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Abstract 

Background: Retention in clinical care is important for people living with HIV (PLWH). Evidence suggests that missed 
clinic visits are associated with interruptions in antiretroviral therapy (ART), lower CD4 counts, virologic failure, and 
overlooked coinfections. We identified factors associated with missed routine clinic visits in the African Cohort Study 
(AFRICOS).

Methods: In 2013, AFRICOS began enrolling people with and without HIV in Uganda, Kenya, Tanzania, and Nigeria. At 
enrollment and every 6 months thereafter, sociodemographic questionnaires are administered and clinical outcomes 
assessed. Missed clinic visits were measured as the self-reported number of clinic visits missed in the past 6 months 
and dichotomized into none or one or more visits missed. Logistic regression with generalized estimating equations 
was used to estimate odds ratios (ORs) and 95% confidence intervals (CIs) for associations between risk factors and 
missed visits.

Results: Between January 2013 and March 2020, 2937 PLWH were enrolled, of whom 2807 (95.6%) had initiated ART 
and 2771 had complete data available for analyses. Compared to PLWH 50+, missed clinic visits were more common 
among those 18–29 years (aOR 2.33, 95% CI 1.65–3.29), 30–39 years (aOR 1.59, 95% CI 1.19–2.13), and 40–49 years 
(aOR 1.42, 95% CI 1.07–1.89). As compared to PLWH on ART for < 2 years, those on ART for 4+ years were less likely to 
have missed clinic visits (aOR 0.72, 95% CI 0.55–0.95). Missed clinic visits were associated with alcohol use (aOR 1.34, 
95% CI 1.05–1.70), a history of incarceration (aOR 1.42, 95% CI 1.07–1.88), depression (aOR 1.47, 95% CI 1.13–1.91), 
and viral non-suppression (aOR 2.50, 95% CI 2.00–3.12). As compared to PLWH who did not miss any ART in the past 
month, missed clinic visits were more common among those who missed 1–2 days (aOR 2.09, 95% CI 1.65–2.64) and 
3+ days of ART (aOR 7.06, 95% CI 5.43–9.19).

Conclusions: Inconsistent clinic attendance is associated with worsened HIV-related outcomes. Strategies to 
improve visit adherence are especially needed for young PLWH and those with depression.
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Background
Retention in clinical care, including routine clinic 
visit attendance, is important for all people living 
with HIV (PLWH), whether feeling unwell or thriv-
ing with HIV managed as a chronic disease. Evidence 
suggests that missed routine clinic visits, often con-
sidered short treatment interruptions, are associated 
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with interruptions in antiretroviral therapy (ART), 
lower CD4 counts, virologic failure, increased risk for 
drug resistance, and overlooked coinfections [1–11]. 
Conversely, consistent clinic visit attendance provides 
opportunities for healthcare providers to evaluate for 
opportunistic infections, encourage medication adher-
ence and health promoting behaviors, manage side 
effects, detect drug toxicities, and modify ART when 
needed [12], with potential population level reductions 
in HIV transmission [9, 13].

Despite the importance of retention in HIV clinical 
care, data suggest that missing clinic visits is common, 
particularly in the first year after treatment initiation. A 
retrospective cohort study in Johannesburg, South Africa 
found that out of an anticipated five ART pickup and 
three medical visits, 26% of PLWH missed one medical 
or ART visit, 7% missed two visits, and 2% missed three 
or more visits during the first 6 months on ART [1]. 
Another retrospective cohort study of PLWH receiving 
care at a regional referral hospital in Uganda found that 
over a 20 month study period, 59% of PLWH in care had 
ever missed a scheduled clinic visit [2].

Complex socio-structural, behavioral, and economic 
factors contribute to missing clinic visits. Evidence from a 
clinical care setting in Uganda suggests that socio-struc-
tural barriers contribute to clinic visit nonadherence, 
including having to travel far to the clinic, HIV-related 
stigma, forgetting the appointment or not being able to 
take time off work, experiencing ART side effects, having 
an adequate drug supply, and food insecurity [2]. A cross-
sectional study in Johannesburg, South Africa found that 
older and more educated PLWH were more likely to miss 
clinic visits, and the most commonly reported reasons 
for missing clinic visits included transportation costs, 
being away for work or personal travel, having forgotten 
the appointment, and not feeling well [14].

