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ABSTRACT  

Background: In the era of expanded antiretroviral therapy (ART), global HIV targets increasingly emphasise health-
related quality of life (HRQoL) as a “fourth 95”, yet there is limited in-depth, patient-centred evidence on how adults in 
resource-constrained settings experience HRQoL and readiness to start ART.  

Aims: This study explored how people living with HIV in a South African public sector clinic perceive their quality of life 
across key HRQoL domains and how these perceptions shape readiness to initiate or adhere to ART.  

Methods: A descriptive qualitative study using in-depth, semi-structured interviews was conducted with 11 adults 
living with HIV who were newly diagnosed and initiated on ART. Interviews explored physical health, emotional and 
psychological responses, independence and daily functioning, social relationships and stigma, environmental and 
structural conditions, and spirituality and desired healthcare support. Audio recordings were transcribed verbatim and 
analysed using reflexive thematic analysis.  

Results: Participants’ HRQoL perceptions directly influenced ART readiness and anticipated adherence, with 
experiences of stigma, mental health burden, transport barriers and economic insecurity sometimes undermining 
confidence in starting and sustaining treatment. Findings generated from participants' lived experiences highlighted 
multidimensional HRQoL across physical, psychological, independence, social, environmental and spiritual domains. 
Participants described highly heterogeneous baseline quality of life, ranging from “brilliant” and unchanged daily 
functioning to profound illness, fatigue and recurrent hospitalisation. Emotional responses included shock, sadness, 
fear of job loss and suicidal feelings, but also acceptance and positive reframing, often supported by peer groups and 
faith. Social experiences ranged from supportive partners, families and community groups to severe rejection, isolation 
and homelessness. Environmental and structural barriers, including transport, clinic distance, unsafe housing and 
unemployment, were central concerns that patients linked directly to self-care, nutrition and treatment continuity. 
Spirituality and religious practice were prominent coping resources, though views on integrating faith into formal care 
were mixed. Across domains, stigma, economic insecurity and health system constraints emerged as cross-cutting 
influences on HRQoL and ART readiness. Participants’ HRQoL perceptions directly influenced ART readiness and 
anticipated adherence, with experiences of stigma, mental health burden, transport barriers and economic insecurity 
sometimes undermining confidence in starting and sustaining treatment. 

Conclusion: Improving HRQoL and supporting ART initiation in this setting will require integrated approaches that 
address stigma, social and economic vulnerability, mental health and spiritual needs alongside biomedical 
management, positioning quality of life as a core outcome of HIV care.  
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1. Introduction  

The widespread availability and effectiveness of combination antiretroviral therapy (ART) have substantially 

improved survival for people living with HIV (PLHIV), contributing to a shift toward HIV as a manageable chronic 

condition and, for many, near-normal life expectancy (Iheagwara et al., 2025). Consequently, HIV care has 

increasingly moved beyond biomedical indicators such as viral suppression and CD4 restoration to include broader 

outcomes reflecting how individuals live with HIV over time (Safreed-Harmon et al., 2019). Expert guidance now 

argues that “therapeutic success” should incorporate quality of life (QoL) alongside traditional efficacy and safety 

endpoints (Antela et al., 2021). Health systems similarly recognise health-related quality of life (HRQoL) as an 

essential complement to viral suppression in long-term HIV management (Lazarus et al., 2021). 

Despite treatment advances, PLHIV continues to experience persistent physical symptoms (e.g., fatigue, 

pain), psychological distress (e.g., depression, anxiety), and social challenges such as stigma and discrimination, all 

of which can undermine HRQoL even in high-ART-coverage settings (Vu et al., 2020). QoL is typically defined using 

the World Health Organization’s framework as individuals’ perceptions of their position in life within their cultural 

and value systems and relative to their goals and expectations (WHOQOL Group, 1995). HRQoL is conceptualised 

as a multidimensional construct encompassing physical, psychological, social, and environmental domains 

(Sosnowski et al., 2010). 

