents, and prevent 
transmission to children
For some participants, their motivation for taking medi-
cation is driven by their sense of responsibility and love 
for their dependents. They recognised the importance of 
their own health and longevity to ensure that they can 
provide and care for their children:

The reason is that I am a widow, I have nobody 
to help me so I knew I had to take the drugs and 
live longer so that I can take care of my children. I 
started [taking the drugs] in 2012; my last born was 
10 years by then but now he has completed Nav-
rongo SHS (senior high school). Let’s say I was not 
taking the drugs and had died, who would have 
taken care of him? (Respondent 9)

Regarding medication adherence, three subthemes 
emerged, namely improvements in health and physical 
appearance, counselling and continued encouragement 
by healthcare providers, and prevention of transmission 
to children.

Improvement in health and physical appearance
Respondents notice significant health improvements 
after starting ART, which reinforces their commitment to 
continue the treatment.

A participant responded:

Since I started taking them [ART], I have seen many 
changes in my life. At first, I was looking weak and 
ugly, but now I am called sweet sixteen because I 
have taken the drugs, and I am looking very beauti-
ful. (Respondent 9)

Continued counselling and support from healthcare 
providers
Another participant who adheres to medication due to 
continued counselling and support had this to say:

The truth is that the woman working here, the one 
checking. When the result came and I was positive, 
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I cried a lot, then the nurse picked me up with a car 
and brought me here to show me the place. They also 
tested and said it was positive. They counselled me 
and told me to have patience and not think of sui-
cide, but that if people came around, I would see 
that I was not alone. That’s when I agreed. Then I 
started taking the drugs and have continued to take 
them up to now. (Respondent 12).

To avoid transmission to unborn baby
One of the clients indicated that her motivation for 
medication adherence stemmed from the fact that she 
was pregnant and wanted to avoid transmission to her 
unborn baby. She said:

The time I started, it was the doctor who brought 
me. I was pregnant by then, and the doctor told me 
that if I didn’t take the drugs, then my child would 
also have it [HIV] by the time I delivered. Because 
of that, I started taking and have been taking even 
after I delivered my child. (Respondent 3)

Barriers to ART uptake
We explored the challenges with adhering to medica-
tion schedules by asking respondents if they had missed 
their schedules since initiating antiretroviral therapy and 
the reasons behind it. Some respondents indicated that 
they had never missed a schedule. Some respondents, 
who revealed they had never missed their schedules, 
explained:

I have never done that [missed a schedule]. I can-
not read, so I am always asking [about my sched-
uled date]. It was three days ago that I asked a boy 
to read for me, and he told me it was today. As it 
is, I have a headache, but I still had to come. I have 
never missed my appointment. (Respondent 13)
 
No. I always come. As soon as it is my appointment 
date, I come. I have never missed a schedule before. 
(Respondent 14)

However, some respondents missed their schedules, and 
this theme explored the reasons behind some respon-
dents missing their schedules. Three subthemes emerged 
from the perspective of the WLWHA: ill health, forget-
fulness, and long distance to ART clinics.

Ill health
One patient who missed her schedule due to ill health 
justified:

Yes, I have missed twice. The other day my leg hurt, 
and I missed an appointment, plus my mother-in-
law was sick, and we were going up and down, so 
that makes two. (Respondent 8)

Forgetfulness
Another patient who missed due to forgetfulness 
admitted:

Since I started, I cannot say I have never missed a 
day because sometimes I forget. (Respondent 11)

Long distances to ART clinics
Another challenge mentioned by some patients was the 
long distance to ART clinics, which is sometimes caused 
by their desire to avoid meeting people they know, with 
the fear that it may lead to the disclosure of their HIV 
status.

You know I am from Sandema; I should have been 
taking my drugs [ART] there, but because people 
know me in the hospital, I decided to change the 
place that I go for my drugs. I was working in Tamale 
but there was nobody to take care of my mother, so I 
decided to release myself to Sandema and take care 
of my mother. That’s why I am now living there. That 
is why I decided to come here for the drugs because 
people know me at Sandema. There was a time 
another woman was also taking the drugs; she saw 
me there [at the ART clinic in Sandema] and went 
to inform people while she was also taking the drugs. 
(Respondent 10)

Barriers to ART uptake from healthcare providers’ 
perspectives
This theme presents the barriers to ART uptake from 
the perspective of the healthcare providers. Overall, four 
subthemes emerged from the analysis and are discussed 
below.

