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AbstrAct
Background: The introduction of antiretroviral therapy has caused a remarkable decrease in the occurrence of diseases and 
mortality among HIV-positive patients, while this success has not been achieved among injection addicts due to a low adherence to 
antiretroviral medicine. This study aims at clarifying the important factors affecting adherence to treatment in addicts suffering from HIV.
Materials and Methods: In this qualitative research, data were gathered through in‑depth interviews and field notes, and were 
interpreted through content analysis in the form of constant comparison. The participants were 16 drug addicts living with HIV/AIDS. 
Most of them had records of imprisonment and were receiving Highly Active Antiretroviral Therapy (HAART) drug treatments in 
the AIDS center of Imam Khomeini Hospital complex, affiliated to Tehran University of Medical Sciences. Sampling was started 
in a purposive method and was continued until data were saturated.
Results: Four main categories including psychological reactions, contradictory beliefs, perceived support, and individual and 
environmental barriers were extracted from the data, each having some sub-categories.
Conclusions: The obtained results indicated that adherence to the treatment of HIV is not constant and mono-dimensional, but 
is a function of different factors. Hence, an individual having feeble adherence in a specific time and under specific circumstances 
may show desirable adherence under a different circumstance. Thus, treatment of addicts living with HIV/AIDS requires physical, 
psychological, and social attention along with drug treatments.
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IntroductIon

Although AIDS was discovered about three decades 
ago, it is still considered as a unique issue in 
comparison with other medical and social issues. 

Considering medical perspectives, this disease is a fatal 
and longitudinal disease that destroys the body’s immune 
system and bestows a gradual death to its host.[1] Moreover, 
regarding social considerations, it is considered as a shame 
which targets individual’s social dignity.[2] Unfortunately, 
the outbreak of human immunodeficiency virus (HIV) is 
rapidly expanding in some areas of the world, especially 
in the developing countries.[3] Based on the data of case 
registry in Iran, until 21 September 2013, there were 
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27,041 individuals identified as being infected by the 
HIV/AIDS virus, of which 89.3% were male and 10.7% 
were female. So far, 5118 of these identified cases have 
entered into AIDS stage and 5471 people have died. Also, 
45.9% of the infected patients were 25–34 years old when 
infected by this virus and this was the highest rate among 
different age groups. The causes of HIV infection among 
all registered cases in 2013 were respectively: Injecting drug 
users (52%), sexual intercourse (33.2%), and mother to 
child transmission (3.4%). In 11.4% of the identified cases 
during this year, the transmission mode was unknown and 
no new cases of transmission through blood transfusion 
were reported.[4]

The most common and known drug regimen is Highly 
Active Antiretroviral Therapy (HAART), which remarkably 
decreases the virus spread in the body. Results of clinical 
trials show that a reduction in viral load can be related to a 
reduction in infection and an increase in life expectancy.[5] 
The introduction of antiretroviral therapy has created a 
remarkable decrease in the occurrence of diseases and 
fatality caused by HIV; however, this success has not been 
achieved among injection addicts and the reason is their 
low adherence to antiretroviral drugs.[6] It should be noted 
that a desirable result can only be achieved by treatment 
adherence of over 95%.[7] Evidences show that a feeble 
level of adherence blocks the treatments and leads to early 
involvement of the patient with opportunist infections, and 
thus the life span is decreased.[8]

Adherence to treatment means following the drug regimen 
daily and regular and accurate use of the medicine doses at 
the proper time and according to the physician’s prescription. 
Irregular use of the medicine facilitates medical resistance 
and HIV becomes resistant against the prescribed drug 
regimen, or even similar drug regimen which the patient 
has not received yet, and in this way, the treatment fails.[8]

Rate of adherence among Iranian patients living with 
HIV/AIDS is 65%, and probably, this rate is even less among 
addicts.[9] This group of patients, besides being addicted, 
suffer from psychological disorders, unemployment, 
homelessness, and social instability. So, they are less 
probable to receive the medical care needed, their treatment 
is delayed, and they have thin adherence to treatment.[10]