This multidimensionality is particularly relevant in HIV care, where health outcomes are shaped not only by 

clinical status and treatment effects but also by stigma, disclosure concerns, and structural determinants that 

influence daily functioning and access to care (Degroote, Vogelaers & Vandijck, 2014). Empirical evidence 

demonstrates considerable heterogeneity in HRQoL across populations, reflecting variation in clinical stability, 

adherence, comorbidities, and ageing (Mohammed et al., 2021; Hyle et al., 2024; Desta et al., 2020; Portilla-

Tamarit, 2024). Increasingly, psychosocial and environmental factors are recognised as equally influential to, or 

more influential than, clinical variables among ART-treated populations (Xu et al., 2017). Assessing HRQoL at ART 

initiation is critical because patients’ lived perceptions of health, stigma, economic security, and support strongly 

influence treatment readiness and subsequent adherence, and thus the likelihood of achieving durable viral 

suppression and long‑term wellbeing. Yet, in South African public‑sector HIV services, qualitative studies that 

directly connect patients’ HRQoL perceptions to ART readiness and early adherence decisions remain scarce. 

Assessing HRQoL at ART initiation is critical because patients’ lived perceptions of health, stigma, economic 

security, and support strongly influence treatment readiness and subsequent adherence, and thus the likelihood of 

achieving durable viral suppression and long‑term wellbeing. However, several gaps remain in the literature. First, 

most HRQoL studies in HIV have been quantitative and focused on patients already on ART, with limited in‑depth 

qualitative evidence from the point of diagnosis and treatment initiation. Second, existing qualitative work in 

sub‑Saharan Africa has often examined stigma, mental health or adherence separately, rather than explicitly 

linking multidimensional HRQoL perceptions to readiness to start and sustain ART. Third, there is limited 

context‑specific evidence from South African public‑sector services on how adults interpret and prioritise different 

HRQoL domains when deciding whether to begin treatment. Yet, in South African public‑sector HIV services, 

qualitative studies that directly connect patients’ HRQoL perceptions to ART readiness and early adherence 

decisions remain scarce. Within this context, the present study provides an in-depth qualitative exploration of how 

adults living with HIV in a South African public-sector setting perceive their quality of life across key HRQoL 

domains, physical, psychological, independence, social, environmental, and spiritual and how these perceptions 

influence readiness to initiate ART. By focusing on individuals at ART initiation in a resource-constrained setting, 

the study contributes to a nuanced understanding of HRQoL and informs efforts to operationalise the “fourth 95” 

in similar contexts. 

 

2. Methods 

Study Design 

A descriptive, qualitative, cross-sectional design was employed to explore perceptions of HRQoL and ART readiness 

among adults living with HIV at diagnosis or treatment initiation. A qualitative descriptive approach was 
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appropriate because the study aimed to capture participants' lived experiences of HRQoL and ART readiness in a 

way that stayed close to their own words and everyday meanings, rather than imposing a complex theoretical  

framework. This study was situated within an interpretivist paradigm, which assumes that reality is socially 

constructed and that participants’ perceptions of HRQoL and ART readiness are best understood through their 

subjective meanings, lived experiences, and social contexts. This approach enabled in-depth exploration of lived 

experiences and meanings that are not readily captured by quantitative measures. 

Setting 

The study was conducted at a tertiary public-sector hospital in South Africa serving a predominantly low-income 

urban–rural population. 

Participants and Sampling 

Participants were recruited from the HIV/ART service at the tertiary public-sector hospital where the study was 

conducted. Potential participants were identified during routine clinic attendance if they were newly diagnosed 

with HIV or were about to initiate ART and were approached in person in the clinic by the researcher after referral 

or indication from clinic staff that they met the broad study criteria. The purpose of the study was explained, and 

those interested were screened for eligibility and invited to participate voluntarily in a private setting. Inclusion 

criteria were age 18 years or older, confirmed HIV-positive status, and being newly diagnosed, pre-ART, or in the 

early ART initiation phase. Patients who were acutely unwell, unable to provide informed consent, or too 

distressed to participate in an interview were excluded. Purposive sampling was chosen because the study sought 

information-rich cases from individuals with direct, recent experience of HIV diagnosis and ART initiation, and 

because this strategy is well-suited to qualitative research aiming for depth, diversity of perspectives, and 

conceptual relevance rather than statistical representativeness. Sampling continued until thematic saturation was 

reached (11 participants). Therefore, the final sample comprised 11 PLHIV, including 4 women and 7 men, aged 

between 27 and 55 years. 

