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ABSTRACT

Differentiated HIV service delivery (DSD) models have improved antiretroviral therapy (ART) adherence,
retention in care, and viral suppression globally. However, their utilization in low- and middle-income
countries, including Uganda, remains constrained by health system, community, and socioeconomic
challenges. This study explored the barriers and facilitators influencing the utilization of differentiated HIV
service delivery models among people living with HIV in Luwero District, Uganda. Methods: A cross-sectional
gualitative study was conducted in three health facilities in Luwero District: Luwero General Hospital,
Katikamu Health Centre Ill, and Zirobwe Health Centre IIl. Twelve purposively selected key informants were
interviewed, including facility managers, ART clinic in-charges, HIV counsellors, and expert clients (four
participants per facility). Data were collected using semi-structured interview guides and analyzed
thematically. Results: Utilization of DSD models were influenced by health system, community, and
socioeconomic factors. Facilitators included integrated HIV services, shorter waiting times, community
health education, peer counselling, lower transportation costs, and proximity of community drug distribution
points. Barriers included long travel distances, poor transport networks, poverty, inadequate support from
health workers, concerns about confidentiality, and heavy workloads among healthcare providers, which
limited access to and utilization of DSD services. Conclusions: Utilization of differentiated HIV service delivery
models is shaped by multiple interrelated health system, community, and socioeconomic factors.
Strengthening community-based HIV services, improving access to distribution points, addressing transport
challenges, increasing staffing levels, and enhancing support for community health workers could improve
the utilization of DSD models among people living with HIV.

Keywords: Differentiated service delivery, HIV, People living with HIV, Barriers and facilitators, Qualitative
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INTRODUCTION

Globally, HIV remains a major public health However, disparities in treatment access,

challenge, with approximately 39 million people
living with the virus in 2023 (1). Significant progress
has been made in expanding access to
antiretroviral therapy (ART), with 29.8 million
people receiving ART by the end of 2023 (2).

adherence, and retention continue to hinder
efforts to achieve the UNAIDS 95-95-95 targets.

Since 2015, the World Health Organization (WHO)
has recommended differentiated service delivery
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(DSD) models for HIV treatment to support “treat
all” and in recognition of the diversity of needs of
people living with HIV (3). Differentiated Service
Delivery (DSD) models are client-centred
approaches that adapt HIV services to meet the
needs and expectations of people living with HIV by
tailoring ART delivery to individual circumstances.
Globally, the implementation of DSD models has
shown promising results in improving ART
adherence, retention, and viral suppression (3,4).
Countries with well-established healthcare systems,
such as the United States and parts of Europe, have
successfully integrated DSD models through
strategies like multi-month dispensing (MMD),
decentralized drug distribution, and telemedicine-
based ART refills (5). Studies indicate that patients
enrolled in DSD models have better treatment
outcomes compared to those receiving conventional
facility-based care (6,7). However, several social and
institutional factors have resulted into low
performance of these models mostly in low- and
middle-income countries.

In Africa, which bears the highest HIV burden,
approximately 25.6 million people were living with
HIV in 2023, with about 20.1 million on ART (8).
While ART coverage has improved significantly,
retention in care remains a challenge (9). Studies
have shown that many stable people living with HIV
continue to receive ART through conventional
facility-based services, contributing to congestion in
health facilities and prolonged waiting times (9,10).
It's noted that different countries in Africa have
differently adopted and integrated the DSD models.
For instance, South Africa, which has the largest ART
programme in the world, has integrated several DSD
models, including adherence clubs and
decentralized drug pick-up points, improving patient
retention (11). Similarly, Kenya and Zambia have
expanded community-based ART programmes,
leading to improved health outcomes (12,13).
Nevertheless, the issues such as ART medicine
stockouts, understaffing, poor monitoring and
tracking, stigma, and confidentiality remain barriers
to the community-based DSD utilization (9).
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In East Africa, countries such as Kenya, Tanzania, and
Rwanda have made substantial progress in
implementing DSD models (13,14). Kenya has
introduced Community ART Groups (CAGs) and fast-
track ART refill models that have improved ART
adherence and retention (12). Tanzania has adopted
similar strategies, with over 40% of stable people
living with HIV receiving ART through DSD models
(15), while Rwanda has integrated community-
based ART distribution into its national HIV
programme to improve access (16). But still, the
integration of DSD models in most of the local
communities is still very low and wanting, and this is
assumed to be due to several unidentified factors.
In Uganda, an estimated 1.4 million people are living
with HIV, with about 1.2 million receiving ART (17).
The country has adopted DSD models to improve
HIV service delivery through facility-based models
such as Fast Track Drug Refills (FTDR), Facility-Based
Individual Management (FBIM), and Facility-Based
Groups (FBG), alongside community-based models
including Community Client-Led ART Delivery
(CCLAD) and Community Drug Distribution Points
(CCDP) (18). Despite the availability of the different
DSD models listed above, this does not coincide with
actual acceptance and use of these models among
people in communities. In Luwero District, District
Health Information System (DHIS-2) data indicate
that only 10% of stable people living with HIV are
enrolled in community-based DSD models despite
national targets and ongoing interventions (19).
However, in this region of Luwero district, there is
scanty evidence available regarding the barriers and
facilitators of DSDM utilization.  Understanding
these factors is important for improving uptake of
appropriate DSD models and strengthening HIV
service delivery. Hence, this research sought to
understand factors that determine the use of
differential HIV service delivery models by people
living with HIV who are under ART in Luwero district,
Uganda.