Geographical location and long distance to antiretroviral 
therapy clinics
The discussion with the healthcare providers confirmed 
some of the challenges mentioned by the patients and 
revealed certain challenges faced by WLWHA in rela-
tion to medication adherence that were not mentioned 
by the respondents themselves. For example, they con-
firmed that patients sometimes have to travel longer dis-
tances to other areas for treatment, even when there is 
an ART clinic in their location, to avoid people knowing 
about their status. However, they also added that these 
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long-distance travels are sometimes due to the unavail-
ability of ART clinics in some geographical areas.

I think location is an issue, actually yes, it is a fac-
tor, but let’s put it this way: if the ART clinic is not 
located in their various communities. Where there 
is an ART clinic, stigma becomes a concern because 
the person wouldn’t want to go to the clinic in their 
locality and therefore would like to travel to another 
locality, which is most of the time very far from 
where they come from. (Male nurse 1)

Transport challenges
Transportation challenges were also mentioned, which 
are exacerbated by the long distance to ART clinics and 
compounded by financial challenges.

Okay so I would like to tackle the financial issue. 
Sometimes, the location or where they live makes 
it difficult for them to come to the facility for their 
medication. There is often no money, and they might 
have partners who are not willing to support them or 
refuse to accept that they have the virus or disease 
so, yes, financial constraints. (Female nurse 1)
 
So like they rightfully said, the location coupled with 
transportation and the fact that, like my sister said, 
they’ve not disclosed their status to their relatives for 
that support and everything is on them alone, and 
if the person has been sick for some time and has 
lost their job, how will they be able to take care of 
all these transportation issues? It becomes a demo-
tivating issue for that particular person, so coming 
to the hospital is a problem. If they come once and 
get the drugs, but then don’t have the time to return, 
they tend to lose interest in the whole process. (Male 
nurse 1)

Challenge with obtaining permission to visit the clinic
It was brought to light that the female clients faced chal-
lenges with obtaining permission from their husbands 
and families before they could visit the ART clinic, largely 
because they were unaware of their status, and did not 
want to make it known to them either. Some patients 
often devise excuses or schedule their healthcare visits 
around other activities to avoid suspicion.

I will also add the fact that for some of them, their 
partners or their families are not aware, so the 
excuse they will give them to come all the way is 
a problem, so some of them have to wait until it’s 
market day so they can use shopping in the market 

or wherever they are picking their drugs, then they 
will find something to use as a reason to come. Just 
to come and take their drugs so the fact that families 
are not aware, and they wanting to keep it to them-
selves is also another factor. That is what I have to 
add (Female nurse 2).

Cultural and spiritual beliefs, and misinformation
In our discussion, healthcare professionals highlighted 
the significant impact of cultural beliefs and societal 
pressures on patients’ decisions regarding their medica-
tion adherence. A striking example comes from a male 
nurse, who recounted an interaction with a patient from 
a royal family:

Some too it’s the society, and I mean cultural beliefs, 
because I personally had an encounter with someone 
who said that she is from the royal family so if they 
find out, they will ban her so I think all these things 
can demotivate them because the person might not 
want to take stuff that will expose her or let people 
know that she has it so as to avoid being banned so I 
think is one. (Male nurse 2)

The healthcare providers acknowledged the influence of 
spiritual beliefs and misinformation in medication adher-
ence, through assertions of religious leaders and false 
information by drug sellers. One healthcare provider 
noted:

And of late spiritual confusion, pastors are on air 
saying they can pray for you to recover from HIV/
AIDS. Then the drug dealers and peddlers in town: I 
have drugs for HIV/AIDS. All these things are things 
that are hindering their adherence (Female nurse 3).