Data Collection 

All interviews were conducted by a health professional who was not involved in the direct clinical care of 

participants and had no prior therapeutic relationship with them. The interviewer was experienced in qualitative 

research methods and trained on the study protocol and interview guide, a design choice intended to minimise 

social desirability bias and encourage open discussion of sensitive experiences. Semi-structured, in-person 

interviews were conducted in private clinical settings using a semi-structured interview guide informed by the 

WHOQOL domains and the existing literature. The guide was designed to explore participants’ lived experiences of 

HIV diagnosis, quality of life and readiness to start ART across physical, emotional, independence, social, 

environmental and spiritual domains. Core questions asked how participants described their current health and 

quality of life, how they felt after diagnosis, whether HIV had affected work, daily tasks or independence, and how 

relationships, disclosure and stigma were experienced. Additional questions explored housing, transport and 

financial constraints, as well as faith and spiritual coping. ART readiness was probed explicitly by asking how 

participants felt about starting ART, what they expected from the medication, what might make adherence 

difficult, and what support or information they felt they needed to take consistently.  Interviews were audio-

recorded and supplemented with field notes. Flexible probing allowed participants to elaborate on their 

experiences.  

Data Preparation and Analysis 

Audio-recorded interviews were transcribed verbatim, anonymised and read repeatedly to support immersion in 

participants’ narratives. An interpretivist, reflexive thematic analysis approach was used, following Braun and 

Clarke’s six-phase framework of familiarisation, coding, theme development, review, definition and reporting. 

Initial coding was inductive: the corresponding researcher systematically worked through each transcript, assigning 

descriptive and interpretive codes to segments of text that captured participants’ experiences of physical health, 
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emotions, independence, relationships, living conditions, spirituality and ART readiness. Codes were then collated 

into provisional clusters by examining conceptual similarities and tensions across interviews, and these clusters 

were developed into candidate themes that described patterned meanings in how adults living with HIV perceived 

HRQoL and treatment readiness. 

Themes were iteratively refined by rereading transcripts and ensuring that each theme was internally 

coherent, distinct from other themes, and grounded in multiple participants’ accounts. Subthemes were created 

where needed to capture important nuances within broader themes (for example, differentiating shock and fear 

from acceptance and positive reframing within emotional responses). The coding framework and emerging themes 

were discussed within the research team to support reflexive consideration of assumptions and alternative 

interpretations, and to ensure that themes remained closely linked to the data rather than to preconceived ideas. 

Although one researcher led the primary coding, theme development and writing, interpretations were reviewed 

collaboratively, and verbatim quotations from different participants were used within the manuscript to illustrate 

each theme and demonstrate the range of perspectives represented. 

Trustworthiness was enhanced through credibility (prolonged engagement with the data and use of 

verbatim quotations), dependability (maintaining an audit trail of key methodological decisions), confirmability 

(researcher reflexivity and team discussion of emerging interpretations), and transferability (thick description of 

the study setting and participant characteristics. 

During analysis, the team discussed how their positions as health professionals and researchers could 

influence which issues were foregrounded, and consciously sought to represent both distress and resilience, as well 

as supportive and rejecting social responses, rather than privileging any single narrative. These reflexive strategies 

helped to manage potential bias and ensure that themes remained grounded in participants' lived accounts rather 

than in pre‑existing clinical or theoretical frameworks. 

Ethical Considerations 

Ethical approval was obtained (M230239 MED 23-1-094). Participants provided written informed consent, and 

confidentiality was maintained through anonymisation and secure data storage. 

3. Results 

The analysis of 11 in-depth interviews generated a rich, multidimensional picture of how adults living with HIV 

perceived their quality of life and readiness to initiate ART. Reflexive thematic analysis yielded six overarching 

HRQoL domains: physical health (symptoms, energy, functional capacity), psychological wellbeing (emotional 

responses, coping, hope), independence (ability to manage daily tasks, work, self‑care and decisions), social 

relationships (disclosure, stigma, support, isolation), environmental conditions (housing, transport, clinic access, 

economic resources) and spirituality (faith, religious practice, meaning‑making.   

