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Abstract

Background Health service utilization among people living with HIV is vital for their survival and quality of life. This
study aims to exploring the determinants influencing health service utilization among people living with HIV.

Methods We conducted a qualitative study involving 16 men and women aged 18-64 living with HIV in Tehran.
Data were collected between September and December 2021 through semi-structured interviews conducted via
telephone and online platforms, utilizing the purposeful sampling method. Data were analyzed by MAXQDA-2018
software using conventional content analysis approaches and the Granheim and Landman method.

Results Two main themes, seven categories, and 21 subcategories were obtained from the interviews. The main
themes included facilitators of health service utilization (positive personality traits, social factors, and structural-
behavioral determinants) and inhibitors of health service utilization (personal conditions, insufficient knowledge and
understanding of the disease, negative consequences of disease disclosure, and difficult access to services).

Conclusion This study underscores the need to invest and expand specialized services for people living with HIV by
policy makers, while simultaneously increasing public awareness to reduce the social stigma.
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Introduction

Health care systems are responsible for the health of
societies. This responsibility is carried out by providing
health care and promotion of the health service utiliza-
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tion (HSU). HSU is defined as the process of using health
care services that are available and accessible within a
community [1]. Utilization of healthcare services is influ-
enced by many factors that operate at individual, health-
care provider, and social levels [2]. Although HSU is
necessary for all members of the society, certain groups
need particular attention due to their conditions. Peo-
ple living with HIV (PLHIV) represent one such group,
and timely and appropriate access to healthcare ser-
vices is essential for reducing the viral load, hindering
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transmission, and preventing the Acquired Immunodefi-
ciency Syndrome (AIDS) phase [3]. AIDS stands as one
of the most severe infectious pandemics of the late 20th
and early 21st centuries and ranks as the fourth leading
cause of death worldwide [4, 5]. As of 2022, about 39 mil-
lion people globally were living with HIV, with 1.3 million
new infections and 630,000 AIDS-related deaths reported
[6]. The prevalence of HIV in Iran among the gen-
eral population is less than 0.01%, but it rises to 17.25%
among people who inject drugs [7, 8]. According to the
report of Iranian National Electronic Data Management
System in 2019, the number of identified PLHIV in Iran
and the number of deaths due to AIDS were 41,876 and
19,469, respectively [9].

Based on the findings of previous studies, structural,
financial, personal, and cultural factors are the most com-
mon barriers to HSU among PLHIV [2]. In two recent
quantitative studies conducted in Iran, Jaffari et al. exam-
ined health service utilization among PLHIV in Kerman
City and highlighted facilitators including trusting in the
health system, having supportive family attitudes, ben-
efiting from convenient service hours, and being aware
of consultation benefits; meanwhile, identified barriers
included financial constraints, transportation limita-
tions, stigma, concerns about service quality, and lack of
family support [10]. In parallel, Ghasemi et al’s qualita-
tive investigation, which focuses on Afghan immigrants,
reveals themes impacting access to HIV services, encom-
passing cultural considerations, psychosocial factors, and
service delivery challenges [11]. Other barriers to HSU
include the fear of HIV-related stigma and discrimination
[12-14], fear of HIV status disclosure [15, 16], long wait-
ing time at health centers [17], issues related to privacy
and confidentiality [14, 17], staff shortage, poor relation-
ship between patients and healthcare providers, incor-
rect and inadequate knowledge [16], lack of awareness
about available interventions [18], geographical distance
from healthcare centers, high healthcare costs, nega-
tive attitudes of healthcare providers, and negative reli-
gious beliefs [17]; which have been widely documented as
major barriers of health services utilization by PLHIV.

According to the evidence, even minimal barriers are
enough to discourage PLHIV from seeking and utilizing
health services [19]. Existing studies suggest that PLHIV,
who are aware of their status, may not seek healthcare
services because they are unaware of available treatment
and care options, or have poor access to health care ser-
vices due to HIV-related stigma. Denial of HIV status
may also be another barrier, in addition to lack of finan-
cial support [1, 2, 20, 21]. Non-utilization or under-utili-
zation of health services not only affects the well-being of
PLHIV but also poses a complex challenge to the health-
care system [22].
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To address this issue and effectively plan for service
provision, comprehensive data on the factors influenc-
ing HSU among PLHIV is essential. To the best of our
knowledge, very little is known about the experiences,
determinants, and obstacles to health service utilization
among Iranian PLHIV. Thus, this study was conducted
to address this gap in the literature by exploring health
service utilization and also identifying the determinants
and obstacles to HSU among PLHIV in Tehran, Iran. The
findings of this study have implications for health poli-
cymakers to design and implement appropriate and tar-
geted interventions that could be effective in improving
health service utilization among PLHIV.

Methods

Study design

This is a qualitative study using conventional content
analysis. The use of a qualitative approach in this research
can be justified from several perspectives. The existing
questionnaires for assessing the well-being of elderly liv-
ing with HIV cannot capture all aspects of the subject.
In this regard, having a qualitative approach and provid-
ing autonomy and sufficient time for the interviewees to
express their perceptions and hidden aspects, which may
be missed by the questionnaire, are important. Addition-
ally, the objective of this study is to understand and com-
prehend a phenomenon for planning and policy making
purposes, therefore, a qualitative approach is more suit-
able than a quantitative approach. In this study, data
were collected using purposive and theoretical sampling,
as well as semi-structured telephone interviews with
PLHIV. The data were analyzed by the method suggested
by Graneheim and Lundman [23, 24].

Participants

The study included individuals aged 18-64 living with
HIV in Tehran. The inclusion criteria consisted of a doc-
umented history of prior referrals to the behavioral coun-
seling centers associated with Iran University of Medical
Sciences, recent use of at least one health service within
the last six months, having an interest to participate in
the study, having the ability to communicate with the
interviewer, and giving verbal informed consent. Exclu-
sion criteria included leaving or not willing to participate
in the interview, having a mental disorder, and having
comorbidities which limit participation.

