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[bookmark: _Toc435990817]ABSTRACT
This study set out to assess utilization of ARVs among PLWHA in Dar es Salaam Region. The study was specifically on assessing the awareness, knowledge and attitude of PLWHA who uses ARVs in TemekeMunicipalHospital.The study objective included the assessment of the PLWHA social demographic information of PLWHA and their awareness; knowledge and attitude towards the of ARVs treatment. Furthermore in the study explores accessibility of ARVs to PLWHA in TemekeMunicipalHospital. The study was uses structured Questionnaires and structured interview as method of  data collection. Various literatures were reviewed indicating various factors that contribute to poor adherence to ARVs among PLWHA. Factors involve community based, national level, and individual and structural factors. The study findings also observed barriers on effective accessibility of ARVs from socio economic factors, stigma, structure issues, health provider barriers, changing medications side effects, ARVs increased appetite, stigma, discrimination,perceived effectiveness of ARVs, drugs accessibility, cost and infrastructure However the access to ARVs at treatment centers has been challenging as sometimes supply of ARVs from Medical Store Department has been limited. The study concluded substantive number of respondents was aware of ARVs uses in TemekeMunicipalHospital but still the knowledge is not uniform. The study recommends that Community counselors should be educated on how to increase awareness of ARVs in family level, individual and community, in this way those who need ARV treatment can see the positive results of treatment, and experiences can be shared with the community and health workers 
[bookmark: _Toc435990818]
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[bookmark: _Toc435990822]CHAPTER ONE
[bookmark: _Toc351950055][bookmark: _Toc364180489][bookmark: _Toc435990823]1.0 INTRODUCTION AND BACKGROUND INFORMATION
[bookmark: _Toc242428236][bookmark: _Toc435990824][bookmark: _Toc368311413]1.1Introduction
[bookmark: _Toc435764476][bookmark: _Toc435990825]This chapter provides information about background to the problem, approaches used to address the problem of ARVs utilization to people living with HIV/AIDS in Dr-es-salaam, Tanzania, Africa and worldwide, statement of the problem, and objectives of the study, research questions and significance of the study.

[bookmark: _Toc435990826]1.2 Background of the Problem
 HIV/AIDS is a global pandemic disease. Globally it is approximated that 34 million people have HIV, of which 17.2 million are men, 16.8 million are women, and 3.4 million are children less than 15 years old (UNAIDS, 2011). In the African continent the first AIDS case was reported in early 1980s. By 1987 the epidemic had become concentrated in most of countries in Sub-Saharan Africa. Of the estimated 33.6 million cases of HIV infection in the world about 23 million cases are in Sub-Saharan Africa. In sub-Saharan Africa, about 23 million adults aged 15 to 49 are infected, with 57 per cent- 13.1 million - of them women.  The region has just over 10% of the world population but it is home to 67% of all people living with HIV and for 75% of AIDS deaths in 2007. HIV prevalence varies considerably across this region ranging from less than 1% in Madagascar to over 26% in Swaziland (WHO 2008a).

 In Tanzania HIV epidemic is highly heterogeneous. HIV prevalence in Tanzania in urban areas is much higher than in rural areas, in fact almost twice as high at 8.7% (NACP, 2011).  However in the island of Zanzibar, HIV prevalence is far lower among the general population 0.6% and the epidemic is concentrated, primarily affecting female sex workers among whom prevalence is estimated to be 11% men who have sex with men 10% and injecting drug users 15% (UNDP,2011). The survey conducted by TACAIDS in 2007, indicates that 7.4% of the Tanzania adults age 15-64 are infected with HIV. According to the survey more than 1.4 million people in Tanzania were living with HIV. However the prevalence remains high in Coastal zone at 15.3%, than national prevalence estimate, including Dar es Salaam (9%), Coast (7.9%), and Tanga (7.0%). Prevalence in Eastern is 4.7% and in Central, 3.8% of the adult population is infected (.TACAIDS, 2007)

The highly spread of HIV/AIDS created the world health challenge in many countries. Through combined efforts of affected countries and international partners, there was substantial ongoing progress towards HIV interventions in low and middle income countries.  One of the major interventions the use of antiretroviral therapy for HIV infected people although few people were able to access. Despite this progress, global access to antiretroviral therapy remains low. Only 31% of people in need of ARV treatment in the world were receiving it in 2007 and an estimated 2.5 million people were newly infected with HIV in the same year.  In 2003 due to concerns of limited access to ARV, the WHO “3 by 5” initiative was launched as a strategy for ensuring that 3 million people living with HIV/AIDS in low- and middle income countries have access to ARVs treatment by the end of 2005 which meant meeting 50% of the estimated need (WHO 2007). 

This  ARV treatment service in Sub-Saharan Africa including Tanzania the emphasis was been on initiating people on ARV to prolong their life’s. In the beginning many people responded to the ARVs treatment programs. In Tanzania only 65% of HIV positive adults and children are known to be on ARV drugs a year after beginning therapy (NACP, 2010).  However the rate of people taking ARVs treatment started to decline with little reports of death among the PLWHA. This indicated that the new problem of poor utilization of the treatment started to crop within PLWHA (Berg& Arnsten, 2004). This was against of efforts and policies insisting on access of ARVs rather than the PLWHA adherence/retention to medication. This is necessary for sustained health benefits and to safeguard public health against the risk of drug resistance caused by non adherence to the antiretroviral drugs (WHO 2006a).

Tanzania became the first country in Sub Saharan Africa to give free ARV treatment to  her people living with HIV/AIDS (PLWHA) in 2004 through a comprehensive "National HIV/AIDS Care and Treatment Plan 2003-2008".  The programme serves as a guide to the implementation and management of ARVs in the country. Country profile on HIV/AIDS posits thatin 2005, a total number of 23,951 patients were on Anti-Retroviral Treatment and by end of October 2006; the Programme enrolled a total of 115,597 patients whereby 54,264 were on ARV. Also the ARV treatment programme in 2007 enrolled 263,000 while 135,696, in 2009, about 200,000 people in need of treatment had been enrolled; that is under half of the 440,000 by 2008 envisaged in the care and treatment plan (Bangsberg, 2001,WHO,2012).

ACCORD study in 2006 also identified that in spite of all efforts of helping the HIV affected poor country with supply of ARV, equipment’s and skills for combating the epidemic, there is the other serious problem of poor compliance or underutilization  emerged among their PLWHA in their ARVs treatment. Medically, compliance/adherence or utilization  is defined as taking doses of drugs and sticking to the treatment plan,  this means that taking the correct dose of drugs at the correct time and in the correct way such as with the right type of food or fluid, (Nwokike, 2004).

Medically ARVs is used in treating HIV/AIDS but the patient have to comply or adhere to dosage to allow ones immune system to recover so that illness is reduced and health and quality of life can be regained. Very high levels of patient compliance of greater than 95% are required for ARVs to be effective and to prevent the emergence of resistant viral strains (WHO, 2005). This means missing more than three doses a month for a twice daily regime, and maintaining that level of compliance year after year. 

Apart from all efforts done in helping the HIV/AIDS affected people with supply of free ARVs, equipment’s and skills for contending the epidemic, there is the other severe problem of poor adherence (poor compliance) emerged among the PLWHA in the ARV treatment plan. According to WHO, (2006) assert that very high levels of patient adherence of greater than 95% are required for ARVs to be effective and to prevent the occurrence of resistant viral strains in reducing impacts of disease. As, it is contrary to medical requirements that patients have to comply and sticking into treatment plan by taking the correct dose of drugs at the correct time and in the correct way (Grant et al., 2008). Therefore the emerging poor utilization or compliance rate has dramatically increasing in recent days addressing creating a big threat to all efforts in HIV/AIDS.  
For example the Catholic Relief Service (CRS) on AIDS summarized data from their experience across five (5) countries ARV programme in 2008. The percent of patients who dropped is increasing, as of 2005 poor compliance were only 17.2 % compliance to the drug regimes but in 2008 poor compliance rate among PLWHA increased to 28.1% this has been contributed with socioeconomic factors in the country (Mugyenyi,  2002),

Generally more than 25% of ARV users do not achieve optimal compliance to treatment in Africa and evidence shows that the PLWHA living in rural areas have low compliances than those living in urban areas (WHO, 2008). Studies conducted in Botswana have reported compliance levels of 83% (Nwokike, 2004) in public sector and 74% (Weiser et al., 2003) in private sector. This portends a problem for public health because compliance levels greater than 95% are required for treatment success and to prevent the emergence of resistant strains and monitor the rates of compliance. It is also important to understand factors that influence compliance in order to design appropriate interventions.

Tanzania initiated the delivery of ARV drugs to Public Health Facilities in October 2004. Prior to that, few Tanzanians about 2,000 were able to access ARVs. The plan was targeted to cover 400,000 HIV infected Tanzanians on ARV therapy in a period of years.  About 90 sites were selected to initiate ARV drugs in the rest year, whereby the number of patients expected to be on ARVs in their rest year were 44,000. Currently 19,590 patients are on treatment though the sites are still enrolling more patients (NACP, 2005). As a consequence HIV/AIDS has also brought with it new challenges of how to provide care and support unique to those who fall sick and surviving family members. To mitigate the HIV/AIDS impact on the health system, the government has adopted among other strategies, the promotion of ARV drugs use by patients with AIDS as well as for post exposure prophylaxis.

[bookmark: _Toc351950057][bookmark: _Toc364180491]In Dar-es –salaam the cross-sectional study was conducted among ARV on HIV-infected individuals at the time of enrollment at 18 MDH-PEPFAR supported HIV Care and Treatment Clinics in Dar es Salaam, Tanzania, between November 2004 and December 2009. The MDH HIV Care and Treatment Program was established in 2004 and provides infrastructure, laboratory and technical support in HIV related care to the 3 municipalities of Dar es Salaam: Temeke, Ilala and Kinondoni. In this study, we included all HIV patients enrolling at MDH supported sites aged >15 years who had not yet been initiated ART.  This strongly indicates the need to come up with strategies to maximize long-term ARVs utilization to ensure success as Tanzania scale up ARVs programme countrywide. The study made an assessment of ARVs adherence among the PLWHA in Dar es salaam in Temeke Municipal Hospital in Dar es Salaam was taken as a case.

[bookmark: _Toc435990827]1.3 Statement of the Problem
[bookmark: _Toc351950058]Despite of HIV/AIDS being clearly the biggest disaster of our time and the discover of ARVs treatment still PLWHA do not adhere to the treatment plan. Studies indicate that poor medication adherence to ARVs treatment among PLWHA still exists and dramatically increasing. Ware, Idoko, Kaaya et al.,(2007) in reviewing other developing countries reports found the adherence levels of more than 75% (range 45–100%) compared to developed countries the majority report less than 75% (range 20–100%).
This increase make the need to asses adherence of  ARV treatment to PLWHA while it has proven to improve the lives of many patients worldwide    Anti-retroviral drug has also noted to reduce the impact the impact of AIDS on productivity by preventing opportunistic infections, promoting well-being promoting wellbeing and increasing life expectancy (Grant et, al., 2008). This is contrary to observed advantage of ARVs and efforts employed by various stakeholders through awareness raising, seminars, workshops and media campaigns It has also against medical perspective which requires adherence level to be greater than 95% for the effective ARVs treatment among PLWHA.Therefore poor adherence of ARVs to PLWHA is a potential “time bomb”, with huge implications in the longer term needs to be deeply studied for future well-being of PLWHA.