Considering the undeniable effect of adherence to treatment 
on reaching desirable treatment results, clarifying the 
important factors on treatment adherence and showing 
the relationship of these factors and the cultural context 
of the society is highly essential. Many studies have been 
carried out all around the world regarding the negative 
effect of drug abuse on treatment adherence and different 

results have been obtained. Some of these researches have 
shown a relation between these two[11] and some others 
have claimed that there is no relation between drug abuse 
and treatment adherence.[12] Unfortunately, data about 
the effective factors on adherence to treatment based on 
the patients’ experiences is limited. Hence, it is of utmost 
importance to carry out qualitative research for perceiving 
the reality of factors influencing adherence to treatment in 
drug addicts living with HIV/AIDS.[13] Applying a naturalistic 
approach for reaching a better comprehension of the 
nature of different phenomena in its specific context, like 
the real life, is very apt for sensitive and important issues 
such as HIV/AIDS and can answer the complications of 
human behavior.[14] Hence, it can enrich our knowledge 
about the complications and multiple factors of adherence 
to treatment. The above‑mentioned issues emphasize the 
need of a qualitative research in this field. The qualitative 
research carried out in other countries has introduced 
factors such as social support, having related knowledge, 
observing the positive effects of treatment, medicines’ side 
effects, and forgetfulness, which influence adherence to 
treatment,[15,16] and this shows that treatment adherence in 
HIV/AIDS patients has many complexities and is affected 
by different social, cultural, psychological, biological, and 
economic factors. This qualitative research aims at clarifying 
determinative factors of treatment adherence through 
talking with HIV addicts.

MAterIAls And Methods

This study is a part of a qualitative research, analyzed 
through qualitative content analysis. Content analysis is 
a research approach that is used for interpreting hidden 
semantic units in a written content. In this method, the 
codes, main categories, and sub‑categories are identified 
through a systematic approach.[17]

Participants in the study were those who had enough 
and first‑hand experience about the topic, and thus were 
qualified people for taking part in this study. They also 
had records of drug or alcohol addiction and mostly 
had records of imprisonment as well. Inclusion criteria 
were: Patients living with HIV/AIDS as declared by 
the serological test, receiving treatment with HIV/AIDS 
antiretroviral drugs, and giving consent to participate 
in the study. The exclusion criterion was lack of consent 
to participate in the research and non‑prescription of 
HIV/AIDS antiretroviral medications. The participants 
were receiving treatment in the AIDS center of Imam 
Khomeini Hospital affiliated to Tehran University of 
Medical Sciences. Written consent was obtained from 
the participants and they were reassured that their 
conversations would remain confidential.
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The participants were invited for the interview through a 
purposive, convenience sampling method. Decisions about 
the number of deep, individual interviews were taken based 
on data saturation, and data collection lasted from August 
2013 to July 2014.

Open and semi‑structured questions were used in the 
interviews. The participants were motivated to share their 
experiences about their disease and addiction and its 
effects on following their medical treatments. Following 
questions were posed based on the experiences discussed 
by the participants, for obtaining some in‑depth information 
and clarifying the topic under investigation. The interview 
started with these questions: “How is your life with this 
virus (HIV virus)?” “What therapeutic measures have you 
taken?” The rest of the questions were formed based on the 
participants’ answers to these questions. The participants 
were asked to clarify their viewpoints through concrete 
instances, and questions like “What do you mean by 
that?,” “Explain more please!,” and “From what you just 
said, I get that …, am I right then?” were asked to deepen 
the interviews. The duration of the interviews varied and 
ranged between 20 and 70 min, based on the interviewee’s 
concern and interest. In addition to conducting in‑depth 
interview, the researcher’s field notes were recorded while 
the patients were being visited by the infections specialists, 
received their medicine at the pharmacy, and waited in the 
waiting room. The objectives of the research were clarified 
and explained to the participants and their written consent 
was obtained. The location of this research was the AIDS 
center and clinic of Tehran’s Imam Khomeini Hospital, and 
the reason for choosing this clinic was it being the main 
center of the country.

