
Introduction
The human immunodeficiency virus (HIV) is a virus that 
attacks the body’s immune system, impairing or disrupting 
the function of immune cells. As the infection progresses, 
the immune system weakens, increasing susceptibility 
to opportunistic infections. The most advanced stage of 
HIV infection is acquired immunodeficiency syndrome 
(AIDS) (1). According to the 2023 statistics from the Joint 
United Nations Programme on HIV/AIDS (UNAIDS), 
approximately 39 million people worldwide are living with 
HIV. Of these, 29.8 million have access to antiretroviral 
therapy (ART), 1.3 million people are newly infected with 
HIV, and 630,000 people died from AIDS-related illnesses. 
Since the beginning of the HIV/AIDS pandemic, an 
estimated 6.85 million people have been infected with HIV, 
and 4.4 million have died. Among the 39 million people 
currently living with HIV, 37.5 million are aged 15 years or 
older, including 20 million women and 4.17 million men, 
while 1.5 million are children under the age of 15 (2). One 

of the Sustainable Development Goals (SDGs) is to control 
this epidemic by 2030. The World Health Organization 
(WHO) Global Health Sector Strategy on HIV for 2016-
2021 outlines three ambitious targets, known as the 90-
90-90 goals: 90% of people living with HIV worldwide 
should be diagnosed, 90% of those diagnosed should receive 
ART, and 90% of those on treatment should achieve viral 
suppression (3). Achieving these targets would enable 73% 
of people living with HIV to suppress the virus, marking an 
effective step toward ending the epidemic by 2030 (4). The 
primary goals of ART are to prevent disease progression, 
improve quality of life, and prolong survival. The key to its 
success lies in the willingness of people living with HIV to 
adhere to treatment regimens (5). WHO defines adherence 
as “the extent to which a person’s behavior—taking 
medication, following a diet, and/or executing lifestyle 
changes—corresponds with agreed recommendations from 
a healthcare provider” (6). Correct use of ART is the most 
effective way to ensure patient adherence. Access to these 
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Abstract
Introduction: Adherence to antiretroviral therapy (ART) is critical for improving life expectancy among patients with HIV/AIDS and 
plays a significant role in preventing and controlling the HIV/AIDS epidemic in society. This qualitative study explored the barriers 
and facilitators of treatment adherence among patients with HIV/AIDS.
Methods: This qualitative study was conducted using conventional content analysis in July and August 2020 in Qom, Iran. 
Participants were selected through purposive sampling with maximum diversity, and data collection continued until saturation 
was reached. Semi-structured, face-to-face interviews were conducted with 15 patients with HIV/AIDS at a behavioral disease 
counseling center in Qom, Iran, using a pre-defined interview guide. 
Results: Four subcategories of barriers were identified, including patient-related factors, drug-related factors, sociocultural factors, 
and factors related to the healthcare delivery system. Two subcategories of facilitators, including education and information 
campaigns and encouragement and increased motivation also emerged.
Conclusion: To design and implement effective intervention strategies for improving adherence to HIV/AIDS treatment, it is essential 
to identify the obstacles faced by patients. Moreover, establishing harm reduction centers (Drop-In Centers, DICs), fostering trust 
and mutual understanding between healthcare providers and patients, and reducing stigma and discrimination can play an effective 
role in promoting treatment adherence.
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services improves patients’ quality of life, increases their life 
expectancy, controls the HIV epidemic, and reduces the risk 
of transmitting the disease to others (7). The first step in 
addressing non-adherence is to accurately identify patients 
at high risk of non-adherence (8). Factors such as patients’ 
realistic evaluation of treatment regimens, clear and 
effective communication between patients and healthcare 
providers, and recognition of the patient as an individual 
with unique challenges related to the disease are crucial for 
promoting treatment adherence (9). ART is highly effective 
in suppressing viral load, reducing transmission risk, and 
preventing AIDS-related deaths. However, it is necessary to 
identify and report the rate of non-adherence to treatment 
and to focus more on identifying and addressing the 
barriers and facilitators of adherence to ART in patients 
with HIV to achieve high levels of ART adherence (90%) as 
well as to ensure the achievement of positive and effective 
treatment outcomes. Accordingly, this qualitative study 
aimed to explore and explain the barriers to and facilitators 
of treatment adherence among patients with HIV.