[bookmark: _Toc435990828]1.4 Objectives of the study
1.4.1 Main Objective
The main objective of this study was assessing utilization of ARVs among the people living with HIV/AIDS in Temeke Municipal Hospital Dar es Salaam Region.

[bookmark: _Toc364180494][bookmark: _Toc435990829]1.4. 2 Specific objectives
The specific objective of this study include,
i. To study social demografic information’s of the people living with HIV/AIDS in Temeke Municipal Hospital.
ii. To assess the awareness, knowledge and attitude of PLWHA on ARVs uses in Temeke Municipal Hospital.
iii. To explore accessibility of ARVs to PLWHA in Temeke Municipal Hospital.
[bookmark: _Toc364180495][bookmark: _Toc435990830]1.4 Research	Questions
This study was guided by the following questions:
1. What is the social demographic characteristic of PLWHA at Temeke Municipal Hospital?
2. What is the knowledge and attitude of PLWHA on ARVs uses at Temeke Municipal Hospital?
3. Do the ARVs accessible to PLWHA in Temeke Municipal Hospital?
[bookmark: _Toc351950059][bookmark: _Toc364180496]
[bookmark: _Toc435990831]1.5 Significance of the Study
Completion of this study has been of great importance to PLWHA as well as the uninfected ones. This is because “more than 50% of the hospital beds in Tanzania re occupied by patients with HIV and AIDS-related conditions this showed a really need of dealing with HIV/AIDS issues (Tanzania 2011). The findings also may contribute to review of the HIV/AIDS policies and treatment protocols, related in-service education for medical personnel and review of health education programs for HIV positive patients so as to improve the clinical management of HIV/AIDS. A research poster based on the results was also developed for presentation in seminars, workshops and related conferences to empower the medical personnel on issues of adherence to ARV. 

In addition to this, the study may improvements of product availability by reducing the number of stock outs of selected ARVs, lab reagents and HIV test kits at all levels of the public health supply chain; strengthen the capacity of the Medical Store Department (MSD) to more effectively store and distribute ARVs; build the capacity of staff working at care and treatment sites through courses, on-the-job-training and mentoring to optimize the effectiveness of redesigned logistics systems. Furthermore the study is a benchmark for further studies to different academic scholars in this area.

[bookmark: _Toc435990832][bookmark: _Toc351950060]1.6 limitations of the Study
[bookmark: _Toc435764483][bookmark: _Toc435990833]Financially, cost of doing this study is one of difficulties that encounter this because researcher need enough funds to cover stationeries  ,transport to the field and other requirement .This problem was attribute  with fact that researcher have no sponsor
[bookmark: _Toc435764484][bookmark: _Toc435990834]Lack of confidentiality due to poor infrastructure of rooms in CTC clinic at Temeke Municipal Hospital causes some of client believes that their status may be spread to others people and may cause increasing of the stigma in community.













[bookmark: _Toc364180497][bookmark: _Toc435990835]CHAPTER TWO
[bookmark: _Toc364180498][bookmark: _Toc435990836]2.0 LITERATURE REVIEW
[bookmark: _Toc435990837]2.1 Introduction
This chapter presents review of literature. It highlights the global trend over HIV/AIDS and concerns over ARVs. The chapter also provides some information on the status of HIV/AIDS in Tanzania and efforts to deal with the problem. The theoretical explanation governing HIV/AIDS related services including access to ARVs is also provided.According to Amico, Rivet & Harman, (2007) adherence to medication has been defined as the degree of concurrence between the client’s behavior (taking medicine, sticking to diet, taking the right dose and at the right time) and following medical advice on medication regimens. 

[bookmark: _Toc435990838]2.2 Conceptual Frameworks
The study conceptual framework is guiding research discussion and clearly identifies the fundamental issues to be examined. A number of factors have been associated with utilization to ARVs and are commonly divided into five intersecting categories (Reiter et al., 2003) namely: patient variables, treatment regiments, disease characteristics, patient provider relationship and clinical setting. In this study a four dimensional conceptual framework of factors affecting good compliance is considered. The factors are divided into individual, health facility, community and national levels as shown in Figure 1.1.

This study aimed at assess ARVs adherence among HIV/AIDS patients in Temeke Municipal Hospital Dar es salaam Tanzania by using individual, health facility, community and national levels variables impacts to timing of ARV doses and keeping of clinic appointments for prescription refill as key indicators.
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[bookmark: _Toc435990839]Figure 1.1: Conceptual Framework
Source:Researcher 2014

The antiretroviral drugs sometimes have temporary or longer lasting side effects, among the effects are: peripheral neuropathy and metabolic changes. The National level factors includesPolicy,Food Insecurity, timely distributions and equipment’s also have a significant contribution in poor compliances to ARVs treatment among PLWHA.
[bookmark: _Toc364180500]
[bookmark: _Toc435990840]2.3 Global overview of HIV/AIDS and ARVs
 According to Word Health Organization (2012), globally there are now 17 million women and 18.7 million men between the ages of 15 and 49 living with HIV/AIDS Since 1985; the percentage of women among adults living with HIV/AIDS has risen from 35 per cent to 48 per cent. Of particular concern are the dramatic increases in HIV infection among young women, who now make up over 60 per cent of 15- to 24-year-olds living with HIV/AIDS. WHO also describe that, young women are more vulnerable as they 1.6 times more than young man affected and living with HIV/AIDS in the world. According to WHO accounted that more than 33.4 million people were living with HIV/AIDS in 2008. The disease accounted for approximately 2.0 million people death while over 2.7 million people were reported to be newly infected with HIV in the same year.

In countries with both generalized and concentrated HIV/AIDS epidemic, young people are at its centre. Young people also tend to lack sufficient information and understanding of HIV/AIDS, including their vulnerability to it, how to prevent it, and the self-confidence necessary to protect them. The devastation of the HIV/AIDS pandemic provides a vivid example of the need for investing in young people. In areas where HIV/AIDS is subsiding or even declining, there has been a genuine commitment to HIV prevention, particularly among young people. We now know that if young people are given the information, services and support necessary to adopt new safe behaviors, they can make responsible decisions about their health. We also know that with support, young people can help educate and motivate others to make similar safe decisions.

[bookmark: _Toc435990841]2.4 Antiretroviral Therapy (ARV) Programmes
Medically Antiretroviral drugs (ARVs) slow the progression of HIV/AIDS. They extend life span for person living with HIV/AIDS. They prolong the survival of the HIV-infected person, preserve, enhance, or reconstitute the immune system. Therefore reduce opportunistic infections, suppress HIV replication, prevent disease progression, and reduce the morbidity and improve quality life of PLWHA (Berg& Arnsten, 2004).

According to WHO (2010), the combination of antiretroviral therapy for HIV infection has saved millions of lives since it was introduced. As coverage of antiretroviral therapy continues to grow, some degree of emergence and transmission of HIV drug resistance is inevitable. Significant population-level HIV drug resistance could potentially restrict future therapeutic options and increase treatment costs by requiring new and more expensive antiretroviral regimens. However, as the experiences of many countries demonstrate, HIV drug resistance can be monitored and steps can be taken to minimize its emergence. This is very important because drug resistance allows HIV to replicate very rapidly (Chesney 2000).

Globally, antiretroviral therapy (ARV) programmes have turned HIV from a virtual death sentence to a chronic and manageable disease. At the close of 2008, more than 4 million people in low- and middle-income countries had gained access to antiretroviral drugs (ARVs), an increase from about 3 million in 2007. Moreover, ART access in the countries of sub-Saharan Africa increased from 33% in 2007 to 44% in 2008.Sub-Saharan Africa (UNAIDS/WHO: 2007). 

In Tanzania according to WHO (2011) statistics reported the number of people receiving antiretroviral therapy in Tanzania increased by 29% between 2009 and 2010 from 199,413 to 258,069. There are about 1.4million people living with HIV/Aids in the country, whose estimated antiretroviral therapy coverage by 2010 was put at 42% compared to 55, 34 and 26% in South Africa, India and Nigeria, respectively. 

ICAP Tanzania (2004) launched a national HIV/AIDS care and treatment program. More recently, it announced plans to expand HIV services and accessibility of ARVs from 200 to 700 healthcare facilities. The number of patients to be initiated on antiretroviral therapy (ART) is expected to crease from 440,000 in 2008, to 600,000 in 2012. In support of these goals, the International Center for AIDS Care and Treatment Programs (ICAP) at Columbia University’s Mailman School of Public Health has been working with the Tanzania Ministry of Health and Social Welfare since 2004 to build broad capacity for HIV/AIDS services at the national and local levels.

Supporting sites in Kagera, Kigoma, and Pwani Regions, as well as in Zanzibar, ICAP provides a range of technical and financial support, including infrastructure development, renovations of clinics and laboratories, and provision of equipment and supplies clinical training and supportive supervision of multidisciplinary teams assistance with laboratory, pharmacy, and medical records systems and the establishment of services and programs to enhance patient enrollment, follow-up, and adherence (Bangsberg 2001).

The study conducted by TFDA (2005) reported that increased accessibility to ARVs, need to be supported by initiatives to maximize adherence to treatment. Maintenance of viral suppression require maximum patient  to access  ARVsand irrational use may result in spread of virus resistant to medicines, decreased quality of life, progression to AIDS, death, and will require regimen change and may increase treatment costs. It has been observed that where there has been irrational use of drugs, increased bacterial and parasite resistance have occurred. 

According to MUHAS ARV uses research  (2012)  reported that  Antiretroviral therapy introduced worldwide has resulted in a decrease in mortality and morbidity due to HIV and AIDS however the efficacy of antiretroviral therapy depend on high level of adherence for infants and children. Tanzania started providing antiretroviral therapy since early 2004. Care and treatment centers are responsible for management of HIV/AIDS patients under the coordination of the National care and treatment program. Services provided at care and treatment centre (CTC) include providing antiretroviral therapy to eligible patients, counseling on adherence to ARV, treatment of opportunistic infection, nutrition counseling and growth as well as monitoring and evaluation. 

[bookmark: _Toc435990842]2.5 Factors that Influencing Poor Adherence of ARVs among PLWHA
The study made by WHO in 2005 on Barriers and Facilitators to Antiretroviral Medication among HIV Positive Patients in Chennai, India suggest different factors that influence on utilization can be categorized to include: patient factors, treatment regiment, disease characteristics, patient provider relationship and clinical setting. Chesney (2000), states that before measures are implemented to improve access, it is essential to identify the main factors that contribute to the inability of patients to take their medications as expected or suggested.  The factors have different variables that affect HIV/AIDS patients as follows: 

[bookmark: _Toc435990843]2.5.1 Patient Factors
Patient factors that have been studied include: socio-demographic factors, such as gender, ethnicity, age, employment, income, education and literacy; and psychosocial factors, such as active drug or alcohol use, degree of social support, social stability, depression and other psychiatric illnesses(WHO: 2005). In general this reflect that, socio-demographic factors do not seem to predict utilization  behaviour, although some studies Nachega et,al (2006), Amico &Harman (2004), Rabkin , Chesney: (1999) have found that male sex, white ethnicity, older age, higher income and higher education and literacy correlate with better utilization. 

On the other hand it has observed a number of psychosocial factors have been found to strongly influence poor compliance. Depression, psychiatric illness and active alcohol or drug use prevent patients from complying with treatment plan.Social support helps patients comply better (Ickovics and Meade, 2002). A patient’s knowledge of his medication regimen and a patient understands of the relationship between non-adherence and build-up of resistance to medication also predict better adherence. A patient’s belief and confidence in therapy and his/her self-efficacy also influence utilization to ARVs medication.