Data collection

In this study, purposeful and theoretical sampling meth-
ods were incorporated (Lingard et al., 2015). Purposeful
sampling was used to select the interviewees, and theo-
retical sampling was used to identify the number of par-
ticipants, location of the required data, and the research
path. This type of sampling with a variety of information,
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makes the nature and different aspects of the phenom-
enon more clear [23, 25]. Accordingly, by preparing a
sampling matrix, 16 men and women aged 18-64 years
living with HIV / AIDS in Tehran were selected based on
age, gender, education, marital status, and employment,
ensuring maximum variation. Data were collected after
receiving the ethical code (IR.IUMS.REC.1398.822) from
Iran University of Medical Sciences between September
and December 2021. As a consequence of the COVID-
19 pandemic, face-to-face interviews were not possible.
After correspondence with the Infectious Diseases Dep-
uty of the University and Behavioral Disease Counseling
Centers affiliated with the Iran University of Medical Sci-
ences (Valfajr, Taghinia, Khorshid, Shahriyar, Baharestan,
and Robat Karim) and also receiving patients’ telephone
numbers, the sample process and telephone interviews
began. Data were collected by the first and third authors
through semi-structured interviews using an interview
guide. The interview guide and questions were designed
and compiled in three sessions with the participation
of the entire research team for this study and have not
been used in other researches before. Also, to evaluate it,
three test interviews were conducted and analyzed based
on the designed questions, and after fixing some minor
problems, the final version of the questions was used for
the interviews (Table 1). The main focus of the questions
was on the determinants of health service utilization by
PLHIV. During the interview, the researchers first intro-
duced themselves and briefly explained the objectives
and necessity of the research to the participants, and
after obtaining verbal informed consent, the interview
began with several demographic questions, and then
continued with the main questions.

Along with the questions in the interview guide,
exploratory questions were also asked according to the
participants’ responses. All interview questions were
asked of all participants, but the order of the questions
varied according to the participants’ responses and inter-
view circumstances. The interview time was set by the
participants, and all interviews were conducted in the
afternoon at their request. The duration of each inter-
view varied from 35 to 70 min, with an average of 45 min.
Interviews, data collection, and data analysis continued
until data saturation was reached. Data saturation is
achieved when new code is not found through analysis.

Table 1 Interview guide
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In this study, saturation was obtained after 14 interviews,
but the researchers preferred to conduct two more inter-
views to ensure saturation. Finally, considering that no
new code was obtained after the 16th interview, all inter-
views were analyzed and considered as sample size.

Data analysis

Data management and analysis were conducted by the
second and third authors using MAXQDA-2018, fol-
lowing the Granheim and Lundman method [24]. In the
first step, the researcher typed the interviews verbatim
immediately after each interview with the help of a col-
league. In the second step, the interview text was read
three times by the researchers very carefully to get a gen-
eral understanding of the text. In the third step, all the
interview texts were read line by line and word by word
with precision, and the initial codes were extracted. In
the fourth step, the codes that were similar in meaning
and concept were classified in a category. The codes and
categories were then placed into the main classes, which
were more conceptually comprehensive and abstract,
forming the main themes. Finally, in a joint meeting, the
entire data analysis process was shared with the research
team members, and their opinions were considered and
applied.

Trustworthiness

Guba and Lincoln’s criteria were used to improve the
quality of results [26]. To increase the credibility of the
research, the researchers employed maximum varia-
tion sampling selecting participants with diverse demo-
graphic characteristics like age and gender. At the end of
each interview, the researcher’s general understanding of
the interviewee’s statements was briefly shared with him/
her for confirmation. At the end of the data coding and
analysis, a table of categories, subcategories and codes
with related quotes was provided to six participants to
determine whether the researchers had reported their
experiences correctly or not. To ensure confirmability,
the researchers sent the analyzed data and obtained find-
ings to four leading researchers in qualitative research
and five physicians and health care providers who pro-
vide health services to PLHIV, and considered their opin-
ions and comments while maintaining the originality of
the results. Raw data and all field notes were also retained

No Question

Now N —

health centers? Please explain.

Have you needed any health services in recent months (last 6 months)? Please explain.

Have you been referred to health centers to receive the required services? Please explain.

Have you received the required health services by being referred to the health centers? Please explain.

For what reasons were you referred to the health centers to receive the needed health services? What conditions motivated you to visit

5 Are there any reasons that you didn't go to the health center? What conditions prevented you from attending health centers? Please explain.
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Table 2 Demographic characteristics of the participants
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Participant Gender Age Employment Insurance Education Marital status Number of children
1 Male 44 Plaster work Yes Secondary Married 2
2 Male 45 - No Diploma Married 1
3 Male - Office worker BSc* Single -
4 Male 44 Chef Yes Diploma divorced -
5 Female 28 Unemployed - Primary divorced -
6 Female 45 Housewife - Married 3
7 Female 23 - - BSc Single -
8 Female 24 - Yes - Married 2
9 Female 62 Housewife No Primary Widow 3
10 Female 47 Artist No Diploma divorced 2
11 Female 39 Seller Yes BSc - -
12 Male 46 Tailor Yes Secondary Married 2
13 Male 56 Unemployed No Secondary divorced 1
14 Female 49 Secretary Yes BSc Married 3
15 Male 33 Driver No BSc Single -
16 Male 60 Driver - - 3

* Bachelor of Sciences

Table 3 Categories and subcategories related to the determinants of health service utilization

Main themes Categories Subcategories

Facilitators of health
service utilization

Positive personality traits
Social factors
Structural-behavioral
determinants

Inhibitors of health
service utilization

Personal conditions

Insufficient knowledge of the
disease self-medication
Negative consequences of disease
disclosure of privacy

Difficult access to services

Self-esteem, Resilience, acceptance of the disease
Appropriate socio-economic status, social support, existence of charities providing services
Proper rules and supervision, honest behavior of staff

Undesirable personality traits, lack of need for treatment, having several diseases at the
same time, High cost of treatment in the private sector, low life expectancy
Inadequate knowledge and lack of information about illness, remorse and misconceptions,

Fear of disease disclosure, stigma and social judgment, social exclusion and isolation, lack

Lack of comprehensive and specialized centers, inadequate access and scheduling, im-

proper behavior of service providers

for future review. To increase the dependability of find-
ings, all research colleagues were informed about data
analysis and coding, and had opportunities to express
their opinions during meetings.

Finally, the categories and sub-categories were given
names with the approval of all authors. To increase trans-
ferability, a complete description of the research pro-
cess, participants’ quotes, and the research findings were
shared with five individuals who met the inclusion crite-
ria but were not part of the study for approval.

