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Abstract: Background: Globally, approximately 65% of adolescents undergoing antiretroviral
therapy (ART) adhered to their treatment, whereas only 55% achieved viral suppression in 2023.
The low rate of viral suppression is concerning, as elevated viral loads are associated with a
heightened risk of opportunistic infections, progression to advanced HIV disease, increased
mortality, and greater HIV transmission rates. We conducted this scoping review to identify
the facilitators and barriers to ART adherence among adolescents and young adults (AYAs) in
sub-Saharan Africa (SSA). Methods: We conducted this scoping review following the Preferred
Reporting Items for Systematic Reviews and Meta-Analysis extension for Scoping Reviews
(PRISMA-ScR) checklist. We searched for peer-reviewed articles published in English from
2014 to 2024 across the SCOPUS, ScienceDirect, PubMed, Africa Journals Online, and Google
Scholar databases. Two reviewers independently selected the articles and extracted the data.
We used NVivo to develop codes and categories of facilitators and barriers. Results: We used
30 articles reporting on studies conducted in 13 countries in this review. The total number of
participants in the studies was 12,250. Sixteen articles reported on qualitative studies, nine on
quantitative studies, and five on mixed-methods studies. This scoping review identified various
personal (14 articles), interpersonal and social (15 articles), healthcare system-related (9 articles),
medication-related (7 articles), and economic (2 articles) factors that facilitate ART adherence
among AYAs. Additionally, the scoping review also identified various personal (28 articles),
interpersonal and social (13 articles), healthcare system-related (14 articles), medication-related
(20 articles), school- or work-related (6 articles), and economic (14 articles) factors that hinder
ART adherence among AYAs. Conclusions: Enhancing ART adherence in AYAs requires multi-
ple strategies, including the reduction of internalized stigma, implementation of community
awareness campaigns, harm reduction approaches for AYAs who misuse substances, com-
prehensive education on HIV, and the provision of support from school staff and leadership,
alongside the adoption of differentiated service delivery (DSD), which encompasses home-based
ART delivery, refills at private pharmacies, community ART distribution centers, and patient-led
community ART refill groups, as well as multi-month dispensing practices.
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1. Introduction
Since the onset of the HIV epidemic, numerous individuals have contracted the virus,

and a considerable number have succumbed to HIV-related illnesses. By the end of 2023,
nearly 40 million individuals were living with HIV [1]. Most people living with HIV
(PLHIV) worldwide reside in sub-Saharan Africa (SSA) [1]. Significant advancements have
been achieved in mitigating the impacts of HIV. In 2023, 89% of PLHIV worldwide who
were aware of their status were receiving antiretroviral therapy (ART), with approximately
93% of this group achieving viral suppression [1]. Significant gains were observed in
SSA. HIV-related mortality in SSA decreased by approximately 55% from 2010 to 2023. In
2023, approximately 12 million individuals worldwide were diagnosed with advanced HIV
disease, predominantly among PLHIV who had discontinued treatment [1].

The achievements in viral suppression vary across different age groups in SSA. A study
from 2023 indicated that approximately 65% of adolescents undergoing ART adhered to
their treatment, whereas only 55% achieved viral suppression [2]. The low rate of adherence
to ART can lead to inadequate viral suppression. The low rate of viral suppression is
concerning, as elevated viral loads are associated with a heightened risk of opportunistic
infections, progression to advanced HIV disease, increased mortality, and greater HIV
transmission rates [1]. The risk of HIV transmission is elevated in this age group and can
extend to other age groups due to insufficient condom use among adolescents and young
adults (AYAs). From 2018 to 2022, the prevalence of condom use among adolescent girls
and young women aged 15 to 24 during their last sexual encounter with a non-regular,
non-cohabiting partner was merely 32% [1]. Non-adherent AYAs are more likely to increase
HIV transmission when they do not use condoms because they will have a high viral load.
There is an urgent necessity for effective interventions and support to retain AYAs in ART
care and to re-engage those who have defaulted, thereby preventing transmission.

Adherence to ART can be assessed through various methods, such as self-reports,
pill counts, pharmacy refills, viral load testing, medication event monitoring systems, and
drug level measurements. Although self-reports, pill counts, and pharmacy refills are cost-
effective methods, they fail to assess the actual ingestion of medications accurately. Despite
its high cost, viral load testing presents the most objective approach to evaluating adher-
ence [3]. Measuring the adherence rate among AYAs is essential to assess the magnitude of
the problem, facilitating the formulation and implementation of appropriate interventions.

Previous studies have identified various facilitators and barriers to ART adherence
among AYAs. Studies outside SSA, such as one in Peru, have identified similar barriers,
including side effects and lack of support. Conversely, peer support, future aspirations,
and declining health facilitated adherence [4]. Factors influencing ART adherence among
adolescents in SSA include stigma and discrimination, side effects, drug stockouts at health-
care facilities, and peer pressure [2]. AYAs are vulnerable to non-adherence to ART due to
factors such as a strained relationship with teachers, challenges related to school or work,
and a lack of social support [5,6]. Additionally, the pressure of school and work demands
can result in AYAs forgetting to take their ART medications [5]. Considering the low rates
of ART adherence and condom use among AYAs, which may lead to HIV transmission both
within this demographic and beyond, it is crucial to identify the facilitators and barriers to
ART adherence in SSA. We conducted this scoping review to identify the facilitators and
barriers to ART adherence among AYAs in SSA. Identifying facilitators and barriers from
several studies may improve the validity of the results, thereby allowing the development
of targeted strategies to overcome the barriers while reinforcing the facilitators.
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2. Methodology
2.1. Study Design

We conducted this scoping review following the Preferred Reporting Items for Systematic
Reviews and Meta-Analysis extension for Scoping Reviews (PRISMA-ScR) checklist. We did
not register the study with any scoping review register nor perform any evidence grading.

2.2. Research Question

We used the problem–interest–context (PICo) framework to formulate the study ques-
tions. We identified the problem as ART adherence, the interest as AYAs, and the context as
SSA. The research question we sought to answer was as follows:

What factors facilitate or hinder ART adherence among AYAs in SSA?

2.3. Inclusion Criteria

This review encompasses primary qualitative, quantitative, and mixed-methods stud-
ies conducted in SSA that examined facilitators and barriers to ART adherence among
AYAs, published in English from 2014 to 2024.

2.4. Exclusion Criteria

We excluded scoping reviews, systematic reviews, meta-analyses, and opinion articles
from this review. We excluded these studies since we wanted to focus on analyzing primary
evidence and using the reviews to compare with our findings.