HRQoL and Readiness to Initiate ART 

Across the interviews, participants’ experiences of HRQoL appeared to influence their readiness to initiate ART in 

different ways. Participants who perceived themselves as physically stable and able to maintain their usual routines 

generally viewed treatment as manageable. For example, one participant stated, “I don’t think it will really disturb 

any of my routine and my daily work routine. I will be fine” (Participant 1). Similarly, another participant expressed 

confidence in treatment by saying, “Nothing yet has changed… I don’t think it will affect anything as long as I just 

stick to my regimen” (Participant 6). Some participants were explicitly ready to begin treatment, with one stating, 

“We are ready to start the medication as soon as possible” (Participant 7). These accounts suggest that preserved 

physical functioning, acceptance of the diagnosis and confidence in maintaining daily routines facilitated ART 

readiness. 

However, readiness was more uncertain among participants experiencing physical symptoms, emotional 

distress or socioeconomic difficulties. One participant described being in pain, feeling increasingly ill and being 

“always in hospital time and again” (Participant 2), while another reported sadness and fear of losing employment 

(Participant 4). These experiences potentially made ART seem more difficult to initiate and sustain. Concerns about 
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stigma and disclosure also affected confidence in treatment. One participant explained, “I’m losing my freedom, 

because… I fear who will know my personal (HIV) status” (Participant 2). Thus, although treatment was recognised 

as necessary, concerns about stigma, emotional well-being, and the ability to preserve work, privacy and 

independence complicated readiness to begin ART.  

Social and structural circumstances further shaped participants’ perceptions of whether ART could be 

incorporated into everyday life. Support from partners and community groups appeared to strengthen readiness; 

for example, one participant reported that their partner would provide support and that community and support 

groups were available (Participant 7). In contrast, other participants described isolation, homelessness, 

unemployment, food insecurity and difficulty accessing transport or distant clinics. These accounts indicate that 

ART readiness was determined not only by participants’ knowledge of treatment or clinical condition but also by 

whether they felt socially supported and had the practical resources to attend the clinic and continue treatment.  

Perceived Quality of Life and Physical Health 

Baseline quality of life 

Patients described baseline quality of life at diagnosis as ranging from positive to impaired. Several, particularly 

those already on treatment or recently diagnosed, characterised their well-being as “Brilliant” (Patients 3, 5, 8), 

suggesting that HIV had not yet disrupted daily functioning. Others linked diagnosis to ongoing illness, reporting 

“Not very good, very sick” (Patient 4) or “Okay… I have been very sick and tired, and I blamed it on my asthma” 

(Patient 1), indicating that HIV was experienced within a broader pattern of sickness and diminished health. These 

accounts suggest that perceptions of QoL were shaped not only by HIV status itself but also by how participants 

interpreted their symptoms and prior health experiences. 

Physical symptoms and functional capacity 

Physical health experiences also varied. Many patients reported minimal impact, stating “I accept it. No, I 

experience nothing” (Patients 3, 5) and “nothing yet has changed… I don’t think it will affect anything as long as I 

just stick to my regimen” (Patient 6). These accounts frame HIV as currently asymptomatic and suggest confidence 

in treatment preserving function. In contrast, one participant described a substantial burden: “Yes, I’m having pain. 

I’m sicker, you see? And… I’m always in hospital time and again” (Patient 2), linking pain and recurrent admission to 

poorer QoL. Such variation underscores the uneven ways in which HIV is experienced at diagnosis, with some 

already feeling physically affected while others remain largely asymptomatic. 

Expectations and concerns about ART side-effects 

Expectations of ART were mostly optimistic. Several patients said, “I don’t expect any impact on my treatment” 

(Patient 8) and “it doesn’t really seem that it will give me any physical challenges” (Patient 6). Others described 

routine adherence: “how to drink tablets. No, nothing, nothing has changed” (Patients 3, 5). Still, some 

acknowledged possible concerns, including “Side effects of medication, sticking to medication… Nothing much 

worries me” (Patient 7), showing awareness of adherence demands. Overall, participants viewed ART as necessary 

and manageable, with side effects acknowledged but not strongly foregrounded in their accounts. Perceptions of 

physical health influenced readiness in two ways: participants who felt well or asymptomatic generally viewed ART 

as manageable and were more confident about starting and adhering to treatment, whereas those experiencing 

pain, fatigue or repeated hospitalisation expressed greater concern about whether treatment demands would be 

easy to sustain. 

