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Introduction: People living with HIV (PLHIV) still have challenges in accessing HIV services in low- and middle-income countries
(LMIC). In Uganda, community drug distribution points (CDDPs) are part of interventions to improve access to anti-retroviral
medications. However, there is still low enrollment in CDDPs among PLHIV in south-western Uganda, particularly in Bushenyi
district. This study explored the barriers and facilitators to the utilization of CDDPs among PLHIV.

Methods: This was a descriptive qualitative study utilizing a qualitative approach. We purposively recruited 24 PLHIV and 6 Primary
healthcare providers as key informants. We conducted in-depth interviews with PLHIV and key informant interviews with Primary
healthcare providers using an interview guide. The audio recordings were transcribed verbatim to Rukiga-Runyankore and then
translated into English. Data were coded and analyzed using thematic analysis.

Results: Seven themes were developed describing drivers for the utilization of CDDPs. These were broadly categorized into
facilitators and barriers. The main facilitators of the utilization of CDDPs were peer support, positive Primary healthcare providers’
attitudes, satisfaction with HIV services, and accessibility of ART services. The main barriers were stigma, lack of physical
infrastructure, and lack of comprehensive services.

Conclusion and Recommendation: Utilization of CDDPs is facilitated by accessibility and Primary healthcare providers’ attitude.
Stigma is still a limitation to the utilization of HIV services. We recommend that Ministry of Health and other development partners
should improve physical infrastructural facilities at the CDDP sites so that the privacy and confidentiality of the PLHIV are protected.
Focus on interventions to eliminate stigma by Primary healthcare providers and other stakeholders at CDDP sites is urgently needed.
Keywords: community drugs distribution points, barriers, facilitators, Southwestern Uganda, qualitative study, people living with HIV

Introduction

The Global HIV and AIDS statistics fact sheet' reported that HIV is still a public health concern with a global prevalence
of 37.7 million people living with HIV (PLHIV) of which 95.2% are adults. In sub-Saharan Africa, by 2020, the new
HIV infections had declined by 38%. However, only 72% of PLHIV were on ART, and only 65% had suppressed viral
load.” Delivery of HIV services is still a burden especially in low-income countries where not all PLHIV have access to
ART. In 2020, the ART coverage was at 73% globally and 83% for Uganda, which is still below the UNAIDS, target. In
Uganda, the prevalence of HIV is 6.2% among adults which is approximately 1.2 million adults.?
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Changes in service delivery models can improve program quality and efficiency in HIV care® and the UNAIDS target
of enrolling 95% of PLHIV on ART are achievable even in resource-constrained settings with a high HIV burden.>°
Models used to provide ART services to PLHIV include a differentiated service delivery model (DSDM), community
ART group, community client-led ART delivery (CCLAD), fast-track drug pick up, and community drug distribution
points (CDDP).” CDDP model is where ART services are delivered and distributed at community-based site by primary
healthcare providers. This model was introduced in 2006 to decongest health facilities and increase ART adherence and
ART coverage.® The World Health Organisation recommended that community-based models of ART delivery be used to
support ART expansion and retention in resource-limited settings.’

A study in East and Central Uganda found that more PLHIV enrolled in CDDP than in other differentiated service
delivery models.'® During the COVID-19 lockdown, ART delivery was best done by community-based ART delivery
models due to patients’ demand.'' Currently, ART coverage in Uganda is currently at 83%, and some facilities are
overcrowded with PLHIV seeking ART services. This may be due to some challenges that the CDDP model may have
where, for example, studies done in Uganda® and South Africa'” found that stigma was a barrier to the utilization of the
CDDP model among PLHIV. Stigma can potential be reduced through forming ART groups as was done in South Africa
and Ghana, and by providing counseling and education to the patients and the community."

South Western Uganda has HIV prevalence of 6.7% and a 4.2% incidence rate'* which is higher than the national
prevalence of 6.2%. In addition, there is reduced enrollment of stable PLHIV into the CDDP models in South Western
Uganda. For example, a review of HIMS records at Kyabugimbi health Centre IV (HCIV), Bushenyi District, out of the
387 PLHIV who were categorized as stable in their files, only 57 were enrolled in CDDP. This low enrolment to the
CDDP in addition to overcrowding in the ART clinics still occurs and yet the model was introduced to take HIV services
closer to the patients with the ultimate goal to decongest the health facilities. Therefore, this study explored the barriers
and facilitators to the utilization of CDDP among PLHIV in Southwestern Uganda.