Ethical considerations

In order to adhere to the ethical principles, before con-
ducting the telephone interview, verbal informed consent
was obtained from the participants and the time of the
telephone interview was arranged with them. All partici-
pants were told that participation in the study is volun-
tary and they could withdraw from the study at any time.
They were also briefed about the interview process and

how the results will be published. The principle of confi-
dentiality was also explained to the participants.

Results

This study was conducted among 16 PLHIV whose
demographic characteristics are listed in Table 2. Also,
two main themes, seven categories and 21 subcategories
were formed from the data analysis (Table 3).

Facilitators of health service utilization
The first main theme refers to the factors and conditions
that facilitate the process of health service utilization.

Positive personality traits

The first category is related to the characteristics of the
individuals that motivate them to seek health services.
These traits include self-esteem and acceptance of the
disease.
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Self-esteem Participants stated that because of their
self-esteem and sense of self-worth, they do not hesitate
to disclose their illness in health care centers and try to
receive appropriate services.

‘I am a human being and have dignity. Although
I am sick, I respect myself and I do not want to be
ashamed. In times of need, I will definitely go to see
my physician.” (Participant 9).

“Since I have tried to strengthen my self-esteem and
also since I am not ashamed, I go to the health cen-
ter with more ease and express my problems.” (Par-
ticipant 15).

Resilience Resilience is another facilitator of health ser-
vice utilization. People develop a greater sense of patience
and tolerance during the disease. They are often more
accepting of the challenges and shortcomings. They have
faced and overcome numerous challenges throughout
their disease, which has built their resilience and inner
strength.

“Ever since I found out I had this problem; I've been
bracing myself for other problems. I have faced many
challenges in these few years and I have overcome
them all” (Participant 11).

Acceptance of the disease One of the most important
factors facilitating the service utilization was the accep-
tance of the disease according to the patients. People, who
had come to terms with their illness and considered it like
any other disease, were more likely to receive services.
These people, after coping with their diseases tried to see
the world differently, and with the hope that they will sur-
vive, sought treatment.

“Honestly, the more I look around, the more I see
people with this disease; one with more severe dis-
ease and one with less one. Like all, I say that I am
sick and have to be treated. I no longer think about
what others say because I am the most important
person and I have to think about myself” (Partici-
pant 14).

“l accepted that I have this disease and I need to get
treatment to fight it. So I don’t care what other peo-
ple think. I receive any medicine and service in this
field” (Participant 11).

Social factors
The second category found in this study included fac-
tors that have a social aspect such as appropriate
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socio-economic status, social support, and the existence
of charities that provide service.

Appropriate socio-economic status Participants stated
that adequate financial resources made it easy for them
to go to medical centers, even public and private health
centers, and obtain the required drugs from the health
centers or the black market. People with appropriate
socio-economic status can even hire a private physician
and nurse to provide care for them as required.

“If my social-economic status is not good, it will be
more troublesome. I am in a good financial position
now and have personal physicians, so I am relieved
about this” (Participant 14).

“.. When you have money, believe me, your illness is
not a problem. Among people like us, those who do
not have money or appropriate social-economic sta-
tus are definitely less likely to seek treatment. But if
their financial conditions are good, they will also get
treatment” (Participant 7).

“If there is money, many problems will be solved on
their own. When you have money, you can go to any
doctor you like or get a home doctor. On the other
hand, if you do not have a good financial situa-
tion, you have to take any medicine you are given,
whether they are effective or not, but you have no
choice” (Participant 2)

Social support Most of the study participants had not
informed their relatives about their illness, but those who
had informed first-degree members and friends were in a
better mood and were more likely to receive health ser-
vices. Informing the loved ones caused them to use their
support and even the support of physicians and medical
staff of behavioral counseling centers. This also helped
them to feel that someone is with them when they are sick
and even refer them to trusted physicians.

“When people around you care about you, guide
you, empower you, not blame you and are by your
side in sensitive situations, then you will try” (Par-
ticipant 11).

“.. Everything gets easier when people support you,
especially for us who are always afraid of being
rejected. The support of friends and family and even
the community makes it easier for us to go to the
service centers and they even encourage us to seek
treatment” (Participant 3).
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Existence of charities providing health services A
number of patients admitted that they receive services in
charitable centers because they are free of charge and do
not ask direct questions about their illnesses. They were
more inclined to return to these centers in the future than
public or private centers.

“Charitable centers are centering that one can trust.
I wish they are given more power and authority
because they are really compassionate and trust-
worthy.” (Participant 14).

“It is really much easier to receive treatment and
services from centers that are well acquainted with
our disease and provide for us any care without dis-
crimination. Charities are among the centers that do
this and it is easier to get services from them.” (Par-
ticipant 9)

Structural-behavioral determinants

The third category found in this study is the structural-
behavioral determinants that have an organizational
aspect and show rules and reactions to patients.

Proper rules and supervision The existence of special
rules and regulations can lead to better utilization of ser-
vices for people living with HIV, and vice versa. Service
utilization will be greater if proper rules are set for this sit-
uation and at the same time there is sufficient and proper
supervision over its implementation.

“If legal support and supervision are not good, peo-
ple will not go for treatment and no one will dare
to express their illness, but here and in recent years
there are a series of laws that support. Supervision is
also good and the conditions of receiving services are
good.” (Participant 15).

“Because of legal protection and good supervision,
all people would have gone for treatment and no one
would have been afraid to express his/her illness...”
(Participant 15).

Honest behavior of staff Due to the special circum-
stances of these people, there is some pessimism and con-
cern about how healthcare staff will react to them. Honest
behavior and speech of health care staff and service pro-
viders towards these people will increase their trust and
this in turn, will increase the utilization of services by
them.

“Sometimes you go to these health centers that are
near your home and you may not want others to
know about your illness, but the employees follow
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this matter. If you go to one of these centers, you will
realize that even though they know about your ill-
ness, they treat you honestly. This honesty and atti-
tude make you want to use health services” (Partici-
pant 11)

Inhibitors of health service utilization
The second theme in this study included factors that pre-
vented service utilization by PLHIV.

Personal conditions

The first obstacle to utilizing of health services is personal
and living conditions, which determine the patient’s deci-
sion on health service utilization.

Undesirable personality traits The undesirable per-
sonality trait of patients was one of the reasons for their
reluctance to receive health services. These traits included
frustration, laziness, shyness, stress, carelessness, and lack
of confidence about comorbidities and the need to receive
these services, which prevented them from seeking health
services.