Material and Methods
This qualitative study explored the barriers to and 
facilitators of adherence to HIV treatment among 
patients with HIV/AIDS. The study was conducted using 
conventional content analysis on a sample of 15 patients 
with HIV/AIDS in July and August 2020 in Qom, Iran. 
Conventional content analysis is typically used to describe a 
phenomenon, particularly when existing theory or research 
literature on the topic is limited. This approach avoids the 
use of preconceived categories, allowing categories and 
their names to emerge directly from the data. Researchers 
immerse themselves in the data to derive new insights, a 
process also referred to as inductive category development 
(10).

Participants were selected through purposive sampling 
with maximum diversity, and sampling continued 
until data saturation was achieved. The study included 
individuals living with HIV/AIDS who were receiving 
care at the behavioral disease counseling center and were 
on antiretroviral therapy (ART). The exclusion criterion 
was the participant’s reluctance to be interviewed after two 
follow-ups.

Data were collected through semi-structured interviews. 
Each interview began with the researcher establishing 
informal communication, introducing himself, clearly 
stating the study objectives, ensuring the confidentiality 
of the information, and obtaining informed consent. 
Interviews were conducted in Persian (Farsi) at behavioral 
disease counseling centers, where participants received 
medication and healthcare services. The average duration 
of each interview was 45 minutes. Interviews were recorded 
using a tape recorder with participants’ permission. At the 
beginning of each interview, demographic information 
such as age, marital status, education level, and occupation 
was collected. The interview then proceeded with main 
questions focusing on barriers to and facilitators of 
adherence to HIV treatment. Example interview questions 

included: “In your opinion, what are the barriers to 
treatment adherence among patients with HIV/AIDS?”, 
“In your opinion, what factors facilitate the promotion and 
improvement of treatment adherence among patients with 
HIV/AIDS?, and “What factors do you think can increase 
a patient’s desire and intention to adhere to treatment? 
To gain deeper insights, the researcher used exploratory 
questions such as, “Can you explain more?” Or “Can you 
give an example?”

After completing the interviews, the recordings were 
carefully listened to multiple times. The content of the 
interviews was transcribed verbatim in Persian and 
then translated into English. To ensure accuracy, the 
English translations were back-translated into Persian 
independently, and discrepancies were resolved. For data 
analysis, the transcripts were read multiple times to gain 
a general understanding. The text was then divided into 
meaning units and codes. Moreover, codes with semantic 
similarity were grouped into categories and subcategories. 
To enhance the accuracy of data analysis, two members of 
the research team independently performed coding and 
analysis, and consensus was reached through discussion. 
The study received ethical approval from the Ethical 
Committee of Hamadan University of Medical Sciences 
(9809196968).

Trustworthiness
To ensure the scientific rigor of the study, the four criteria 
proposed by Guba and Lincoln (2006), including credibility, 
transferability, dependability, and confirmability, were 
applied (11,12). To enhance credibility, participants were 
selected with maximum diversity, and data collection 
continued until saturation was reached. The researchers 
in this study maintained close, constant, and continuous 
engagement with participants, avoided prolonging the 
process of data collection, and involved participants in data 
interpretation (member checking). Besides, the research 
was conducted collaboratively by multiple researchers. 
Colleagues and participants provided feedback at various 
stages of the study, particularly during code extraction 
and final evaluation (peer review). Finally, to establish 
transferability, the study provided a detailed description 
of the research setting, participants, and data analysis 
methods, enabling others to evaluate the applicability of 
the findings to different contexts.