2.5. Literature Sources and Search Strategy

We searched for peer-reviewed articles published in English from 2014 to 2024 across
the SCOPUS, ScienceDirect, PubMed, Africa Journals Online (AJOL), and Google Scholar
databases. We searched all databases from 25 to 30 November 2024. The literature search
utilized keywords such as ‘antiretroviral therapy’, ‘facilitators’, ‘enablers’, ‘barriers’, ‘chal-
lenges’, ‘adolescents’, ‘young adults’, ‘sub-Saharan Africa’, and all nations within SSA. We
used Boolean operators ‘AND’ and ‘OR’ to restrict or broaden our literature search. Supple-
mentary Table S1 contains additional details regarding the PubMed search strategy. We
exported full-text articles of studies that met the inclusion criteria to ENDNOTE [7], which
facilitated the removal of duplicate articles. We assessed the reference lists of the full-text
articles remaining after removing duplicate articles to identify any relevant studies that we
potentially overlooked in the initial search. Two reviewers (EM and PM) independently
evaluated the titles and abstracts of the remaining studies. The two reviewers compared
their findings and addressed any discrepancies. A third reviewer (HM) was engaged for
arbitration when the two reviewers could not agree.

2.6. Data Extraction

We developed a tool to assist with data extraction. We performed a pilot test of
the data extraction tool to evaluate its adequacy in the two included studies. Following
the independent data extraction from the included studies, two reviewers (EM and PM)
compared their findings. The two reviewers revisited the articles in instances of differing
conclusions to achieve consensus. When the two reviewers reached a disagreement, they
sought the opinion of a third reviewer (HM) for adjudication. The extracted data from
each study encompass the first author, publication year, country of study, research method,
study design, participant age group, sample size, data collection method, data analysis
methods, and findings.
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2.7. Data Synthesis

Upon familiarizing ourselves with the data, we exported them into NVivo version 20 for
analysis. We used NVivo to develop codes and categories, and its relationships module was
used to group the codes into similar concepts of facilitators and barriers to ART adherence
among AYAs. All authors discussed their relevance to the study following the generation
of codes and categories. In instances of disagreement, we engaged in discussions regarding
the differences until we achieved a consensus. The discussions confirmed that all generated
categories accurately represented the findings and addressed the research questions. We
presented the findings from the included studies in narrative form.

3. Results
3.1. Search Results

A total of 1025 articles were retrieved from the searched databases. The majority of articles
were sourced from PubMed (n = 452), whereas the fewest were obtained from African Journals
Online (AJOL) (n = 41). After eliminating duplicates (n = 482), a total of 543 articles remained.
Of these, 508 were excluded due to their classification as opinion articles or systematic reviews
and meta-analyses. We excluded 5 after assessing the eligibility criteria for the remaining
35 retrieved articles. One excluded article [8] reported on barriers and facilitators affecting
the transition of adolescents living with HIV to adult care; one reported on the acceptability
of short text messages for supporting treatment adherence [9]; and three [10–12] focused on
interventions to enhance adherence. Figure 1 includes more information.
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3.2. Characteristics of Included Studies

Out of the included 30 articles, eight were conducted in South Africa [5,13–19], four in
Uganda [20–23], three in Tanzania [24–26], three in Kenya [27–29], two in Botswana [30,31],
two in Zambia [32,33], two in Nigeria [34,35], and one each in Zimbabwe [36], Malawi [37],
Rwanda [38], Ghana [39], Ethiopia [40], and Namibia [41]. Sixteen of the articles re-
ported on qualitative studies [5,14–16,20,22–24,27,29–31,33,36,39,41], nine on quantitative
studies [13,17–19,26,28,34,38,40], and five on mixed-methods studies [21,25,32,35,37]. The
sample size of the studies ranged from 13 [15] to 5750 [26]. Data collection methods used
in the included studies were focus group discussions (FGDs), in-depth interviews (IDIs),
structured questionnaires, and electronic health records (EHRs). Data analyses included
statistical and thematic analyses. Table 1 contains more information.

Table 1. Characteristics of included studies.

First Author,
Publication

Year
Reference

Country Where
the Study Was

Conducted
Research Methodology Participants Summary of Findings

van Wyk BE
et al., 2019 [5] South Africa

Exploratory qualitative
study using

focus group discussions
(FGDs) for data collection and
content analysis of the data.

15 aged 10–19.

Interpersonal and social
facilitators.

Personal, interpersonal and
social, economic,

healthcare system,
medication-related, and

school/work-related
barriers.

Nice J et al.,
2024 [13] South Africa

Quantitative
Cross-sectional study using a
structured self-administered

questionnaire for data
collection and statistical

analysis of the data.

857 aged 14–24.
67% of the

participants were
females.

Interpersonal and social,
and healthcare system

facilitators.
Economic barriers.

Hornschuh S
et al., 2017 [14] South Africa

Qualitative study using
in-depth interviews (IDIs)

and FGDs for data collection
and thematic analysis of

the data.

26 aged 15–25.
59.1% of the

participants were
females.

Personal and
medication-related

facilitators.
Personal, interpersonal

and social, and
medication-related

barriers.

Khangale
HM et al.,

2024
[15] South Africa

Qualitative
exploratory and descriptive

study using IDIs for data
collection and thematic

analysis of the data.

13 aged 15–19.

Personal, interpersonal
and social, and

medication-related
barriers.

Mashele V
et al., 2024 [16] South Africa

Qualitative study using
semi-structured interviews

for data collection and
thematic analysis of the data.

12 aged 18–35.

Personal, interpersonal
and social, healthcare

system, and
medication-related

facilitators.
Personal, economic,

healthcare system, and
medication-related

barriers.
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Table 1. Cont.

First Author,
Publication

Year
Reference

Country Where
the Study Was

Conducted
Research Methodology Participants Summary of Findings

Maskew M
et al., 2016 [17] South Africa

Quantitative
prospective cohort study

using structured
interviewer-administered

questionnaire for data
collection and statistical

analysis of the data.

126 aged 12–20.
56.3% of the

participants were
females.

Personal, economic,
healthcare system, and

medication-related
barriers.

Mabunda K
et al., 2019 [18] South Africa

Quantitative
cross-sectional study using

structured
interviewer-administered

questionnaire for data
collection and statistical

analysis of the data.

281 aged 18–35.
58% of the

participants were
females.

Personal facilitators.
Personal and healthcare

system barriers.

Cluver L
et al., 2021 [19] South Africa

Quantitative
prospective cohort study

using standardized interviews
and clinical records for data

collection and statistical
analysis of the data.

969 aged 10–19.
55% of the

participants were
females.