Emotional and Psychological Response 

Initial shock, sadness and fear 

Diagnosis often triggered shock and sadness. One participant said, “It was a shock, and I was sad as expected, but I 

am keeping my emotions high and the stress low” (Patient 6). Others reported persistent sadness, “Lately… I just 

feel very sad” (Patient 1) and fear related to work security: “Very sad and fear of losing job” (Patient 4). These 

responses show that emotional reactions were closely tied to both the meaning of the diagnosis and its perceived 

social consequences. 
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Ongoing stress, suicidal ideation and future anxiety 

For some, distress persisted. One participant described “Suicide feeling… I attend support group” (Patient 10), while 

another reported “Sometimes, I get confused mentally… I feel like I’m losing my mentality” (Patient 2). Future 

concerns were also clear: “I want to have children one day… that is what’s keeping me stressed” (Patient 1). These 

narratives indicate that HIV was not only understood as a health condition, but also as something that threatened 

future identity, family formation and psychological stability. 

Coping, acceptance and positive mindset 

Many participants emphasised coping through acceptance. One stated, “I’m still the same person… I still have 

confidence in myself. I still have a future” (Patient 3), while another said, “No mood changes… It’s fine… I just take it 

the way it is” (Patient 7). A present-focused approach was also evident: “Every day, I only take it one day at a time. I 

hope this will be ok” (Patient 2). This suggests that resilience and positive framing were important ways of 

managing uncertainty and sustaining hope. Emotional responses strongly shaped readiness, with acceptance, hope 

and positive reframing supporting willingness to initiate ART, while shock, sadness, fear, confusion and suicidal 

thoughts created hesitation and heightened concern about coping with lifelong treatment. 

Independence, Daily Functioning and Role Performance 

Capacity to manage daily tasks and work 

Most patients said HIV had not compromised daily functioning. They emphasised continuity: “I’m still… the person I 

was before… I’m still doing the same thing I used to do… able to go to collect my medication on time” (Patients 3, 

5), and “I don’t think it will really disturb any of my routine and my daily work routine. I will be fine”  (Patient 1). 

Another noted, “It didn’t affect anything” (Patient 9). These accounts suggest that when symptoms were minimal, 

everyday responsibilities could still be maintained. 

Maintaining productivity, self-care and routines 

Some reported no change: “No, I’m self-sufficient… No change” (Patients 5, 8) and “Everything should still steadily 

go right” (Patient 6). Others linked HIV to hardship: “I’m not working. I can’t eat healthy…” (Patient 2), showing 

how socioeconomic vulnerability can undermine self-care, nutrition and productivity. The findings suggest that 

maintaining routine depends not only on health status but also on social and economic stability. Where 

participants felt able to maintain routines, self-care and productivity, they were more likely to view ART as 

something they could integrate into daily life; by contrast, perceived loss of independence and disrupted 

functioning reduced confidence in their ability to sustain adherence. 

Social Relationships, Stigma and Support 

Disclosure patterns and selective openness 

Disclosure was cautious and selective. Some had not told anyone: “I have not disclosed to anybody as yet, as I’m 

still dealing with this by myself” (Patient 6) and “As I just found out, I haven’t told anybody else yet” (Patient 1). 

Others told only partners or trusted people: “So only the partner will know about your status… partner is going to 

support” (Patient 7) and “my partner and friends” (Patient 9). These patterns show how anticipated stigma shapes 

disclosure decisions. 

Experiences of isolation and rejection 

Some participants described rejection and isolation: “My family, friends, they have isolated me… Not even one 

person visited me” (Patient 2) and “all my family and friends left me single” (Patient 10). One also reported 

homelessness: “chased… out of my house. I started staying in the street now” (Patient 2). Such accounts show that 

HIV-related stigma could extend into practical loss of shelter and social protection. 