[bookmark: _Toc435990844]2.5.2 Medication Factors
Highly Active Antiretroviral Therapy (HAART) consists of a complex plan that can include up to 20 pills a day, with multiple dosing throughout the day and specific food and fluid related instructions (Weidle & Wamai, 2006). These are often difficult to follow for patients and contribute to poor utilization always the higher the pill burden, the lower is the utilization or compliances. Antiretroviral medications often have side effects, some of which are temporary: diarrhoea, fatigue, nausea and vomiting; while others may be permanent or longer lasting: peripheral neuropathy, physical changes in body appearance, lip atrophy/lip dystrophy, metabolic changes (Singh et al., 1996). Studies have shown that when patients experience side-effects, they tend to stop ARVs treatment or take it irregularly.

[bookmark: _Toc435990845]2.5.3 Patient-Provider Relationship
The patient provider relationship plays an important role in improving utilization to prescribed medications in chronic disease (Altice et al., 2001). It is believed to be a motivating factor for patient’s utilization to ARVs includes trust and confidence of service providers has been found to influence utilization positively.

[bookmark: _Toc435990846]2.5.4 Disease Characteristics
Prior Opportunistic Infections (OI) contribute to increased utilization (Singh et al., 1996). Patients who have had serious opportunistic infections may perceive their illness to be severe and better utilize to their treatment. Apart from positive effect disease characteristics have also negative consequences that patients may lose hope of becoming better and therefore can lead to poor utilization.  

[bookmark: _Toc435990847]2.5.5 Psychological Factor
Have been related to utilization behavior including depression and psychiatric illness, active substance abuse especially alcohol and intravenous drugs, social support, self-efficacy, body image and weight concerns.  In addition to this, the level of awareness and knowledge an individual has on a particular aspect determines how he/she relates to that aspect. In this case, knowledge of what constitutes ARVs, their utility, and problems associated with taking them were issues deemed pertinent to using ARVs. Yet, the use of ARVs is limited based on the lack of workers, and accessibility.
[bookmark: _Toc435990848]2.5.6 Fakes Drugs
According to the Tanzania Network of Organizations of People Living with HIV/AIDS (2008) the high number of AIDS deaths in the country is related to refusal of some patients to take ARVs drugs due to various reasons including prevalence of fakes and adverse side effects. This suggests that there were information barriers which in one way or another limited utilization of ARVs to PLWHA. This study therefore focused in examining the utilization of ARVs among PLWHA.

In addition, various factors are being identified in several studies.  The study made by WHO in 2005 on Barriers and to Antiretroviral Medication among HIV Positive Patients in Chennai, India suggest different factors includes: patient factors, treatment regiment, disease characteristics, patient provider relationship and clinical setting. Kip, Ehlers, &Van Der Wal, (2009), they went further by identifying variables that also affect HIV/AIDS patients as follows: Patient- and Family-Related factors this includes: socio-demographic factors, such as gender, ethnicity, age, employment, income, education and literacy; and psychosocial factors, degree of social support, social stability and depression.

Ramadhani et al., (2007) also mentioned medication factors such as Highly Active Antiretroviral Therapy” (HAART) which consists of a complex plan (20 pills a day) being difficult for patients to follow.  He also mentions Patient-provider relationship (trust and confidence) as an important determinant in improving adherence to prescribed medications in chronic disease. 
Amberbir at al., (2008) also described disease characteristics contribute to increased adherence for patients who have serious opportunistic infections recognise their illness needs ARVs treatment or lose hope of becoming better lead to poor adherence to medication. Studies in Uganda and Tanzania reported that socio economic factors such as transportation costs are regarded severe obstacle to following the treatment plan due to distance the CTC clinics (Kip, Ehlers, &Van Der Wal, (2009), Ramadhani et al., (2007) Watt et al., 2009).Lack of community support on Stigma- and Discrimination-Related Challenges has beenimportant determinant of adherence in the settings of sub-Saharan countries contribution non adherences (Watt et al., 2009, Ramadhani et al., 2007). Normally Stigma Plagues ARV use although there is increased awareness on HIV/AIDS has not changed people's attitude. 

[bookmark: _Toc435990849]2.6Theoretical Model
There is no specific theory focuses on the accessibility and use of ARVs among the PLWHA. Most of theories in place concentrate on behavioral change. This situation limits sufficient explanations on the use of ARVs in addressing HIV/AIDS impact to PLWHA. It is however in order to understand the potential barriers to the use of health services among certain group of people, including PLWHA.

The Andersen’s Behavior Model of Health Service Use seems to suit the theoretical framework of this study. This model, as also noted by Scheppersa et al (2005), “is a valuable tool to select, identify and sequence the relevant variables in the process of health service use”.Another major component described by the Andersen model, is the population characteristics. This component embraces three major sub components of predisposition, enabling and need. While the predisposition characteristics has key variables of demographic, social structure  and health belief variables; the enabling characteristics holds personal or family enabling resources, and community enabling resources Scheppersa et al (2005). The need characteristics on the other hand comprise issues of individual perceived need as well as professional evaluated need.

Finally the model has the health behavior component. This component consists of the use of health services. Under health services, the model holds the consideration of the type, site, purpose and time intervals. In addition to that, there is a consideration of the personal health practices composed of aspects related to remedies. In essence, the outcome determines consumer satisfaction. Main issues considered include convenience, availability, financing, provider characteristics, quality as well as the perceived health status. Generally more than 25% of ARV users do not attain optimal compliance to treatment in Africa many of them from rural areas compared to those living in urban areas (WHO, 2008). Studies conducted in Botswana have reported adherence levels of 83% (Nwokike, 2004) in public sector and 74% (Weiser et al., 2003) in private sector which is both of them are below 95% required for treatment success. 

Theoretically, Coherent Models for enhancing ARVs adherence in any treatment programme are needed. Focusing to Anderson's Health Care Utilization model (2002) identified a framework focusing for ARV adherence elements:  Predisposing Factors (patients’ own personality, behavior, etc.), Enabling Factors (social capital, patient provider relationship, community education, feeding research evidence into programme, sustained supply, retention, etc.) and Need Factors (belief, other disease, alternative medicine treatment options, community support). Moreover Chesney (2000), also added that, the proposed framework enhance adherence to ARVs contains three components: (i) Enabling factors: generating evidence through research and programme evaluation, (ii) Need factors: linkages and collaborations, and (iii) Predisposing factors: optimized health care service delivery alluding to patients’ need and behavior. 

Anti-Retroviral Drug (ARV) reduces negative consequences of AIDS on country productivity by avoiding resourceful infections, promoting wellbeing and increasing life expectancy of the infected ones (Nachega et al., 2010). The low rate of adherences to medication lead to higher risk that drug resistance develops, that can cause the need of taking second line drug treatment (not less than three new drugs). In most of developing countries it has been more difficult to manage, as it is likely to be ten times more expensive than first line drugs, (UNAIDS 2009). 


[bookmark: _Toc435990850]Figure 2.1:Andersen Model Theory
Comprehensively the Andersen model can be used to highlight and explain assessment on the utilization of health services specifically ARVs uses to PLWHA. As noted by Scheppersa et al (2005), even the potential barriers, through using this model, could be condensed into three levels of ‘patient level’, ‘provider level’, and ‘system level’. If the patient expectations for example are not in line with what is proposed by the service provider they may experience barriers to the use of health services. Sometimes when the end result is not in line with the treatment received access could be limited. On the other hand, the system of health care provision itself can limit or provide access (Berg& Arnsten, 2004). 

This covers issues such as the policy in place, the organizational and structural factors. All these have an impact in providing or limiting access and utilization to people in need.Within that broad framework of the Andersen model, the study assesses utilization of ARVs to PLWHA in Dar es Salaam Region. Temeke Municipal Hospital was used as a case. All the variables were subjected to the model in order to determine the extent to which those aspects have contributions to PLWHA utilizing ARVs in the region.

[bookmark: _Toc435990851]2.7 Free ARV Programme Challenges in Tanzania
Early 2003, Tanzania became the first country in Sub Saharan Africa to give free ARV treatment for her people living with HIV/AIDS (PLWHA). In 2006, the Agency for Cooperation and Research in Development (ACORD) commissioned a study in Mwanza City and Sengerema District in Northern Tanzania to understand the nature of this programme at practical ARV user level. This study revealed challenges of one of the first ever free ARV programme as follows:
Transaction Costs in providing free ARVs remains high in most of developing countries. Normally patients are required to make a minimum of three visits to the clinic for CD4 cell count test and undergoing several counseling sessions before they are introduced to the treatment (NACP 2007).  This has been also a contributing factor due to geographical locations and transport cost implications to and from the ARV dispensing site. Other challenges involve stigma plagues towards ARVs users:  although there is an increased awareness on HIV/AIDS issues in actual sense it has not changed people's attitude. 

The study established that PLWHAs and their families still lived in fear of being stigmatized and discriminated against (NACP 2007). As much as the Tanzanian government struggles to bring ARV programme closer to the people, the beneficiaries would rather travel to a far off dispensing site where they cannot be noticed. Moreover, Food Insecurity hampers ARV use and access as it affecting user’s ability to eat adequate nutritional or special diet, clean water, which is a criteria for qualifying for ARV use is food, stop taking alcohol, stop smoking, taking a CD4 cell count test and agreeing to consistent use of ARVs (Weidle & Wamai, 2006). 

Gender ascribed diseaseaccording to NACP report in 2007 outlined  that, although official statistics confirm that women constitute over 50% of those living with AIDS, it is in accessing ARVs that this reality is most manifested with 69% of those using ARVs being women. Seemingly many men living with AIDS still do not find it necessary to seek help. It is perhaps the cultural inhibitions that men must not display emotions and doing the contrary is not to be man enough and that hamper men living with AIDS from accessing ARVs (Berg &Arnsten, ,2004).

[bookmark: _Toc435990852]2.8 Knowledge Gap
Literatures Berg &Arnsten, (2004), Weidle & Wamai, (2006),UNAIDS/WHO (2007) and MUHAS,2012) clearly agree that ARVs make PLWHA healthier hence reduces mortality and morbidity. Moreover apart of the presence of government free ARV treatment provision in Tanzania to HIV/AIDS patients with strategies of enhancing the compliance among the patients. However with all effortsstill there is poor adherence or non-compliances of HIV/AIDS patients to ARVs treatment plans. From that view is where this study intend to investigate what are the underlying factors making PLWHA to poorly comply (underutilization) with treatment plans while they agree that the ARVs help them in health recovering. 
[bookmark: _Toc364180502][bookmark: _Toc435990853][bookmark: _Toc364180503]
CHAPTER THREE
[bookmark: _Toc435990854]3.0 RESEARCH METHODOLOGY
[bookmark: _Toc242428260][bookmark: _Toc435990855]3.1Introduction	
This chapter provides an explanation on how the study was conducted.  The chapter describes the methodology employed during fieldwork.  It describes research design, study area, study population, sample size, sampling procedure, and source of data, data collection methods, data collection procedures, data analysis and ethical consideration.

[bookmark: _Toc242428261][bookmark: _Toc435990856]3.2Research Design
A research design is the arrangement of conditions for collecting and analysis of data in a manner that aims to combine relevance to the research purpose with the economy in a procedure (Kothoari, 2004). The study adopted cross-sectional descriptive research design utilizing both qualitative and quantitative approaches.  The qualitative information was very important to capture the respondent feelings, perceptions, understandings and opinion concerning accessibility of ARVs among the people living with HIV/AIDS in Dar-es-salaam.  Moreover quantitative approach was employed for measurable/numerical data.  

