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Abstract

Introduction: In Nigeria, non-adherence to treatment or its interruption endanger successful human im-
munodeficiency virus (HIV) control. This study identified the causes and prevention of defaulting from
antiretroviral therapy (ART) among adults on ART at Federal Medical Centre, Owo, Ondo State, Nigeria.

Material and methods: To explore the perspectives, thoughts, behaviors of respondents, and new
ideas, qualitative information was collected using focus group discussions (FGD) guide and in-depth
interviews (IDI) guide. IDI of defaulters and FGD with persons compliant with treatment were con-
ducted to identify the barriers to retention in care and its prevention. Data were transcribed and ana-
lyzed using the thematic framework approach.

Results: Reasons for defaulting included traveling out of place of residence, lack of support from em-
ployer, failure to disclose HIV status to partner and caregivers. Both FGD and IDI revealed poverty/
unemployment, pill fatigue, religious factors, lack of family support, family problems, and stigmatiza-
tion/discrimination, as the major reasons for defaults. Results from the FGD suggested strengthening
of counselling sessions and improved follow-up to reduce defaulting.

Conclusions: Encouraging clients to access care in health facilities, which are near their places of resi-
dence will reduce the cost of care and improve the treatment and care. Introduction of Saturday and
Sunday clinic days, with options of evening visits in the evening, will promote adherence to treatment.
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been shown to reduce adherence to antiretroviral therapy
(ART) [2]. High level of adherence to ART is necessary in

The attendance of scheduled clinic visits is crucial in the ~ the prevention of virologic failure and development of posi-
treatment of people living with human immunodeficiency  tive health outcomes [2]. An adherence rate of 95% is recom-
virus (HIV)/acquired immunodeficiency syndrome (AIDS)  mended for patients to ensure viral suppression and optimal
(PLWHA) [1]. In particular, missing clinic appointments has  outcomes of treatment [2]. Consequences of defaulting from
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HIV treatment include inadequate health outcomes and
poor quality of life. Moreover, there is an increased disease
burden on defaulting patients.

To address defaulting of clinic visits and high rate of
treatment failure, adherence counselling has been recom-
mended [3]. This is because patients who attend clinic vis-
its are not likely to skip counselling sections [4]. Attend-
ing counselling sessions would enable PLWHA to benefit
maximally from ART program. Results of a systematic re-
view of studies conducted in sub-Saharan Africa revealed
that up to two years on ART resulted to an increased re-
tention in care by up to 14% [5]. The advantages of reten-
tion in care of patients on ART include combined clinical
and laboratory monitoring, adherence support through
private and public health facilities, and community [5].
Retention in ART care is also important for the enhance-
ment of ART decentralization efforts by the government,
and the intensification of time spent on the first-line regi-
men results in retention in care, which reduces the risk
of treatment failure [5].

Health-related

Reasons for missing clinic appointments are not fully
known in Nigeria. In a study conducted in Port-Harcourt,
Nigeria, mothers who brought their children for pediatric
ART reported avoiding clinic visits [6]. Factors associated
with missed clinic appointments among HIV-infected adult
patients include delayed access to health facilities, illicit drug
use, HIV stigma, mental health disorders, perceived low so-
cial support, younger age, presence of comorbidities, and less
severe illness [7]. Moreover, dissatisfaction with healthcare
providers have also been linked to appointments’ missing
[7, 8]. An evidence suggests that retention in ART programs
is dependent on some factors. These can be conveniently
classified as socio-economic, provider-related, client-related,
and healthcare system factors. Each of these factors or their
interaction can directly affect retention in care [9].

Evaluation of context-specific factors affecting participa-
tion in clinic visits is important to reduce the risk of poor
outcomes, complications, and opportunistic infections
among PLWHA. Adherence studies have always tended to
address issues of patients who have been retained in pro-
gram rather than patients were lost to the program [10, 11].
Research on attendance and non-attendance of ART clinic
visits would help to recommend appropriate interventions,
which could further improve the quality of care of PLWHA
in Ondo State and other parts of Nigeria. Therefore, here, we
present the findings from a qualitative study among patients
attending and those defaulting from ART clinic visits.

Material and methods
Study area

The study was conducted in Owo, an ancient city located
in Ondo State, Southwest Nigeria. The Federal Medical Cen-
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tre (FMC), Owo, offers services in all clinical specialties, and
laboratory, radiology, and social/ welfare as found in other
teaching hospitals. It also offers residency training programs
in family medicine, surgery, medicine, obstetrics and gyne-
cology, and pediatrics.