In April 2021, the World Health Organization (WHO) 
published updates to guidelines initially released in 2016 
in support of a differentiated service delivery approach 
[15]. While frequent clinic attendance may be impor-
tant for certain individuals at certain times, the WHO 
supports less frequent clinical visits for stable PLWH 
to reduce the burden of care for both clients and health 
systems [15], and which has been found to be associated 
with improved engagement including decreased lateness, 
fewer medication interruptions, and decreased loss to 
follow-up [16].

While attrition from care has been well documented 
in low resource settings, including in sub-Saharan Africa 
[12, 17, 18], intermittent adherence to clinic visits is not 
as well described. We longitudinally assessed potential 
risk factors for missed clinic visits in four African coun-
tries with a high burden of HIV.

Methods
Study population
Since 2013, the African Cohort Study (AFRICOS) has 
prospectively enrolled people with and without HIV, in 
an approximate 5:1 ratio, at 12 President’s Emergency 
Plan for AIDS Relief (PEPFAR) supported facilities across 
five established US Military HIV Research Program sites: 
Uganda; South Rift Valley, Kenya; Kisumu, Kenya; Tan-
zania; and Nigeria [19, 20]. AFRICOS longitudinally 
assesses the impact of clinical practices and biological 
and socio-behavioral factors on HIV infection and dis-
ease progression in an African context. PLWH were eli-
gible for enrollment if they were 18  years or older and 
receiving HIV care at the enrolling PEPFAR clinic. Begin-
ning in January 2020 eligibility expanded to include indi-
viduals 15–17 years. Individuals who were pregnant and 
those with any significant condition that would interfere 
with study procedures were not eligible for enrollment.

The study was approved by institutional review boards 
of the Walter Reed Army Institute of Research, Mak-
erere University School of Public Health, Kenya Medical 
Research Institute, Tanzania National Institute of Medi-
cal Research, and the Nigerian Ministry of Defence. All 
participants provided written informed consent.

Data collection and measures
At enrollment and every 6 months thereafter, partici-
pants received a clinical assessment and a socio-behav-
ioral questionnaire was administered by trained study 
staff. Self-reported demographic and socio-behavioral 
variables included age; sex; marital status; education 
and employment status. To assess alcohol and drug 
use, participants were asked the following at each visit: 
“Do you consume alcohol?” and “Have you used recrea-
tional drugs, such as inhalants, consumables, or injecta-
bles?” with “yes”, “no” or “no response” response options. 
Self-reported structural factors included food secu-
rity, defined as having enough food to eat in the past 
12 months [21]; lifetime history of incarceration, defined 
as having ever spent time in prison; time and distance to 
clinic; and satisfaction with clinic waiting time.

Self-reported HIV-specific variables included HIV-
related stigma associated events, defined as experiencing 
any of the following: social isolation, physical violence, 
broken family relationships [22]; status disclosure, 
defined as disclosure to any of the following individu-
als: spouse or partner, parent, sibling, children, grand-
parents, extended family members, friend, roommate, 
church members; and ART adherence, based on the 
self-reported number of days of ART missed in the past 
30 days.

Depression was assessed at enrollment and subse-
quent visits using the 20-item Center for Epidemiological 
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Studies-Depression (CES-D) scale, and dichotomized, 
with a score of 16 or greater suggestive of depression [23, 
24]. Other clinical variables included ART status, year of 
ART initiation, and duration on ART, ascertained from 
medical record review; tuberculosis (TB) coinfection, 
diagnosed by a positive GeneXpert, mycobacterial smear 
or mycobacterial culture result; CD4 count; and viral 
load [19].

Study visits were generally scheduled to coincide with 
routine clinic visits. Routine clinical care and treatment 
for HIV and acute illnesses is performed by clinic staff 
per local standard of care. AFRICOS study staff then 
record the results of the routine clinical care (ex. lab 
results, ART prescribed) and conduct the remainder of 
study procedures.