Results
The study included 15 patients with HIV/AIDS, with 
a mean age of 38.41 ± 5.56 years. Through coding and 
analyzing the data obtained from the interviews, the codes 
were categorized into two groups including barriers to HIV/
AIDS treatment adherence and facilitators of HIV/AIDS 
treatment adherence. Figures 1 and 2 illustrate the barriers, 
and Figures 3 and 4 depict the facilitators. Within the 
barriers category, four subcategories emerged, including 
patient-related factors, drug-related factors, sociocultural 
factors, and factors related to the healthcare delivery system. 
The facilitators were also divided into two subcategories, 
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including education and information campaigns and 
encouragement and increased motivation.

Barriers
As shown in Figures 1 and 2, the barriers were classified 
into four subcategories, including patient-related factors, 
drug-related factors, sociocultural factors, and factors related 
to the healthcare delivery system, each of which is explained 
below.

Patient-related factors
Adherence to HIV/AIDS treatment is a critical factor in the 
success of treatment and the prevention of drug resistance. 
The qualitative analysis of the study findings revealed that 
patient-related factors significantly influenced treatment 
adherence. These factors included fear of and concern 
about the disclosure of information, economic problems, 
beliefs and attitudes toward treatment, substance abuse, 

hopelessness, and the impact of other patients’ death.
For example, one participant stated, «To avoid being 
recognized by relatives and friends, I wear a mask and 
glasses or I prefer to enter the behavioral counseling center 
carefully. Sometimes, at the moment of entering, I look 
around several times and quickly enter one of the nearby 
rooms, take my medication, and hide it”.
Another participant shared, «Before coming here, I lived 
in Kermanshah; it was very difficult for me to stay there. 
I was worried that someone would recognize me… my 
husband›s family lived there. That›s why I moved to Qom. 
I feel very comfortable here because I›m a stranger… no 
one knows me…”.
A third participant expressed, «Every time I take my 
medication, I put it in another container. Several times 
my daughter has asked me what medication I am taking 
and for what disease. I am worried she will recognize the 
pills and realize I have AIDS”.
A participant also highlighted, «When we hear that one 
of the patients has died, it deeply affects us, we lose hope 
and become depressed».

Figure 1. Key barriers associated with antiretroviral treatment adherence in 
patients with HIV/AIDS

Figure 2. Subcategories of barriers related to antiretroviral treatment adherence in patients with HIV/AIDS

Figure 3. Key facilitators associated with antiretroviral treatment adherence 
in patients with HIV/AIDS
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Drug-related factors
While most participants emphasized the importance of 
medication adherence, the analysis showed that drug-
related factors, such as side effects, medication form and 
dosage, medication shortages, and the number and size 
of drugs can hinder adherence. Participants frequently 
mentioned the adverse effects of their medications.

One participant stated, «I get confused when I take 
my medication at night, I can›t wake up easily in the 
morning..... Since I work as a driver, I have to adjust 
my sleep, pills, and driving conditions so that I don›t get 
into trouble”.
Another participant reported, «Every night when I take 
my medication, I experience bad dreams, hand and leg 
pain, nausea, and vomiting”.
A participant highlighted, “The timing of my medication 
does not align with my work hours. These drugs disrupt 
my sleep and appetite and cause gastrointestinal issues 
at work”.
Another participant shared, “My daughter and I have 
this disease. She was diagnosed in the hospital and took 
syrup until she was almost six years old. Now, the doctor 
has prescribed pills, but she refuses to take them. The 
medication is no longer available in syrup form, and I 
don’t know what to do”.

Sociocultural factors
Data analysis indicated that adherence to treatment in 
patients with HIV/AIDS is influenced by social and cultural 
factors, such as social understanding and support, stigma, 
discrimination, and peer influence.