Interpersonal and social
and health system

facilitators.
Healthcare system

barriers.

Jjumba I
et al., 2022 [20] Uganda

Qualitative
phenomenological study

using IDIs for data collection
and thematic content
analysis of the data.

30 aged 15–24.
53% of the

participants were
males.

Personal, interpersonal
and social, and healthcare

system facilitators.
Personal, healthcare

system, and
medication-related

barriers.

Nabukeera-
Barungi N
et al., 2015

[21] Uganda

Convergent mixed-methods
study using retrospective
record review and IDIs for

data collection and Statistical
and thematic analyses of

the data.

1824 adolescents
(ages not

specified). 62.6%
were females.

Economic, interpersonal
and social, and healthcare

system facilitators.
Personal, interpersonal
and social, economic,

healthcare system,
medication-related

barriers.

MacCarthy S
et al., 2018 [22] Uganda

Qualitative study using
FGDs for data collection and
content analysis of the data.

49 adolescents
(ages not
specified).

Interpersonal and social
facilitators.

Personal, interpersonal
and social, economic,
school-related, and
medication-related

barriers.

Ajuna N
et al., 2021 [23] Uganda

Descriptive qualitative
study using FGDs and

thematic content analysis of
the data.

23 aged 18–24.
69.6% of the

participants were
females

Interpersonal and social
facilitators.

Personal, economic,
healthcare system, and

medication-related
barriers.

Audi C, 2021 [24] Tanzania
Qualitative study using IDIs

for data collection and
Thematic analysis of the data.

33 aged 10–19.
51.5% of the

participants were
females.

Personal and interpersonal
and social facilitators.

Personal, interpersonal
and social,

medication-related, and
economic, barriers.
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Table 1. Cont.

First Author,
Publication

Year
Reference

Country Where
the Study Was

Conducted
Research Methodology Participants Summary of Findings

Nyogea D
et al., 2015 [25] Tanzania

Sequential explanatory
mixed-methods using

structured
interviewer-administered
questionnaires, IDIs, and

FGDs for data collection and
statistical analysis and

thematic content analysis of
the data.

116 aged 2–19.
58% of the

participants were
males.

Personal facilitators.
Personal, interpersonal
and social, healthcare

system, and
medication-related

barriers.

Amour M
et al., 2022 [26] Tanzania

Quantitative
retrospective cohort study

using electronic health
records for data collection
and statistical analysis of

the data.

5750 aged 10–24.
82.6% of the

participants were
females.

Personal and
medication-related

facilitators.
Personal and

medication-related
barriers.

Onyango MA
et al., 2021 [27] Kenya

Qualitative study using IDIs
and FGDs for data collection

and thematic analysis of
the data.

24 aged 15–19.
58% of the

participants were
males.

Personal and
school-related barriers

Altamirano J
et al., 2023 [28] Kenya

Quantitative
cross-sectional study using

structured questionnaires for
data collection and statistical

analysis of the data.

309 aged 15–24.
59.9% of the

participants were
from rural areas.

Personal and
interpersonal and social

barriers.

Adams C
et al., 2022 [29] Kenya

Qualitative study using
FGDs and IDIs for data
collection and thematic

analysis.

122 aged 15–19.
57% of the

participants were
females.

Personal, interpersonal
and social, healthcare

system, and school-related
facilitators.

Personal, healthcare
system, and school-related

barriers.

Madiba S
et al., 2019 [30] Botswana

Qualitative study using IDIs
for data collection and

Thematic analysis of the data.

30 aged 12–19.
57% of the

participants were
males.

Personal and
interpersonal and social

facilitators.
Economic,

medication-related, and
school-related barriers.

Yang E et al. [31] Botswana

Qualitative study using
FGDs and IDIs for data
collection and thematic

analysis of the data.

47 aged 12–19
from Gaborone.

Personal, interpersonal
and social, economic, and

medication-related
barriers.

Mesic A et al.,
2019 [32] Zambia

Mixed-methods study using
survey-based interviews,
IDIs, and FGDs for data

collection and statistical and
thematic analyses of the data.

379 aged 17–19. Personal, economic, and
healthcare system barriers.

St Clair-
Sullivan N
et al., 2019

[33] Zambia
Qualitative study using

FGDs for data collection and
thematic analysis of the data.

24 aged 16–24.
54% of the

participants were
males.

Healthcare system
facilitators.

Personal, interpersonal
and social, and healthcare

system barriers.
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Table 1. Cont.

First Author,
Publication

Year
Reference

Country Where
the Study Was

Conducted
Research Methodology Participants Summary of Findings

Oluwole EO
et al., 2023 [34] Nigeria

Quantitative
cross-sectional study using
Interviewer-administered

semi-structured
questionnaires for data
collection and statistical

analysis of the data.

203 aged 10–19.
53% of the

participants were
males.

Personal and
medication-related

barriers

Aderemi-
Williams RI
et al., 2021

[35] Nigeria

Mixed-methods study using
structured

interviewer-administered
questionnaires and IDIs for data

collection and statistical and
thematic analyses of the data.

34 aged 10–24.
52.9% of the

participants were
males.

Personal and
interpersonal and social

facilitators.
Personal, interpersonal and

social, and medication-
related barriers.

Jopling R
et al., 2024 [36] Zimbabwe

Qualitative study using
semi-structured interviews

for data collection and
thematic analysis of the data.

23 aged 18–29.
65% of the

participants were
males.

Personal, economic,
healthcare system, and

medication-related
facilitators.

Personal, economic, and
healthcare system barriers.

Villiera JB
et al., 2022 [37] Malawi

Convergent parallel
mixed-methods study using
electronic medical records

and IDIs for data collection
and statistical and thematic

analyses of the data.

385 aged 10–19.
53.8% of the

participants were
females.

Personal, interpersonal
and social, and

medication-related
facilitators.

Personal, interpersonal
and social, school-related,

and medication-related
barriers.

Habumugisha
E et al., 2022 [38] Rwanda

Quantitative
cross-sectional study using

self-administered
questionnaires for data
collection and statistical

analysis of the data

166 aged 10–19.
54% of the

participants were
females.

Interpersonal and social
and healthcare system

facilitators.
Personal, healthcare

system, and
medication-related

barriers

Ankrah DN
et al., 2016 [39] Ghana

Qualitative
cross-sectional study using
semi-structured interviews

for data collection and
thematic analysis of the data.

19 aged 12–19.
63.2% of the

participants were
females.

Personal, interpersonal
and social, healthcare

system, and medication-
related facilitators.

Personal, economic, and
medication-related

barriers.