“.. Honestly, some of us do not go to visit a doctor
because of laziness. We are kind of careless, and
we have reached a stage where we do not pay much
attention to our illness” (Participant 4).

“Many people living with HIV have personality
problems and are shy. You think that everyone is
looking at you and you don’t like to appear in pub-
lic” (Participant 8).

Lack of need for treatment Lack of need for treatment
was one of the barrios to health service utilization accord-
ing to the participants. According to the participants, as
soon as a sick person feels he is in good physical and men-
tal condition, he does not feel the need to go to the neces-
sary check-ups in middle and old age to receive treatment.

“Honestly, I have not felt the need to seek treatment
so far, and I may have an illness, but I do not seek
health services” (Participant 3).

“I obtain the necessary medications from the mar-
ket and perfumeries, and I no longer pay for doctor
visits. I do not have to go to a place where everyone
looks at me. I do not need to go to such places at all”
(Participant 3).

Having several diseases at the same time Having an
underlying disease increases treatment costs. Accord-
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ingly, if people suffer from co-morbidities in addition to
HIV, they would prefer to receive services related to their

co-morbidities and refuse to receive services related to
AIDS.

“I do not see many doctors and do not utilize health
services due to various diseases that I have. I have
sinusitis, lung problems, and breast problems” (Par-
ticipant 9).

“I have both diabetes and digestive problems, and
they bother me so much. These conditions cost me
so much that I no longer have the money to receive
services related to my disease. They are a priority
and no one blames me, and it is easier for me to visit
doctors for these conditions.” (Participant 8).

High cost of treatment in the private sector Some
patients do not have health care insurance, and some ser-
vices are not provided in hospitals or are time-consuming,
and for some reason, these services are provided by the
private sector. The price difference between the public
and private sectors has made patients with low socio-eco-
nomic status or generally low income receive these ser-
vices less often, because, for the majority of patients, the
price of medications, health services and doctor visits are
expensive. They do not have the financial means to receive
such services.

“Private sector is very expensive and I cannot afford
it” (Participant 6).

“If the costs were lower and patients were insured,
people would have used these services in the private
hospitals and libraries” (Participant 12).

“The situation is really such that you can’t go to a
health center even if you want to. Every once in a
while I have to go for a test, and every time I have
to spend 600 to 700 thousand Toomans in a private
laboratory”” (Participant 3).

Low life expectancy Some patients, after learning about
the disease or given information about the disease, com-
pletely lose hope or have little hope of survival. Low life
expectancy discourages these people and prevents them
from seeking health services.

“When I know I'm not alive for a few more years,
then why should I go to the doctor? I better get sick
sooner and die”” (Participant 14).

“When I know I cannot live a few more years even
if I receive the best services, what difference does it

(2023) 23:1351

Page 7 of 12

make what services I receive? So it is not worth it for
me. (Participant 4).

Insufficient knowledge and understanding of the disease
Misconceptions and lack of knowledge about HIV were
other issues that challenged utilizing of health services
according to the participants.

Inadequate knowledge and lack of accurate informa-
tion about the disease Insufficient knowledge of the
disease and the reasons for its transmission, and also
incomplete information of some health care providers are
the reasons for these patients not using health services.
Participants stated that the lack of sufficient information
about the ways of disease transmission and prevention,
and also the presumption of certain death after infection
as well as resulting stigma were among the problems they
face. The lack of knowledge causes healthcare providers to
refuse to provide services to PLHIV as soon as they know
they have HIV.

“Before I got this disease, I did not think that this
disease can be controlled. In the community and
at school, we had not been told anything about this
disease. Even our doctors do not have adequate
knowledge about it. They have the information and
learned about it, but when they want to give us
treatment, they are reluctant to do so. So, what can
we expect from others? Although in recent years,
people’s knowledge has increased a lot” (Participant
6).

Remorse and false beliefs A number of patients feel
guilty about the disease and have some false beliefs about
it. Even some members of the community and academics
have the same beliefs. As a result, feeling of guilt and false
belief are among the major barriers to health services uti-
lization by PLHIV.

“Sometimes I get upset when I go for an injection. It's
true that health care staff do not treat me differently,
but if God forbid they have a needle stick in their
hand, I will blame myself for it. I ask God why me.
I used to get depressed and scared that my grand-
children would get the disease from me, although I
later found out that the disease is not transmitted

so easily and now we eat at the same table together’
(Participant 8).

“One belief is that whoever is infected with this dis-
ease will die after a while, and whatever he does, he
will die soon. So, it is not necessary to bother me so
much.” (Participant 10).
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Self-medication A number of patients, for reasons such
as believing in the effectiveness of self-medication and
traditional medicines, do not see physicians for various
diseases and prefer to treat themselves through tradi-
tional medicines and self-medication. Most of these self-
medications include the use of medicinal herbs offered by
perfumeries and, to some extent, arbitrary use of medica-
tions bought from pharmacies and even the black market.

“.. Now there are a lot of medications in every
house, in perfumeries and even in supermarkets. I
try to self-medicate before having to go to the doctor,

and I do not go to the doctor unless I really have to!
(Participant 10).

“My friend and I try to self-medicate and solve our
problem. For example, we use cloves for toothache.
(Participant 6).

“When I have a cold, I try to take a pill or remedies,
especially if I have to visit a doctor other than my
own doctor” (Participant 8).

Negative consequences of disease disclosure
The third obstacle to health service utilization is the fear
of disease disclosure and its consequences, which pre-
vent patients from going to health centers.

Fear of the disease disclosure Patients always fear that
they are at risk of disease disclosure. They are afraid of
being disposed to friends, relatives, and family members
when they explain their disease to healthcare providers.
As a result, they try to talk less about their disease and
attend health centers less often. In many cases, patients
hide their secrets and do not inform their illness to a treat-
ing physician, even in high-risk cases of the disease.

“Everywhere I go, I start praying not to be exposed. I
say, God; do not disgrace me and help me not to die
with disgrace” (Participant 15).

“PLHIV try to hide their disease even from their
family when they visit a doctor” (Participant 7).