Methods

Study Design and Setting

This was a descriptive qualitative study conducted at Bushenyi Health Centre IV, and Kyabugimbi Health Centre IV in
Bushenyi district south-western Uganda. There are 45 health facilities, with 29 government owned (2 HCIVs, 11 HCIIIs,
and 16 HCIIs) and 13 private owned (3 hospitals, 3 HCIIIs and 7 HCIIs) (Bushenyi District Local Government, 2021).
The two health centres were chosen because they serve a large number of HIV clients.

Population and Sample Size

The study was conducted at three health facilities that provided CDDP ART services in the district. All Primary
healthcare providers (Key informants) in the selected facilities that participate in the CDDP program were all included.
These were eligible for the study because of their experience in implementing the CDDP model. Additionally, 24 PLHIV
accessing ART services from the CDDPs linked to the selected health facilities were also included in the study.

Sampling and Eligibility Criteria

We selected the health facilities that provided CDDP services to their clients; purposively included the primary healthcare
providers who directly participated in the provision of the ART services; and the PLHIV who utilized the CDDP points
and had been accessing therapy from these sites for at least 10 weeks.

Data Collection Procedure

Data were collected using two separate tools, an in-depth interview guide for PLHIV and a key informant interview guide
for primary healthcare providers. The data collection tools were developed using information from previous published
studies guided by the study objectives.'>'” The tools were pretested at a health facility not included in the study and
adjusted prior to field data collection. Data from the pretest was used to refine the data collection tools. Data was
collected by two research assistants with a background in social science and previous experience in conducting
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qualitative studies. The key informant interview guide collected data on the following areas; socio-demographic
characteristics, quality of HIV care with the CDDP, and the drivers of utilization of the CDDP model such accessibility,
attitudes of health workers, availability of drugs among others. The in-depth interview guide collected data on socio-
demographic characteristics, barriers and facilitators of CDDP utilization for ART services.

Data collection was conducted by two research assistants who were trained on the study protocol and study tools prior
to field data collection. A written informed consent was obtained from each study participant (Primary healthcare
providers and PLHIV) prior to recruitment into the study.

Data Management and Analysis

Interviews were audio-recorded on a digital voice recorder, and field notes were taken during the interviews. At the end
of each day of data collection, researchers listened to recorded interviews. The interviews were transcribed verbatim into
Microsoft word documents. The transcripts were read and re-read for familiarization and compared with the recordings
for consistency. To ensure quality, a different person who was not involved in interviewing the participants translated,
cleaned and coded the transcripts. Three researchers (DO, VN and EO) reviewed and harmonized the codes. Similar
codes were grouped to form sub-themes. Disagreement between the reviewers was resolved through discussion and
consensus. Finally, related sub-themes were merged to form themes that describe the drivers of the utilization of CDDPs.
Data were analyzed using thematic analysis.

Results

Sociodemographic Characteristics of Study Participants

In this study, in-depth interviews were conducted among 24 PLHIV receiving ART from the CDDPs. Additionally, key
informant interviews were conducted amongst all the Primary healthcare providers (06) from health facilities in Bushenyi
who participate in the provision of HIV care extension services to communities (06). The majority (60%) of the
participants were in the age range of 2040 years and the age ranged from 18 to 83 years. The mean age was 36.4
(standard deviation 2.6). Over a half (57%) of the participants were female (Table 1).

Table | Sociodemographic Characteristics of PLHIV Accessing ART Services in
CDDP Points (N = 24) and Primary Healthcare Providers in the Linked Facilities
(N = 6) in Bushenyi District

Variables Description PLHIV (N =24) Primary Healthcare
n (%) Providers (N=6)
n (%)
Age <20 years 3 (12.5) 0
20-40 years 18 (75) 3 (50)
Above 40 year 3 (12.5) 3 (50)
Gender Female 13 (54.2) 4(66.7)
Male Il (45.8) 2(33.3)
Education level No formal education 12 (50) 0
Primary 7(29.2) 0
Secondary 5 (20.8) 0
Tertiary 0 6 (100)
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Drivers of CDDP Utilization by PLHIV in Bushenyi District South Western Uganda

From the analysis of data, seven themes were developed. These themes were broadly classified into barriers and
facilitators of CDDP utilization.