Facilitators of ART uptake
An analysis into the factors that facilitated or made it 
possible for clients to adhere to their medications and 
schedules revealed various enabling factors. Our analysis 
identified three subthemes: enabling environment, per-
ceived benefits of ART, and the model of hope concept.

The enabling environment to be able to keep their diagnosis 
private
One of the factors that enabled clients to adhere to their 
schedules was their ability to conceal their HIV status. 
This is made possible because the patients do not know 
people at the ART clinic whom they perceive will disclose 
their status, or the people they live with are not aware of 
their status.
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It’s not like I know someone here [the ART clinic] 
that will make me feel like if I come, someone will see 
me, so I won’t come for the medications. (Respondent 
1)
 
As I’m sitting with you here [the ART clinic], the 
people I stay with don’t know that something is 
wrong with me. I just say I want to go see a doctor 
or I’m stepping out for a while. I come take my drugs 
and go back, so no one knows what is wrong with me 
to insult me with it. (Respondent 11)

Perceived benefits of antiretroviral medications
One other enabler is the perceived benefits of antiretro-
virals, demonstrated by improvement in general health, 
increased longevity, and reduced disease progression.

I have seen that when I take the drugs I will live long. 
Many people who started the treatment before me 
are doing well and are still living, so I need to follow 
the instructions. (Respondent 2)
 
Now that I have taken the drugs and I’m fine, that’s 
why I take the drugs. Everyone has a disease of their 
own, and since I started taking the drugs, there have 
been no problems. I come because since I started 
taking the drugs, I’m not how I was before, so if I 
joke and do not come for the drugs, I will end up the 
way I was before. What will I do next? That’s what 
encourages me to come for the drugs. (Respondent 
11)
 
The reason I didn’t stop was because sometimes I 
come here and when they show me that maybe this 
person was on drugs but stopped, and you see how 
the person looks. When you see it, you won’t even 
want to stop taking the drugs. And as for where 
I live, not everyone knows about my status, so I go 
about my business, but if I should stop and stay at 
home and it gets worse, that’s when everyone will 
know that yes, that’s why I can’t stop. (Respondent 6)

The clients’ narratives were supported by our focus group 
discussions with healthcare providers. The healthcare 
providers confirmed that the drugs have significantly 
improved the health of many clients. They also provide 
constant emotional support to help clients adhere to 
their medication regimens.

The benefits of the drugs also stand in as an enabler. 
When you take the drugs, you get better because 
most of them came in very sick, unlike today, when 
people test to know their status even when they are 

not sick. But in those days, people waited until they 
were sick, when they were being diagnosed, and then 
they came for treatment because at that time, when 
you should compare those who were diagnosed with 
those who walked in for testing, that difference was 
very wide, and all of them who came in with WHO 
staging: stage two to stage four, it was only a few 
who came in with stage one. If you are talking about 
stage one, then where you are is asymptomatic, but 
most of them were symptomatic, so the fact that the 
drugs made them better and they were no longer get-
ting sick or the frequency of the sickness and oppor-
tunistic infections were not there, that alone could 
have served as an enabler or as a factor in making 
them come for their treatment. (Male nurse 1)

A female nurse had this to say in support:

I think what also can contribute to their coming 
for the drugs is the emotional support we give them 
when they come because some come in not in a good 
state, but when they come, through the education 
and the other interactions, I think they are able to 
feel at home and come in for their drugs. (Female 
nurse 2)

Model of Hope
We also learned that a strategy called ‘model of hope’ 
was used by health care providers to provide an enabling 
environment that ensures medication adherence. Under 
this model, clients living with HIV who have benefited 
from adhering to their medication in various ways share 
their experiences to demonstrate the benefits to other cli-
ents. One of the healthcare providers described:

They [models of hope] are people living with HIV 
here in the clinic so what they do here is to serve as 
role models. Letting them know that they are also 
like them but because they adhere to taking the med-
icine well that is why are able to work here so if they 
also take the medicine, they can do same. They also 
mentor mothers; some of them are positive clients 
with negative children so they encourage others to 
know that if they are taking the medicine very well 
then they can give birth to HIV negative children. 
(Male nurse 2)

Experience taking antiretrovirals
We explored the patients’ experiences taking antiret-
rovirals. Two main subthemes emerged, the perceived 
efficacy of the drugs and the side effects associated with 
taking them.
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Perceived efficacy
It was widely acknowledged that antiretrovirals are effi-
cacious, as indicated by relieved infection symptoms and 
improved physical appearance. Furthermore, a section of 
the participants indicated that antiretrovirals made them 
live longer, which has enabled them to perform their 
daily activities and other responsibilities.