Study setting

The ART clinic of the FMC, Owo, was established in Feb-
ruary 2006 by the Family Health International and Global
HIV/AIDS Initiative in Nigeria (FHI/GHAIN). The FMC,
Owo offers comprehensive HIV/AIDS treatment and care.
People registered in the ART center are usually individuals
diagnosed with HIV after voluntary counselling and testing
(VCT). Pregnant women also join the ART clinic after com-
pleting antenatal clinic, where the knowledge on prevention
of mother-to-child transmission (PMTCT) is conveyed.

Study design

A qualitative study using in-depth interviews (IDI) and
focus group discussions (FGD) was conducted. IDIs were
held with ART defaulters in the ART clinic of FMC, while
FGDs were conducted among patients who were currently
on ART.

Study population

The population for this study included HIV-positive cli-
ents who were aged > 18, were receiving ART, but had de-
faulted from care. Other members of the study population
involved HIV-positive individuals on medications, who were
still on ART. Defaulters were those who had missed at least
two clinic appointments and ART drug pickup in the last
year before the study. Data of defaulters were obtained from
their clinical records and used for tracing. Tracing started
with phone calls to invite defaulters to the hospital. Default-
ers who were not willing to come to the hospital were visit-
ed at their residence. On the other hand, compliant patients
were individuals who had been on ART for at least one year
and had attended all scheduled clinic visits.

Study instruments

To explore the perspectives, thoughts, behavior of the re-
spondents, and new ideas, qualitative information was col-
lected with FGD guide and IDI guide.

FGDs formation: In total, four FGDs were carried out,
including FGD 1 with younger adult males aged 18-34 years;
FGD 2 with older males aged 35 years and above; FGD 3
with younger adult females aged 18-34 years; and FGD 4
with older females aged 35 years and above.

Each focus group consisted of 7 to 10 persons, excluding
the moderator, recorder, and observer. The moderator facil-
itated the discussion using the FGD guide, and ensured par-
ticipation of every member of the group. Discussions were
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recorded by a recorder, with the aid of a digital recorder
and by taking notes on paper, while the observer took note
of the non-verbal expressions of the participants. Each FGD
occurred on clinic days in one of the offices in the hospital.
The FGD guide was developed using probe questions re-
viewed by experts.

Each IDI was conducted one-on-one, with a interviewee
and a recorder. The interviewer used the IDI guide, which
was developed using experts reviewed probe questions.
Probing statements, such as “Could you explain further...”
and “Could you be more specific..”, were used to obtain
more information from the respondents. The discussion
was recorded with a digital recorder as well as taking notes
on paper. The IDI took place within the hospital premises.
The main issues discussed in FGDs and IDIs were experi-
ences with taking ART, knowledge of HIV treatment among
PLWHA enrolled on ART, and how defaulting from ART
can be prevented.

Data collection

Data were collected over one month. FGDs took place
within the hospital buildings. IDIs also took place within
the hospital premises and at homes of defaulters, who did
not return to the hospital after being contacted on the phone.
Interviews were conducted in either English or Yoruba lan-
guages. The note-taker/ recorder and the interviewer were
trained by the principal investigator prior to data collection.

Data management

Qualitative data were recorded and analyzed using the-
matic framework approach for qualitative data analysis. This
was an iterative process of analysis, which started imme-
diately after the first interview and continued throughout
the research. A thematic framework was developed from
emerging themes in all the interviews. This was done after
each interview to enhance subsequent interviews. As themes
emerged, they were indexed and compared with themes
from subsequent interviews, until a saturation point was
achieved. The results were then presented in quotes, boxes,
and diagrams for comparability purposes.

Ethical considerations

Ethical approval was obtained from the Federal Medi-
cal Centre, Owo, Health Research Ethics Committee (FMC/
OW/380/VOL.XXIX/ 07). The permission to conduct the
study was obtained from the coordinator of HIV/AIDS
treatment and care center.

Results

Overall, four IDIs were carried out, including IDI 1 with
younger adult males, aged 18-34 years; IDI 2 comprising
older males, aged 35 years and above; IDI 3 involving young-
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er adult females, aged 18-34 years; and IDI 4 with older fe-
males, aged 35 years and above.

The results of the qualitative investigation of factors
associated with default among adults on ART program in
Ondo State are presented in the following sub-section.

Perception of treatment
requirements

Both defaulters and non-defaulters appreciated the ne-
cessity of ART. They both consented to getting tired of using
drugs, as presented below.