One participant emphasized, «If family members treat 

the patient well and provide support, treatment adherence 
improves… For example, in my case, my brothers help 
me… When they help me, I can take my medication much 
easier.»
Another participant described the lack of social support, 
« Family members, friends, and sometimes society do not 
support the patient. They may even expel the patient from 
their home, fearing the disease will spread. Many people 
consider this disease as a sex disease”.
A third participant expressed concerns about familial 
rejection,» If my wife›s family finds out I have AIDS, 
they won›t let me live with them… They say that our 
children will also get the disease… If this happens, it will 
be very bad. «.
Another participant shared an experience of social 
stigma, “I wanted to rent a house and after completing 
the contract, I got the rented house, but after a while, the 
landlord, who found out that I had AIDS, accused me of 
inappropriate behavior and asked me to vacate the house. 
People easily start stigmatizing individuals and their 
families when they learn about the disease, considering 
it a bad disease”.

Factors related to the healthcare delivery system
The qualitative analysis of the interviews showed that 
challenges within the healthcare system, such as service 
delivery time, distance, patient-physician relationship, 
communication methods, and the availability of doctors are 
significant barriers to adherence to treatment in patients 
with HIV/AIDS.

One participant highlighted the difficulties faced by 
rural residents, “Patients who live in rural areas face 

Figure 4. Subcategories of facilitators related to antiretroviral treatment adherence in patients with HIV/AIDS
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significant challenges in accessing medication and other 
services, and it is very difficult and expensive to go to 
health centers”.
Another participant explained, «When I want to go to 
the center, I have to take time off work and coordinate my 
schedule. The distance and travel time are major issues 
for me. That›s why I have to leave in the morning and 
this is a big problem”.
Another participant noted, “Tests are conducted on 
specific days, and if I miss the appointment or arrive late, 
I lose the chance to receive services, which is due to the 
distance and operating time of the centers”.

Facilitators
As illustrated in Figures 3 and 4, the facilitators were 
classified into two subcategories, including education and 
information campaigns and encouragement and increased 
motivation. Each of these subcategories is explained in 
detail below.

Education and information campaigns
The analysis of the interviews revealed that education and 
information campaigns targeting patients, their families, and 
peers serve as significant facilitators in improving treatment 
adherence. Providing comprehensive information about 
the disease, medication, and the importance of adherence 
can enhance patients’ understanding and commitment to 
treatment.

One participant emphasized, «When a person comes for 
treatment, they should be educated about what happens 
when they take the medication, including the side effects. 
They should be told that if they tolerate these side effects 
for some time, their condition will get better. They 
should also be informed that taking the medication on 
time can extend their life span. Many people who do not 
take their medication correctly, have not been properly 
trained. If they were trained, they would use it properly.... 
Training is very important… They should be trained 
about three things: knowing the virus, the effects of the 
medication on the virus, and how to disregard stigma 
and discrimination”.
Another participant stated, “It’s been a while since a 
unit called the ‘Positive Club’ has been established at this 
center. It offers training sessions, brainstorming activities, 
nutrition classes, and even camping trips. These events 
bring us together here on the same day every week. The 
training class is also very inspiring.”

Encouragement and increased motivation
The results of this qualitative study indicated that 
incentives and motivational strategies, such as ensuring 
confidentiality, providing psychological counseling, 
increasing service accessibility, and fostering intimate and 
constructive communication between doctors and patients 
can significantly enhance treatment adherence among 
patients with HIV/AIDS.

One of the participants stated,» The environment at the 
service provider center should be relaxing and safe, not 

tense. Patients are diverse, and the center should tailor 
its communication to the needs of each disease group”.
Another participant expressed,» This city has only one 
behavioral counseling center and it is difficult for many 
patients to visit on time due to the distance. It is needed 
to increase the number of centers».
Another participant remarked,» Many patients at this 
center, like me, are breadwinners who work. It is difficult 
for us to find time to visit in the morning. If the behavioral 
counseling centers operated in the afternoon, it would be 
much more convenient».
A participant also noted,» We have challenges with many 
treatment procedures outside this center, such as dental 
care. We need to get a referral letter. It would be much 
better for patients if dental services were available within 
this center”.
Finally, a participant emphasized,» For female patients 
like me, it is difficult and annoying to say many things to 
a male doctor. This center has only one doctor and he is 
a man. My suggestion is to have both a female specialist 
and a female doctor to visit female patients”.