Before I started taking the medicine, I used to get 
rashes and would scratch my body due to the itching, 
but now those rashes are gone. The drugs give you 
the strength to work. If you don’t come for it, then 
how will you work? If you are weak, will you be able 
to work? Right now, I have the energy; I can weave 
and go wherever I want to go, but if I were sick, could 
I have been able to go anywhere? I couldn’t have. I 
wouldn’t have been able to come here (Respondent 
15)
 
The medicine [antiretrovirals] has helped me a lot, 
now when they see me, they argue my status among 
themselves because it doesn’t show on my body. 
(Respondent 9)
 
It’s good in the sense that, it is the drugs that are 
keeping me alive to take care of my children. If the 
drugs were not available, I would have died long ago 
leaving my children behind (Respondent 8)

Side effects
Despite acknowledging the benefits of taking antiretrovi-
rals, some patients also indicated that they experienced 
side effects of the drugs, including headaches, an itchy 
body, and vomiting. Some patients had to change their 
regimen due to side effects.

The beginning was not easy, but now I’ve gotten used 
to it. I used to vomit when I took it, but as time went 
by, I became used to it. (Respondent 2)
 
Now they have changed the medicine, because the 
old ones used to give me severe headaches, so I came 
and complained, and they changed them for me. So 
right now, I have no problems with the new ones. 
(Respondent 12)

Discussion
This study found that the women who were infected 
with HIV discovered their diagnoses through three 
main ways: antenatal screening, illness, or through a sick 
partner or child. This is in agreement with studies that 
have shown that missed opportunities for HIV testing 

are unacceptably high, leading to a situation where, for 
instance, a person might fall ill or have a sick partner 
before they are tested [18].

In terms of experiences of the WLWHA, this study 
learned that stigma and discrimination were things they 
feared and faced, and in response to this real or perceived 
stigma, they went to great lengths to conceal their diag-
nosis. Since the start of the HIV/AIDS pandemic in the 
late 1980s, stigma and discrimation have been a feature 
of the disease, although it has been shown to reduce due 
to education and a greater understanding of what the dis-
ease is and is not [19–21].

Among the motivations the women have in initiat-
ing and staying on ART, maintaining good health, the 
encouragement of family and healthcare providers, and 
in the case of pregnant women, the desire to prevent 
transmission to their unborn children were key, and these 
reasons were consistent with those found in various stud-
ies across SSA [22–24]. A meta-ethnography conducted 
in SSA was in consonance with some of the findings of 
this study, particularly the fact that individuals tended to 
intiate and stay on ART because they wanted to live lon-
ger to be able to care for dependents, although many of 
these studies included both sexes and was not focused on 
women [25].

An enabling environment that ensures the WLWHA 
have privacy when accessing care and obtaining ART 
came to the fore as one major enabler for ART uptake. 
A study conducted in Ghana argued that the limited 
uptake of ART in the country could be attributed to the 
poor level of privacy that is offered in the course of provi-
sion of HIV-related care [26]; this means that the more 
privacy that is offered to individuals living with HIV, the 
more likely they are to engage in health-seeking behav-
iours that are beneficial to treatment. Furthermore, 
it can be seen that, generally, the will to live a long and 
healthy life and the support system offered by family and 
friends create an enabling environment for ART uptake 
and retention in care [27–30]. The “model of hope” sys-
tem used by the clinics to encourage ART uptake through 
peer counselling by other WLWHA closely mirrors simi-
lar systems used in other low resource settings [31]. This 
system ensures that one WLWHA (often a health worker) 
counsels another. This approach is considered effective 
because the individuals share similar challenges and can 
relate with each other more closely.