Zurbachew Y
et al., 2023 [40] Ethiopia

Quantitative
cross-sectional study using

structured
interviewer-administered

questionnaires for data
collection and statistical

analysis of the data.

316 aged 10–24.
58.5% of the

participants were
females.

Personal, healthcare
system, and medication-

related facilitators.
Personal, healthcare

system, and
medication-related

barriers.

Kamangu J.
et al., 2024 [41] Namibia

Qualitative
descriptive phenomenological

study using IDIs for data
collection and thematic

analysis of the data.

29 aged 16–24.
65.5% of the

participants were
females.

Personal, interpersonal
and social, healthcare

system, economic, and
school-related barriers.
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3.3. Review Findings

Tables 2 and 3 present the findings of this scoping review. Additionally, the findings
are presented in narrative form in the following sections.

Table 2. Facilitators from included studies.

Facilitators Authors
(References)

Personal Facilitators

The aspiration for a long and healthy life Hornschuh et al. [14]; Adams et al. [29]; Aderemi-Williams
et al. [35]; Ankrah et al. [39]

HIV status disclosure Mashele et al. [16]; Adams et al. [29]; Jopling et al. [36]

Acceptance of HIV status Mashele et al. [16]; Madiba et al. [30]

Advanced HIV disease Mabunda et al. [18]; Amour et al. [26]

Maintaining health Audi et al. [24]; Zurbachew et al. [40]

Perceived benefits of ART Mashele et al. [16]; Jjumba et al. [20]; Nyogea et al. [25];
Jopling et al. [36]; Ankrah et al. [39]

A younger age Mabunda et al. [18]

Sufficient knowledge regarding treatment adherence and ART Nyogea et al. [25]; Adams et al. [29]; Madiba et al. [30]

Being a male Amour et al. [26]; Zurbachew et al. [40]

Fear of illness and mortality Madiba et al. [30]

Phone-based reminders Aderemi-Williams et al. [35]; Jopling et al. [36]
Villiera et al. [37]

Experiencing illness after ART discontinuation Aderemi-Williams et al. [35]

Interpersonal and Social Facilitators

Support from family and friends

van Wyk & Davids [5]; Mashele et al. [16]; Jjumba et al. [20];
Nabukeera-Barungi et al. [21]; MacCarthy et al. [22]; Ajuna

et al. [23]; Audi et al. [24]; Adams et al. [29]; Madiba et al. [30];
Villiera et al. [37]; Ankrah et al. [39]

Accompaniment by an adult to the clinic Nice et al. [13]

Absence of emotional or physical violence exposure at home Cluver et al. [19]

Protection from stigma Ajuna et al. [23]; Habumugisha et al. [38]

Motivation from others Aderemi-Williams et al. [35]

Healthcare System Facilitators

Positive attitudes of healthcare providers (HCPs)
Nice et al. [13]; Mashele et al. [16]; Jjumba et al. [20];

Nabukeera-Barungi et al. [21]; Adams et al. [29];
Jopling et al. [36]; Ankrah et al. [39]

Counseling provided by HCPs Mashele et al. [16]

Perceived confidentiality at the healthcare facilities Cluver et al. [19]; Jjumba et al. [20]

Short waiting time at the healthcare facilities Nabukeera-Barungi et al. [21]

Reminders issued by healthcare facilities Nabukeera-Barungi et al. [21]; St Clair-Sullivan et al. [33];
Jopling et al. [36]

Scheduling clinic visits during school holidays for school-going
AYAs Nabukeera-Barungi et al. [21]

The provision of laboratory results St Clair-Sullivan et al. [33]

Facilitating access to clinic appointment times for AYAs St Clair-Sullivan et al. [33]

Delivering health education Habumugisha et al. [38]
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Table 2. Cont.

Facilitators Authors
(References)

Medication-related Facilitators

Reminder strategies Hornschuh et al. [14]; Mashele et al. [16]

Concealment pill strategies Hornschuh et al. [14]; Jopling et al. [36]

Single-pill regimens Mashele et al. [16]

Duration on ART Amour et al. [26]; Villiera et al. [37]

Convenient ART formulations Ankrah et al. [39]

The absence of additional medications Zurbachew et al. [40]

Economic Facilitators

Providing food support and transport to the ART clinics Nabukeera-Barungi et al. [21]; Jopling et al. [36]

Table 3. Barriers from included studies.

Barriers Authors
(References)

Personal Barriers

Fear of stigma and discrimination

van Wyk & Davids [5]; Hornschuh et al. [14]; Khangale
et al. [15]; Mashele et al. [16]; Nabukeera-Barungi et al. [21];

MacCarthy et al. [22]; Audi et al. [24]; Nyogea et al. [25];
Onyango et al. [27]; Madiba et al. [30]; Yang et al. [31]; Mesic
et al. [32]; Oluwole et al. [34]; Aderemi-Williams et al. [35];

Jopling et al. [36]; Ankrah et al. [39]

Internalized stigma Adams et al. [29]; Kamangu and Mboweni [41]

Experiencing stigma
Jjumba et al. [20]; Ajuna et al. [23]; Adams et al. [29];

St Clair-Sullivan et al. [33]; Jopling et al. [36];
Habumugisha et al. [38]; Kamangu and Mboweni [41]

HIV status non-disclosure
van Wyk & Davids [5]; Mashele et al. [16]; Ajuna et al. [23];

Audi et al. [24]; Onyango et al. [27]; Adams et al. [29]; Villiera
et al. [37]; Kamangu and Mboweni [41]

Forgetfulness

Hornschuh et al. [14]; Mabunda et al. [18]; Jjumba et al. [20];
Nabukeera-Barungi et al. [21]; MacCarthy et al. [22]; Ajuna et al.

[23]; Audi et al. [24]; Nyogea et al. [25]; Oluwole et al. [34];
Villiera et al. [37]; Habumugisha et al. [38]; Ankrah et al. [39];

Kamangu and Mboweni [41]

Denial and anger about the persistence of HIV into adolescence
and adulthood Hornschuh et al. [14]

Denial of HIV status Khangale et al. [15]; Mashele et al. [16]; Audi et al. [24];
Yang et al. [31]

Age Maskew et al. [17]; Mabunda et al. [18]; Kamangu and
Mboweni [41]

Being healthy Mabunda et al. [18]; Nabukeera-Barungi et al. [21];
Nyogea et al. [25]; Amour et al. [26]; Oluwole et al. [34]

Having tertiary education Mabunda et al. [18];

Fear of rejection by partners Nabukeera-Barungi et al. [21]; Jopling et al. [36]

Mental health problems
Nabukeera-Barungi et al. [21]; MacCarthy et al. [22];

Altamirano et al. [28]; Yang et al. [31]; Oluwole et al. [34];
Jopling et al. [36]; Kamangu and Mboweni [41]
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Table 3. Cont.