Stigma and social judgment Participants acknowledged
that they are viewed as guilty by the community and there
is a negative view of this disease. They also said that they
are sexually labeled by ordinary people and even medical
staff when their illness is exposed. Women are viewed as
prostitutes and men are viewed as lustful. It is assumed
that if a woman or a man is infected with this disease, he/
she must have had sexual intercourse or used an infected
needle, tattoo, surgery, non-sterile dental equipment, and
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even hairdressing tools. People do not think about their
actions and offend these patients.

“I don’t want to say I'm sick because they point fin-
gers at me. They do not know that I got this disease
from my husband. They think I had sex with others.”
(Participant 3).

“We cannot say in society that we are sick, because
people stigmatize us. They think we got it through,
for example, sex with strangers or drug use, etc
(Participant 1).

Social exclusion and isolation Patients are secretive
due to the fear of disease disclosure by family members,
friends, and colleagues, and also the loss of their job. Some
participants stated that they were rejected by friends and
the community after disclosure of their disease. They said
they have been excluded from their circle of relationships
and interactions.

“If I say I'm sick, it will be spread rapidly among
friends, family, and relatives, because I live in a
small neighborhood and everyone will know about it
and try to stay away from me.” (Participant 5).

“Society does not accept patients. When I told my
close friend of a long time about my disease, first
he asked a lot of questions about how I got sick, and
then he was shocked. He cut his relationship with me
in a way that I do not see him anymore, even though
he knows that I have not made any mistake. Never-
theless, he had bad ideas about it and left me.” (Par-
ticipant 10).

Lack of privacy Some people living with HIV in this
study stated that one of the main reasons they do not
want to receive health services is the lack of privacy and
confidentiality in health care centers. For example, when
the treatment staffs realize that they have the disease, they
ask many unnecessary questions such as: When did you
get infected? How did you get infected? Why did you get
infected? These questions bother patients, so they try not
to visit random health centers.

“Once I went to a dentist and I told him about my
disease. This word spread around and before you
know it everyone was pointing figure at me. Since
then, I try not to go to health centers unless I really
need to, and when I go, I do not disclose my disease
to anyone and do not say that I have AIDS.” (Partici-
pant 3).

“He looked at me in the lab with a contemptu-
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ous look and asked many questions: “Why did you
get infected?” When did you get infected? Why did
you get infected? He asked so many questions even
though my condition had nothing to do with him
while the visitors were also looking. He behaved very
strangely and I was offended.” (Participant 10).

Difficult access to health services

The last category related to the barriers of HSU that were
found in this study were reasons such as insufficient
access to health services and inappropriate environment,
which reduced the level of health service utilization by
PLHIV.

Lack of comprehensive and specialized health cen-
ters Although PLHIV would like to be accepted as nor-
mal people by the community and be served normally in
health care centers, the majority of participants stated
that it is necessary to establish special centers for PLHIV
so that, they would refer and visit the centers with less
concern and worry. Behavioral service centers only offer
routine testing and HIV-related medications.

“It is good to have centers and clinics for PLHIV but
these centers are limited, they are not forced to go to
other places. These centers are only in certain places
and accessibility to these centers is not possible for
everyone. (Participant 3).

“Unfortunately, the center that provides service to us
does not have a dentist. Although the center refers
us to trusted doctors, those doctors rarely set an
appointment to treat us”” (Participant 2).

Inadequate accessibility to health services A number
of patients had to travel to Tehran to receive some ser-
vices because they were living on the outskirts of the
city, where some specialized services did not exist. The
distance between these areas and Tehran is so great that
some patients limit their use of health services, and even
if they attend a center in Tehran, they encounter many
problems due to the center’s busy scheduling.

“You know, it will cost me a lot of money to go some-
where else, as there is no health center near my
home. The long distance from my home to Tehran
discourages me to go to health centers. It’s really
hard for me and others like me to access the health
services we need.” (Participant 12).

“Access to Tehran is very difficult and it takes a lot of
time. The transport fare is also too much. You have
to leave home in the morning just to get there at
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noon. Then, you have to take a taxi back home. It's
not worth it for me” (Participant 9).

Inappropriate behavior of health care provid-
ers According to the participants, among the unpleas-
ant experiences of PLHIV in health centers are improper
attitudes, views, and behavior of medical staff that offend
them and reduce their access to health services.

“I and most patients like me usually do not inform
the doctors that we have the disease. We are afraid
that they will treat us inappropriately or they will
not give us the necessary service!” (Participant 5).

“When you go to the doctor and say I'm sick, he looks
at you like an impure thing. Some service providers
treat us like criminals and that’s why I prefer not to
go to those centers for treatment.” (Participant 6).

“All over the world, efforts have been made to treat
this disease like other diseases. But in our society,
even the health care staff, when they understand
that you have this disease, they no longer serve
you and stay away from you as if it is transmitted
through eyesight” (Participant 8).

Discussion

People living with HIV are faced with various personal
and social difficulties, among which access to health
care services is a major challenge [27, 28]. According to
their special conditions, previous studies showed that
HSU among PLHIV is lower than the general popula-
tion [4, 29]; which according to the results of our study,
is affected by a wide range of factors; these factors can
be classified into two main categories of facilitators and
barriers.

Positive personality traits including self-esteem, resil-
ience, and acceptance of the disease, social factors such
as social support and socio-economic status, in addition
to structural and behavioral factors such as proper facil-
ity structure and friendly behavior of staff are among the
facilitators of HSU. On the other hand, negative personal
traits such as negative personality, low socio-economic
status, insufficient knowledge of the disease, negative
consequences of information disclosure, and difficult
access to health services are among the barriers to HSU.

In line with other studies [2, 30, 31], our results indi-
cated that individual-level factors such as self-esteem,
resilience, and acceptance of the disease can affect HSU,
as people who blame themselves and have lower self-
esteem are less likely to seek help. We found that People
with higher resilience are resistant to problems and even
possible stigmas and are more likely to seek treatment
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and use services [32, 33]. Acceptance of disease and
being reconciled with the presence of the illness allows
adaptation to the life with HIV and this makes them seek
services more often.

We found that one of the main factors that improve
the access to health services by PLHIV is social factors,
which include family support, in addition to the support
provided by the community and charity centers where
health services are provided. The role of social factors has
also been highlighted in other studies; as community sup-
port, sense of belonging and having a supervising family
member can improve the health outcomes of PLHIV [34,
35]. Having appropriate socioeconomic status is also cru-
cial in receiving healthcare. Jessica and colleagues (2019)
highlighted that higher socioeconomic status provides
access to what is otherwise unattainable for other PLHIV
[36]. Also, policies and the structure of health centers are
key components in HSU [37].