Data analysis was carried out by MAXQDA10 software, 
using Graneheim and Lundman’s suggested analysis 
method.[14] The analysis was carried out during data 
collection process, and each interview was implemented 
and analyzed before the next interview started. To analyze 
the data, first the content of each interview was read several 
times. Then the important sections which were related 
to the research objectives were identified and a constant 
comparison of the codes to each other and to previous 
codes was accomplished during the analysis process. In the 
next step, the basic codes were classified under categories 
and sub‑categories based on similarities and differences; 
later, the similar sub‑categories were merged together 
and composed the major categories with more abstract 
concepts. This process was continued till the end of the data 
collection process. Allocation of enough time and constant 
interaction with the participants in the research field, and 
use of observation method, deep interviews, field note 
taking, and revision of the observers (external checking) 

were used for validating the data. To prove the reliability 
of the data, inquiry audit was performed.

Ethical considerations
The protocol of this study has been approved by Tehran 
University of Medical Sciences.

results

After performing 16 interviews, data codes and categories 
attained saturation. The demographic specifications 
of the participants are depicted in Table 1. Four major 
categories were extracted from the data as effective 
factors in treatment adherence: 1. psychological reactions, 
2. perceived support, 3. contradictory beliefs, and 4. 
individual and environmental barriers. More details about 
the categories and sub‑categories are presented in Table 2. 
Each sub‑category is extensively discussed below.

Psychological reactions
Psychological reactions are the psychological tactics to 
cope with HIV/AIDS and taking medications is affected by 
these reactions.

Main factors affecting the use of antiretroviral drugs, 
considering the psychological reactions of the participants 
were depression, disappointment, hesitation, forgetfulness, 
and exhaustion. All participants emphasized on depression 
as an important factor.

Depression
Depression is common among positive HIV patients[18] and 
causes debility among them. The patients’ depression is 

Table 1: Social and demographic characteristics of the 
participants
Variables Number Percent
Age group, years

25-29 3 18/75

30-34 5 31/25

35-39 4 25

<40 4 25

Marital status

Single, widowed 9 56/25

Married 7 43/75

Education

Elementary 8 50

Diploma and above 8 50

Employment status

Unemployed 7 43/75

Employed 9 56/25
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of high importance as it negatively affects their treatment 
adherence and, consequently, the desired result of the 
treatment cannot be achieved.[19,20]

“I, myself, liked to go back and take my drugs, but 
I took about 30 acetaminophen codeine a day and 
I was depressed, very depressed, and I used methyl 
amphetamines as well. Depression caused by methyl 
amphetamines is so tense; I didn’t take the drugs because 
I was depressed.” (participant 3)

Disappointment
Some of the participants considered disappointment in life 
as a reason for not taking their medicine:

“I used to take them, but I no longer take the pills. I have no 
hope in this life, why should I take them? I have boycotted 
myself. No one will live forever, I know, why I should get 
medicine. When I get up in the morning, I am in despair, 
what am I going to do. Now I am just dependent on 
heroin.” (participant 10)

Hesitation
Some of the participants talked about their hesitations about 
choosing between taking medicines and abusing drugs:

“When using these pills, our drug abuse is multiplied. I don’t 
know! It does not work, we should use much more drugs. We 
are worried if we use drugs, the pills loss their effectiveness 
and if we take the pills, the drugs are vanished away. The 
medicine just ruins the drugs.” (participant 9)

Another participant talked about his hesitation in using 
alcoholic drinks or antiretroviral medicine, and when asked 

“What makes you prefer drinking while you know well that 
it washes away the effects of medicine?” he said:

“I thought that I shouldn’t do that, don’t drink, you won’t 
die of it, but if you stop taking medicine you will die. But 
it is a long time I am addicted to drinks, it is true that the 
doctor says it washes away the medicine, but I used to 
take medicine for 10 years and drank too and nothing 
happened. I don’t know, maybe my body is different, maybe 
the condition of my body is like this, it is 5 years I don’t take 
medicine and still it is 300 CD4.” (participant 3)

Forgetfulness
Some patients reported that they forget taking their 
medicine. Forgetting to take the medicine can be due to a 
damage that this virus causes on the nerve system, or lack 
of attention, or negligence of the patient. In this regard, one 
of the participants stated thus:

“I overused methyl amphetamines and made the methyl 
amphetamines myself. Then there were times I was awake 
for a week. I said to myself now that I am awake for a week 
or two, if I take the pills, my body will get weaker. Anyway 
they were postponed, and finally I forgot that I should take 
pills.” (participant 3)

Exhaustion
Some of the participants stated that they are fed up with 
taking medicine and for this reason, they have stopped 
taking them:

“I knew that I should take them as long as I am alive, it is 
difficult, I get tired of it. Maybe if I knew it is for 10 years, for 
example, it could have been much easier.” (participant 2)

“I took my night medicine for 2–3 months, but I am fed 
up with taking pills and when I take them, I have a deeper 
hangover.” (participant 9)

To sum up, the results indicated that hesitation, depression, 
disappointment, forgetfulness, and exhaustion are among 
the most important psychological reactions of addicts living 
with AIDS regarding antiretroviral treatment adherence.