Materials and Methods
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Study Design

This study employed a cross-sectional qualitative
design to explore barriers and facilitators
influencing the utilization of differentiated HIV
service delivery (DSD) models among people living
with HIV in Luwero District, Uganda (20). The study
was conducted at Luwero General Hospital,
Katikamu HCIIl, and Zirobwe HCII (21). A
gualitative approach was chosen because it
enabled an in-depth exploration of participants'
experiences and perspectives regarding DSD model
utilization.

Study Setting and Participants

This study was conducted in Luwero District,
Uganda, at Luwero General Hospital, Katikamu HC
I, and Zirobwe HC Ill. These facilities were
purposively selected because they provide HIV care
to approximately 4,055, 1,008, and 1,160 people
living with HIV (PLHIV), respectively. The study
targeted key informants involved in the
implementation and delivery of differentiated HIV
service delivery models (DSDMs). Luwero District
has an established ART delivery system comprising
three hospitals, four HC IVs, and 22 HC llIs offering
ART services, providing an appropriate setting to
explore facility- and community-based DSDMs (21).
The district was selected because of its relatively
high HIV prevalence (6.3%) and persistently low
uptake of community-based DSDMs (4.5-8%)
between 2020 and 2023 despite national
interventions (22). The continued reliance on
facility-based models contributed to service
congestion, making Luwero District an appropriate
setting for exploring the barriers and facilitators
influencing DSDM utilization among PLHIV (23).

Sampling and Recruitment

A qualitative approach wusing key informant
interviews (Klls) was employed. Twelve key
informants were purposively selected from the
three study facilities, with four participants
recruited from each facility. Participants included
Facility Managers, ART Clinic In-charges, HIV
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Counsellors, and Expert Clients (long-term ART
users with disclosed HIV status). Selection was
based on participants’ roles, experience, and
involvement in ART service delivery. Data were
collected using a semi-structured interview guide
and continued until data saturation was reached,
defined as the point when no new themes or
insights emerged (24). Participants were eligible if
they were healthcare workers from the selected
facilities, had worked for at least six months, and
provided informed consent.

Data Collection

Data were collected through key informant
interviews using a semi-structured interview guide.
The interview guide explored factors influencing
the utilization of differentiated HIV service delivery
models, including experiences, perceptions,
barriers, and facilitators related to ART service
delivery. Interviews were conducted in private
settings, lasted approximately 45—60 minutes, and
were conducted in English or Luganda depending
on participant preference. With consent,
interviews were audio-recorded and
supplemented with field notes. Audio recordings
were transcribed verbatim to ensure accurate
representation of participants’ views. The
researcher and research assistant were trained in
qualitative  interviewing techniques, ethical
procedures, probing skills, and documentation to
ensure consistency and quality during data
collection.

Data Analysis

Data analysis employed thematic analysis as
outlined by some scholars (25,26). Transcripts were
read repetitively to achieve familiarity, followed by
inductive, line by line coding, allowing codes to
emerge from the data rather than being
predetermined. Similar codes were iteratively
grouped into clusters, forming a preliminary coding
framework that was refined as patterns became
apparent. Two analysts independently coded the
transcripts, with discrepancies resolved through
discussion and reference to the original data to
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ensure consistency and minimize bias. Researcher
reflexivity was maintained through reflective
discussions, acknowledging potential
preconceptions and  their influence on
interpretation. Clusters were subsequently
organized into overarching themes, which were
reviewed, refined, defined, and named to ensure
coherent representation of the data. Study findings
are presented through these themes, illustrated
with participants’ quotations to capture diverse
stakeholder perspectives.