In contrast, we also found other factors that act as
barriers to HSU. Personal conditions such as unde-
sirable personality traits, lack of need for treatment,
and having several comorbidities at the same time are
among the most common barriers to HSU. The high
cost of services, Lack of ability to pay for health ser-
vices and the social stigma associated with HIV are
other factors that prevent PLHIV to utilize health
services [38]. Therefore, implementing strategies to
facilitate healthcare financing for these patients is nec-
essary. The use of charities and subsidies or national
integrated services has proved to be effective in this
regard [39, 40]. As shown in other studies, stigma neg-
atively affects the quality of life and access to health
services [41], adherence to treatment and HSU among
PLHIV [42]; which could stem from the tendency to
keep a secret from healthcare providers [43, 44]. These
points were prominent in our study as many people
mentioned that social stigma has reduced their qual-
ity of life and also hindered their access to health ser-
vices directly and indirectly. This stigma can come
from healthcare professionals or friends, relatives, or
the general population. The results show that general
health sectors mainly have a negative attitude towards
PLHIV, which create many challenges for them. This
is a common challenge [29], but integrating different
cost-effective services [10] can help to solve this prob-
lem. Having “Triangular Clinics” is a great advance in
integrating health services and reducing harm, and
this has proved to be effective in Iran. These clinics
offer treatment and counseling for HIV, substance use,
and sexually transmitted diseases [30].

According to our study, there is a lack of comprehen-
sive policy regarding the access to health services by
PLHIV. Many reasons could contribute to this prob-
lem, including not having enough health centers, not
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providing integrated services or financial support, and
lack of insurance coverage. As the Ministry of Health and
Medical Education is the main body for HIV-related pol-
icy-making in Iran, collaboration with all the stakehold-
ers seems necessary to overcome these problems [45].

Another barrier to HSU is the lack of knowledge about
the disease and related medical conditions. There are
many PLHIV who are not aware of their disease, its con-
sequences, or treatment methods. Many of these people
are targeted by misinformation [46—48]. This lack of
knowledge or misinformation causes people to consider
HIV as an incontrollable disease, and prevents them from
treatment seeking and utilizing services.

Since HIV is considered to be a sensitive subject among
the Iranian public, there were some limitations to con-
ducting this study. First, one of the most important
limitations of the present study was the selection of par-
ticipants only from PLHIV referred to VCTs, and those
who were not referred to these centers were not included
in our study. Second, some of the participants were not
eager to take part in the study and share their experi-
ences. This problem was resolved by replacing them with
other people. Third, due to the COVID-19 pandemic,
conducting face-to-face interviews was not possible, so
we conducted the interviews over the phone. Due to the
challenges that the participants were facing in their lives,
it was hard for them to reveal some of the private aspects
of their life. This problem was resolved by creating a
bond between them and interviewer, plus, assuring them
that whatever they say will remain confidential.

Conclusion

Many studies have shown that health services utiliza-
tion among PLHIV is lower than the general popu-
lation; as they face many challenges that negatively
affect their access to and use of healthcare services.
Some factors such as stigma, financial hardship, and
lack of social support can hinder their access to health-
care services; on the other hand, personal growth,
integrated health services, and social support would
enhance their access.

Policymakers must adapt policies to engage with
PLHIV and avoid poor health outcomes; for instance pri-
oritizing patients in receiving health services may serve
as a successful strategy. It is also, recommended that poli-
cymakers invest more and expand specific services for
PLHIV, while simultaneously increase the public knowl-
edge about HIV to eliminate or reduce the related social
stigma. Although much progress has been made over the
past decade in understanding the problems of PLHIV,
considerable gaps exist today, and much work remains to
be done in the future. Even with effective anti-retroviral
therapy, social exclusion and stigma seem to increase.
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Therefore, further studies of the challenges of PLHIV are
surely needed.

Abbreviations
HIV Human Immunodeficiency Virus

HSU Health Service Utilization

AIDS Acquired Immune Deficiency Syndrome
PLHIV People living with HIV

UNAIDS  The Joint United Nations Program on HIV

Acknowledgements

This research was supported by Iran University of Medical Sciences under
grant number 14702. The authors thank the people living with HIV in
Tehran for their participation in this research. As well, the authors would
like to express their appreciation to the Department of Contagious Disease
Prevention and Control at Iran University of Medical Sciences for their good
cooperation.

Authors’ contributions

All authors participated and approved the study design. NSA, SA and SK
contributed to designing the study. AA and SFI collected the data and
analyzed it by SFl and AA. The final article was written by SFI, SA, and NSA. All
authors read and approved the final manuscript.

Funding

This work was supported by Iran University of Medical Sciences (Grant
number: 14702). The funders, however, played no role in designing the study,
collecting and analyzing data, manuscript preparation, and the decision to
publish the manuscript.

Data Availability
"The datasets generated and/or analysed during the current study are
available from Dr. Neda SoleimanvandiAzar on reasonable request.

Declarations

Ethics approval and consent to participate

This study was conducted following the principle of the Declaration of
Helsinki. This study was approved by the Research Ethics Committee of the
Iran University of Medical Sciences, Tehran, Iran (IRIUMS.REC.1398.822). Verbal
informed consent was obtained from all study participants. Iran University of
Medical Sciences approved the verbal informed consent procedure for the
study.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 7 March 2023 / Accepted: 14 November 2023
Published online: 04 December 2023

References

1. SoleimanvandiAzar N, Kamal SHM, Sajjadi H, Ardakani HM, Forouzan AS,
Karimi SE, et al. Outpatient health service utilization and associated factors:
a cross-sectional population-based study in Tehran in 2019. Med J Islamic
Repub Iran. 2021;35:71.

2. Luseno WK, Wechsberg WM, Kline TL, Ellerson RM. Health services utilization
among South African women living with HIV and reporting sexual and
substance-use risk behaviors. AIDS Patient Care STDs. 2010;24(4):257-64.

3. Asghari S, Hurd J, Marshall Z, Maybank A, Hesselbarth L, Hurley O, et al. Chal-
lenges with access to healthcare from the perspective of patients living with
HIV: a scoping review & framework synthesis. AIDS Care. 2018;30(8):963-72.