Surrendering to drugs
Some of the participants talked about not being able to 
resist against using drugs.

“When I used drugs, I didn’t think of treatment at all. If I 
was using drugs, I didn’t come here for receiving treatments. 
I totally denied my disease and joked about treatment. Now 
that I have abandoned drugs, I have retrieved a bit of my 
sanity …. people using drugs sometimes encounter some 

Table 2: The main categories and sub-categories
Main categories Sub‑category
Psychological reactions Depression

Disappointment

Hesitation

Forgetfulness

Exhaustion

Surrendering to drugs

Perceived support Reduce the possibility of marriage

Family support

Society support

Contradictory beliefs Attitudes

False beliefs

Self-evaluation

Individual and 
environmental barriers

Side effects

Poverty

Prison’s cultural environment
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pressures, and under these pressures, I performed some 
acts that later I just wondered why did I act like that when 
I used drugs.” (participant 7)

Perceived support
Perceived support means the perceptions of help received 
from others. It is known that having a social support in 
different levels is an important factor in creating a motivation 
for setting up and continuing treatments. The participants 
emphasized on losing support of their wife, family, and 
society as an important factor for not being bound to their 
treatments.

Reduction of the possibility of marriage
One of the participants talked about getting disappointed 
from marriage and having a family:

“It is five years I’m not taking medicine, I wanted to 
marry, but everything was ruined. I loved her, but they 
just refused. Then I duplicated my drugs and put aside the 
medicine. At that time, I just used methyl amphetamines 
for fun, but when I proposed to her and they understood 
I have AIDS, they did not even answer and just concealed 
her from me. Then, I thought ok, come on, just let it 
go.” (participant 3)

“Most of my problems are of loneliness. I am emotionally 
so irritable. I wanted to marry, but when I talked 
about my problem, it was all gone. I just wanted to be 
honest, but it was cancelled and I lost my adherence to 
treatments.” (participant 7)

Family support
Family is the best place to support patients living with 
AIDS. Family support can invoke patients’ adherence to 
treatments and enhance their life quality. Some of the 
patients mentioned that they have lost their family’s support:

“Until last year, I came and got my medicine every month 
and took them, but now, just to challenge my mom, it is a 
year since I have not taken any medicine.”

When the researcher asked him why he opposed and 
challenged his mom and why it caused him to stop taking 
his medicine, he said:

“My mom ignored me and bothered me at home. 
Then I said, ‘I won’t take medicine to die and get rid of 
everything.’” (participant 5)

On the other hand, the patients who were bound to their 
treatments talked about having their family’s support.

“My parents provide anything I want so that I don’t go 
towards drugs. At home my sister gives me my medicine 
regularly.” (participant 11)

Society support
Society support is the people’s assistance to individuals 
in crisis and need situations and can be emotional or 
instrumental. Receiving society support adds on to patient’s 
satisfaction and motivation to continue treatment.

The participants talked about society support and one of 
them talked about people’s behavior toward him:

“Regarding AIDS medicine, sometimes I think of putting 
them aside and not taking them anymore when I see people 
who don’t know anything about my disease and willingly or 
unwillingly assassinate my character. For example, I had a 
dispute with my brother‑in‑law. Then his brother told my 
sister, ‘you better control your brother who has got AIDS 
because of abusing drugs.’” (participant 6)

When asked why all these cause him not to take his drugs, 
he said:

“Well, I lose my courage. I am doing the best I can, so that 
I want to have my dignity. For example, my cousin who is 
informed about my disease tries to keep herself and her child 
totally away from me. These are all emotional bumps for me.”

Contradictory beliefs
Beliefs are the viewpoints of individuals regarding the 
truth and correctness of a phenomenon or an issue, and 
contradictory beliefs are the ones which do not make sense 
at the same time.