A descriptive cross-sectional study design facilitated a data collection on the problem under discussion and related risk factors on accessibility of ARVs of PLWHA to measure at a specific point in time for a defined population. Secondly the design provides a portrait of information at single point in a time across target groups and collects data to make inferences about a population of interest (universe). 
It is also relatively inexpensive and takes up little time to conduct;Also the design can easily estimate prevalence of outcome of interest because sample is usually taken from the whole population;The design also is useful for public health planning, understanding disease etiology and for the generation of hypotheses;

[bookmark: _Toc364180506][bookmark: _Toc435990857]3.3 Study Area
This study was conducted at Temeke District in Dar es Salaam region,  which  has an area of square km 2656 and upland 70 km. Temeke is located at degree of 39-12-39 33 Eastern part and 6 48 -7 33 southern part. Residents are engaged in private and public sector for economic activities.  According to the statistics of population by the year 2012, Temeke District has the total of 1,368,881 people in which males are 669,059 and females are 699,825, Ilala District has a total population of 1,220,611 in which males are 595,928, females are 624,683.   Kinondoni District has the total of 1,775,049 people, males are 860,802 while female are 914,247 and. Dar es Salaam region is also the economic centre, with industrial, trade and cultural centers. (URT National Censurer, 2012).

Temeke district has 2 Hospitals one is public and other is private. It has 2 Health centers and 24 dispensaries of which 9 are owned by the government and 16 owned by private.  It was estimated that about 1,050 HIV patients use Antiretroviral Therapy (ART). In the year, 2005 Temeke District had HIV prevalence of 5.3%. The high HIV prevalence in the district suggests high numbers of infected people considered for ART. However, there has been no documentation about ART accessibility and adherence in region (Temeke Municipal Hospital report, (2007).
[bookmark: _Toc364180507]
[bookmark: _Toc435990858]Figure 3.1: Temeke Map

[bookmark: _Toc435990859]3.4 Study Population
The target population for the study involved People Living with HIV/AIDS attending ARVs treatment at Temeke Municipal Hospital. These are the main group are highly practicing the ARVs underutilization hence facing poor health. Moreover the study also involved the service providers at hospital which included Doctors, nurses and counselors who testing, counseling and designing for treatment plan. Furthermore are the one who making follow up to PLWHA.  

[bookmark: _Toc364180509][bookmark: _Toc435990860]3.4.1 Sample size
Sampling is normally done for the purpose of measuring the elements of population characteristics and making conclusion, regarding the entire population (Cohen, et al., 2004).  
The main criteria inducing the choice of a sampling technique was based on the sampling frame. This involved a list of the units comprising the study population. Therefore, the study make sample of these two groups  using a sampling formula provided by Yamane (1967) when population/sample frame is less than 200 individuals. This is stated here under.


[bookmark: _Toc364180531]Where ‘n’ is the sample size, ‘N’ is the population size or sample frame and ‘e’ is the degree of precision that the selected population is the right one. The sample was calculated at 90% level of confidence. But due to the time limit the study did not manage to obtain exactly required number of respondents. Table 3.1 below show required sample and obtained sample in the field.   

[bookmark: _Toc435990861]Table 3.1 The Sample Size of the Study
	No
	Category of respondents
	Number of the Respondents
	Percent

	1.
	Clinical and community health Officials (Clinicians, counselors, pharmacists, nurses, social workers, nutritionists, receptionists)
	35
	35%

	2.
	People Living with HIV/AIDS
	65
	65%

	TOTAL
	100
	100%


[bookmark: _Toc364180510]Source: Field Data, 2013
[bookmark: _Toc368306131][bookmark: _Toc242428268]
3.5 [bookmark: _Toc435990862][bookmark: _Toc242428269]Sampling Techniques
In this study researcher used combination of simple random sampling (one of probability sampling techniques) and purposive sampling technique (one of non-probability techniques) to select members of the selected from Temeke Municipal Hospital. 
[bookmark: _Toc435990863]3.5.1	Purposive Sampling
[bookmark: _Toc435764498]It is decision, with regard to which element/item could be included or excluded in the sample, is under control of the researcher.  It is sometimes called judgmental sampling; this is because the researcher chooses only those elements of which she believes that they would be able to deliver the required data (John, Eugene and Jeanne, 2009).  It is from this ground that purposive sampling technique was used to select 65 respondents 50 (77%) females and 15(23%) respondents who utilize ARVs at Temeke Municipal Hospital.  Also methods used to select 35 service providers that involved Clinicians, Counselors, Pharmacists, Nurses, Social Workers, Nutritionists, and Receptionists, dealing direct with ARVs treatment.

[bookmark: _Toc435990864]3.5.2 Simple Random Sampling
Is a probability sampling whereby all members in the population have equal chance of being selected (Adam, 2007).  It was applied due to its strength of giving research data that can be generalized to a large population as well as providing equal opportunity of selections for elements of population.  However in creating study simple random sample, six steps were followed: (a) defining of the population of study; (b) choosing a  sample size; (c) listing the study population; (d) assigning numbers to the units; (e) finding random numbers; and (f)selection of samplefrom groups selected in purposive sampling at Temeke Municipal hospital (in Care and Treatment Centre). 

The technique preferred as it; reduces the potential for human bias in the selection of cases to be included in the sample. As a result, the simple random sample provides us with a sample that is highly representative of the population being studied, assuming that there is limited missing data.Since the units selected for inclusion in the sample are chosen using probabilistic methods, simple random sampling allows us to make generalizations (i.e., statistical inferences) from the sample to the population.

[bookmark: _Toc435990865]3.6 Types and Sources of Data Collection Methods
In order to achieve the set objectives and complete the work within the planned timeframe, different methods of collecting information were used. The following instruments were applied in data collection. Two types of data were collected, namely primary and secondary data.  Both qualitative and quantitative data was collected and used.

[bookmark: _Toc368306134][bookmark: _Toc242428273][bookmark: _Toc435990866]3.6.1	Primary Data
In the field, primary data was collected through interviews which were conducted to the social workers, clinician, nurses, pharmacist and nutritionists, by using questioner were the open and close ended questions were applied. This technique was employed to capture information and determine the perceptions of patients who infected by HIV/AIDS towards the services and ARVs utilization.

[bookmark: _Toc435990867]3.6.2 Secondary Data
This data wereobtained from various publications such as journals, books, internet, and policies, Open University Library, Literature review assisted in getting more information. Annual/quarterly reports, work plans, strategic plan documents and conference/workshop presentations were reviewed among others. Review of patients’ records helped to determine level of adherence and gather clinical data of patients. Records for all patients interviewed were retrieved to back up information regarding ARVs use and adherence.  All data available were used.

[bookmark: _Toc368306136][bookmark: _Toc242428275][bookmark: _Toc435990868][bookmark: _Toc368306137][bookmark: _Toc242428276]3.7	Data Collection Methods
Data was collected by using two main tools, which are structured questionnaire and semi structured interview, described below:

[bookmark: _Toc242428277][bookmark: _Toc435990869]3.7.1	Semi Structured Interview
Semi structured interview was used as the main means of collecting primary data from the key informants which  open-ended interview guides with flexible probing ideal for investigating personal experiences from the subjective perspective of each respondent about ARVs. In the facility, we conducted semi-structured interview for one clinician   Pharmacist, receptionist, counselor and social workers, this aimed to establish the health worker’s perspectives on the problem of utilization of ARVs and also to assess the quality of care they offered to patients and other factors.

[bookmark: _Toc435990870]3.7.2 Structured Questionnaire
Best & Khan, (2006) argue that questionnaire is used when factual information or opinion is needed rather than facts are desired.   Structured Questionnaire has been applied because a large proportion of the desired information was collected within a short time or limited time and resources. The questionnaire in this study was administered to 65 PLWHA who visit CTC Temeke Municipal Hospital and 35 staff who were working at Temeke Municipal Hospital. The questions were written in English and then translated into Kiswahili which is the most widely spoken language and the national language in Tanzania.  Translation from English to Kiswahili increased validity of responses since most PLWHA likely to express themselves in Kiswahili than in English.

[bookmark: _Toc435990871]3.7.3 Data Collection Procedure
Data collection was conducted from two months.  Participants were given detailed information, in the introductory part of the questionnaire that describes the nature of the study, their rights as participants and the responsibilities of the researcher.  Participant were informed that their responses would be kept anonymous and confidential, and that they could not skip or omit any of the questions. 

 3.8 Data Analysis and Presentation
This is the process of putting data into a readable way so that it may be used by the Government, NGO’s and other Stakeholders working with people living with HIV/AIDS. The great part of data collection has been organized and analyzed qualitatively and quantitatively manually. The qualitative data from the semi structured interview were transcribed using content analysis, while the quantitative data collected from the field were analyzed using the Excel programs.  

Data presentation – The analyzed data presented using statistical graphs, pie charts, tables and frequencies (percentages) so as to make the information self-elaborative and easily understood.

[bookmark: _Toc435990872]3.9 Ethical Consideration
[bookmark: _Toc364180513]Ethical approval was obtained from Open University of Tanzania department of Art Social Work before the study conducted. Also permission of sample data was obtained from District medical officer (DMO) and Doctor in-charge of Temeke Municipal Hospital department of care and treatment centre for PLWHA (CTC).Each PLWHA was provided with understandable information regarding the study and confidentiality during data collection .Not only that respondents were informed of the aim and importance of the study that is to understand better the problem and how ARVs can better be supportive.

[bookmark: _Toc435764508][bookmark: _Toc435990873]Confidentiality: There was an agreement of confidentiality between the researcher and the staff of Temeke Municipal Hospital, and other participants, because sometimes the study had to involve the confidentiality information.






[bookmark: _Toc435990874]
CHAPTER FOUR
[bookmark: _Toc435990875]4.0 DATA ANALYSIS, PRESENTATION AND INTERPRETATIONS
4.1 Introduction 
This chapter describes the analysis of data followed by a discussion of the research findings. The findings related to the research questions that guided the study. The Study has described a range of factors that affect ARV treatment and accessibility at various levels, such as individual, community and health facility levels. 

[bookmark: _Toc435990876]4.2Social demographic Characteristics of the Respondents
4.2.1 Age Distribution of Respondents 
The term age refers to the number of years a person has already lived from birth to last birthday.  Age is an important variable in demographic analysis .because it influences numerous demographic events such as marriage, occupation and participation in ARVs drugs.

[bookmark: _Toc435990877]Table 4.1: Age Distribution of the Respondents
	Age of respondents 
	Number of the respondents
	Percentage 

	15-25
	22
	22%

	26-40
	42
	42%

	41-60
	26
	26%

	Above 61
	10
	10%

	total
	100
	100


Source: field data 2013
Table 4.1  showed that, 42%  of respondents were at the age between 26-40  followed by26% of respondents were at age of  41-60  while 22% of respondent were at age of    15-25 and 10% of respondents were at age of 61and above. The respondents were mostly between the ages of 26 and 42 years (42%), which signified a group that is made up of young sexually active and reproductive respondents. This age group is particularly relevant because awareness information about ARV targeted them can have a significant impact on the decrease in the transmission of drug resistant strains of the HIV virus.