However, some enablers that have been found in lit-
erature but not mentioned by repondents in this study 
include trust in the government-run healthcare systems, 
affordability of health services, and community tolerance 
towards PLWHA [25]. The fact they were not mentioned 
does not mean they do not exist in the Ghanaian set-
ting, but it is worth examining nonetheless, in order to 
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find out if these factors are not prominent in the minds of 
these women because perhaps, they do not exist strongly.

Several studies have looked at barriers to ART uptake 
in the general population, and these largely agree with 
the findings of this study. Alhough some respondents 
stated that they never missed any ART doses or sched-
uled appointments, others stated that they sometimes 
missed due to forgetfulness, ill-health, or long distances. 
These closely mirror the reasons given by PLWHA in 
Uganda [32]. It can be seen that the adherence was gen-
erally encouraging, nevertherless, barriers did exist from 
the persepectives of these women.

The perspective of healthcare workers are also invalu-
able in shedding some light on the attitudes of their cli-
ents with regards to treatment of HIV. It can be seen 
that the locations of the clinics can be a demotivating 
factor since in the first place, a person who needs ART 
and is willing to get them might not be comfortable get-
ting them at a clinic in their locale as a result of fear of 
stigma [20, 21]. Furthermore, transportation challenges, 
possibly as a result of the distances the women might 
have to travel, compound the difficulties they face [27]. 
This study also discovered that other barriers to uptake 
of ART were the challenges with getting opportunities to 
visit the clinics since they wanted to keep that informa-
tion private, as well as the hindrance that cultural and 
spiritual beliefs pose. Cultural and spiritual beliefs some-
times can be a barrier to health-seeking behaviour when 
they are not in consonance with healthcare practices [33], 
also, the role of women in the family unit makes it more 
difficult to move around with ease and make autonomous 
decisions.

Conclusion
It is well known that even though no cure for HIV has 
been found yet, ART is highly effective at keeping pro-
gression to AIDS at bay and giving individuals living with 
the virus a comparative life expectancy with the general 
population. Despite the fact that females are dispro-
portionately affected by HIV, their unique issues have 
received little attention in the literature on HIV/AIDS in 
SSA. Focusing on women’s experiences is crucial, as they 
face unique socio-cultural, economic, and structural bar-
riers that may hinder their engagement with HIV/AIDS 
care. If these issues are not well studied and dealt with, 
the spread of the virus cannot be curtailed. This study 
has found that although enabling factors exist for these 
women to access HIV-related healthcare, namely, an 
enabling environment characterised by privacy and pro-
fessional healthcare workers, their own perceived ben-
efits of the medication, and the model of hope system, 
these enablers should be expanded upon and encouraged 
so that the WLWHA can access drugs in a timely and 
stress-free manner.

On the other hand, barriers to ART uptake such as long 
distances and transportation costs; cultural and spiri-
tual factors that serve as hindrances; ill health; and for-
getfulness, are issues that have to be addressed through 
improved infrastructure, education, and healthcare pro-
vision at all levels. ART clinics should be more wide-
spread and accessible so that the barrier of long distances 
and travel costs can be eliminated. In the cases where 
the clinics are in the localities of these women but they 
still travel due to fear of stigma, steps should be taken 
to deal with stigma in the community through consis-
tent and thorough education so that women will not find 
the need to travel long distances for care. In addition, 
although they have a place in health, more education is 
necessary so that WLWHA are not distracted by spiritual 
and socio-cultural issues that prove inimical to the treat-
ment of HIV. Finally, there is an urgent need for women 
empowerment especially in deprived areas of SSA. This 
ensures they have autonomy in some of their decisions, 
and possess the wherewithal to seek care when they need 
it.

This study has a limitation which should be addressed 
by future research. It has the weakness of not necessarily 
being generalizable because it is a qualitative study that 
only captures the views of a specific group of women in a 
specific area.