Contradictory beliefs include three sub‑categories: Attitudes, 
false images of treatment, and self‑evaluation. The 
participants had different beliefs in this regard.

Attitudes
Attitudes are guided beliefs and relatively constant and stable 
feelings regarding an individual or a situation. Attitudes and 
mentality of the patients are of high importance regarding 
patients’ receipt of the treatments. In this view, one of the 
participants stated thus:

“In the beginning it was hazardous for me. The TV news 
showed AIDS as something related to the African black 
people. With bones out, they showed terrible images and 
this had caused me think of AIDS as a monster and when 
they told me I am affected, my heart was about to stop. But 
later I understood that it is not like that.” (participant 2)
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False beliefs
Some of the participants had some false beliefs about 
the treatment and this had stopped their adherence to 
treatment.

“I believe that each person knows his body better. I know 
my body better than doctors, sometimes I take medicine 
and sometimes not. Herbal drugs work better for me in 
comparison with these chemical medicines, they wash away 
body infections.” (participant 4)

Self-evaluation
To feel being worthy and having self‑respect is another 
important factor in the constant use of medicine. The 
participants had different views regarding themselves.

“I am a troubled person and it is not something I wanted and 
chose. I am a real villain, to be honest. My mother begged 
me and sent me to take medicine. I told her, ‘just pull them 
away, I won’t take them, let me just die. I will leave all the 
happiness and joy for your enemies.’ God knows I cannot 
remember having experienced happiness, so many troubles 
I have faced, I have been beaten so much.”

When asked why all these caused the person not to take 
his medicine, he said:

“I think just let it reach its end, I begged God to press my 
off button please, is it not enough? 33 years of agony has 
not compensated my crimes yet? How much more misery I 
have to carry? I beg just let me die, I don’t want to continue 
anymore, let the disease grow and destroy me so that I am 
released of all this pain.” (participant 14)

On the other hand, some participants who were bound to 
using their medicines had different beliefs:

“I don’t want to be shut‑in and homebound one day, or be 
dependent on others and beg for help. As long as possible, I 
want to be an effective man and help others. I think I either 
shouldn’t have started taking medicine or now that I have 
started, I should take them on time. No one knows how long 
am I going to live. So, as long as I am alive, I would like to live 
a healthy life… I abandoned smoking and drinking alcohol, as 
alcohol intervenes with my medicine. So I thought it will not 
kill me if I don’t drink. Now that I have this problem, I should 
bind to my medicines. I should live a good, right and healthy 
life so that I am not a shame for my family.” (participant 12)

Individual and environmental barriers
There are factors inside and outside the individual which 
cause adherence to the problem.

Participants demonstrated that there were many barriers 
to achieve effective adherence. These ranged from 
physiological aspects to cultural and economic concerns 
including side effects, poverty, and prison’s cultural 
environment.

Side effects
Living with the side effects of medicine was one of the other 
factors mentioned by the participants.

“These pills have some side effects as well. They wash away 
all your stamina and leave you bloodless. When I use them, 
my stomach aches, my head is not mine any more, then 
I do things without really knowing what I am doing. I am 
out of me, my behaviour and character changes, it is all 
unconscious, so everybody thinks that I have used methyl 
amphetamines.” (participant 9)

Poverty
Poverty is inability to meet human needs. A person who 
has insufficient economic power and cannot meet her/his 
health requirements is said to be stricken by poverty. So, 
another important factor that was repeatedly emphasized 
by the participants was poverty.

One of the participants who was desperate and frustrated 
under the pressures of economic problems said:

“When I even don’t have some bread to eat, how can I 
think about my medicine?  Landlord wants to vent my 
furniture, how can I take medicine? I don’t even have 1000 
tomans to pay for medicine; I have to spend 5000 monthly 
just to come here. When I don’t have these provisions, 
everything is just a mishmash. So, my medicine program 
is abandoned too; one day I take the medicine and one 
day not.” (participant 9)

Prison’s cultural environment
Another issue that was mentioned by the participants 
having records of imprisonment was the prison’s cultural 
environment for taking medicine.