Ethical Considerations

Ethical approval was obtained from Bugema
University Research and Ethics Committee and the
Uganda National Council for Science and
Technology. Permission was obtained from
participating in health facilities. Written informed
consent was obtained from all participants after
explaining the study purpose, procedures, risks,
benefits, and voluntary participation.
Confidentiality was ensured through private
interviews, anonymized data, and secure data
storage. Participants could withdraw at any time
without penalty.

Results

Facilitators to HIV Differentiated HIV Service
Delivery Utilization

Theme 1: Convenience Through Reduced Waiting
Time

“The first drug refills allow a patient to stay in a
facility for like 10-15 minutes... their waiting time
has completely reduced. A patient would see it not
necessary to wait for health workers to go to the
community... when they come to the facility, within
a few minutes, they are off” (Female Respondent,
KI-005).

“In the community models, there is short waiting
time. Within less than five minutes someone picks
medicines and goes back to work rather than
waiting in long lines at the facility” (Female
Respondent, KI-001).

“There are always low waiting hours... clients spend
less time at the community point” (Female
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Respondent, KI-009), and that “people enjoy them
and never want to come back to the facility
because they spend less than five minutes at the
CDDP” (Male Respondent, KI-008).

Theme 2: Community Health Education and Social
Support

“Every time patients come for treatment, health
education is done daily, even in the community by
peers and health workers. Patient education both
at the facility and in the community has positively
influenced the uptake of all these models” (Female
Respondent, KI-001).

“The utilization of these models depends on how
you explain the different models to the clients. At
the beginning, some are resistant... but later, as we
move on, they get the advantages” (Male
Respondent, KI-008).

“When people come together in communities, they
share experiences and counsel themselves. They
know how to handle such problems better than
even us” (Female Respondent, KI-010).

Theme 3: Integration of Services

Integration of other health services into
community drug distribution points was reported
to improve acceptance and utilization of
differentiated HIV service delivery models.
Participants explained that including other services
helped reduce the focus on HIV-only services. One
respondent explained,

“We are slowly integrating other services like
family planning, vaccination, and NCD screening
into our CDDPs. Integration of services into CDDPs
is key... we include vaccination, family planning,
and screening to disguise HIV-only clinics” (Female
Respondent, KI-005).

Theme 4: Reduced Financial Burden Through
Community-Based Services

Community-based models were reported to reduce
the financial burden associated with accessing HIV
services by reducing transport costs. One
respondent explained,
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“A person who would have used 20,000 shillings to
come to Katikamu is just going to walk a short
distance or use 2,000 shillings to go to the mosque
or school where we deliver drugs” (Female
Respondent, KI-001).

“Community-based models save a lot of money.
Transport is one of the major hindering factors in
our patients” (Male Respondent, KI-010).

Barriers to HIV Differentiated HIV Service Delivery
Utilization

Theme 5: Income, Distance, and Transportation
Challenges

Despite the benefits of differentiated HIV service
delivery models, financial challenges, long
distances, and transport difficulties remained
barriers affecting access. Some participants
highlighted that limited income affected clients’
ability to meet their needs. One respondent stated,
“We work to earn money to support the kids. We
don’t know what to do. We have no money” (Male
Respondent, KI-006).

“The challenge of long distance still stands out as a
barrier...... we keep doing mapping and developing
more CDDPs to reach those burdened by long
travel. Clients who come within the vicinity of the
health facility, even if they are eligible for some
community models, usually opt to come to the
facility because it's nearer” (Female Respondent,
KI-001).

“A patient comes like 30 kilometers away.....one
cannot bring them together. They will continue to
come to the facility” (Female Respondent, KI-005).
“Sometimes the roads flood, and if you don’t have
a 4x4 vehicle, you may not reach there on time.
Some roads go through swamps... during rainy
seasons you can never cross, and transport costs
are very high” (Female Respondent, KI-008).

Theme 6: Challenges with Community Health
Worker Support

“Some clients haven’t really felt secure with some
of the community health workers attached to them
in their communities” (Female Respondent, KI-
001).
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“On our side as health workers, the workload is
usually high, most of the days are covered with
facility or community models, and at times we end
up failing to provide ample support to each client”
(Male Respondent, KI-008).

Theme 7: Gaps in Integration of Services
Although integration of services was reported as a
facilitator, some participants reported challenges
in accessing integrated services.