Supportive relationships and community groups 

In contrast, others reported strong support: “everyone supported” (Patient 8) and “don’t have any challenges” 
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(Patients 3, 5). Community structures mattered too: “Yes, community group and support group” (Patient 7) and 

“community core group helps… Adherence groups help” (Patient 8). These sources of support appeared to buffer 

stigma and promote continued engagement in care.  

Social relationships influenced readiness by shaping participants' expectations of encouragement or 

rejection after diagnosis. Supportive partners, family members and community groups appeared to strengthen 

motivation and confidence in adherence, whereas stigma, isolation and fear of disclosure undermined readiness 

and made treatment seem harder to manage. 

Environmental and Structural Constraints 

Housing, neighbourhood safety and transport 

Some participants said their environment would not affect care, while others faced major barriers such as “Clinic is 

very far, struggling with job and transport” (Patient 9) and “chased… out of my house. I started staying in the street 

now” (Patient 2). These barriers show how place and living conditions shape access to ART and the ability to remain 

consistent with treatment. 

Economic insecurity and employment 

Financial strain was a major concern. One participant said, “It affected me because I’m not working. I can’t eat 

healthy…” (Patient 2). Others named “Transport, money, job” (Patient 9) and “I want money, unemployed” (Patient 

10), showing how economic insecurity shaped treatment readiness and everyday well-being. Environmental and 

structural conditions directly affected readiness by shaping participants' perceptions of the treatment's practical 

sustainability. Stable access to transport, housing and food supported confidence in adherence, whereas poverty, 

distance to care and homelessness contributed to fear that ART could not be maintained consistently. 

Spirituality, Meaning-Making and Healthcare Support 

Spiritual beliefs and church attendance 

Spirituality was an important coping resource. Participants described themselves as “Very religious, go to church 

every week” (Patient 10) and “Normally I’m gonna go to church” (Patient 7). Faith was said to “help morally” 

(Patient 4) and support renewed effort: “I’m willing to give another chance and do better this time” (Patient 2). 

Integration of faith-based support into care 

Views on faith in care were mixed. Some said “Yes” (Patients 2, 4, 9, 10), while others preferred separation: “No, 

they shouldn’t. They shouldn’t really be incorporated” (Patient 6). Another said faith would be part of daily life: “On 

a day-to-day basis, like I normally [practice]” (Patient 8). This suggests the need for flexible, patient-centred 

approaches. 

Information, reassurance and continuity of care 

Participants wanted more support from health professionals, including “More help from doctors, more information” 

(Patient 4) and reassurance that “everything will be fine, and I can live a normal life” (Patient 6). They also asked for 

“The advice. Some advice… counselling, advice, and hope” (Patients 3, 5, 8) and “with no bias or no stigma, that I 

can just ask and be answered and be helped” (Patient 1). 

Spiritual beliefs and supportive healthcare relationships often enhanced readiness by fostering hope, meaning 

and emotional reassurance, although preferences differed regarding how faith should be incorporated into care. 

Clear information, non-judgmental counselling and reassurance from healthcare professionals helped participants 

feel more prepared to begin and continue ART. 

4. Discussion 

A central contribution of this study is the finding that HRQoL perceptions did not merely describe how participants 

were living with HIV; they actively shaped treatment readiness at the point of ART initiation. Participants who 

perceived themselves as physically stable, emotionally able to cope, socially supported and practically able to 



269 

GHMJ (Global Health Management Journal) 2026, Vol. 9, No. 3 
 

 

Gudala, Padayachee & Vagiri    

 

attend care were generally more ready and motivated to start ART and more confident that adherence would be 

manageable (Okonji, Wyk & Mukumbang, 2022; Golin et al., 2016). In contrast, participants whose quality of life 

was marked by pain, emotional distress, fear of disclosure, social rejection, unstable housing, transport difficulties, 

or unemployment often described ART through the lens of burden and uncertainty, suggesting reduced readiness 

or concern about sustaining adherence over time (Mgbere et al., 2018; Quinn et al., 2018; Holtzman, Brady & 

Yehia, 2015). In this way, HRQoL served as a real-time appraisal of whether treatment was feasible, meaningful, 

and compatible with everyday life, rather than as a separate outcome to be considered only after ART had begun.  