“Once I was imprisoned for 20 days, I didn’t take my 
medicine there, I was ashamed of taking them, didn’t 
want others to change their opinions about me. It was a 
shame to take pills, I was afraid they call it foppery and 
think of me as a weak and sick person. When in prison, 
you should either have lots of money or be powerful and 
mighty to have a comfortable life…. I didn’t want to take 
medicine so that they would say he is about to die and needs 
medicine.” (participant 8)
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dIscussIon

The present study is a qualitative research about drug 
addicts with HIV/AIDS in Iran, and explored details 
of adherence to antiretroviral treatments from the 
participants’ expressions. Four major categories were 
extracted from the obtained data: Psychological reactions, 
contradictory beliefs, perceived support, and individual and 
environmental barriers.

Psychological reactions with sub‑categories such as 
depression, disappointment, hesitation, forgetfulness, and 
exhaustion due to drug abuse and AIDS disease negatively 
affected the patients’ adherence to treatment. Depression 
was the most common secondary complication of HIV 
infection and is the most common psychological disorder 
among people with positive HIV.[21] Some of the patients 
claimed that their depression started with the use of drugs or 
alcoholic drinks. This is compatible with the results obtained 
by Jaquet et al. The result of their study indicated that more 
than 70% of participants with HIV who had drug abuse 
suffered from depression.[22] The participants also indicated 
that due to depression, their adherence to treatment has 
decreased and has caused them to totally stop taking the 
prescribed medicine. The medical science and previous 
research also confirms these claims. As Capaldini and 
Harison state, depression causes drug and alcoholic drink 
abuse and disturbs adherence to antiviral treatments.[23] It 
seems that emphasis on treatment of depression along with 
using anti‑HIV medicine can enhance the motivation and 
adherence to treatment in this group of patients.[24] Since 
the drug addicts living with AIDS are mostly homeless and 
boycotted by the society, they usually do not have access 
to sanitary and remedial services including mental health 
services. Hence, there should be some solutions, so that 
these patients can use therapeutic care as much as possible. 
Peer support can be a suitable solution for gathering these 
patients together and holding consultation meetings and 
group therapy. As evidences show, group therapy can 
be an effective method for decreasing depression. Due 
to sharing experiences among the members of this group 
and the patient’s attention to the fact that other members 
of the group suffer from the same problems, and through 
interaction with peers and being accepted by them, the 
patient shows his suppressed emotions and his depression 
and disappointment will decrease through the support and 
compassion he receives from the other group members and 
his adherence to treatment will be enhanced.[25]

Psychological reactions such as forgetfulness, hesitation, 
and exhaustion caused due to taking drugs create a great 
challenge for the participants’ adherence to treatments. 
Their hesitation for taking drugs is due to the interference 

of anti‑AIDS medicine with drugs and it seems to reduce the 
joy they receive from using drugs and alcohol. A research 
carried out by Remien et al. on homosexual and injection 
addicted men and women certifies the results of this 
study.[16] On the other hand, memory problems, lack of 
attention, and feeble motivation are important factors 
interfering with adherence to medical treatments.[26]

Society considers addicted people as criminals, but in this 
case, addiction is considered as a disease and addicts are 
treated like sick people, not as criminals. Judiciary and 
security systems change their policies and follow and 
execute their anti‑drug campaigns for controlling drug use. 
It is probable that people in the society show more flexibility 
with these patients so that their motivation for treating their 
addiction and AIDS is enhanced.

The participants talked about support and its important role 
in following the treatments. They indicated that receiving 
emotional and instrumental supports like having a love 
relation with the opposite gender, reminding the time of 
taking the medicine by family members, or the spouse 
bringing the medicine for them will enhance their adherence 
to treatments, while lack of this support is a challenge for the 
patient and results in a decrease in adherence to treatment. 
Similar researches certify these findings.[27] HIV is not just 
a medical issue, but a social problem,[28] and due to the 
undeniable effect of social support in the patients following 
their treatments, there is a great need for adopting a policy 
by which along with informing the  people about the ways 
through which this disease can be transferred, these patients 
can be treated like normal people in the society and are 
accepted by others. This way, families and society will not 
deprive them from their support. The motivation for living 
and, as a result, following treatment programs can be 
enhanced by creating and strengthening social networks 
for this group of patients.