Barriers Authors
(References)

A lack of adequate HIV knowledge
Nabukeera-Barungi et al. [21]; Audi et al. [24]; Yang et al. [31];
Clair-Sullivan et al. [33]; Oluwole et al. [34]; Jopling et al. [36];

Kamangu and Mboweni [41]

Change in daily routine Ajuna et al. [23]; Audi et al. [24]; Oluwole et al. [34];
Jopling et al. [36]

Preference for traditional medicines Nyogea et al. [25]

Being female Amour et al. [26]; Zurbachew et al. [40]

Substance abuse Altamirano et al. [28]; Yang et al. [31]; Jopling et al. [36];
Kamangu and Mboweni [41]

Having advanced disease Zurbachew et al. [40]

Negative experiences following HIV status self-disclosure Onyango et al. [27]

Interpersonal and Social Barriers

Negative relationships with non-biological caregivers van Wyk & Davids [5]

The perception that adherence disrupts normative age-related
social behavior Nice et al. [13]; Hornschuh et al. [14] Madiba et al. [30]

The desire for assimilation to avoid feeling different Hornschuh et al. [14]

A lack of support from family and caregivers
Hornschuh et al. [14]; Jjumba et al. [20]; Ajuna et al. [23];
Madiba et al. [30]; Mesic et al. [32]; Oluwole et al. [34];

Jopling et al. [36]; Zurbachew et al. [40]

A lack of HIV status disclosure to AYAs by parents or caregivers Khangale et al. [15]; MacCarthy et al. [22]; Nyogea et al. [25];
Aderemi-Williams et al. [35]; Kamangu and Mboweni [41]

Peer pressure Nabukeera-Barungi et al. [21]; Villiera et al. [37]

Myths and misconceptions Nabukeera-Barungi et al. [21]

Unstable households MacCarthy et al. [22]

A lack of privacy Audi et al. [24]

Living with non-parent caregivers Nyogea et al. [25]

Intimate partner violence Altamirano et al. [28]

Assertions of healing through religious institutions Aderemi-Williams et al. [35]

Healthcare System Barriers

Long distances to healthcare facilities Mashele et al. [16]; Maskew et al. [17]; Cluver et al. [19];
Mesic et al. [32]; Jopling et al. [36]

Rural healthcare facilities Nabukeera-Barungi et al. [21]

Long waiting times
van Wyk & Davids [5]; Mashele et al. [16]; Maskew et al. [17];
Jjumba et al. [20]; Ajuna et al. [23]; Clair-Sullivan et al. [33];

Jopling et al. [36]

Missing files at the healthcare facilities van Wyk & Davids [5]

Negative attitudes of HCPs
van Wyk & Davids [5]; Mashele et al. [16]; Maskew et al. [17];

Jjumba et al. [20]; Adams et al. [29]; Mesic et al. [32];
Clair-Sullivan et al. [33]; Jopling et al. [36]

Shortages of medications Mabunda et al. [18]; Jjumba et al. [20]; Ajuna et al. [23]

Undifferentiated healthcare services Ajuna et al. [23]; Audi et al. [24]; Mesic et al. [32];
Clair-Sullivan et al. [33]; Jopling et al. [36]

Delays in healthcare facility transfers Ajuna et al. [23]

Unfavorable opening hours Clair-Sullivan et al. [33]
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Table 3. Cont.

Barriers Authors
(References)

Fear of unintended disclosure van Wyk & Davids [5]; Maskew et al. [17]

Non-provision of health education Habumugisha et al. [38]

Medication-related Barriers

Treatment fatigue
van Wyk & Davids [5]; Hornschuh et al. [14]; Maskew et al. [17];

Jjumba et al. [20]; Nabukeera-Barungi et al. [21]; MacCarthy
et al. [22]; Ajuna et al. [23]; Nyogea et al. [25]; Yang et al. [31]

A dislike of tablets
Hornschuh et al. [14]; Khangale et al. [15]; Mashele et al. [16];

Maskew et al. [17]; Nabukeera-Barungi et al. [21]; Ajuna
et al. [23]; Oluwole et al. [34]; Aderemi-Williams et al. [35]

Fear of side effects

Khangale et al. [15]; Mashele et al. [16]; Jjumba et al. [20];
Nabukeera-Barungi et al. [21]; Ajuna et al. [23]; Audi et al. [24];

Madiba et al. [30]; Yang et al. [31]; Oluwole et al. [34];
Aderemi-Williams et al. [35]; Ankrah et al. [39]

Complex regimens Nyogea et al. [25]; Habumugisha et al. [38]

Longer duration on ART Amour et al. [26]

Taking additional medication for other conditions Villiera et al. [37]; Zurbachew et al. [40]

The high cost of ART medications Oluwole et al. [34]

School or Work-related Barriers

School or work commitments van Wyk & Davids [5]; MacCarthy et al. [22]; Madiba et al. [30];
Villiera et al. [37]

Negative attitudes of teachers van Wyk & Davids [5]

Fear of unintended disclosure van Wyk & Davids [5]

A lack of support from school staff and restrictive policies MacCarthy et al. [22]; Onyango et al. [27]

A lack of appropriate storage space at school MacCarthy et al. [22]

A lack of privacy Onyango et al. [27]; Adams et al. [29]; Madiba et al. [30]

Economic Barriers

Employment status Mesic et al. [32]

A lack of financial support for transport and food

van Wyk & Davids [5]; Nice et al. [13]; Mashele et al. [16];
Maskew et al. [17]; Nabukeera-Barungi et al. [21]; MacCarthy
et al. [22]; Ajuna et al. [23]; Audi et al. [24]; Madiba et al. [30];

Yang et al. [31]; Mesic et al. [32]; Jopling et al. [36];
Ankrah et al. [39]; Kamangu and Mboweni [41]

3.3.1. Facilitators of ART Adherence

We grouped the facilitators of ART adherence among AYAs into the personal, interper-
sonal, social, healthcare system, medication-related, and economic factors. Facilitators of
ART adherence are presented in narrative form and Table 2.