Missed routine HIV clinic visits were based on self-
report and measured as the number of clinic visits 
missed in the past 6 months. The expected number of 
clinic visits was based on the self-reported frequency of 
follow-up visits in a 6-month period. Missed clinic visits 
were classified two ways for analyses: (1) dichotomized 
into no missed visits or one or more missed visits regard-
less of frequency of expected visits; (2) the proportion 
of expected clinic visits missed was calculated by divid-
ing the number of visits missed by the total number of 
clinic visits that were expected in the past 6 months and 
categorized into four levels as follows: 0% missed, 1–49% 
missed, 50–99% missed, 100% missed.

Participants were asked to provide a reason if they 
reported missing visits. Participants could provide more 
than one response and/or specify a free text response. 
Text responses were retrospectively recoded into an 
existing option or coded as a new option.

Statistical analyses
These analyses included PLWH on ART and were con-
ducted to address, in part, the following secondary objec-
tive of the AFRICOS protocol: describe adherence to 
HIV care and evaluate for factors associated with HIV 
clinic visit adherence. Characteristics were described for 
PLWH on ART attending routine clinic visits at their first 
study visit on ART. p-values were calculated using Pear-
son’s chi-squared and Wilcoxon rank-sum tests.

The self-reported frequency of expected clinic visits 
over time and the proportion of participants missing one 
or more clinic visits by frequency of routine clinic visits 
were analyzed descriptively. Reasons for missing clinic 
visits were also analyzed descriptively.

Logistic regression with generalized estimating equa-
tions, clustered by participant to account for repeated 
measures, was used to estimate unadjusted and adjusted 
odds ratios (ORs) and 95% confidence intervals (CIs) 
for factors potentially associated with missed HIV clinic 

visits in the previous 6-month period. All potential risk 
factors specified a priori were included in the adjusted 
model regardless of significance of the association. We 
tested for multicollinearity using the variable inflation 
factor (VIF); all variables included in the adjusted model 
had a VIF < 2. Analyses were restricted to complete cases 
only.

We ran a sensitivity analysis using multinomial logistic 
regression to assess factors associated with the propor-
tion of expected visits missed in the previous 6-month 
period, comparing the following categories of propor-
tions of expected visits missed to participants who 
missed zero percent of their expected visits: 1–49% 
missed, 50–99% missed, 100% missed. To account for 
multiple visits by a participant, analyses were clustered 
on participant and included a robust variance estima-
tor. Like the main model, all potential predictors were 
included in the fully adjusted model.

Analyses were performed in SAS version 9.3 (SAS 
Institute, Cary, North Carolina) and Stata version 16.0 
(StataCorp, College Station, Texas).

Results
Characteristics of the study population
Between January 2013 and March 2020, 3551 partici-
pants were enrolled, including 2937 (82.7%) PLWH, of 
whom 2807 (95.6%) had record of initiating ART at any 
point before or during follow-up. After restricting to 
complete cases for all covariates including the outcome 
of interest, 2771 PLWH on ART were included in further 
analyses. For the participants included in these analy-
ses, enrollment and follow-up visits occurred between 
January 2013 and March 2020, with a median follow-up 
time of 3.6 (interquartile range (IQR) 2.1–4.8) years; 203 
(7.3%) participants contributed only one visit.

At the first study visit included in these analyses, the 
median age of participants was 38.9  years ((IQR 31.9–
46.4  years) and 1620 (58.5%) were female (Table  1). 
The median distance was 8  km (IQR 4–16  km) and the 
median time to clinic was 50 min (IQR 30–90 min).