[bookmark: _Toc435990878]4.2.2 Respondents Sex Distribution
The study found the following distribution sex pattern of respondents 

[bookmark: _Toc435990879]Table 4.2: Distribution sex of the Respondents
	Sex of respondents
	Number of respondents 
	Percentage 

	Female 
	62
	62%

	Male 
	38
	38%

	Total 
	100
	100%


 Sources: field data 2013

Findings revealed that 62%of the respondent were female and followed by38 % male. This indicates that majority of respondents who visit Temeke Municipal Hospital accessing ARVs drugs were female.  In addition it was revealed that in every clinic appointment, although female were many compared to males, males were not willing to participate in the study hence the great difference between males and females who participate in study. Also the attitude of male to have irregular medical checkup could be the reason for few number of male respondents participate in this study compared to female.
[bookmark: _Toc435990880]4.2.3Distribution of the Respondents by Religion
The respondents participating the study religious distribution were as follows in the Table 4.3.

[bookmark: _Toc435990881]Table 4.3: Distribution of the Respondents by Religion
	Religion of respondents
	Number of respondents
	Percentage 

	Christian 
	35
	35%

	Muslim 
	43
	43%

	Others
	16
	16%

	None 
	6
	6%

	 Total 
	100
	100%


Source: field data 2013

The study showed about  43% of the respondents were Muslim followed by Christian 35% while 16% of the respondents believe in other religions and 6% of respondents they didn’t believe any religion.    The findings imply that all religious faith based respondents were participated in the study.

[bookmark: _Toc435990882]4.2.4 Respondents Marital Status Distribution Pattern
Furthermore the respondent’s marital status distribution participated in the study as shown in Table 4.4.

[bookmark: _Toc435990883]Table 4.4: Marital status of the Respondents
	Marital status of respondents
	Number of respondents
	Percentage 

	Marriage 
	25
	25%

	Widow 
	18
	18%

	Divorce 
	21
	21%

	Single 
	36
	36%

	Total 
	100
	100%


Source: field data 2013
Table 4.4: showed that 36% of respondents were single followed by 25% of respondent who are marriage in which 21% of respondents were divorce and only 18% of respondents were widow.This indicates that, the research problem is a cross cutting issue in both marital status. 

[bookmark: _Toc435990884]4.2.5 Respondents Distribution of Education
The study respondents were also possessing different education level distributions as in Table 4.5.

[bookmark: _Toc435990885]Table 4.5: Respondents Distribution of Education
	Level of education of respondent
	Number of respondent 
	Percentage 

	Master level
	1
	1%

	Degree level 
	11
	11%

	Diploma level 
	24
	24%

	Certificate
	12
	12%

	 secondary education 
	18
	18%

	Primary education 
	26
	26%

	None 
	8
	8%

	Total 
	100
	100%


Source: field data 2013

From the table above Showed that 26% of the respondents were primary school education and followed by 24% of the respondents while 1% of respondent were in master level. The study found that most of the respondents had primary education because of this they have inadequate knowledge pertaining health issues. Also due to the low level of education they face poverty for that reason it is easier for them to engage in sexual relationship without protection. Education is a key issue related to the concept of human capital, and to the need to ensure its continuity. This emphasize that human capital acquired via formal education is an economic asset that, once obtained, cannot be appropriated. Ensuring access to adequate education for all PLWHA is central in the pursuit of greater equality and poverty reduction.

Another important issue raised by interviewed respondents was the low level of literacy among the patients as follows: 
“Most people are illiterate, and will not follow doctor's instructions on how to swallow ARVs. For instance, a person can be given a drug to be taken for a period of seven days but because of ignorance that person may decide to swallow all that medicine at three days, believing that AIDS will get cured immediately, not knowing that he/she may in fact die.” (Males 28 years).

The findings suggest that socio-economic status is a key determinant for educational outcome in urban, but not in rural areas. For rural based orphans, the most critical factor is age and not socio-economic status. Survey conducted in Zambia (2000) state that number of authors have undertaken comparative studies to expose potential differences in well-being and school attendance between orphans and non-orphans, explores the effects of adult mortality on households and school enrolments in Zambia, with a particular focus on the differences between urban and rural areas. 

[bookmark: _Toc435990886]4.3 Factor Related To Personal Life and Social
[bookmark: _Toc435990887]4.3.1 Distribution of the Respondents on Occupation
The table below indicates the Distribution of the Respondents based on Occupation
[bookmark: _Toc435990888]Table 4.6: Distribution of the Respondents on Occupation
	Respondents occupation 
	Number of respondent 
	Percentage 

	Farmer 
	10
	10%

	Small business 
	9
	9%

	Employed 
	35
	35%

	Unemployed  
	46
	46%

	Total 
	100
	100%


Source: field data 2013

The study revealed that 46% of the respondents were not employed and followed by 35%of respondents who were employed, while 10% of the respondents were farmer and only 9% of the respondents were engaged in small business such as carpenter, small market. This implies that majority of respondents have no reliable source of income generation.

Unemployment and poverty is the big challenges for PLWHA affecting the well-being of PLWHA leading to discontinue using ARVs. 

[bookmark: _Toc435990889]4.3.2Monthly Income per Month of the Respondents
The respondent’s monthly income was found to be as follows in the table below:

[bookmark: _Toc435990890]Table 4.7: Income per Month of the Respondents
	Monthly income of respondent
	Number of respondent 
	Percentage 

	1,000- 50,000
	8
	15%

	51,000-150,000
	30
	32%

	151,000-300,000
	28
	14%

	301,000-5000,000
	21
	24%

	501,000-800,000
	11
	9%

	801,000-1,000,000
	2
	6%

	Total 
	100
	100%


Source: field data 2013
Table 4.7 showed that 30% of the respondents had 51,000-150,000 income per month followed and by28% of the respondents and 2% of the respondents had high income per month. This indicates that most of the PLWHA are from low income earning group with poor compliances. That it reflects that sometimes it has been difficult for them to cover the cost associated with ARV treatment such as transport and food. 

A study conducted by UNAIDS (2004)  experienced that  affected households are hit by  loss of available income, as a result of working adults falling ill or dying or having to stop work to look after children and/or the ill; additional expenditure on health care and funerals. Other effects on the household include depletion of household assets as a result of increased health expenditure and other consumption needs and labor losses, lower productivity of subsistence labor and reduced availability of food. School enrolment may also decrease, as children are forced to dedicate time to labor and care-giving.

The study also noted that most that most of ARV users were jobless with little ability of buying food which is essential for effective work for the drugs. Most of respondent’s using ARVs are jobless leading to low income hindering the accessibility to hospitals or centers. This is also lead to poor access of ARV.  It is important to note that during the interviews respondents mentioned that food insecurity has been one of the big challenges: in the world of the respondents;
“There are many challenges we are facing… No jobs, that’s why we are doing small businesses here and there, I need something to do where I can get food, and taking drugs without food make me shaking with hunger.” (28 years woman.)

[bookmark: _Toc435990891]4.4Respondent’s Opinions Regarding Awareness to ARVs
Respondents were asked on their level of awareness of ARVs treatment to look if it is one of the reasons for underutilization of medication.  The results were as shown in Table 4.8.

[bookmark: _Toc435990892]Table 4.8: Respondent’s Opinions Regarding Awareness to ARVs
	Opinions 
	   Number of respondents 
	Percentage 

	Yes aim aware 
	98
	98%

	Don’t  know 
	2
	2%

	Total 
	100
	100%


[bookmark: _Toc364180517]Source: Field Data, 2013

Table indicates that, 98% of the respondents were aware of ARVs, while 2% of the respondents reported that they did not know. This study showed that many people are aware of ARVs, with larger number of females than males. Age wise, those who were sexually active were found more knowledgeable. Most of them actually get information from the mass media such as Radio, Television and Magazines. The findings showed that those who were aware had thought that ARVs improved the life of PLWHA by increasing the body immunity hence improving the quality of life. Few people responded that ARV’s treat HIV/AIDS; this shows that people know that there is no drug for treatment of HIV/AIDS.  

[bookmark: _Toc435990893]4.4.1 The Opinions of Respondents Regarding Knowledge about ARVs.
Apart of the awareness respondents were also asked for their own knowledge on ARVs it was found that:
Table 4.9:The Opinions of Respondents Regarding Knowledge about ARVs.
	Opinions 
	Number of respondents 
	           Percentage 

	ARVs is just a mare drugs 
	5
	6%

	ARVs is cure 
	22
	25.3%

	ARVs prolong life 
	30
	34.5%

	ARVs reduce viral overloads 
	18
	20.7%

	ARVs reduce pain 
	10
	11.5%

	ARVs is just like other drugs 
	2
	2%

	TOTAL 
	100
	100%


Source: field data 2013

The Table 4.9 analyses the knowledge of the respondents regarding ARVs .The study revealed that 34.5% of the respondents said that ARVs prolong life, while 25.3% stated that ARVs was cure, other respondents 20.7% pointed that ARVs reduce viral overload whereas 11.5% commented that ARVs reduces pain. The reaming respondents 6% said that ARVs was just a mare drugs and only 2% of the respondents reported that ARVs was just like other drugs. 

Results from the study showed widespread misperception, especially amongst the young people, that ARVs could cure HIV/AIDS. The virulence of HIV was underplayed:
“Now days , you see people are no longer afraid because as you catch the disease, you go and get ARVs, you take them and be okay. (Male 18 years)
“Now people take AIDS as a cough, which can be cured because now they know ARVs are available. Even if one is infected, he/she can swallow ARVs and live for a long time.” (Female 24 years).
The study conducted in Soweto South Africa (2003) showed that 84% of the interviewed population declared that taking ARVs improves the life of PLWHA. Also shows that 80% of interviewed adult population reported that if they were taking ARVs they are not worried about their families or their friends. Those respondents who responded that it improves life they responded to the options that it improves life by increasing the body immunity hence improving the quality of life.  Therefore despite of having differences levels in knowledge, the study found that majority of respondents in Temeke Municipal Hospital has knowledge about ARVs. This knowledge could have positive contribution in the utilization of ARVs in the region.

[bookmark: _Toc435990894]4.4.2Respondents Opinions Regarding Positive Attitude of ARVs
Respondents were tested on their attitudes towards ARVs free treatment provided by the government their response was as follows:

[bookmark: _Toc435990895]Table 4.10: Respondents Opinions Regarding Positive Attitude of ARVs
	Opinion 
	     Number of respondents                                      
	Percentages 

	ARVs  reduce possibility of death  
	24
	37%

	ARVs decrease fierceness 
	16
	25%

	ARVs improve their life 
	20
	31%

	Don’t know 
	05
	7%

	Total
	65
	100%


Source: field data 2013

The perception of PLWHA contributed to the effective utilization of ARVs. Therefore it was very important to capture whether participants have positive or negative perception towards utilizing ARVs. According to field data 37% the respondents reported that ARVs reduce number of death, while 31% state that ARVs improve their life, while other respondents 25% said that ARVs decrease sickness/disease and only 7. % they don’t know.

These findings concur with some studies done  showed that the extent of complexity of the ARVs regimens and treatment plan greatly influenced an individual’s willingness and ability to adhere to therapy plus patients with higher self-efficacy beliefs about using antiretroviral agents had better adherence (Chesney et al 2000, Irunde, H. et al.,2005).  However respondents mentioned that: Several men said that if they stopped taking the ARVs the virus would increase and body resistance would decline, while most of the women indicated that taking ARVs makes the virus “sleep” and lengthens the patient’s life.  One female respondent from Tandika declared that: 
“ARVs have improved my quality of life. If I stop using them I will die.”“ARVs have helped to increase my body immunity; my health is improving aim getting hope of living.”