Participants’ accounts of severe rejection, isolation and relationship breakdown are consistent with evidence 

that HIV related stigma is linked to social disconnection, diminished support and poorer wellbeing among PLHIV 

(Fekete, Williams & Skinta, 2018; Hutton, Misajon & Collins, 2013). Qualitative studies document relational 

consequences such as withdrawal and losses in informal networks when stigma is anticipated or enacted, echoing 

narratives of being “chased out” or left “single” after diagnosis (Koku, 2024; Poku et al., 2023). Associations 

between stigma, loneliness and reduced social integration are also observed in older PLHIV, where both 

experienced and internalised stigma relate to loneliness and lower social support, indicating that interpersonal 

isolation can co-occur with measurable health-relevant outcomes (Pollak, 2025; De Main, 2025). 

The mixed responses in our data, for example, supportive partners but rejecting friends, align with disclosure 

research showing distinct “classes” associated with higher social support, while stigma and disclosure concerns 

continue to shape which ties remain safe (Nuwahereza et al., 2026; Nkulu-Kalengayi, Ouma & Hurtig, 2026). 

Evidence suggests that strengthening relationship quality and dyadic coping may help mitigate the impacts of 

stigma within romantic partnerships (Rzeszutek et al., 2026), while broader, strong support is associated with 

flourishing and quality of life and can attenuate stigma-linked internalisation processes (Brown et al., 2023). At the 

same time, some contexts exhibit complex or paradoxical stigma–support patterns, underscoring the need to 

assess the type, source, and reliability of support rather than assuming uniform protection (Zhang & Zhang, 2025). 

Participants’ reports of transport / and clinic distance mirror evidence that PLHIV may avoid local services 

and seek care elsewhere to manage stigma and privacy concerns. Anticipated stigma prompted care seeking at 

remote facilities and care avoidance, adding travel burdens and practical access constraints to stigma (Wanjala et 

al., 2023). Similarly, internalised stigma was associated with avoiding the local clinic when needed, indicating that 

“place-based” access is shaped by both service geography and perceived social risk (Tran et al., 2022). Our findings 

on economic insecurity, unemployment, inability to eat healthily, and worries about “transport, money, job” are 

consistent with HIV studies identifying income and related structural disadvantage as determinants of treatment 

experience, with non-adherence associated with low income and education alongside self-stigma and limited 

socio-familial support (Dzramado, Oduro & Lasim, 2026).  

Participants’ initial shock and sadness after diagnosis resonate with qualitative evidence where diagnosis was 

described as overwhelming and linked to fear, distress, secrecy and isolation (Owusu, 2022). Ongoing distress and 

cognitive strain in our sample showed persistent mental health needs that impede engagement, with unmet 

depression and anxiety needs identified as barriers across the care continuum (Poku et al., 2023a). Similarly, 

participants described food insecurity and intimate partner violence co-occurring with poor mental health and 

substance use in self-reinforcing cycles, illustrating how structural hardship and psychological distress compound 

one another (Tenkorang & Owusu, 2026). Future-oriented anxiety in our study parallels post-diagnosis concerns 

that often centre on anticipated health decline and navigating treatment, with distress sometimes predating 

testing (Obeagu & Alsadi, 2025). In contrast, narratives of acceptance and positive reframing taking life “one day at 

a time,” maintaining confidence in the future, align with evidence that peer support and strategic coping foster 

hope, non-judgmental acceptance, and resilience amid structural adversity (Karugaba et al., 2023). 

Participants’ strong religious practice and descriptions of spirituality as a source of moral and motivational 

support are consistent with HIV qualitative literature showing that faith can function as a meaning-making 

resource that supports emotional regulation and a “living positively” orientation. In studies conducted with 

PLWHV, “accepting one’s faith” has been described alongside self-care, disclosure, and participation in support 

groups as a coping strategy that sustains emotional equilibrium after diagnosis-related shock and despair (Obeagu 

& Alsadi, 2025; Poku et al., 2023b). Broader psychosocial syntheses similarly emphasise that PLHIV commonly 

experiences fear, uncertainty, grief and stigma, and that attending to spiritual needs and fostering positive 
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thinking/faith are frequently positioned as part of comprehensive psychosocial support (Zahra et al., 2024). 