Abbreviations
HIV  Human Immunodeficiency Virus
AIDS  Acquired Immune Deficiency Syndrome
SSA  Sub-Saharan Africa
ART  Antiretroviral therapy/treatment
PLWHA  People living with HIV/AIDS
WLWHA  Women living with HIV/AIDS
UERH  Upper East Regional Hospital

Acknowledgements
Not applicable.

Author contributions
AMZ, ASI, and MB conceptualised and designed the study. ASI led the data 
collection process and MB analyzed the data. AMZ, ASI, and MB screened 
the data and critically revised the analysis. AMZ discussed the results and 
drafted the manuscript. All authors read and approved the final manuscript 
for publication. All authors confirm that they had full access to all the data 
in the study and accept responsibility for submission for publication. The 
corresponding author attests that all authors meet authorship criteria and that 
no criteria were omitted.

Funding
The authors received no funding for this study.

Data availability
The datasets used and analysed during this study are available from the 
corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The study received ethical clearance (No. GHS-ERC:025/08/23) from the 
Ghana Health Service Ethics Review Committee prior to initiation. Informed 



Page 11 of 11Ziblim et al. BMC Women's Health          (2024) 24:459 

and written consent were obtained from the respondents before they were 
interviewed.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1Department of Health Services Policy Planning, Management, and 
Economics, School of Public Health, University for Development Studies, 
Tamale, Ghana
2University of Ghana Medical Centre, Legon, Ghana
3Department of Internal Medicine, Upper East Regional Hospital, 
Bolgatanga, Ghana
4Department of Health Promotion, Education, and Behaviour, Arnold 
School of Public Health, University of South Carolina, Columbia, SC, USA
5Department of Epidemiology, Biostatistics, and Disease Control, School 
of Public Health, University for Development Studies, Tamale, Ghana
6Center for Population Health, Institute of Global Health Equity Research, 
University of Global Health Equity, Kigali, Rwanda

Received: 13 June 2024 / Accepted: 13 August 2024

References
1. Farthing CF, Brown SE, Staughton RC. D. A colour atlas of AIDS and HIV 

disease. 2nd ed. Mosby International; 1988.
2. Paudel V, Baral KP. Women living with HIV/AIDS (WLHA), battling stigma, dis-

crimination and denial and the role of support groups as a coping strategy: 
a review of literature. Reprod Health. 2015;12:53. https://doi.org/10.1186/
s12978-015-0032-9.

3. UNAIDS, Global. factsheet 2023. https://www.unaids.org/sites/default/files/
media_asset/UNAIDS_FactSheet_en.pdf. Accessed 07 Aug 2024.

4. Sia D, Onadja Y, Hajizadeh M, Heymann SJ, Brewer TF, Nandi A. What explains 
gender inequalities in HIV/AIDS prevalence in sub-saharan Africa? Evidence 
from the demographic and health surveys. BMC Public Health. 2016;16:1–8.

5. Amofah GK. AIDS in Ghana: profile, strategies and challenges. AIDS Anal Afr. 
1992;2(5):5.

6. UNAIDS, Ghana country. factsheet 2021. https://www.unaids.org/en/region-
scountries/countries/ghana. Accessed 13 Jun 2023.

7. Poku RA, Owusu AY, Mullen PD, Markham C, McCurdy SA. Antiretroviral 
therapy maintenance among HIV-positive women in Ghana: the influence of 
poverty. AIDS Care. 2020;32(6):779–84.

8. UNAIDS, Ghana country. factsheet 2022. https://www.unaids.org/en/region-
scountries/countries/ghana. Accessed 13 Jun 2023.

9. Paterson DL, Swindells S, Mohr J, Brester M, Vergis EN, Squier C, Wagener MM, 
Singh N. Adherence to protease inhibitor therapy and outcomes in patients 
with HIV infection. Ann Intern Med. 2000;133(1):21–30.

10. Wang H, Wolock TM, Carter A, Nguyen G, Kyu HH, Gakidou E, Hay SI, Mills 
EJ, Trickey A, Msemburi W, Coates MM. Estimates of global, regional, and 
national incidence, prevalence, and mortality of HIV, 1980–2015: the global 
burden of Disease Study 2015. Lancet HIV. 2016;3(8):e361–87.