“My father was not able to get any help from the
government in terms of the integration of services”
(Female Respondent, KI-012).

Discussion
Facilitators of Utilization of Differentiated HIV
Service Delivery Models

Theme 1: Convenience Through Reduced Waiting
Time

This study found that reduced waiting time
facilitated utilization of differentiated HIV service
delivery models, particularly community-based
models. Patients were able to get their treatment
services at their convenience, without spending
much time in queues. Similar findings were
reported in Kampala, Uganda, where facility-based
DSD models were associated with longer waiting
times (7). Likewise, Mando and colleagues in Kenya
found that long waiting times reduced satisfaction
and retention in care (27).

Theme 2: Community Health Educ ation and Social
Support

Community health education and social support
facilitated utilization by improving awareness,
acceptance, and peer encouragement. According
to the study results, providing health education
services to HIV clients in their communities not
only plays a key role in demystifying myths and
misconceptions regarding HIV treatment and care,
but also promotes increased adoption of the
community DSD models. Similar findings have been
reported in Uganda, where community health
education improved awareness and utilization of
community-based DSD models (28). Likewise,
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Lavoie and colleagues in Kenya found that health
education increased knowledge and uptake of DSD
models (13). Peer support was also identified in
Bushenyi District, Uganda, as an important
facilitator of community-based DSD utilization (29).

Theme 3: Integration of Services

Integration of HIV services with other health
services facilitated utilization by improving service
acceptability. According to the results, facility-
based DSD models were more utilized that the
community DSD models. Uganda's Ministry of
Health recommends integrated HIV and chronic
disease services through DSD implementation
guidelines  (30). Similarly, Humphrey and
colleagues in Kenya found that integrated service
delivery improved retention and ART adherence
(312).

Theme 4: Reduced Financial Burden Through
Community-Based Services

Reduced transport costs facilitated utilization,
particularly among low-income clients. Results
showed that the integration of community DSD
models reduced the transport burden for clients
accessing the HIV services. Similar findings from
Malawi showed that low-income clients preferred
community-based DSD models because of their
affordability and proximity (26). In central Uganda,
higher-income clients were more likely to use
facility-based DSD models, whereas lower-income
clients preferred community-based models (32). In
contrast, studies from Zimbabwe (33) and
Mozambique (34) reported no association between
income and DSD utilization.

Barriers to Utilization of Differentiated HIV
Service Delivery Models

Theme 5: Income, Distance, and Transportation
Challenges

This study identified poverty, long travel distances,
and transport challenges as barriers to DSD
utilization. Many clients were experiencing
challenges of bad / impassable roads and lack of
money for transport to the service centers. Similar
findings were reported by Belay and colleagues,

6 https://doi.org/10.59568/KIJHUS-2025-6-2-01

who found that shorter travel distances improved
participation in DSD models (33). Baleeta and
colleagues also reported that transport barriers
reduced clinic attendance and ART refills (37),
while Humphrey and colleagues found that
transport costs discouraged utilization of facility-
based DSD models (31).

Theme 6: Community Health Worker Support
Challenges

Limited support from community health workers
hindered utilization of DSD models. According to
results, too much work for the health workers
reduced their time to provide extra support to the
HIV clients. Similar concerns regarding inadequate
community health worker support were reported
by Lavoie and colleagues in Kenya (13).

Theme 7: Gaps in Integration of Services
Although integration of services facilitated
utilization, this study also identified gaps in its
implementation, particularly within community-
based services, mainly concerning irregularities
associated with service uptake in the communities.
Uganda's Ministry of Health promotes integrated
HIV care to improve efficiency and client
satisfaction (30), while Humphrey and colleagues
reported that integrated service delivery improved
retention and ART adherence (31).

Conclusions and Implications

This study found that the utilization of
differentiated HIV service delivery (DSD) models
among people living with HIV in Luwero District
was shaped by both facilitators and barriers.
Facilitators included integration of services,
reduced waiting time, community health
education, peer support, reduced transport costs,
and proximity to community drug distribution
points. Barriers included poverty, long distances,
poor transportation, limited community health
worker support, concerns about confidentiality,
and heavy health worker workload.

The findings suggest that improving the utilization
of DSD models requires strengthening the factors
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that facilitate access while addressing the barriers
that limit their use. Expanding integrated
community-based services, increasing community
drug distribution points in hard-to-reach areas,
strengthening community health worker capacity,
addressing confidentiality concerns, and improving
transport and staffing may enhance the utilization
of differentiated HIV service delivery models
among people living with HIV.
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