Facilitators of CDDP Utilization

The major facilitators to the utilization of CDDPs reported by most participants (both PLHIV and Primary healthcare
providers) were presented under the following themes: patients’ satisfaction, peer influence, positive Primary healthcare
providers’ attitude, and accessibility.

Perceived Patients’ Satisfaction with ART Services at the CDDP Sites

Patients’ satisfaction with the services at the CDDP sites made them continue getting services from the CDDPs. Most
participants reported that the services are accessible, drugs were always available, and they get enough drugs for HIV and
other care like counselling. Counselling gave them comfort and hope to live. Some PLHIV also reported that they get
sufficient time with primary healthcare providers and the waiting time is generally short. Some participants also
expressed that they are going to live longer because of the services they are getting from the CDDPs. Even the
Primary healthcare providers also reported that the patients have trust in them and like their services.

If maybe you feel dizzy after taking the medicine you tell him and he gives you his time and attention, so you feel really happy.
From the time I came here no health worker has ever treated me badly because if I ask you something that I hadn’t understood
and you explain it well for me, I appreciate. Participant 14

Peer Support

From in-depth interviews, PLHIV highlighted that peer support motivated them to be enrolled in the CDDP. Some
PLHIV reported that they were convinced by their friends to go and enrol in the CDDP. Some PLHIV also said it was
their friends who encouraged them to be tested from CDDP and after testing positive, they were enrolled in CDDP.
PLHIV also expressed that they normally tell their colleagues in the village to come for a refill from the CDDP. Primary
healthcare providers also reported that PLHIV normally go and tell their friends in the community about the services at
the CDDP and that is why they are many who have enrolled in CDDP.

It is our clients that are attracting more people to come after telling them about the good services and we also try to incorporate
HIV testing so that we can also identify new patients. Key informant 03

Primary Healthcare Providers’ Attitude

From in-depth interviews, PLHIV reported that they were motivated to continue receiving services from the CDDPs
because of Primary healthcare providers’ positive attitudes. PLHIV expressed that the Primary healthcare providers are
good, friendly, kind, and polite to them.

Primary healthcare providers of the CDDP program are so good, friendly, faster and they treat us very well even though some of

us patients are not well behaved and we inconvenience Primary healthcare providers while doing their work. Participant 02

Accessibility to the CDDP Sites by PLHIV
The CDDPs were closer to the closer to the PLHIV and thus would incur low out of pocket expenditure such as low
transport costs. The Primary healthcare providers also reported that PLHIV used to miss visits at the facility due to the
long distance to the facility from their homes.

People are poor meaning they could not afford the high transport costs that were involved, a lot of people in this community are
poor and they even cannot afford to support themselves in terms of financial stability. Key informant 03.

Barriers to CDDP Utilisation

The barriers identified include stigma, lack of infrastructure, and lack of comprehensive services.
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Stigma

Our study participants reported that stigma exists among some patients who do not want to disclose their status.
Participants expressed that this stigma discouraged some patients from being enrolled in the CDDP so that their peers
do not see them. Furthermore, participants expressed that whenever they are seen coming from the CDDP, they are
associated with PLHIV. Both in-depth and key informant interviews highlighted the fact that some PLHIV have not
disclosed their positive HIV status and are always stigmatized when they visit the CDDP sites. Some PLHIV reported
that community members talk ill about them whenever they visit the CDDP sites.

.... Such people talk a lot when they see us at the CDDP points, they always associate you with HIV and it somehow scares
us.... We usually line outside in the open with too much sun and sometimes it rains on us, it is somehow discouraging and

demotivating ... (18-year Female participant 1)

Lack Physical Infrastructure
From the in-depth and key informant interviews, the respondents commonly highlighted the lack of infrastructure at the
CDDP sites as a major barrier to access of ART services.