11. Lee SA, Deeks SG. The benefits of early antiretroviral therapy for HIV infection: 
how early is early enough? EBioMedicine. 2016;11:7–8.

12. Osei-Yeboah J, Owiredu WK, Norgbe GK, Lokpo SY, Obirikorang C, Alote 
Allotey E, Gameli Deku J, Akomanin Asiamah E, Manaphraim NY. Senyo Kwasi 
Nyamadi P, Yiadom Boakye E. Quality of life of people living with HIV/AIDS in 
the Ho Municipality, Ghana: a cross-sectional study. AIDS research and treat-
ment. 2017;2017.

13. Ankomah A, Ganle JK, Lartey MY, Kwara A, Nortey PA, Okyerefo MP, Laar AK. 
ART access-related barriers faced by HIV-positive persons linked to care in 
southern Ghana: a mixed method study. BMC Infect Dis. 2016;16:1–2.

14. Dellar RC, Dlamini S, Karim QA. Adolescent girls and young women: key 
populations for HIV epidemic control. J Int AIDS Soc. 2015;18:19408.

15. Ghana Statistical Service. 2021 Population and Housing Census. Retrieved 
January 3, 2023, from https://census2021.statsghana.gov.gh/

16. Braun V, Clarke V. What can thematic analysis offer health and wellbeing 
researchers? Int J Qualitative Stud Health well-being. 2014;9(1):26152.

17. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative 
research (COREQ): a 32-item checklist for interviews and focus groups. Int J 
Qual Health Care. 2007;19(6):349–57.

18. Champenois K, Cousien A, Cuzin L, Le Vu S, Deuffic-Burban S, Lanoy E, 
Lacombe K, Patey O, Béchu P, Calvez M, Semaille C. Missed opportunities for 
HIV testing in newly-HIV-diagnosed patients, a cross sectional study. BMC 
Infect Dis. 2013;13:1–0.

19. Adam A, Fusheini A, Ayanore MA, Amuna N, Agbozo F, Kugbey N, Appiah PK, 
Asalu GA, Agbemafle I, Akpalu B, Klomegah S. HIV stigma and status disclo-
sure in three municipalities in Ghana. Annals Global Health. 2021;87(1).

20. Florom-Smith AL, De Santis JP. Exploring the concept of HIV‐related stigma. 
InNursing forum 2012 Jul (Vol. 47, No. 3, pp. 153–65). Malden, USA: Blackwell 
Publishing Inc.

21. Ho SS, Holloway A. The impact of HIV-related stigma on the lives of HIV‐posi-
tive women: an integrated literature review. J Clin Nurs. 2016;25(1–2):8–19.

22. Fleischer L, Avery A. Adhering to antiretroviral therapy: a qualitative analysis 
of motivations for and obstacles to consistent use of antiretroviral therapy in 
people living with HIV. SAGE Open Med. 2020;8:2050312120915405.

23. Phiri N, Haas AD, Msukwa MT, Tenthani L, Keiser O, Tal K. I found that I was 
well and strong: women’s motivations for remaining on ART under option 
B + in Malawi. PLoS ONE. 2018;13(6):e0197854.

24. van Loggerenberg F, Gray D, Gengiah S, Kunene P, Gengiah TN, Naidoo K, 
Grant AD, CAPRISA 058 Study Team. A qualitative study of patient motivation 
to adhere to combination antiretroviral therapy in South Africa. AIDS Patient 
Care STDs. 2015;29(5):299–306.

25. Merten S, Kenter E, McKenzie O, Musheke M, Ntalasha H, Martin-Hilber A. 
Patient‐reported barriers and drivers of adherence to antiretrovirals in sub‐
Saharan Africa: a meta‐ethnography. Tropical Med Int Health. 2010;15:16–33.

26. Dapaah JM, Senah KA. HIV/AIDS clients, privacy and confidentiality; the 
case of two health centres in the Ashanti Region of Ghana. BMC Med Ethics. 
2016;17:1–0.