Individuals’ contradictory beliefs are another important and 
effective factor that was extracted from the obtained results. 
False beliefs and images of treatment and self‑evaluation 
are among the important concepts in this regard. Some of 
the patients believed that AIDS is not a serious disease and 
they can control it by taking medicine. They believed that 
normal people should be informed about this reality. Others 
stated that they think of AIDS as a monster that causes their 
death and this false belief, which is due to lack of enough 
knowledge about this disease, delays the treatment since 
they feel they are very close to death, but gradually they 
get some information and during interaction with peers, 
they conclude that they can extend their life span by using 
medicine. The results of other researches also confirm 
and emphasize the role of lack of knowledge and false 
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beliefs in treatment adherence.[29] One of the facilitators of 
treatment adherence is individual’s belief to the medicine’s 
effectiveness for survival and enhancement of their health, 
while lack of this positive belief is an obstacle to treatment 
adherence.[22]

The present study also indicated that lack of adherence 
to treatments in some patients is due to their belief in 
traditional treatments and false beliefs about chemical 
treatments. On the other hand, appreciating one’s health 
and believing in treatments as the correct way of living 
and the individual’s will and determination for having a 
longer and healthier life have a great impact on some of 
the participants’ adherence to treatment and this is in line 
with the results of a study by Sidat et al.[30]

Individual and environmental barriers such as side effects 
of the medicines, poverty, and cultural environment of the 
prisons are among the existing obstacles for continuous use 
of the medicine and these were all emphasized in previous 
studies as well.[31‑33] Nearly all the participants stated that 
experiencing the side effects of the medicine was one of 
the first reasons for stopping the use of medicines. Nausea, 
vomiting, stomach ache, delusion, dizziness, and headache 
are some of the side effects mentioned by the participants 
and this is also in line with previous researches.

Limitations
One of the limitations of this study was the fact that most 
of the HIV/AIDS patients were unwilling to take part in the 
interviews due to a fear of their disease being revealed and 
its consequences like stigma and being boycotted due to 
the country’s cultural and religious environment. However, 
when the participants were assured that their data would 
be kept confidential in all stages of this research and that 
they were free to withdraw from the interviews whenever 
they decided not to continue, this limitation was resolved 
to some extent.

conclusIons

The results of this study indicated that adherence to treatment 
is not a one‑dimensional and constant phenomenon, but a 
dynamic concept and is influenced by different variables. 
Hence, an individual who has a low adherence in a specific 
time and situation can show a desirable adherence in 
another time and under different circumstances. The results 
showed that adherence to HIV treatment in drug abusers is a 
function of different factors which can be precisely identified 
through digging the experiences of addicts under treatment 
for HIV. Drug abuse has a negative effect on the treatment 
of AIDS and usually the adherence to medical treatment 
is low among drug abusers. Use of the drugs disorganizes 

life and does not allow the users to have regular behaviors 
like using the medicine daily. Being affected by HIV 
infection, drug and drink abuse are chronic diseases which 
need a comprehensive and multidimensional approach 
for treatment. The constant adherence of the addicted 
HIV‑positive patients to medical treatment is a complicated 
and multidimensional phenomenon, and a successful 
treatment, as the results of this study indicated, needs 
medical treatments along with physical, psychological, and 
social attention. First, because of the fact that addiction 
causes people not to care enough about their health, and 
second, because some addicts who are also living with HIV 
lose the family and society’s support and this deprives them 
from the necessary assistance they need for caring and 
curing their HIV. Third, even when the treatment for HIV is 
presented free of charge, adherence to treatment involves 
others charges such as transportation, a better nutrition, 
doing tests and examinations, receiving extra treatments for 
their addiction, tuberculosis, hepatitis, and other costs, the 
provision of which is usually difficult for the addicted people. 
Merging different services as health and care services like 
methadone therapy, emotional health services, along with 
AIDS diet therapy can alleviate these problems and cause 
better therapeutic results. The participants of this study 
were addicted people referring to AIDS clinic for receiving 
treatment. It should be noted that HIV‑positive addicts 
who can get medical treatments, but had not referred to 
therapeutic centers, were not included in the research due to 
lack of availability. No doubt, their reasons for not following 
treatments could enrich the findings of the present study; 
hence, it is recommended that in future studies, this group 
of patients is included in the research population.
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