Defaulters

A younger male defaulter said that “Using the drug is
tiring, the start date is known, but no one knows when to
stop it”. An older female said “[ART] is not available in small
hospitals found everywhere. I have to come here to collect
the drugs” However, a younger female defaulter said that
the drugs help her in gaining strength; however, leaving her
work to come and assess the treatment is not always possible.
The same older female defaulter said: “..though side effect
are often experienced, stopping ART has more negative ef-
fects, though, feeling of wellness and strength give the feel-
ing that the drug is not needed” (F, IDI 4).

Non-defaulters

A younger non-defaulter said that “Living depends on
the drugs” and an older female also added: “Only the use
of our medication guarantees good health, use of the drugs
is therefore compulsory”

“Treatment is easier when drugs are fewer, using many
drugs continuously to stay healthy is not easy (just saying
the truth)” (M, IDI 1).

Respondents’ knowledge on HIV
treatment requirement

The respondents’ knowledge about HIV treatment dif-
fered between defaulters and non-defaulters. Both believed
HIV treatment should not be stopped, as demonstrated
below.

Defaulters

Some defaulters declared that HIV drugs should be stopped
only when other drugs (non-HIV-related) are to be used.

Non-defaulters

Some of the views were as follows:

“...number of tablets and timing of use should not be
changed without doctor’s advice” (F, FGD 2).

“...the drug can only work optimally when it is used dai-
ly without any interruption; those who used their drugs dai-
ly are less likely to be sick” (M, FGD 3).
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Figure 1. Respondents’ views about factors associated with defaulting from care

Respondents’ reasons for defaulting

Respondents from both categories described factors
that could make a patient on medication to default from
care. Frequent appointments and inability to get away from
work were mentioned. In addition, the issues of clinic not
opening on Saturdays and lack of transportation were
the main reasons for default. Numerous reasons were high-
lighted by participants during the FGDs and IDIs as barri-
ers to clinic appointments among PLWHA receiving care
at Federal Medical Centre, Owo. These are summarized in
Figure 1.

Poverty/unemployment

Poverty, especially resulting from unemployment or un-
der-employment, was described as one of the major factors
affecting respondents' compliance with clinic visits. Diffi-
culty in securing employment due to poor health was also
linked to failure to attend clinic visits. Lack of job leads to
insufficient amount of money for food and transport fare.
Quotes from respondents are below:

Defaulters

“No job opportunity exists; small salary for the job I do
may not be paid as when its due. This affects planning for
hospital visitation” (E, IDI 4).

“If there is no food to eat, all attention is drawn to getting
food and it can distract from visiting the hospital” (M, IDI 3).

“...Jack of job opportunity will make one not to be able to
attend the hospital, as necessary” (M, IDI 1).

A younger female added: “..lack of adequate money to
come to the hospital prevents me from coming as scheduled”

Non-defaulters

Non defaulters also submitted reasons for possible de-
fault from treatment.

“Unemployment can lead to poor financial state, thereby,
contributing to poverty and failure to continue with clinic
attendance” (M, FGD 3).

“Income or salary can contribute to regular clinic visit
because, if one is unemployed, lack of money can result as
defaulting from care” (E, FGD 2).

Younger male non-defaulters felt not having money can
only affect transport when the cost is high: “...poverty, i.e.,
not having money, can hinder clinic visits, especially when
transport fare is high” (M, FGD 1).

Physical health and quality of life

Good physical health was described by respondents in
all FGDs as an important criterion for not defaulting from
care. Seeking care continuously also leads to good quality
of health. Quality of life affects day-to-day activities, includ-
ing the ability to visit the hospital. These viewpoints are pre-
sented in Table 1.

Lack of family support/family
problems

Family disharmony, death of spouse, and lack of care
giver (especially among the defaulters) were other import-
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Table 1. Respondents’ perception about relationship between physical health, quality of life, and defaulting from care

Defaulters

Non-defaulters

“..if a person is sick, there won’t be adequate energy and strength to
come to the hospital”
(F, IDI 2)

“...those with suboptimal level of health are expected
to visit the hospital more regularly for them to regain their strength”
(M, IDI 1)

“...Good physical health will improve quality of life
and help us not to default from care, we need
strength to be able to come to the hospital
when necessary”

(F, FGD 2)

“Physical health will affect the quality of life in many ways
only the drugs when properly used will result in good health”
(M, IDI 3)

“If there is poor health, it will definitely affect attendance at the clinic

“..if anything is wrong with the physical health,
it will definitely affect the quality of life, this
can make the person to be admitted and visit
the hospital more frequently”

because thinking about health condition causes distractions...”