Personal Facilitators

Fourteen studies reported personal ART adherence facilitators in this review. The iden-
tified personal facilitators include the aspiration for a long and healthy life [14,29,35,39], HIV
status disclosure [16,29,36], acceptance of HIV status [16,30], advanced HIV disease [18,26],
maintaining health [24,40], and the perceived benefits of ART [16,20,25,36,39]. A study in
South Africa indicated that participants desiring a future and career rather than being a
statistic were more likely to adhere to ART [14]. A study in Kenya indicated that AYAs who
disclosed their HIV status to family and friends received support for ART adherence [29].
A qualitative study in Botswana indicated that disclosure enabled teachers and peers to
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remind students on ART to adhere to their medication schedule [30]. A study in South
Africa indicated that participants who accepted their condition exhibited higher adherence
to ART compared to those who did not [16], while a retrospective cohort study in Tanzania
found that participants with HIV WHO stage III demonstrated greater ART adherence
than those with WHO stage I disease [26]. In an Ethiopian facility-based cross-sectional
study, healthy participants demonstrated a higher likelihood of ART adherence [40], while
a Ugandan study indicated that the perception of ART’s efficacy served as a facilitator for
adherence [20].

Additional personal facilitators included younger age [18], sufficient knowledge re-
garding treatment adherence and ART [25,29,30], being male [26,40], fear of illness and
mortality [30], phone-based reminders [35–37], and experiencing illness after ART discontin-
uation [35]. A study conducted at a hospital HIV clinic in South Africa found that younger
adolescents exhibited higher ART adherence than older adolescents [18]. A mixed-methods
study in Tanzania indicated that participants aware of the significance of ART adherence
were more likely to follow their treatment regimen [25]. Additionally, research in Ethiopia
found that males exhibited higher adherence rates to ART than females [40]. A study in
Botswana identified fear of illness and mortality as a motivator for ART adherence [30],
and one study conducted in Malawi reported better ART adherence among participants
who used phone reminders since mobile phones are widely available [37].

Interpersonal and Social Facilitators

In this review, fifteen studies reported interpersonal and social facilitators to ART
adherence among AYAs. The identified interpersonal and social facilitators include sup-
port from family and friends [5,16,20–24,29,30,37,39], accompaniment by an adult to the
clinic [13], the absence of emotional or physical violence exposure at home [19], protection
from stigma [23,38], and motivation from others [35]. A qualitative study conducted in
South Africa indicated that social support from family, particularly siblings and friends,
enhanced adherence to ART [5]. A descriptive qualitative study conducted in Uganda
revealed that certain relatives and parents shielded young adults living with HIV from
stigma by employing strategies such as non-disclosure to potentially hostile family mem-
bers, concealing their ART, facilitating private adherence to ART, and offering discreet
moral and financial support [23].

Healthcare System Facilitators

Nine studies reported health system facilitators to ART adherence. The identified facil-
itators include the positive attitudes of healthcare providers (HCPs) [13,16,20,21,29,36,39],
counseling provided by HCPs [16], perceived confidentiality at healthcare facilities [19,20],
short waiting times at healthcare facilities [21], reminders issued by healthcare facil-
ities [21,33,36], and scheduling clinic visits during school holidays for school-going
AYAs [21]. Additional identified factors within the healthcare system comprise the provi-
sion of laboratory results [33], facilitating access to clinic appointment times for AYAs [33],
and delivering health education [38]. A study in Zambia indicated that presenting AYAs
with their laboratory results promoted ART adherence. The same study indicated that
assigning appointment dates to AYAs decreased the likelihood of attending the clinic on
incorrect days, minimizing unnecessary transportation and food expenses [33].

Medication-Related Facilitators

In this review, seven studies reported medication-related facilitators to ART ad-
herence among AYAs. The identified medication-related facilitators include reminder
strategies [14,16], concealment pill strategies [14,36], single-pill regimens [16], duration
on ART [26,37], convenient ART formulations [39], and the absence of additional medi-
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cations [40]. Reminder strategies encompass mobile phone and clock alarms, medication
charts, and family and friends’ support [14,16]. A study conducted in South Africa indi-
cated that AYAs at boarding schools concealed their medications in papers or provided
excuses during medication times [14]. Conflicting evidence exists regarding the impact of
AYAs’ duration of ART adherence and their adherence to ART. A Tanzanian study indicated
a shorter duration as a facilitator [26], whereas a Malawian study found a longer duration
as a facilitator [37]. A study conducted in Ghana indicated that AYAs preferred tablets
over syrups, and the transition to liquid formulations enhanced ART adherence among
participants [39]. An Ethiopian study indicated that AYAs who exclusively used ART
medications demonstrated higher ART adherence than those who also took additional
medications [40].

Economic Facilitators

Only two studies reported economic facilitators to ART adherence among AYAs. The
identified economic facilitators were providing food support and transport to the ART
clinics [21,36].

3.3.2. Barriers to ART Adherence

We grouped AYA’s barriers to ART adherence into personal, interpersonal, and social,
healthcare system, medication-related, school- or work-related, and economic barriers.
Barriers to ART adherence are presented in narrative form and Table 3.

Personal Barriers

Twenty-eight studies reported personal barriers to ART among AYAs. The personal
barriers include fear of stigma and discrimination [5,14–16,20–22,24,25,27,30–32,34–36,39],
internalized stigma [29,41], experiencing stigma [20,23,29,33,36,38,41], HIV status non-
disclosure [5,16,23,24,27,29,37,41], forgetfulness [14,18,20–25,34,37–39,41], denial and anger
about the persistence of HIV into adolescence and adulthood [14], denial of HIV sta-
tus [15,16,24,31], age [17,18,41], being healthy [18,21,25,26,34], and having tertiary educa-
tion [18]. A Kenyan study revealed that internalized stigma adversely impacted the mental
health of AYAs, contributing to low self-esteem and, subsequently, poor ART adherence [29].
One study in Zimbabwe revealed that AYAs living with HIV were occasionally subjected to
mockery and perceived as having diminished worth due to their HIV status [36]. A South
African study revealed that certain AYAs failed to adhere to ART due to feelings of denial
and anger related to the ongoing presence of HIV, despite previous adherence during child-
hood. Conflicting evidence exists regarding the impact of age on ART adherence. While
studies conducted in South Africa [17,18] reported that older adolescents were less likely
to adhere to ART, a study conducted in Namibia [41] revealed that younger adolescents
were less likely to adhere to ART. A study conducted in Tanzania indicated that certain
AYAs ceased adherence to ART after experiencing an improvement in their health, which
diminished their motivation to continue medication [25].