Discussion
Qualitative studies play a crucial role in examining 
adherence to HIV/AIDS treatment by exploring patients’ 
perspectives and experiences, as well as identifying 
potential strategies to improve adherence (13). Therefore, 
it is important to identify the reasons and degrees of 
non-adherence to HIV/AIDS treatment. The first step 
is to accurately identify the barriers and facilitators of 
treatment adherence in patients who are at high risk of 
non-adherence.

The results of the present study regarding the barriers 
hindering adherence to treatment among patients with 
HIV/AIDS showed that the fear of disclosure and being 
recognized by others, economic problems, despair, 
beliefs about treatment, and substance abuse emerged as 
significant patient-related factors hindering adherence. In 
line with the current findings, prior studies have identified 
fear of disclosure and recognition by others as one of the 
most important and common factors that reduce treatment 
adherence in patients with HIV/AIDS (14,15). Studies show 
that most patients on ART, who conceal their condition, 
experience frequent treatment interruptions, as they 
have to take medications secretly to avoid revealing their 
condition (16). Consistent with the findings of the present 
study regarding the fear of disclosure, Kvarnström et al. 
believed that the fear of disclosing patient information is 
a common reason for non-adherence, particularly in the 
context of HIV/AIDS (17). Similarly, a study on adults 
with HIV/AIDS found that the most common reason for 
non-adherence to treatment is the fear of disclosure of 
information and recognition caused by drug use at home 
and in family settings (18).

Economic problems were also identified as a barrier to 
adherence to HIV/AIDS treatment in this study. This aligns 
with existing research suggesting that reducing economic 
and financial barriers can enhance treatment adherence 
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(19,20). Numerous studies also showed that many patients 
cite treatment costs as a barrier to adherence (21,22). 
Moreover, feelings of hopelessness and the impact of the 
death of other patients with HIV/AIDS were described 
as effective obstacles to adherence to treatment. Men et 
al.’s study also found that patients with HIV/AIDS delay 
seeking treatment due to a belief that they will not survive 
(13,23).

The role of patients’ attitudes and beliefs about 
medication was another key finding of this study. Similarly, 
many studies emphasize the influence of attitudes and 
beliefs on treatment adherence (21,24). A meta-analysis 
also demonstrated that individuals with a history of alcohol 
abuse exhibited a 40-50% reduction in adherence to 
treatment (25). The studies by Farhoudi et al. (23), Hosseini 
et al. (26), and others have also highlighted the detrimental 
impact of substance abuse on treatment adherence (27).

Drug-related factors, such as side effects, medication 
form and dosage, medication shortages, and the amount 
of drugs needed to be taken were also identified as barriers 
to treatment adherence in patients with HIV/AIDS. The 
study by Sasaki et al. supports this, showing that reducing 
the number of pills significantly improves adherence and 
quality of life in patients with HIV/AIDS (24). The side 
effects of antiretroviral drugs are a well-documented 
reason for poor adherence globally (28,29). Consistent 
with the present study, the study by Remien et al. found 
that some patients perceive drugs as toxic and believe 
their side effects outweigh their benefits, leading them to 
discontinue treatment (30). Similarly, Ahmed et al.›s study 
identified adverse drug reactions as a potential reason for 
non-adherence (13). Bezabhe et al. (14) and Kumarasamy 
et al. (22) also noted that side effects and the number of 
drugs are frequently cited barriers to treatment adherence. 
Mimiaga et al.’s study further emphasized that limited 
access to medication contributes to non-adherence (31).