A male participant from Gongo la Mboto was also positive about the impact of ARVs: “My CD4 cell counts were down but after using ARVs now they have gone up. I’m notgetting opportunistic infections.”

Despite widespread information about the AIDS pandemic, in few cases respondents relates HIV with superstitious. A few of them thought that AIDS was therefore inevitable and that everyone was at risk of infection. From their perspective, someone with AIDS was presumed to be already a dead person. 
[bookmark: _Toc435990896]4.4.3 Negative Attitude towards ARVs
Respondents were also asked if they have negative attitudes towards the ARV treatment. Their response was as follows: 

[bookmark: _Toc435990897]Table 4.11: Respondent’s Opinions Regarding Negative Attitude Towards ARVs
	Opinions 
	 Respondent no.
	Percent

	Cause early death 
	8
	12.3%

	Need balance diet so its cost a lot of money 
	23
	35.4%

	It contribute deterioration of health 
	11
	16.9%

	Increases spread of HIV because most of them believe ARVs is cure. 
	18
	27.7%

	Don’t know 
	5
	7.7%

	Total 
	65
	100%


Source: field data 2013

The study wanted to know what the attitudes of respondents towards ARVs are.  Majority of respondents 35.4%   had  negative attitude that taking of  ARVs needed balance diet as one needs to take proper balance diet in which one should have enough money to purchase food for their families, while 27.7% of the respondents conveyed that taking  ARVs  increase spread of HIV/AIDS  because they  believe that ARVs is cure, 16.9% of the respondents conveyed that it contribute deterioration of Health so some of them they live it and go to churches or witch doctors while12.3%of the  respondent believe that cause early death because once you start the drugs you need to eat balance diet  and only 7.7%  of the respondents conveyed that they dint know.
 However, ARVs users interviewed said they had not stopped taking ARVs due to lack of food. The persistence of ARVs users in continuing treatment even when they went hungry was also corroborated by staff interviewed in the facility. From the findings it was revealed that food is a big problem; patients are getting appetite when they use drugs, but have notstopped using medication.” the potential impact of hunger on access to ARVs (Irunde, et al., 2005)

 During the interviews it was noted that PLWHA were worried about the quality of ARVs as most were aware of presence of fake ARVs in the market. They believe that the fake drugs increases other disease’s such kidney and liver failures. “The fake and duplicated ARVs availability in the country, threaten our health make some people to stop taking ARVs.” (Interviewee Male 38 years)

The study also revealed that some PLWHA had negative views about ARVs, arguing that ARVs were made to exploit the poor or reduce the African population. Other participants wondered why drugs that would cure HIV/AIDS completely could not be made: They say they want to make money out of them, if these people are capable of making ARVs why not make the ones that cure the disease, so the drugs don't prevent the disease but are just killing people. “WHO(2006).

Most participants felt that enhanced access to ARV would increase risky sexual behavior; namely promiscuity, lack of faithfulness among couples, multiple partners, prostitution, unprotected sexual practices, rape and lack of abstinence as the risky sexual behaviors (Weidle &Wamai,( 2006).  A few respondents indicated that increased ARV access and counseling that HIV-positive people receive promoted positive health behavior. Some of the participants expressed fears that the increased use of ARVs would promote HIV transmission because it would be difficult to differentiate between HIV-positive and HIV-negative persons since they all looked healthy. Furthermore, respondents expressed uncertainty about ARVs with regard to full utilization or adherence, sustainable supply, and capacity to ensure quality of ARVs on the market. National Institutes of Health (NIH 2010).  

[bookmark: _Toc435990898]4.5Accessing ARVs
The study also examined the process of accessing the ARV treatment among the PLWHA if contributes to underutilization. The findings were:

[bookmark: _Toc435990899]Table 4.12: Regarding Important Process Accessing ARVs
	Opinions
	Number of respondents
	Percent

	Are aware about  process of accessing 
	24
	37%

	They didn’t know the process of accessing 
	32
	49%

	They don’t know
	9
	14%

	Total 
	65
	100%


Source: data from field 2013

The table analyzes the respondent’s opinions regarding the important process of accessing ARVs, 49% state that they didn’t know the process of accessing the medicine this because they have low information about the medicine due large number of client in the clinic visit, while 37% of respondents stated that   they know process of accessing ARVs. These reported that before taking the medicine need to be counseled, test CD4 count and duration of taking is life time and only 14% of the respondents reported that they don’t know.
In Temeke, findings revealed that the most popular means of delivery of information about ARVs treatment were the oral sessions held by health workers/counselors on site. The situation in Kigamboni was slightly different from Changombe, where as oral sessions featured most as the popular means of delivery of ARVs information; there were other means that were notable such as brochures and leaflets. What all this implies is that in Kigamboni, outside the ARVs dispensing sites, not much information is disseminated to the community. Further, it implies that information about ARVs is not disseminated for the sake of informing people and raising their awareness about ARVs, but to prepare intending users to take and adhere to ARVs use. In Mbagala, some respondents noted that they had heard of ARVs when they travelled to neighboring regions, such as Ivory Coast (ACORD, 2007).

Adequate pre counseling and post-test counseling for newly diagnosed PLWHA, combined with follow-up care by network support agents, are reasons of poor process of accessing ARVs, Other reasons included transportation costs, long waiting time, lack of incentives to seek pre-ARV care by PLWHA who perceived they to be healthy, and gender inequality (PLHWA Temeke (2013). It may be concluded that the key important component of ARVs utilization is awareness of process of accession the medicine. PLWHA need to understand the process of that process and to improve more time during counseling process and more explanations of drugs.

[bookmark: _Toc435990900]4.5 1Disclosure and Acceptance of ARV Drugs
The study found that out of 65 ARVs users interviewed 21 respondent were single, followed by 14 respondent who were married in which 12 respondent were widow and 10 respondents were window, only 8 respondents were divorces These showed that acceptance of one's HIV status and belief in the efficacy of treatment was important facilitators of acceptance to treatment, while non-acceptance of HIV status was reported to be a major constraint.

[bookmark: _Toc435990901]Table 4.13: Disclosure and Acceptance of ARV Drugs
	Opinions 
	Number of respondents
	Percentage 

	Single
	21
	32.3%

	Married
	14
	21.5%

	Widow
	12
	18.5%

	Window
	10
	15.4%

	Divorce
	8
	12.3%

	Total
	65
	100%


Source: data from field 2013

Respondents agreed that individual acceptance of HIV status translated into the kind of behavioral changes that are required for a good treatment outcome.  For example, when ARV users are in a state of denial about their HIV status, ARVs are often hidden from friends and relatives and medication may be skipped to avoid discovery when other people are around.The study found that those who had accepted their HIV status were more likely to disclose to other people. Since acceptance is closely related to disclosure, most ARV users felt that non-disclosure of HIV status or of being on ARV was a likely predictor of sub-optimal access to ARV. According to respondents interviewed stated that:
 “If I disclose I will be stigmatized. They look at us as if we are prostitutes. We are treated like leprosy patients.” (Male, Temeke, Dar es Salaam)
On the other hand, some respondents indicated that they had received some support as a result of disclosing their HIV status: “I have told my family and at the time of taking medication comes to remind me.” (Male, Mbagala).

Without disclosure it becomes difficult to use medication in the presence of other people. In view of the complexity of the medication schedule (in terms of time and consistency), it is difficult to have the privacy that would keep people from noticing regular medicine use. However, even though a significant number of respondents believed that disclosing to relatives and friends had the potential to improve utilization or adherence, some of them also perceived that disclosure carried a number of risks such as: emotional injury, loss of intimate relationships and job loss WHO 2013).

[bookmark: _Toc435990902]4.5.2 ARVs Accessibility
The study examined if accessibility is a reasons for dropping out of ARVcare among PLWHA. The findings indicate as follows:

[bookmark: _Toc435990903]Table 4.14: Opinions of Respondents Regarding ARVs Accessibility
	Opinions 
	Number of the respondents 
	            Percent 

	Are not easily accessible 
	78
	78%

	Are easy accessible 
	22
	22%

	Total 
	100
	100%


Source: field data 2013

The study revealed that 78% of the respondents stated that it was difficult to access ARVs. This because there is inconsistent supply from Medical Store Department. This causes the hospitals to have limited stock compared to numbers of PLWHA needs.  Also respondent reported that they fear of stigma which often led them to seek treatment from alternative healers. They also mentioned the inadequate numbers of trained medical personnel also prevented patients from accessing healthcare, while 22% respondents said that it was easy to access. 

The study revealed that reasons for dropping out of pre-ARV care included inadequate post-test counseling to PLWHA and competition from traditional/spiritual healers. Other reasons included transportation costs, long waiting time, lack of incentives to seek pre-ARV care by PLHIV who perceived them to be healthy, and gender inequality. Irunde, H. et al., (2005) also noted that in  most the clinics patients were complained about the attitude of healthcare workers, stock out of drugs for opportunistic and the long waiting time both within and outside.

[bookmark: _Toc435990904]4.5.2 Waiting time
Time taken in the clinic to collect drugs it takes a whole day is for the drugs, you can stay till 4.00pm. This made some time skipping the clinics. 
‘If you go for drugs, you have to wait, if you go for test, you will wait, if you go forconsultation, you will wait, anywhere you go, and you will wait. Then the whole day is been spent in the hospital. (45-years woman).

[bookmark: _Toc435990905]4.5.3Infrastructure
In addition, a female participant complained about the rigid bureaucratic procedures involved in transferring to another ARVs clinic closer to home.  I was registered to start ARVs clinic in Temeke Hospital in four years ago. At that time there was no ARVs clinic near my street. Now there is a clinic near my home but I am denied transfer from Temeke Hospital to my home clinic. “My Home is very far from here, about 40 km away. Sometimes I do not have the fare to travel, hence missing my doses.”

4.5.4 [bookmark: _Toc435990906]Cost
The cost of travel to the health facility for ARVs users ranged between Tshs 500 to Tshs 3000 (approximately 20 US cents to US$30.00), while the distance travelled ranged from 1 km to 46 km. Most patients had started ARVs less than one year ago (mean 8.7 months, range 3.36 months). Costs were described as a constraint to adherence. Some ARVs users said they were unable to keep their appointments because they could not afford the cost of travel. Patients also cited other costs, including registration and consultation fees.

[bookmark: _Toc435990907]4.5.5 Drugs Accessibility
 The study observe that periodic shortages of prescribed medicines, requiring them to borrow medicines from nearby facilities. However, it was learned retrospectively during the course of this study that some of ARVs drugs were out of stock for a whole week in the Hospital, causing an interruption in treatment for ARVs users. The unavailability of ARVs was linked to a delay in supplies from the Medical Stores Department.  However, this situation has now been rectified. About 36 patients were on ARVs at that time and were asked to get their supply from the nearby Amana Hospital.

Key informants also maintained that there were not enough health care facilities providing ARVs. Meanwhile, ARVs users complained that services in the few existing facilities were deteriorating due to the increasing number of patients. One key informant from Kigamboni, Dar es Salaam, suggested that 
“ARVs clinics should be increased and more private hospitals should also be included in   the programme.”

A study conducted in Nigeria (2006), respondent’s stated that the major problem is that nurses and doctors are so rude, the way they talk to patients you will feel so bad. Therefore it may be concluded that shortage of ARVS and service providers harshness led to the interruption of users and enable client to look for other alternative healers, this will decrease number of ARVs uses.