Other personal barriers include fear of rejection by partners [21,36], mental health
problems [21,22,28,31,34,36,41], a lack of adequate HIV knowledge [21,24,31,33,34,36,41],
change in daily routine [23,24,34,36], preference for traditional medicines [25], being fe-
male [26,40], negative experiences following HIV status self-disclosure [27], substance
abuse [28,31,36,41], and having advanced disease [40]. A Kenyan study revealed that
AYAs experiencing moderate to severe depression were over three times more likely to
exhibit ART non-adherence than those with no or minimal depression [28]. One study
conducted in Uganda revealed that alterations in daily routines, including visiting relatives,
attending ceremonies, and changing or acquiring employment, were associated with ART
non-adherence among AYAs [23]. In a Kenyan study, school-going AYAs reported several
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negative experiences, including breaches of confidentiality, bullying by teachers and peers,
social isolation, ridicule, and the end of friendships [27]. AYAs experiencing opportunistic
infections demonstrated lower adherence to ART in a study conducted in Ethiopia [40].

Interpersonal and Social Barriers

Thirteen studies reported interpersonal and social barriers to ART adherence among
AYAs. The interpersonal and social barriers include negative relationships with non-
biological caregivers [5], the perception that adherence disrupts normative age-related
social behavior [13,14,30], the desire for assimilation to avoid feeling different [14], a lack of
support from family and caregivers [14,20,23,30,32,34,36,40], a lack of HIV status disclosure
to AYAs by parents or caregivers [15,22,25,35,41], peer pressure [21,37], and myths and
misconceptions [21]. A South African study revealed that some AYAs did not consistently
adhere to ART when attending parties where alcohol was consumed, based on the belief that
ART should not be taken in conjunction with alcohol [14]. A study conducted in Namibia
revealed that some AYAs failed to adhere to ART due to a lack of communication from their
parents or guardians regarding their HIV status and the necessity of ART medication [41].
A study conducted in Malawi indicated that AYAs engaged in romantic relationships due
to peer pressure, which led to concealing or discontinuing their ART medications [37]. A
Ugandan study identified several myths and misconceptions, including the belief that ART
is lethal or excessively potent, leading to worsened health conditions [21].

Additional interpersonal and social barriers included unstable households [22], a lack
of privacy [24], living with non-parent caregivers [25], intimate partner violence [28], and as-
sertions of healing through religious institutions [35]. A Ugandan study revealed that AYAs
who experienced transitions between guardians following parental death demonstrated
lower ART adherence. This was attributed to certain guardians being uninformed about the
ART medications being administered to the AYAs [22]. A study in Tanzania revealed that
adolescents in boarding schools exhibited lower adherence to ART due to the absence of
private spaces for medication intake, which prevented them from taking their medication
discreetly [24]. According to a Tanzanian study, AYAs living with non-parent caregivers
exhibited lower ART adherence due to reduced support compared to that available from
their biological parents [25]. A Kenyan study revealed that AYAs who experienced intimate
partner violence were nearly twice as likely to be non-adherent to ART compared to their
counterparts who had not experienced such violence [28].

Healthcare System Barriers

In this review, 14 studies reported health system barriers to ART adherence. These
barriers include long distances to healthcare facilities [16,17,19,32,36], rural healthcare facil-
ities [21], long waiting times [5,16,17,20,23,33,36], missing files at healthcare facilities [5],
negative attitudes of HCPs [5,16,17,20,29,32,33,36], and shortages of medications [18,20,23].
A Ugandan study revealed that AYAs receiving ART from rural healthcare facilities demon-
strated lower adherence rates than their counterparts obtaining ART from urban healthcare
facilities [21]. Some AYAs in a South African study reported that they did not receive
their ART medications because their files were missing at the healthcare facilities [5]. A
Kenyan study reported that ART non-adherence among AYAs was worsened by the cold
and unsympathetic behavior of HCPs [29]. AYAs who participated in a Ugandan study
revealed that they were sometimes non-adherent because they could not receive their
medications because the hospitals had run out of the drugs [20].

Additionally, other identified barriers encompassed undifferentiated healthcare ser-
vices [23,24,32,33,36], delays in healthcare facility transfers [23], unfavorable opening
hours [33], fear of unintended disclosure [5,17], and non-provision of health education [38].
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A Ugandan study revealed that AYAs exhibited ART non-adherence due to their reluctance
to collect medication from adult clinics, stemming from concerns about being identified
as HIV-positive [23]. The same Ugandan study also revealed that some AYAs missed
their medications for several days while processing their transfers from one facility to
another [23]. Participants of a Zambian study reported that they missed doses due to
healthcare facilities’ operating hours coinciding with their class schedules, which hin-
dered their ability to collect medications during the week [33]. A South African study
revealed that adolescents often neglected to take their medication due to concerns about
being identified as HIV-positive when visiting ART clinics [17]. Participants in a Rwandan
study revealed that HCPs failed to provide sufficient ART information, leading to missed
doses [38].

Medication-Related Barriers

Twenty studies reported medication-related barriers to ART adherence among AYAs. These
barriers include treatment fatigue [5,14,17,20–23,25,31], a dislike of tablets [14–17,21,23,34,35],
fear of side effects [15,16,20,21,23,24,30,31,34,35,39], complex regimens [25,38], longer dura-
tion on ART [26], taking additional medication for other conditions [37,40], and the high
cost of ART medications [34].

School- or Work-Related Barriers

In this review, six studies reported school- or work-related barriers to ART adherence
among AYAs. These barriers include school or work commitments [5,22,30,37], negative
attitudes of teachers [5], fear of unintended disclosure [5], a lack of support from school
staff, restrictive policies [22,27], a lack of appropriate storage space at school [22], and a
lack of privacy [27,29,30]. A South African study revealed that the clash between school
obligations and clinic appointments negatively impacted ART adherence among AYAs [5].
The same South African study also reported that AYAs missed their medication doses
due to concerns that repeated requests for permission to attend healthcare appointments
could lead to unintended disclosure of their HIV status [5]. Some participants in a Kenyan
study revealed that some teachers and school staff disclosed their HIV status without their
consent, while others reported that some schools did not allow medications in dormitories
and they needed permission to leave the classroom to take their medications [27].

Economic Barriers

Fourteen studies reported economic barriers to ART adherence among AYAs. These
barriers include employment status [32] and a lack of financial support for transport and
food [5,13,16,17,21–24,30–32,36,39,41]. A study in Tanzania revealed that AYAs postponed
refilling their ART due to insufficient funds for transportation to healthcare facilities and a
lack of food necessary for medication intake [24].

4. Discussion
This scoping review identified various personal, interpersonal, social, healthcare sys-

tem, medication-related, school- or work-related, and economic factors that facilitate or
hinder ART adherence among AYAs. This review revealed that acceptance and disclo-
sure facilitated ART adherence. The findings align with a systematic review conducted
in Ethiopia, which indicated that disclosure enhances the likelihood of ART adherence
compared to non-disclosure [42]. Disclosure can facilitate social support for AYAs, po-
tentially leading to improved ART adherence. Family members and friends can provide
social support by reminding AYAs to take their medications on schedule and to collect their
prescriptions as they near completion [43]. Additionally, disclosure may enhance mental
health [44], a critical factor influencing ART adherence.