Frequency of expected clinic visits
The self-reported frequency of clinic visits expected in 
the 6-month period prior to a study visit varied by par-
ticipant. Figure 1 presents the self-reported frequency of 
expected clinic visits at the first study visit included by 
year. There was a shift toward fewer clinical visits over 
time (p < 0.001). The proportion of participants missing 
one or more clinic visits was greater among those with 
clinic visits scheduled for every 3 months or more fre-
quently (p = 0.02; Fig. 2).
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Table 1 Characteristics of AFRICOS participants living with HIV on ART attending routine HIV clinic visits at first study visit on 
antiretroviral therapy, by missed visit status

Total
(n = 2771)

No missed visits
(n = 2581)

Missed visits
(n = 190)

p-value

Age at visit (years) 0.11

 18–29 528 (19.1%) 484 (18.8%) 44 (23.2%)

 30–39 979 (35.3%) 905 (35.1%) 74 (38.9%)

 40–49 788 (28.4%) 739 (28.6%) 49 (25.8%)

 50+ 476 (17.2%) 453 (17.6%) 23 (12.1%)

Sex 0.10

 Male 1151 (41.5%) 1083 (42.0%) 68 (35.8%)

 Female 1620 (58.5%) 1498 (58.0%) 122 (64.2%)

Program site  < 0.001
 Kayunga, Uganda 474 (17.1%) 424 (16.4%) 50 (26.3%)

 South Rift Valley, Kenya 987 (35.6%) 922 (35.7%) 65 (34.2%)

 Kisumu West, Kenya 498 (18.0%) 466 (18.1%) 32 (16.8%)

 Mbeya, Tanzania 520 (18.8%) 505 (19.6%) 15 (7.9%)

 Abuja and Lagos Nigeria 292 (10.5%) 264 (10.2%) 28 (14.7%)

Marital status 0.08

 Not married 1203 (43.4%) 1109 (43.0%) 94 (49.5%)

 Married 1568 (56.6%) 1472 (57.0%) 96 (50.5%)

Education 0.25

 None or some primary 907 (32.7%) 836 (32.4%) 71 (37.4%)

 Primary or some secondary 1094 (39.5%) 1029 (39.9%) 65 (34.2%)

 Secondary and above 770 (27.8%) 716 (27.7%) 54 (28.4%)

Employment status  < 0.01
 Unemployed 1667 (60.2%) 1570 (60.8%) 97 (51.1%)

 Employed 1104 (39.8%) 1011 (39.2%) 93 (48.9%)

Alcohol use  < 0.01
 No 2330 (84.1%) 2185 (84.7%) 145 (76.3%)

 Yes 441 (15.9%) 396 (15.3%) 45 (23.7%)

Recreational drug use 0.44

 No 2706 (97.7%) 2522 (97.7%) 184 (96.8%)

 Yes 65 (2.3%) 59 (2.3%) 6 (3.2%)

Enough food to  eata 0.20

 No 934 (33.7%) 878 (34.0%) 56 (29.5%)

 Yes 1837 (66.3%) 1703 (66.0%) 134 (70.5%)

Ever incarcerated 0.02
 No 2477 (89.4%) 2317 (89.8%) 160 (84.2%)

 Yes 294 (10.6%) 264 (10.2%) 30 (15.8%)

Distance to clinic 0.27

 < 10 km 1439 (51.9%) 1333 (51.6%) 106 (55.8%)

 10+ km 1332 (48.1%) 1248 (48.4%) 84 (44.2%)

Time to clinic 0.77

 ≤ 30 min 1081 (39.0%) 1005 (38.9%) 76 (40.0%)

 > 30 min 1690 (61.0%) 1576 (61.1%) 114 (60.0%)

Waiting time 0.24

 Satisfied 2356 (85.0%) 2200 (85.2%) 156 (82.1%)

 Needs to improve 415 (15.0%) 381 (14.8%) 34 (17.9%)

Depressionb 0.19

 No 2405 (86.8%) 2246 (87.0%) 159 (83.7%)

 Yes 366 (13.2%) 335 (13.0%) 31 (16.3%)
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Factors associated with missed visits
As compared to PLWH aged 50 years and older, missed 
clinic visits were more common among those aged 
18–29 years (aOR 2.33, 95% CI 1.65–3.29), 30–39 years 
(aOR 1.59, 95% CI 1.19–2.13) and 40–49  years (aOR 
1.42, 95% CI 1.07–1.89; Table 2). Those in Nigeria had 
higher odds of missing visits (aOR 1.53, 95% CI 1.04–
2.27) and those in Tanzania had lower odds of missing 
visits (aOR 0.30, 95% CI 0.19–0.47) as compared to par-
ticipants in Uganda. As compared to PLWH who had 

been on ART for less than 2 years, those who had been 
on ART for 4 years or more were less likely to have 
missed clinic visits (aOR 0.72, 95% CI 0.55–0.95).