.... The biggest challenge here is that we do not have a shelter, we are so many and exposed to passers-by near the road, and we
need some kind of privacy, safety, and confidentiality. Participant 04

Lack of Comprehensive Services

From both in-depth and key informant interviews, participants highlighted the lack of comprehensive services at the
CDDP sites as a barrier to ART access. Some PLHIV reported that they would wish to have other services like TB
screening and treatment for other conditions at the CDDP point. Primary healthcare providers also reported that they are
unable to take a comprehensive service to the community because of limited resources such as staff shortages, limited
finances, and lack of transport means.

...there are costs in delivering the CDDP model like transport, then also is fuel and facilitation of staff. We cannot have other
services at the site because we lack enough staff so we advise them to come to the facility where different services are offered.
Key informant 02

Discussion

The PLHIV and key informants in this study identified some barriers to CDDP utilization including stigma, lack of
infrastructural facilities, and lack of comprehensive services. Such barriers must be mitigated to improve CDDP
utilization in rural communities in rural South Western Uganda.

Our study found that stigma was commonly reported as a barrier to utilisation of ART services at the CDDP sites in
Bushenyi district. There was internalized stigma among some PLHIV who did not want to disclose their positive HIV
status. This finding is consistent with those of previous studies done in South Africa and Uganda.'”'® This means stigma
still limits some PLHIV from accessing HIV services and hence the low ART coverage in sub-Saharan Africa. Stigma at
the individual level makes it difficult to implement care for patients by the Primary healthcare providers highlighting the
need for targeted interventions against stigma among PLHIV accessing SRT care at the CDDP sites.

In addition, our study found that lack of physical infrastructure at the CDDP sites was a major limitation to the
utilization of the CDDP by PLHIV. This finding is in line with those of previous studies done in Uganda.'®*° However,

studies done in South Africa and Zimbabwe?!?2

reported contrary findings, which could be an indicator of the challenges
in the implementation of the CDDP model in the low- and middle-income country settings. This is likely to affect
utilisation of CDDP sites as access points for ART services in most low- and middle-income countries.

Our study found that positive health workers’ attitudes are a facilitator of CDDP utilization. This is consistent with

the findings of Opio et al.>> However, other authors'**

reported that Primary healthcare providers had negative attitudes
towards PLHIV. The difference in the results could be attributed to the fact that these studies reporting negative Primary

healthcare providers’ attitudes were conducted when the model was just introduced. Positive Primary healthcare
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providers’ attitude is due to motivation in terms of incentives by the facility. This, therefore, implies that the motivation
of Primary healthcare providers is important in the implementation of HIV care models.

Our study found that accessibility to ART services also facilitate the utilization of CDDPs. This is consistent with the
findings of other previous studies in South Africa and Uganda.'”'®?* In addition, this study has highlighted the perceived
satisfaction PLHIV get from interacting with Primary healthcare providers regularly within community settings. This
concurs with findings from previous studies.”*> CDDPs have therefore relieved from out-of-pocket expenses in terms of
transport costs since ART services are brought closer to the community. However, this may imply that the cost of
transport has been shifted to health facilities, which may be a challenge for health facilities with limited resources.
Hence, it is not possible to implement the CDDP model of ART delivery.

Our study was limited by the fact that we collected from participants receiving services utilizing CDDP points and
therefore we could have missed out views of those who do not utilize CDDPs. However, this did not significantly affect
our findings since PLHIV using CDDPs and those who do not, live in the same community and constantly share views
regarding choice on the point of ART access and the associated barriers and facilitators. In addition, the study involved
only those who were accessing services from the CDDP points and therefore we are likely to have missed information
regarding barriers from those who do not use the CDDP points.

Conclusions and Recommendations

Patients’ utilization of the CDDP as a strategy for HIV service delivery is facilitated by the positive attitude of Primary healthcare
providers, low transport fares, and satisfaction with HIV services available at the CDDP site. Barriers such as lack of facility
infrastructure, overcrowding, and stigma limit some PLHIV to access HIV services from CDDPs. We recommend that MOH and
other development partners should improve physical infrastructural facilities at the CDDP sites so that the privacy and
confidentially of the PLHIV who come for HIV services at the CDDP sites are protected. Focus on interventions to eliminate
stigma by Primary healthcare providers and other stakeholders at CDDP sites is urgently needed.
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