27. Yehia BR, Stewart L, Momplaisir F, Mody A, Holtzman CW, Jacobs LM, Hines 
J, Mounzer K, Glanz K, Metlay JP, Shea JA. Barriers and facilitators to patient 
retention in HIV care. BMC Infect Dis. 2015;15:1–0.

28. Croome N, Ahluwalia M, Hughes LD, Abas M. Patient-reported barriers 
and facilitators to antiretroviral adherence in sub-saharan Africa. Aids. 
2017;31(7):995–1007.

29. Kempf MC, McLeod J, Boehme AK, Walcott MW, Wright L, Seal P, Norton WE, 
Schumacher JE, Mugavero M, Moneyham L. A qualitative study of the barriers 
and facilitators to retention-in-care among HIV-positive women in the rural 
southeastern United States: implications for targeted interventions. AIDS 
Patient Care STDs. 2010;24(8):515–20.

30. Carvalho PP, Barroso SM, Coelho HC, Penaforte FR. Factors associated with 
antiretroviral therapy adherence in adults: an integrative review of literature. 
Ciencia Saude Coletiva. 2019;24:2543–55.

31. Aung S, Hardy N, Chrysanthopoulou S, Htun N, Kyaw A, Tun MS, Aung 
KW, Kantor R, Rana A. Evaluation of peer-to-peer HIV counseling in 
Myanmar: a measure of knowledge, adherence, and barriers. AIDS Care. 
2022;34(6):762–70.

32. Shumba C, Atuhaire L, Imakit R, Atukunda R, Memiah P. Missed doses and 
missed appointments: adherence to ART among adult patients in Uganda. 
International Scholarly Research Notices. 2013;2013.

33. Azia IN, Nyembezi A, Carelse S, Mukumbang FC. Understanding the role of 
religious beliefs in adherence to antiretroviral therapy among pentecostal 
christians living with HIV in sub-saharan Africa: a scoping review. BMC Public 
Health. 2023;23(1):1768.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

https://doi.org/10.1186/s12978-015-0032-9
https://doi.org/10.1186/s12978-015-0032-9
https://www.unaids.org/sites/default/files/media_asset/UNAIDS_FactSheet_en.pdf
https://www.unaids.org/sites/default/files/media_asset/UNAIDS_FactSheet_en.pdf
https://www.unaids.org/en/regionscountries/countries/ghana
https://www.unaids.org/en/regionscountries/countries/ghana
https://www.unaids.org/en/regionscountries/countries/ghana
https://www.unaids.org/en/regionscountries/countries/ghana
https://census2021.statsghana.gov.gh/

	Perceptions of patients and healthcare providers regarding barriers and enablers of HIV anti-retroviral therapy among women at a regional hospital in Ghana: implications for national HIV/AIDS control
	Abstract
	Background
	Methods
	Study area
	Study population
	Study design
	Sample size determination
	Sampling procedure
	Data collection methods and tools
	Data analysis
	Ethical considerations

	Results
	Background characteristics of the participants in the study

	Emerging themes and subthemes
	Modalities of HIV discovery and diagnosis
	Personal illness
	Through sick partner or child
	Antenatal care screening


	Motivations for initiating and adhering to antiretroviral therapy
	Maintain health and prevent worsening disease state
	Advice from healthcare providers and relatives
	To live long and take care of dependents, and prevent transmission to children
	Improvement in health and physical appearance
	Continued counselling and support from healthcare providers
	To avoid transmission to unborn baby

	Barriers to ART uptake
	Ill health
	Forgetfulness
	Long distances to ART clinics

	Barriers to ART uptake from healthcare providers’ perspectives
	Geographical location and long distance to antiretroviral therapy clinics
	Transport challenges
	Challenge with obtaining permission to visit the clinic
	Cultural and spiritual beliefs, and misinformation

	Facilitators of ART uptake
	The enabling environment to be able to keep their diagnosis private
	Perceived benefits of antiretroviral medications
	Model of Hope

	Experience taking antiretrovirals
	Perceived efficacy
	Side effects

	Discussion
	Conclusion
	References