As compared to those who lived 30 min or less away 
from the clinic, missed clinic visits were less com-
mon among those who traveled longer than 30 min to 
the clinic (aOR 0.79, 95% CI 0.67–0.94). In the unad-
justed model, dissatisfaction with clinic waiting times 
was associated with an increased odds of missing 
clinic visits (OR 1.34, 95% CI 1.03–1.73); however, this 

Table 1 (continued)

Total
(n = 2771)

No missed visits
(n = 2581)

Missed visits
(n = 190)

p-value

TB  diagnosisc 0.49

 No 2690 (97.1%) 2504 (97.0%) 186 (97.9%)

 Yes 81 (2.9%) 77 (3.0%) 4 (2.1%)

Year started ART 0.65

 1999–2005 95 (3.4%) 89 (3.4%) 6 (3.2%)

 2006–2010 731 (26.4%) 683 (26.5%) 48 (25.3%)

 2011–2015 1326 (47.9%) 1227 (47.5%) 99 (52.1%)

 2016–2019 619 (22.3%) 582 (22.5%) 37 (19.5%)

Duration on ART 0.38

 < 2 years 1564 (56.4%) 1460 (56.6%) 104 (54.7%)

 ≥ 2 years to < 4 years 348 (12.6%) 318 (12.3%) 30 (15.8%)

 ≥ 4 years 859 (31.0%) 803 (31.1%) 56 (29.5%)

Experienced HIV  stigmad 0.41

 No 2521 (91.0%) 2345 (90.9%) 176 (92.6%)

 Yes 250 (9.0%) 236 (9.1%) 14 (7.4%)

Disclosed HIV  statuse 0.15

 No 450 (16.2%) 412 (16.0%) 38 (20.0%)

 Yes 2321 (83.8%) 2169 (84.0%) 152 (80.0%)

Missed days of ART in past month  < 0.001
 No days missed 2344 (84.6%) 2227 (86.3%) 117 (61.6%)

1–2 days missed 306 (11.0%) 266 (10.3%) 40 (21.1%)

 3+ days missed 121 (4.4%) 88 (3.4%) 33 (17.4%)

CD4 count 0.38

 < 200 cells/mm3 420 (15.2%) 387 (15.0%) 33 (17.4%)

 ≥ 200 cells/mm3 2351 (84.8%) 2194 (85.0%) 157 (82.6%)

Viral load  < 0.001
 < 1000 copies/mL 2418 (87.3%) 2269 (87.9%) 149 (78.4%)

 ≥ 1000 copies/mL 353 (12.7%) 312 (12.1%) 41 (21.6%)

Between January 2013 and March 2020, people living with HIV were enrolled at 12 HIV clinics in Kenya, Uganda, Tanzania, and Nigeria. Characteristics are summarized 
from their first study visit on antiretroviral therapy, which may have been at enrollment into the cohort or later if they were ART-naïve at enrollment. Missed clinic visits 
were based on self-report and defined as one or more missed clinic visits in the past 6 months. Data are presented as n (column %). P-values were calculated using 
Pearson’s chi-squared tests and statistically significant p-values (p < 0.05) are shown in bold
a Enough food to eat in the past 12 months
b Center for Epidemiologic Studies Depression (CES-D) Scale score, dichotomized with a score of 16 or greater suggestive of depression
c Tuberculosis (TB) coinfection, diagnosed by a positive GeneXpert, mycobacterial smear or mycobacterial culture result
d Participants were defined as experiencing stigma if they had experienced any of the following: social isolation, physical violence, broken family relationships
e Disclosure status was defined as disclosure to any of the following individuals: spouse/partner, parent, sibling, children, grandparents, extended family members, 
friend, roommate, church members
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association did not remain significant after adjusting 
for other factors.