(F, IDI 4)

(M, FGD 3)

Table 2. Respondents’ recommendations to the hospital

Defaulters

Non-defaulters

“...more counselling and encouragement will remind me
to come to clinic”
(M, IDI 3)

“...if the hospital can provide special counselling for
defaulters it will help them to remember they need
to be consistent”

“...sending confidential text messages will serve as a reminder”

(M, IDI 2)

(M, FGD 3)

“The hospital should give us a lot of drugs that can last us

for 4 months at each visit”
(F, IDI 2)

“The hospital can talk to the government to provide
transport fare to those in dire need”
(F, FGD 4)

ant factors identified as affecting regular clinic attendance
of respondents. The following quotes support this opinion.

Defaulters

A younger female defaulter said: “I have 3 children
with their father dead; when their father was sick, we spent
money on him before he died. I have to struggle and send
the children to school; all this stress affected regular clinic
attendance”. An older male added: “..in my own case, my
wife’s family accused me of killing their child; they felt I did
not take care of her when she was sick and died; all these
have been disturbing my peace and the ability to take good
care of myself”. The same older male non-defaulter agreed
to the problem of family support and suggested a solution:
“...problems of lack of family support can result in default-
ing from care and this can be solved by letting people around
us to understand our problems, and let them know that we
need their support’.

Religious/spiritual factors

As shown in the quotes below, involvement in religious
activities is one main factor identified by both defaulters and
non-defaulting respondents affecting retention in care/de-
faulting.
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Defaulters

A younger female felt: “When you have Christ, you have
inner strength to go about your daily duties”.

Non-defaulters

An adult male non-defaulter said that a patient may de-
fault if he/she thinks that prayer has worked and he/she
is no longer positive. Non-defaulters in their own words:
“..religious understanding can also affect patient’s attendance
in the hospital; some of our colleagues stopped coming to
the hospital after being prayed for. They come back later with
complications” they added.

Discrimination and stigmatization

The issue of discrimination and stigmatization affecting
regular clinic attendance resulted from IDI with female de-
faulters. This was reportedly one of the reasons for defaulting.
This problem was not reported among the non-defaulters.

Defaulters

A younger female felt: “Being HIV-positive usually make
other people to look down on us; we are at the mercy of health-
care workers to receive drugs and care”. Whilst an older female
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also said: “Most of us look sick; other patients in the hospi-
tal can easily identify us with our status; they usually see us
as a wayward person to have HIV. Reducing contact with
the hospital will prevent us from being looked down upon™

Recommendations from respondents
on how defaulting from care can be
reduced

Below are some recommendations from the respondents
for the hospital management and PLWHA towards reducing
defaulting from care among those on treatment.

Hospital

The participating defaulters suggested that the hospital
should introduce weekend appointments, and that more
should be done, including giving transport fare to them.
However, the non-defaulters suggested increasing clinic ap-
pointments to every 4 months, and the use of reminders, like
phone call, at least once a week before the appointment date.
Some quotes are presented below.

People living with HIV/AIDS

To reduce defaulting from care, the defaulters suggest-
ed they needed to encourage themselves and use reminders
not to forget appointments, while the non-defaulters recom-
mended a better awareness of HIV/ AIDS in the communi-
ty, which was said to reduce stigmatization. An adult male
defaulter suggested they should “..assist each other by con-
tributing money when there is lack”. An adult female add-
ed that: “We must be reminded at frequent intervals of our
appointments; text messages and phone calls can be used”
An older female group advised that PLWHA should make
good use of the opportunity that they have. “The drugs, if
they were to be sold, many of us will not be able to afford it;
why don’t we come and take free drugs when due”. An older
male non-defaulter also added: “We must be our brother’s
keeper; we can call them and visit them when they are not
seen in the clinic”.

Discussion

In the present study, we found that poverty, strained re-
lationships, poor counselling, and lack of family support
were some reasons emphasized by participants for defaulting
from ART care. ART was greatly acknowledged by patients as
a means of staying healthy, even in their HIV-positive state.
Even though the patients appreciated the need for ART, they
reported pill fatigue. Adverse effects of medication, pill bur-
den, and feeling unwell were frequently expressed as import-
ant reasons for defaulting from care. Adverse effects and pill
burden of ARV drugs have been identified to compromise
the effectiveness of HIV treatment programs, particularly
in low- and middle-income countries [12, 13]. Interesting-
ly, the respondents stated that HIV treatment should not be
stopped, as improved health after taking treatment was re-
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ported as a facilitator of adherence. Nevertheless, ART pro-
grams should increase the availability of regimens with fewer
adverse reactions and reviewed number of pills, wherever
possible.