[bookmark: _Toc435990908]4.5.6Effectiveness of ARVs
The study also asked respondents on how they perceive the effectiveness of ARVs treatment on HIV/AIDS. The respondent’s opinions were as follows:

[bookmark: _Toc435990909]Table 4.15: Respondents Comment About Effectiveness of ARVs
	Opinions 
	Number of the Respondents 
	Percent 

	Prevent opportunistic disease 
	24
	24%

	Help gaining weight 
	30
	30%

	Prolong life 
	16
	16%

	Reduce viral 
	10
	10%

	Increase CD4
	15
	15%

	Don’t know 
	5
	5%

	Total 
	100
	100%


Source: field data 2013.

Table showed 30% of the respondents reported that;ARV were effective because it help to gain weight, while 24%said that ARVs were effective because it prevent the opportunistic disease such on and off fever, coughing, diarrhea while 16%stated that its prolong life, 15 % respondents said that increase CD4 which help them to start a new life followed by 10% of the respondents said that it reduce viral overload and only 5% of respondents revealed that they don’t know.

The study findings creates a worry that people living with HIV/AIDS (PLWHA) would continue infecting unsuspecting people, this because now people no longer notice. This because ARVs kill off the virus and someone gets refreshed the skin everything changes to normal. You won't be able to notice an HIV-positive person. So, people will just go in for unprotected sex and in the end the disease will be transmitted. This supported by interviewed respondent said; 
“I was so weak, I could not walk… My mother used to travel with me to collect drugs for me. After 6 months, I started collecting drugs by myself. Now I’m on my own. I go by myself.”(42-year old woman).

It was also noted that the availability of ARVs could lead to false confidence of protection from infection as exhibited in the declined use of condoms as a protection measure. Automatically people's sexual behavior has changed and people now go for unprotected sex (live) because they know that there are ARVs that can be used to weaken HIV/AIDS. 

Some people have big hope now that there is medicine to use and keep them living hence having unprotected sexual intercourse (The Dar es Salaam medical student studies Journal, 2006). Therefore it may be concluded that some of responded have positive result on the medicine because help to improve their health status, and help them to be part of the community this because most of them are stigmatized when their health is weak.

4.6 [bookmark: _Toc435990910]Berries Hinder Accessing ARV to PLWHA
The study also investigated if there any barrier that contributes to underutilization of the ARVs treatment among PLWHA, their response was as follows: 

[bookmark: _Toc435990911]Table 4.16: Respondents comment on Barriers of ARVs uses.
	Opinions 
	Number of the respondents 
	Percents 

	Lack of food due to poverty 
	11
	16.9%

	Stigma in society 
	14
	21.5%

	Side effects of drugs 
	13
	20.1%

	Inadequate counseling 
	5
	7.7%

	Long waiting in clinic
	22
	33.8%

	Total 
	65
	100%


Source: field data 2013

The above table shows the respondents comment regarding barriers that hinder ARVs uses whereby 33.8% of the respondents, reported that long ARVs services waiting time in the clinic affect them. Clarifying that  wait for the whole day  instead of doing other income generative activities for their families.  While 21.5% of the respondents living with HIV/AIDS and utilizing the drugs reported that they were stigmatized by family members and the community.

20.1% of respondents mentioned side effects of drugscauses’ complication such as lack of sleeping during night. This followed by 16.9% of the respondents mentioned that lack of food are problem for them. This because the drugs increase appetite of food so it need money for buying food which is difficult to afford due to poverty in their families. Lastly only 7.7% of the respondents reported that inadequate counseling due to congestion of clients is the burrier because they lack some important information.

[bookmark: _Toc435990912]4.5.1 Stigma and Discrimination
Stigma means a mark of disgrace associated with particular circumstance, quality or person. (www.oxforoddictonaries.com). Decimation means distinguish difference between things or treating someone as inferior based on their race nationality age or other characteristic. Example partiality or bias in the treatment o a person or group which is unfair, illegal (www.yourdictionary.com) 

“People are not opening up and coming to the hospital because of stigma. The stigma is too much. Anyone that says that he is HIV positive, no one will relate with you. There is a hospital but no one will patronize it. They prefer to hear about typhoid fever than HIV.This was been also supported by respondent said; “So even if you test someone and you discover he is positive, you can’t tell the person because they will be very angry.” (48-year old man.)

[bookmark: article1.body1.sec3.sec3.p1]4.6.2 ARV Increased Appetite
Study participants reported that ARVs significantly increased their appetite, which caused difficulties for those already struggling to feed themselves and their families. As stated by a 44-year old widow and mother of four sometimes after taking ARVs I am so hungry, it just comes and it's intense, my whole body is shivering from hunger saying:.
[bookmark: article1.body1.sec3.sec3.disp-quote1.p1]The ARVs made me hungrier…like you want to eat all the time, even sometimes you feel that before you take them, there should get something to eat. And two hours after taking ARVs, you're getting very hungry and feel like taking something. (35years women)

[bookmark: article1.body1.sec3.sec3.p2][bookmark: article1.body1.sec3.sec3.p3]Many participants reported living meal-to-meal rather than having the resources to afford to keep much food at home. They often had developed carefully calibrated eating strategies to make food supplies last. The additional hunger associated with taking ARVs threatened to disrupt the fragile stability of these strategies:
[bookmark: article1.body1.sec3.sec3.disp-quote2.p1]
[bookmark: _Toc435990913]4.6.3 Changing MedicationsSide effects
 Changing medications in ARVs effects isindicated either as a result of severe side effects, drug interactions as a result of co-morbidity with another disease like Tuberculosis.However, medication failure as a reason for change is least in this study as shown by the few respondents on second line regimen, thus the possible reasons for change of medication would be severe side effects and drug interactions due to co-morbidity.Secondly there was a change in policy whereby Stavudine was stopped from being used and replaced by Zidovudine as a drug of choice prompting majority of HIV care providers to switch all their patients from Stavudine to Zidovudine (MOHWS 2009).

[bookmark: _Toc435990914]4.6.4Health Provider Barriers
ARVs users highlighted a number of structural problems in the health facilities which had a potential impact on poor accessibility of ARVs. At Temeke Hospital there was no separate room for consultation and thus no possibility of confidentiality for patients. At the time of this survey, three doctors were sharing a single room and consulting with three different ARVs users at the same time.
4.6.5 Structure Issues
In contrast, consultations in Temeke took place in more appropriate consultation rooms. Although the quality of the infrastructure varied between the different facilities, it provided for adequate confidentiality, good counseling and adequate laboratory services. Structural problems highlighted included: the lack of prescribing capacity at Temeke Hospital, where ARVs users went home without medication on days when the hospital’s only prescriber was not on duty; limited waiting space at the Temeke facility in Dar es Salaam, which was difficult for both ARVs users and care providers; lack of transport for the staff involved in home‐based care services; and lack of medicines at CTC clinics for the treatment of HIV‐related opportunistic infections (Kamuzora, 2011).

4.7 respondent Suggestion on ARVs Services 
The study also examine the suggestion on ARVs service to PLWHA the response was as follows; 

[bookmark: _Toc364180520]Table 4.17: Distribution of the respondent’s suggestion on ARVs Services
	Suggestions of respondents 
	Number of respondents
	percent

	Frequent seminars should be provided to PLWHA. 
	5
	8%

	Respondent’s suggested that loans should be provided to them.
	9
	14%

	Respondents suggested that the private for consultation during visit to the clinic.  
	30
	46%

	Respondents suggested that they should be enough Hospital staff in order to get services quickly to avoid long waiting 
	7
	11%

	Respondents suggested that if possible to have health centers near to them
	8
	12%

	Respondents suggested that government should provide transport facility for Home Based Care.
	6
	9%

	Total 
	100
	100%


Source: field data2013
The study found that a majority 46% of the respondents suggested that there should be private rooms for consultation during counseling and treatment in order to have privacy and no other person can see or listen the discussion , while 14% of the respondents gave  suggestion that government and NGOs should provide loan facility to help them to improve the social economic activities and 8% of the respondents living with HIV/AIDS suggested that  there should be seminars frequently in order to educate and boost the morale of PLWHA.

[bookmark: _Toc435990915]4.7.1 Suggestions on how to Improve ARV Accessibility
The study also asked for what suggestion that could enhance best practice in ARV treatment adherences among people living with HIV/AIDS respondents suggest following: 

[bookmark: _Toc435990916]4.7.2 Increase Knowledge to Community Health Educator
The study revealed that health providers, counselors at the ARV dispensing sites were the main source of information on ARVs. It is recommended that a multi-faceted strategy of community-based health educators, health workers and civil society organizations be used to disseminate knowledge and information on ARV to increase ARV literacy and dispel myths and fears that are barriers to ARV use

[bookmark: _Toc435990917]4.7.3 Improvement of the General Health Care System and Human Resources
To improved training, increased collaboration with NGOs, and establishment of a referral network should be feasible within the resource constraints of the Temeke municipal Hospital this will reduce the caseload in the CTC at Temeke Hospital.  It may be concluded that privacy rooms in the Hospital should be for consultation and treatment of HIV/AIDS patients and Doctor, this reflect that there is small privacy. 

[bookmark: _Toc242428305][bookmark: _Toc435990918]
CHAPTER FIVE
[bookmark: _Toc368306167][bookmark: _Toc242428306][bookmark: _Toc435990919]5.0 SUMMARY, CONLUSION AND RECOMMENDATIONS
[bookmark: _Toc368306168][bookmark: _Toc242428307][bookmark: _Toc435990920]5.1	Introduction
This chapter presents the summary and recommendations of this study. The summary includes background, literature review, methodology findings and analysis of the findings.  Finally recommendations and way forward for further studies.

[bookmark: _Toc435990921]5.2 Summary of the Findings
This study set out to understand the adherence of ARVs among the people living with HIV/AIDS in Dar es Salaam Region. The study found the several factors rather than awareness on the processes prior accessing ARVs and the duration for up-taking.A range of factors related to access were determined using questioner, discussions and semi-structured, interview processes. However the study indicates that although there are men and women PLWHA, men were reluctant to participate in the study. It was also noted that some of PLWHA are coming to the clinic they just send their relatives or using staff to collect the ARVs.

The study also  identified several barriers to access were mentioned by the respondents including stigma & discrimination, hunger, poverty, long patient waiting time in the hospitals and unfriendly relationship. These has been barriers in the effectiveness utilization, accessibility to ARV to Temeke Municipal Hospital and Dar es Salaam Region. Some of PLWHA had negative views about ARVs; think that these ARVs are not good and that it is one way of eliminating people or reducing on the population. The study found that a majority 46% of the respondents suggested for private rooms for consultation during counseling and while 14% government and NGOs should provide loan facility to help them to improve the social economic activities and 8% insisting on frequently backstopping seminars. 

The study also revealed that some PLWHA had negative views about ARVs, arguing that ARVs were made to exploit the poor or reduce the African population. Other participants wondered why drugs that would cure HIV/AIDS completely could not be made: respondents comment regarding  barriers that hinder ARVs uses as 33.8% of the respondents, moreover  the 29% of the respondents agreed ARVs services waiting time it contribute to waste of time, while 21.5% reported that they were stigmatized by the community, whereas 20.1% of respondents conveyed that side effects, lack of food thus it is  difficult to afford due to poverty in their families only 7.7% mentioned inadequate counseling.  However other several barriers to access were mentioned by the respondents including stigma & discrimination, hunger, transportation costs, poverty, long patient waiting time in the hospitals, unfriendly healthcare workers, and costs of other drugs for existing co-morbidities & for the treatment of opportunistic infections, non-disclosure, inaccurate knowledge and perception about HIV.