4. SoleimanvandiAzar N, Zanjari N, Karimi SE, Irandoost SF, Gharehghani MAM,
Ziapour A, et al. Investigating the effect of social support, social capital, and
coping on the positive state of mind of Iranian older people with human

(2023) 23:1351

20.

21.

22.

23.

24.

25.

Page 11 of 12

immunodeficiency virus/acquired immunodeficiency syndrome. J Educ
Health Promotion. 2021. 10.

Sajadipour M, Rezaei S, Irandoost SF, Ghaumzadeh M, Salmani nadushan M,
Gholami M, et al. What explains gender inequality in HIV Infection among
high-risk people? A Blinder-Oaxaca decomposition. Archives of Public Health.
2022;80(1):2.

statistics U-GH. Fact sheet 2022- Latest global and regional statistics on the
status of the AIDS epidemic UNAIDS: UNAIDS; 2022 [cited 27 JULY 2022.
Available from: https://www.unaids.org/en/resources/documents/2022/
UNAIDS_FactSheet.

Bagheri Amiri F, Mostafavi E, Mirzazadeh A. HIV, HBV and HCV Coinfec-

tion Prevalence in Iran-A systematic review and Meta-analysis. PLoS ONE.
2016;11(3):e0151946.

Noroozi M, Ahmadi S, Armoon B, Jorjoran Shushtari Z, Sharhani A, Ahoun-
bar E, et al. Social determinants associated with risky sexual behaviors
among men who inject Drugs in Kermanshah, Western Iran. J Subst Use.
2018;23(6):591-6.

SeyedAlinaghi S, Leila T, Mazaheri-Tehrani E, Ahsani-Nasab S, Abedinzadeh N,
McFarland W, et al. HIV in Iran: onset, responses and future directions. AIDS.
2021,35(4):529.

Jaafari Z, McFarland W, Eybpoosh S, Tabatabaei SVA, Bafti MS, Ranjbar E, et

al. Barriers and facilitators of access to HIV prevention, care, and treatment
services among people living with HIV in Kerman, Iran: a qualitative study.
BMC Health Serv Res. 2022;22(1):1097.

Ghasemi E, Rajabi F, Majdzadeh R, Vedadhir A, Negarandeh R. Aspects
influencing Access to HIV/AIDS services among Afghan immigrants in Iran: a
qualitative study. Int J Community Based Nurs Midwifery. 2022;10(3):172-83.
Feyissa GT, Lockwood C, Woldie M, Munn Z. Reducing HIV-related stigma
and discrimination in healthcare settings: a systematic review of quantitative
evidence. PLoS ONE. 2019;14(1):¢0211298.

Sweeney S, Obure CD, Maier CB, Greener R, Dehne K, Vassall A. Costs and effi-
ciency of integrating HIV/AIDS services with other health services: a system-
atic review of evidence and experience. Sex Transm Infect. 2012;88(2):85-99.
Moradi G, Mohraz M, Gouya M, Dejman M, Alinaghi S, Rahmani K, et al. Prob-
lems of providing services to people affected by HIV/AIDS: service providers
and recipients perspectives. East Mediterr Health J. 2015;21(1):20-8.

Mey A, Plummer D, Dukie S, Rogers GD, O'Sullivan M, Domberelli A. Motiva-
tions and barriers to treatment uptake and adherence among people living
with HIV in Australia: a mixed-methods systematic review. AIDS Behav.
2017,21(2):352-85.

Chimoyi L, Tshuma N, Muloongo K, Setswe G, Sarfo B, Nyasulu PS. HIV-related
knowledge, perceptions, attitudes, and utilisation of HIV counselling and test-
ing: a venue-based intercept commuter population survey in the inner city
of Johannesburg, South Africa. Global Health Action. 2015;8(1):26950.
Tafuma TA, Mahachi N, Dziwa C, Moga T, Baloyi P, Muyambo G et al. Barriers to
HIV service utilisation by people living with HIV in two provinces of Zimba-
bwe: results from 2016 baseline assessment. South Afr J HIV Med. 2018;19(1).
Nkosi B, Seeley J, Ngwenya N, Mchunu SL, Gumede D, Ferguson J, et al.
Exploring adolescents and young people’s candidacy for utilising health
services in a rural district, South Africa. BMC Health Serv Res. 2019;19(1):1-12.
Vlyavaharkar MV, Moneyham L, Corwin S. Health care utilization: the experi-
ences of rural HIV-positive African American women. J Health Care Poor
Underserved. 2008;19(1):294-306.

Posse M, Meheus F, Van Asten H, Van Der Ven A, Baltussen R. Barriers to access
to antiretroviral treatment in developing countries: a review. Tropical Med Int
Health. 2008;13(7):904-13.

Brennan A, Morley D, O'Leary AC, Bergin CJ, Horgan M. Determinants

of HIV outpatient service utilization: a systematic review. AIDS Behav.
2015;19(1):104-19.

Giordano TP, Gifford AL, White AC Jr, Alimazor MES, Rabeneck L, Hartman C, et
al. Retention in care: a challenge to survival with HIV Infection. Clin Infect Dis.
2007;44(11):1493-9.

Speziale HS, Streubert HJ, Carpenter DR. Qualitative research in nursing:
advancing the humanistic imperative. Lippincott Williams & Wilkins; 2011.
Graneheim UH, Lundman B. Qualitative content analysis in nursing research:
concepts, procedures and measures to achieve trustworthiness. Nurse Educ
Today. 2004,24(2):105-12.

Irandoost SF, Taghdisi MH, Dehdari T, Bayangani B, Azadi NA. Obesity con-
sequences from the people’s perspective living in Kurdish regions of Iran: A
qualitative content analysis. J Educ Health Promotion. 2019;8.


https://www.unaids.org/en/resources/documents/2022/UNAIDS_FactSheet
https://www.unaids.org/en/resources/documents/2022/UNAIDS_FactSheet

SoleimanvandiAzar et al. BVIC Health Services Research

26.

27.

28.

29.

30.

32.

33.

34.

35.

36.

37.

38.

Lincoln YS, Lynham SA, Guba EG. Paradigmatic controversies, contradic-
tions, and emerging confluences, revisited. Sage Handb Qualitative Res.
2011,4(2):97-128.