Sociocultural factors, including stigma, discrimination, 
and peer influence, were also significant barriers to 
adherence to treatment among patients with HIV/AIDS. 
Physical, mental, economic, and nutritional support 
provided by family plays a critical role in adherence, as 
highlighted in several studies (13,15,32). Patients who 
receive cultural and social support from healthcare 
organizations and centers demonstrate better self-
efficacy, fewer missed doses of medication, and higher 
self-confidence (33,34). The results of Ahmed et al.›s 
study showed that counseling and communication with 
peer groups can help patients take their medications 
correctly. These people can be sources of motivation for 
other patients (13). In line with the findings of the present 
study, the results of previous studies showed that stigma 
and discrimination are the main factors of non-adherence 
to treatment in patients with HIV/AIDS (14,15). The fear 
of being stigmatized can be so intense that some patients 
prefer not to take their medications (35). A study on adults 
with HIV/AIDS showed that the most common reasons for 
non-adherence to treatment might be the fear of stigma 
and discrimination caused by drug use at home and in 

family settings (18).
The relationship between patients and healthcare 

providers, as well as the accessibility issues, such as 
distance and clinic hours, were also mentioned as barriers. 
Consistent with these results, studies have shown that 
positive interactions with healthcare staff can enhance 
adherence (14), while long distances and poor access 
to care contribute to non-adherence (36). Inadequate 
communication between patients and healthcare providers 
can lead to insufficient counseling, leaving patients to 
manage medication challenges alone. Thus, strengthening 
the patient-physician relationship is essential, as highlighted 
by Kvarnström et al. (17) and Souter et al. (37), who 
showed that poor communication can result in treatment 
interruptions and non-adherence..

The facilitators of adherence to treatment identified in 
this study included education and awareness campaigns, 
peer training, constructive and intimate relationships 
between patients and healthcare providers, and counseling 
sessions. These strategies aim to address issues such 
as depression, family problems, and access to services, 
while fostering confidence and mutual trust. Increasing 
patients› awareness and knowledge about their condition 
and treatment and educating their peers, were found to 
be effective in promoting adherence to antiretroviral 
treatment. Patients emphasized the importance of being 
treated with dignity and without prejudice by healthcare 
providers. In line with these findings, studies have shown 
that constructive and positive communication between 
doctors and patients can play an exceptional role in 
improving adherence (14). Several studies have revealed 
that poor access to healthcare and long waiting times lead 
to poor medication adherence (13,36). Souter et al. showed 
that unfavorable, poor, and sometimes discriminatory 
communication between doctors, medical staff, and 
patients with HIV/AIDS can lead to treatment problems. 
These, in turn, can result in treatment discontinuation 
or non-adherence to maintenance therapy (37). In 
some cases, poor patient-provider relationships lead to 
inadequate patient counseling and leave the patient alone 
to struggle with drug problems (17). The findings of the 
present study align with those of the studies by Reda et 
al. (38), Bangsberg (39), and Simoni et al. (40), which 
showed that one of the important and effective strategies 
for improving and promoting adherence to treatment in 
patients with AIDS is counseling for depression, substance 
abuse reduction, improved patient-provider relationships, 
and family support. Moreover, a meta-analysis indicated 
that adherence interventions may be most effective when 
targeting individuals with poor adherence and gaps in 
educational and psychological counseling (41).

This study had several limitations. Due to the qualitative 
nature of the research, the findings cannot be generalized to 
the entire population of patients with HIV/AIDS. Besides, 
while the results were noticeable, relevant, and significant 
for treatment adherence among patients with HIV/AIDS 
in Qom, further studies are needed to identify additional 
barriers and facilitators of antiretroviral therapy adherence.
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Conclusion
To design and implement effective intervention strategies 
for enhancing adherence to HIV/AIDS treatment, it 
is essential to identify the barriers and facilitators of 
adherence among patients. Supporting patients with HIV/
AIDS, launching social campaigns, identifying obstacles 
to adherence, establishing harm reduction centers (e.g., 
Drop-In Centers, DICs), and fostering trust and mutual 
understanding between healthcare providers and patients 
to reduce stigma and discrimination are critical steps to 
promote treatment adherence.
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