In the analysis of field data and information the study found that 98% of respondents are aware on ARV uses in Temeke Municipal Hospital, while the attitude of PLWHA towards ARVs uses were noted to be highly positive, as represented by 84.6% of PLWHA interviewed. Furthermore the study found the challenging results over awareness on the processes prior accessing ARVs and the duration for up-taking. This was because only 42.2% of the respondents were aware about the processes, while majorities 58.8%of the respondent were not aware.
On the other hand, the study also finds ARVs uses to be effective to PLWHA in Temeke Municipal Hospital.  A Majority 33.3% of respondents agreed that treatment to be effective, unlike 38.3% whom discredit the effectiveness. In addition to this report it was observed finds that ARVs accessibility to the PLWHA in Temeke Municipal Hospital is a challenge. Majority of respondents composing 78% noted ARVs to be inaccessible. Perhaps the inaccessibility of ARVs was due to the barriers noted by 54.6% of respondents.

[bookmark: _Toc329687965][bookmark: _Toc364086322][bookmark: _Toc364180524][bookmark: _Toc435990922]5.3 Conclusions
The first conclusion drawn from the study is that, although a substantive number of respondents are aware of ARVs uses in Temeke Municipal Hospital, still the knowledge is not uniform. The diversity of perceptions over the use of ARVs affects utilization because these who believe that it reduces viral load and the others who believe the medicine reduces pain would have different perceptions in up-taking.The second conclusion is that the majority of PLWHAs have negative attitude towards ARVs uses. This has contributed to some of them dropping out continuing taking drugs. This negativity could be partly due to lack of awareness on the processes prior to accessing ARVs and the duration for up-taking. As a result ARVs are not effective to most of PLWHAs in Temeke Municipal Hospital.The third conclusion is that although government put more emphasis in the provision of ARVs to PLWHA, the ARVs accessibility is a major challenge. As noted in the study about   78% of the respondents, ARVs are not easily accessible to PLWHAs in Temeke Municipal Hospital. MSD which has a role of supplying is one of the alleged causes of shortage. Additional barriers emanated from donors, stigma, long waiting time, side effects and poverty.
With these observations the study concludes that the adherence  of ARVs to PLWHA in TMH is not guaranteed. The institutional challenges impinge on effective utilization and consequently burden PLWHA because some of them are also challenged with other socio-economic barriers such as poverty and stigma. Therefore ARVs accessibility and utilization to PLWHAs in Temeke Municipal Hospital is still a challenge and could continue be a challenge until the setbacks are dealt with by the respective institutions including the MOHSW.

[bookmark: _Toc435990923]5.3 Recommendations
1. 	Community counsellor should be educated in order to increase awareness of ARVs in family level, individual and community, in this way, those who need ARV treatment can see the positive results of treatment, and experiences can be shared with the community and health workers who are responsible for referring people for ARV treatment at Temeke Municipal Hospital.
2. 	Health provider such as counsellors, Doctors and Nurses should have Increase people’s knowledge about ARVs and encourage them to recognise that stigma and discrimination exist by raise awareness of the benefits and availability of ARV treatment.
3. Providing community education and support will help people to understand better about HIV and its transmission, Prevention and treatment, and how to support people living with HAIV/AIDS and accessibility of ARV treatment.  
4. [bookmark: _Toc329687968][bookmark: _Toc364086325][bookmark: _Toc364180527]Government and NGOs should create proper referral networks of ARV users between facilitiessuch a referral and transfer network to allow patients to be treated near to their homes to be minimize time waste   and cost of traveling.
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APPENDICES
This questionnaire is designed to assessment of ARVs adherence among PLWHA inTemeke Municipal HOSPITAL - Dar es SalaamRegion. The study respondents include PLWHA, Public Health Officials such as Clinicians, Nurses, Pharmacists, Counselors, and Social Workers. The information provided in this questionnaire will be treated confidentially and for the purpose of this study only.

Appendix I: Research Questionnaire
A: Demographics
Q 1 What is your age?
a) 15-20   	(   )
b) 21-35   	(   ) 
c) 36-54  		(   )
d) 55-65  		(   )
e) 66 and above 	(   )
Q 2 What is your Gender?
a) Male 		(   )
b) Female 	(   )
Q 3 What is your religion?
a) Muslim 	(    )
b) Christian  	(    )
c) Other  religion (   )
d) None  		(   )

B: Social demographic
Q 4 What is your Level of Education?
a) No education 			(     )
b) Primary  school education  	(     )
c) Secondary school education 	(     )
d) Certificate level  		(     )
e) Diploma level    		(     )
f) Master level   			(     )

Q 5 What is your marital?
a) Married  			(     )
b) Widow 			(     )
c) Divorce   			(     )
d) Single 				(     )

Q.6 what is your Occupation?
    a)  Famer 				(    )
   b)  Self employed 			(    )
    c)  Employed 			(    )
    d)  None   				(    )

Q 7 What is your income per month?
a) 1,000-50,000   		(    )
b) 51,000- 150,000  		(     )
c) 151,000 -300,000 		(     )
d) 301,000 – 500,000  		(     )
e) 501,000-800,000  		(     )
f) 801,000- 1,000,000 		(     )

C: Awareness, knowledge and attitude of PLWHA on ARV uses in Dar es Salaam.
Q 8 Are you aware of ARVs?
a)  Yes 			(   )
b)  No 			(   )
If YES, to what extent and what is it?
..................................................................................................................................
……..............................................................................................................................................................................................................................................................................................................................................................................................
Q 9 What is the attitude of PLWHA towards ARV uses?
a)  Positive attitude (    )
b) Negative attitude (    )
Please explain your response
……............................................................................................................................................................................................................................................................
Q 10 Are you aware of the processes prior accessing ARVs and the duration for up taking?
a)  Yes (    )
b) No (    )
Please explain in brief
..................................................................................................................................
……............................................................................................................................................................................................................................................................

D: The effectiveness of ARVs uses to PLWHA in Temeke Municipal Hospital
Q 11 In your view, do the ARVs use effective to PLWHA in Temeke Municipal Hospital?
a)  Yes (    )
b)   No (    )
Please explain why
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

E: ARVs accessibility to PLWHA in Temeke Municipal Hospital
Q 12 Are ARVs easily accessible to PLWHA in Temeke Municipal Hospital?
a) Yes 	(     )
b) No 	(     )
Please explain your response
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
F: Barriers towards accessing ARVs to PLWHA in Temeke Municipal Hospital
Q 15 What is the barriers of utilization of ARVs to PLWHA in Temeke Municipal Hospital?
……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

G: Recommendations on ARVs accessibilities to PLWHA
Q 16 What do you recommend on ARVs accessibilities to PLWHA? 
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
Q 17 Do you have any other general recommendation?
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Thank you for your cooperation

Appendix II: Dodoso
MASWALI YA UTAFITI WA DAWA ZA KUPUNGUZA MAKALI  YA UKIMWI.(ARVS)

Maswali  yameandaliwa   kwa  madhumuni ya kukusanya taarifa ambazo zitasaidia kukamilisha utafiti wa UPATIKANAJI, UELEWA WA DAWA ZA KUPUNGUZA MAKALI  YA UGONJWA WA UKIMWI (ARVs)   kwa wagonjwa wanaoishi na virusi vya ukimwi,ambao unafanyika katika Hospitali ya Temeke.Taarifa zote zitakazopatikana zitakuwa na usiri mkubwa ambazo ni kwaajili ya utafiti huu tu. Asante kwa kukubali na kunipa ushirikiano.

A. Utangulizi :
1. Jinsia
a) Mwanamke 	(      )
b) Mwanaume   	(      )
2. Umri
a) 15-25  		(    )
b) 26-40  		(     )
c) 41-60		(     )
d) 61 kuendelea 	(     )
3. Dini yako ni nini?
a) Mkiristu 	(     )
b) Muislam 	(     )
c) Nyinginezo 	(     )
d) Sina dini 	(     )
4. Je umeolewa au kuoa?
a) Sijaolewa		(    )
b) sijaoa 			(    )
c) Nimeolewa /sijaoa 	(    )
d) Nimeachika 		(    )
e) Nimefiwa  		(    )
5.   kiwango cha Elimu 
a) Sijasoma kabisa 	(    ) 
b) Shule ya msingi  	(     )
c) Shule ya sekondari  	(     )
d) Ngazi ya cheti  	(     )
e) Stashahada 		(     )
f) Shahada 		(     )
6 Kazi /biashara yako
a) Mkulima 		(      ) 
b) Nimejiajili		(      ) 
c) Nimeajiliwa 		(      ) 
d) Sina kazi		(     ) 
7 Kipato chako kwa  mwezi ni kiasi gani?
a) 1,000,-50,000  	(      )
b) 51,000-150,000 	(      )
c) 151,000-300,000  	(       )
d) 301,000-500,000 	(       )
e) 501,000-800,000 	(       )
f) 801,000-1,000,000 	(      )

B. Uelewa, na matazamo  kuhusu dawa za kupunguza makali ya ukimwi (ARVs)
8  Je Unauelwa wowote kuhusu dawa za punguza makali ya ukimwi (ARVs
a)  Ndio        		(      )
b)  Hapana    		(      )

kama ndio elezea kwa kiwango gani  unauelewa kuhusu dawa hizo(ARVs).elezea kwa kifupi,
---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
9 Je unamtazamo gani kuhusu dawa hizi za kupunguza makali ya ukimwi(ARVs) ,elezea kwa kifupi.
----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------Je unauelewa wowote kuhusu upatikanaji wa  dawa hizi (ARVs)na muda muafaka wa kuzitumia?   
a) Ndio  (          )
b) Hapana (          )
Tafadhali elezea kwa ufupi kuhusu jibu lako.--------------------------------------------------------------------------------------------------------------------------------  
C.Umuhimu wa dawa za kupunguza makali ya ukumwi kwa wagonjwa wanaishi na virusi vya ukimwi.
11  Kwa ufahamu na mtazamo wako unafikiri dawa hizi zinakusaidia chochote kutokana  na unonjwa ulionao? 
a) Ndio 		(      )
b) Hapana 	(      )

Tafadhali elezia kwasababu gani --------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

 D Upatikanaji wa dawa za kupunguza makali ya( ARVs) katika Hospital ya Temeke.
12. Je dawa hizi zinapatikana kwa urahisi katika hospital ya temeke  na unapata kwa muda i ?
a) Ndio 		(      )
b) Hapana	(       )
Elezea kwa ufupi sababu ya jibu lako---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
 E vikwazo ,magumu vinavyotokana na upatikanaji  wa dawa za kupunguza makali ya ukimwi katika Hospitali ya Temeke.
13  . Je kuna vikwazo vyovyote unavyokutana navyo katika upatikanaji wa dawa za kupunguza makali ya ugonjwa wa Ukimwi (ARVs).
        Elezea na uvitaje kwa ufupi
---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
F.   Maoni na mapendekezo 
14 Je una maoni au mapendekezo yoyote kuhusu upatikanaji wa dawa hizi  kwako wewe   unayezitumia 
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

15 Je  unamapendekezo mengine yoyote ungependa kusema?
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Asante kwa ushirikiano wako katika utafiti huu
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