Adolescents 2025, 5, 10 17 of 22

This review revealed the perceived usefulness of ART and sufficient knowledge
regarding ART and treatment adherence as factors that facilitate adherence among AYAs.
The findings were corroborated by a prior systematic review conducted in SSA [45]. A
comprehensive understanding of ART provides AYAs with essential information regarding
the drugs’ mechanisms of action, expected side effects, and implications of non-adherence.
This information may encourage AYAs to maintain adherence to prevent the repercussions
of non-adherence. Additionally, providing sufficient information can address myths and
misconceptions regarding ART [46].

This review identified the positive attitudes of healthcare providers, perceived confi-
dentiality, and short waiting times at healthcare facilities as facilitators of ART adherence
among AYAs. Similar findings were reported in a study conducted in South Africa [47].
Studies conducted in Peru and Cambodia reported that patients satisfied with healthcare
service quality are more likely to adhere to their medications [4,48]. Medication-related
facilitators of ART adherence identified in this review include pill concealment strategies,
single-pill regimens, a longer ART duration, convenient ART formulations, and the absence
of additional medications. A study in SSA among adults also revealed similar findings [49].
A French study also showed that there was better adherence to single-pill regimens com-
pared to multiple-pill regimens [50]. Longer ART duration may improve adherence due to
greater understanding and techniques to incorporate ART into daily life and better side
effect management. Single-pill regimens may increase adherence due to convenience.

This scoping review identified stigma and discrimination as barriers to ART adherence
among AYAs. A study in SSA [2] and another outside SSA conducted in Thailand [43]
reported similar results. Stigma and discrimination can influence how AYAs living with
HIV view themselves, their choices regarding the disclosure of their HIV status, and,
consequently, their ART adherence. Fear of stigma and discrimination may arise from
beliefs linking HIV to moral and sexual deviance. Additionally, stigma and discrimination
may arise from the observation of individuals living with HIV experiencing stigmatization
and discrimination [51].

This review identified the quality and accessibility of care at healthcare facilities
and ART medications as factors influencing ART adherence. A study in Russia reported
analogous findings [52]. Poor quality of care can encompass negative attitudes of HCPs,
extended waiting periods, inconvenient clinic hours, and the absence of youth-friendly
services [53]. AYAs are less inclined to revisit healthcare facilities that do not provide good
care, leading to non-adherence to ART [48]. This review identified pill burden as a barrier
to ART adherence; however, this issue may diminish as current ART regimens increasingly
prioritize single-pill combinations [54]. AYAs may be unable to obtain ART medications
from distant healthcare facilities due to insufficient funds for transportation [55]. This
situation is exacerbated by their reliance on parents and caregivers, who may also face
financial difficulties.

This review identified school- or work-related determinants of ART adherence among
AYAs that align with findings from another review conducted in SSA [2]. Negative atti-
tudes among school staff may hinder AYAs from requesting permission to attend their
appointments, leading to non-adherence to ART. A lack of privacy in boarding schools may
inhibit AYAs from adhering to their medication regimens due to concerns about unintended
disclosure, potentially resulting in stigma and discrimination. School policies that prohibit
medications in hostels may necessitate the disclosure of HIV status by AYAs, which they
may be reluctant to do, resulting in non-adherence [56].

Interventions at the individual level aimed at reducing internalized stigma among
AYAs living with HIV encompass health education, economic strengthening, social em-
powerment, and cognitive behavioral therapy [57]. Social empowerment can be facilitated
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through skills that enable AYAs to mobilize and assert their rights. A study among Thai
youth revealed a significant increase in ART adherence after five social empowerment ses-
sions [58]. Economic strengthening must incorporate savings schemes, nutritional support,
and income-generating activities [57]. A South African study revealed a significant increase
in ART adherence among adolescents after improved economic well-being [59]. Awareness
campaigns at the community level can effectively address myths and misconceptions re-
garding HIV, thereby reducing stigma and discrimination [60]. It is advisable to provide
harm reduction strategies to AYAs who misuse alcohol and other substances to promote
ART adherence. Harm reduction strategies encompass rehabilitation, needle exchange
programs, and the provision of social and psychological support. AYAs with mental health
issues should be referred for psychological or psychiatric assistance [46]. A South African
study observed improved ART adherence among adolescents who received psychosocial
support [61].

School personnel and leadership should possess a comprehensive understanding of
HIV and the support needs of AYAs. School nurses must exhibit empathy and support
while establishing a strong rapport with AYAs living with HIV. Furthermore, educational
institutions ought to utilize students’ medical records to identify those on ART and connect
them with school nurses for additional support while ensuring the confidentiality of their
HIV status [62]. Differentiated service delivery (DSD) and multi-month dispensing for
AYAs should be promoted, as these approaches mitigate the financial obstacles faced
when accessing healthcare facilities for medication collection. DSD encompasses home-
based ART delivery, refills at private pharmacies, community ART distribution centers, and
patient-led community ART refill groups [63]. A study in six African countries revealed that
multi-month dispensing increased ART adherence among children and adolescents [64],
and another Zimbabwean study implementing community adolescent treatment supporter
interventions revealed that adolescents in the intervention group were almost four times
more likely to adhere to ART compared to those in the control group [65].

5. Strengths and Limitations
This review’s strength lies in the independent screening of titles, abstracts, and full

texts by two reviewers, facilitating the identification of errors throughout the process.
Furthermore, the determinants identified in this study can allow for developing and
implementing tailored support and interventions to increase ART adherence. This review
utilized articles published in English, potentially introducing a language bias. A further
limitation is the utilization of only five databases for the literature search, which may have
led to the omission of relevant articles. The studies reviewed were conducted in only
thirteen countries, raising concerns regarding the generalizability of the findings to other
nations in the region.

6. Conclusions
Enhancing ART adherence among AYAs is advantageous for SSA, as many remain not

virally suppressed. This scoping review identifies ART adherence determinants, including
personal, interpersonal, social, healthcare system-related, medication-related, school- or
work-related, and economic factors. Enhancing ART adherence in AYAs requires multiple
strategies, including the reduction of internalized stigma, implementation of community
awareness campaigns, harm reduction approaches for AYAs who misuse substances, com-
prehensive education on HIV, and the provision of support from school staff and leadership,
alongside the adoption of DSD and multi-month dispensing practices.
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