Respondents reported that poor counselling affected
treatment adherence. Literature demonstrated that good
relationship with patient and taking time to address con-
cerns can improve adherence as well as interventions, such
as counselling, education, and peer support [14, 15]. HIV
patients are less likely to skip ART appointments when they
have a good knowledge about the etiology of the disease, and
understand that ART is effective with strict adherence [16].
Therefore, healthcare workers, who are involved in HIV
treatment, need to increase counselling modalities. Here, we
also found that closure of HIV clinics on weekends could
discourage ART attendance, especially when patients are
engaged all week at work. This emphasize the need for en-
hanced capacity for HIV clinics to be able to receive patients
not only on weekdays, but also on weekends.

Consistent with previously published research, poverty
resulting from unemployment, under-employment, or cost
associated with care, affected patients’ adherence to HIV
treatment. This finding is corroborated by findings from Ek-
iti State and Port-Harcourt, Nigeria [6, 17]. One major bar-
rier to adherence in all the studies examined was the cost.
Although the ARV drugs are heavily subsidized in the Nige-
rian program, patients have to bear the cost of transportation
to and from the health facility as well as the cost of labora-
tory testing, which can be a huge burden for some patients.
The IDIs with defaulters revealed that a major reason for de-
faulting was traveling beyond the residential area. This was
confirmed in another study conducted in Southwest Nige-
ria [22]. Therefore, poverty is a strong determinant of non-
adherence; although, several specific factors that interplay
with poverty may also contribute to poor adherence.

Defaulting from care hinders adherence, and defaulting
from ART care has been reported as a major predictor of viral
suppression of HIV replication, emergence of ART drug re-
sistance, disease progressions, and death [19, 20]. Therefore,
HIV treatment adherence monitoring is an essential public
health surveillance tool in the prevention of HIV in Nigeria
[21]. Educational and programmatic efforts are needed to
improve treatment awareness and access for HIV-infected
persons in both public and private care settings. Interventions
to address this challenge should be holistic, including govern-
ment and health facilities levels, crucially designed, with full
participation of PLWHA.

Stigma and discrimination continue to be an issue in
HIV programing, occurring at several levels [18]. Default-
ing patients reported this issue to be a major factor affecting
their compliance to the treatment regimen. Several studies
have reported that fear of stigmatization caused patients to
hide their ART or skip doses when in the presence of oth-
ers, especially those to whom they have not disclosed their
status. In addition, self-stigma may lead patients to be un-
willing or fearful to take medicines in other people presence.
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Defaulting from treatment was associated with non-dis-
closure of HIV status to partner. The participants who did
not disclose their status to their partners were less likely to re-
ceive support to maintain an appointment. One of the main
reasons for disclosing HIV status to partner was to ensure
that a trusted person could assist in seeking care in the event
of an illness. Stigma and rejection have been documented as
a common experience of PLWHA, especially in developing
countries [22, 23]. For many PLWHA, stigma is a barrier to
disclose their status, and to get access to available support
and care services [22, 23]. In addition, partners of HIV-
positive patients encourage them to go for treatment and
drug refill. Non-disclosure and lack of home-based support
continue to be a critical barrier for maintenance and adher-
ence to ART programs [24]. Moreover, lack of support from
workplace prevented some defaulters, and non-disclosure
of HIV-positive status to family members was also found to
be a cause for ART default among PLWHA in Ethiopia [25].

Limitations

Different interviews methods used for both groups could
have influenced comparisons and conclusions drawn from
the study. Despite these limitations, the results obtained con-
tribute immensely to the current body of knowledge.

Conclusions

ART interventions are beneficial in improving the quali-
ty of life of HIV-positive individuals. Although, the benefits
of ART are known among HIV patients, certain delimiting
factors could influence defaulting from HIV care. Therefore,
we recommend improved decentralization of HIV care clin-
ics to places, where a need for such exists. Also, HIV-positive
persons should be encouraged to register for ART services
at health facilities within their residential areas to overcome
the challenge associated with frequent hospital visitations
and high costs of accessing care. Capacity enlargement
of health facilities and workers is required, so that patients
who are available for ART care on weekends would not be
denied their right to quality care. Health workers should
develop problem-solving approaches to identify challenges,
which prompt patients to default from HIV care. Supports
from peer groups, health workers, family members, and
community members are required to prevent stigmatiza-
tion, and encourage adherence to antiretroviral therapies
and hospital attendance as scheduled.
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