However, spirituality may have mixed implications for care. Evidence indicates that PLHIV use spiritual practices to 

cope with depression, yet some prefer spiritual healing over professional care, with depression affecting self-care 

and ART adherence, suggesting potential risks when spirituality substitutes for clinical and psychosocial services 

rather than complementing them (Lattanner & Azia et al., 2023). This mixed pattern supports integrating spiritually 

sensitive counselling and referral pathways that preserve beneficial faith-based coping while avoiding delays in 

mental health and HIV care. 

These findings reinforce the argument that HRQoL assessment at the point of ART initiation is not merely 

descriptive, but central to identifying psychosocial and structural barriers to readiness and adherence, enabling 

clinicians and programme managers to intervene early to support sustained engagement in care.  

Implications of the Study Findings 

These findings have important implications for patient‑centred HIV care, specifically at the time of ART initiation. 

Because participants’ readiness was shaped by how they perceived their physical health, emotional coping, social 

support, living conditions, and beliefs, ART initiation should routinely include a structured yet conversational 

assessment of HRQoL domains, rather than focusing solely on clinical eligibility and regimen choice. Clinicians and 

counsellors could use early encounters to explore patients’ fears, treatment expectations, experiences of stigma, 

transport and housing constraints, and spiritual resources, and then tailor information, counselling, and adherence 

planning to these lived realities. In practice, this means integrating brief mental health screening and referral 

pathways, actively involving social workers or lay counsellors to address economic and transport barriers, and 

inviting discussion of faith and spirituality in ways that support coping while reinforcing the importance of 

continued ART. Such patient‑centred approaches at initiation may increase not only immediate willingness to start 

ART but also the perceived feasibility of sustaining adherence over time, thereby advancing both viral suppression 

and the “fourth 95” goal of good HRQoL for PLHIV. 

Recommendations 

Routine assessment of HRQoL should be incorporated into HIV care before ART initiation to identify patients who 

may need additional emotional, social or practical support to start and sustain treatment. HIV services should also 

integrate psychosocial care, mental health screening and referral, stigma-reduction strategies, and social support 

interventions, including help with transport, food insecurity, housing instability and counselling, to strengthen ART 

readiness and adherence. In addition, future longitudinal qualitative studies are needed to examine how HRQoL 

perceptions, coping, and treatment readiness change over time after ART initiation and how these changes 

influence long-term adherence and wellbeing. 

Strengths & Limitations 

A key strength of this study is that it explores HRQoL and ART readiness in depth, moving beyond biomedical 

outcomes to capture the lived realities of adults living with HIV. The qualitative design allowed participants to 

describe their physical, psychological, social, environmental, and spiritual experiences in their own words, yielding 

rich, context-specific insights. The use of semi-structured interviews provided both consistency and flexibility, 

while data collection continued until thematic saturation was reached, thereby strengthening credibility. In 

addition, the study used a rigorous analytic approach and trustworthiness strategies that support the 

dependability and confirmability of the findings. 

This study has a few limitations. First, it was conducted at a single public-sector hospital with only 11 

participants, so the findings may not be generalised to other settings or populations. Second, participants were 

adults at ART initiation or early treatment; the study captures experiences at one point in the HIV care continuum 

and may not reflect longer-term changes over time. Finally, the use of self-reported interviews may also have 

introduced recall or social desirability bias, and interpretation of the data was shaped by the researcher’s 

perspective despite efforts to ensure trustworthiness. 
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5. Conclusion 

This study shows that HRQoL perceptions directly shape readiness to initiate and maintain ART. Participants who 

perceived themselves as emotionally able to cope, socially supported and practically able to manage treatment 

were more ready and motivated to start ART and more confident about sustaining adherence, whereas distress, 

stigma, unstable housing, transport barriers and economic insecurity made ART seem harder to begin and 

maintain. These findings show that HRQoL is not only an outcome of HIV care but also an important determinant 

of treatment readiness at the point of initiation. Assessing HRQoL before ART initiation should therefore form part 

of routine HIV care, as it can help identify patients who need additional psychosocial, mental health or practical 

support to start treatment successfully and remain engaged in care over time. 
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