Zamberia AM. HIV-related stigma and access to health care among people
living with HIV in Swaziland. Dev South Afr. 2011;28(5):669-80.

Rajeev K, Yuvaraj B, Gowda MN, Ravikumar S. Impact of HIV/AIDS on quality of
life of people living with HIV/AIDS in Chitradurga district, Karnataka. Indian J
Public Health. 2012;56(2):116.

Assefa AA, Astawesegn FH, Eshetu B. Cervical cancer screening service
utilization and associated factors among HIV positive women attending adult
ART clinic in public health facilities, Hawassa town, Ethiopia: a cross-sectional
study. BMC Health Serv Res. 2019;19(1):847.

Charles B, Jeyaseelan L, Pandian AK, Sam AE, Thenmozhi M, Jayaseelan V.
Association between stigma, depression and quality of life of people living
with HIV/AIDS (PLHA) in South India—a community based cross sectional
study. BMC Public Health. 2012;12(1):1-11.

Gottert A, McClair TL, Pulerwitz J, Friedland BA. What shapes resilience among
people living with HIV? A multi-country analysis of data from the PLHIV
Stigma Index 2.0. Aids. 2020;34(Suppl 1):19-s31.

Lacombe-Duncan A, Logie CH, Newman PA, Bauer GR, Kazemi M. A qualita-
tive study of resilience among transgender women living with HIV in
response to stigma in healthcare. AIDS Care. 2020;32(8):1008-13.

Dale SK, Reid R, Safren SA. Factors associated with resilience among

black women living with HIV and histories of trauma. J Health Psychol.
2021;26(5):758-66.

Zanoni BC, Archary M, Subramony T, Sibaya T, Psaros C, Haberer JE. Disclosure,
social support, and mental health are modifiable factors affecting engage-
ment in care of perinatally-HIV infected adolescents: a qualitative dyadic
analysis. AIDS Behav. 2021;25(1):237-48.

Ghalehkhani N, Farhoudi B, Gouya MM, Sharifi H, SeyedAlinaghi S, Kamali

K, et al. The HIV treatment cascade in people living with HIV in Iran in

2014: mixed-method study to measure losses and reasons. Int J STD AIDS.
2019;30(13):1257-64.

Jaiswal J, Singer SN, Siegel K, Lekas H-M. HIV-related ‘conspiracy beliefs". lived
experiences of racism and socio-economic exclusion among people living
with HIV in New York City. Cult Health Sex. 2019;21(4):373-86.

Padamsee TJ. The politics of prevention: lessons from the neglected history of
US HIV/AIDS policy. J Health Polit Policy Law. 2017;42(1):73-122.

Leddy AM, Turan JM, Johnson MO, Neilands TB, Kempf M-C, Konkle-Parker D
et al. Poverty stigma is associated with suboptimal HIV care and treatment
outcomes among women living with HIV in the US. AIDS (London, England).
2019;33(8):1379.

(2023) 23:1351

39.

40.

41.

42.

43.

45.

46.

47.

48.

Page 12 of 12

Msellati P, Juillet-Amari A, Prudhomme J, Akribi HA-D, Coulibaly-Traore D,
Souville M, et al. Socio-economic and health characteristics of HIV-infected
patients seeking care in relation to access to the Drug Access Initiative and to
antiretroviral treatment in Cote d'lvoire. Aids. 2003;17:63-S8.

Ogunro PS, Adeneye AK, Ogungbamigbe TO, Adewole TA, Musa AZ, Isikwei
JI. Perceptions of the benefits and affordability of antiretrovirals among
HIV-positive persons in a rural area of South-West Nigeria. Afr J AIDS Res.
2006;5(3):233-6.

Kalan ME, Han J, Taleb ZB, Fennie KP, Jafarabadi MA, Dastoorpoor M et al.
Quality of life and stigma among people living with HIV/AIDS in Iran. Hiv/Aids
(Auckland, N2). 2019;11:287.

Rueda S, Mitra S, Chen S, Gogolishvili D, Globerman J, Chambers L, et al.
Examining the associations between HIV-related stigma and health out-
comes in people living with HIV/AIDS: a series of meta-analyses. BMJ open.
2016;6(7):011453.

Tavakoli F, Karamouzian M, Rafiei-Rad AA, Iranpour A, Farrokhnia M, Noroozi
M, et al. HIV-related stigma among healthcare providers in different health-
care settings: a cross-sectional study in Kerman. Iran Int J Health Policy Man-
age. 2020;9(4):163.

Nyamathi A, Ekstrand M, Zolt-Gilburne J, Ganguly K, Sinha S, Ramakrishnan

P et al. Correlates of stigma among rural Indian women living with HIV/AIDS.
AIDS Behav. 2013;17(1):329-39.

Khodayari-Zarnaq R, Ravaghi H, Mosaddegh-rad AM, Jalilian H, Bazyar M. HIV/
AIDS policy-making in Iran: a stakeholder analysis. Int J Health Plann Manag.
2021;36(6):2351-65.

Maughan-Brown B, Venkataramani AS. Accuracy and determinants of
perceived HIV risk among young women in South Africa. BMC Public Health.
2018:18(1):1-9.

Kufa T, Maseko VD, Nhlapo D, Radebe F, Puren A, Kularatne RS. Knowledge of
HIV status and antiretroviral therapy use among sexually transmitted Infec-
tions service attendees and the case for improving the integration of services
in South Africa: a cross sectional study. Medicine. 2018,97(39).

Mumtaz GR, Hilmi N, Majed EZ, Abu-Raddad LJ. Characterising HIV/AIDS
knowledge and attitudes in the Middle East and North Africa: systematic
review and data synthesis. Glob Public Health. 2020;15(2):275-98.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.



	﻿Exploring the determinants of health service utilization among people living with HIV: a qualitative study in Iran
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Study design
	﻿Participants
	﻿Data collection
	﻿Data analysis
	﻿Trustworthiness
	﻿Ethical considerations

	﻿Results
	﻿Facilitators of health service utilization
	﻿Positive personality traits
	﻿Social factors
	﻿Structural-behavioral determinants


	﻿Inhibitors of health service utilization
	﻿Personal conditions
	﻿Insufficient knowledge and understanding of the disease
	﻿Negative consequences of disease disclosure
	﻿Difficult access to health services

	﻿Discussion
	﻿Conclusion
	﻿References