As compared to PLWH who did not use alcohol in the 
past 6 months, those who used alcohol were more likely 
to have missed HIV clinic visits in the same 6-month 
period (aOR 1.34, 95% CI 1.05–1.70). A lifetime history 
of incarceration was associated with increased odds of 
missing routine clinic visits (aOR 1.42, 95% CI 1.07–
1.88). As compared to those without depression, miss-
ing clinic visits was more common among those with a 
CES-D score suggestive of clinical depression (aOR 1.47, 
95% CI 1.13–1.91).

As compared to PLWH who did not miss any days of 
ART in the past month, missed clinic visits were more 
common among those who missed 1–2  days of ART 
(aOR 2.09, 95% CI 1.65–2.64) and 3 or more days of ART 
(aOR 7.06, 95% CI 5.43–9.19). Missed clinic visits in the 
past 6 months were also more common among those 
with a viral load ≥ 1000 copies/mL as compared to those 
with a viral load < 1000 copies/mL (aOR 2.50, 95% CI 
2.00–3.12).

Reasons for missing visits
Among 352 unique participants missing HIV clinic visits 
in the 6 months prior to any study visit, the top five rea-
sons for missing clinic visits included: did not have time 
(n = 107, 30.4%), transportation issues (n = 102, 29.0%), 
travel (n = 84, 23.9%), forgot about the appointment or 
lost appointment card (n = 53, 15.1%) and felt ill (n = 31, 
8.8%) (Fig. 3).

Sensitivity analyses
The findings of the primary analysis were robust to a 
sensitivity analysis using multinomial logistic regression 
to assess factors associated with of the proportion of 
expected visits missed in the previous 6-months (Addi-
tional file 1: Tables S1, S2, S3). Similar to the main analy-
sis, younger age, program site, shorter duration on ART, 
travel time to clinic, alcohol use, depression, more missed 
days of ART, and unsuppressed viral load were associ-
ated with missed clinic visits in the previous 6-months. 
Of note, HIV status disclosure and CD4 count < 200 cells/
mm3 were significantly associated with missing 100% of 
expected visits as compared to missing 0% of expected 
visits after adjustment, and history of incarceration was 
not significantly associated with missing visits, which was 
dissimilar to the primary analysis.

Discussion
Missed clinic visits were more common among younger 
PLWH, those who had been on ART for less time, and 
those with depression, higher viral load, ART non-adher-
ence, alcohol dependence, and a history of incarceration.

Fig. 1 Frequency of expected clinic visits by year; p < 0.001. The 
p-value was calculated using a Pearson’s chi-squared test. Between 
January 2013 and March 2020, people living with HIV were enrolled at 
12 HIV clinics in Kenya, Uganda, Tanzania, and Nigeria. The frequency 
of expected clinic visits is from their first study visit on antiretroviral 
therapy, which may have been at enrollment into the cohort or later 
if they were ART-naïve at enrollment. The frequency of expected 
clinic visits describes how often clients reported they were expected 
to attend routine clinic visits in the 6-month period prior to the study 
visit and is based on self-report

Fig. 2 Proportion of participants missing one or more clinic visits by 
frequency of routine clinic visits; p = 0.02. The p-value was calculated 
using a Pearson’s chi-squared test. Between January 2013 and March 
2020, people living with HIV were enrolled at 12 HIV clinics in Kenya, 
Uganda, Tanzania, and Nigeria. The frequency of expected clinic visits 
is from their first study visit on antiretroviral therapy, which may have 
been at enrollment into the cohort or later if they were ART-naïve 
at enrollment. Missed HIV clinic visits were based on self-report and 
measured as the number of clinic visits missed in the past 6 months. 
The frequency of expected clinic visits describes how often clients 
reported they were expected to attend routine clinic visits in the 
6-month period prior to the study visit and is based on self-report
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Table 2 Unadjusted and adjusted logistic regression models comparing factors collected at 6-monthly study visits with missing one 
or more routine HIV clinic visits in the previous 6-months

Unadjusted OR (95% CI) Adjusted OR (95% CI)

Age at visit (years)

 18–29 3.23 (2.33–4.48) 2.33 (1.65–3.29)
 30–39 2.26 (1.68–3.02) 1.59 (1.19–2.13)
 40–49 1.67 (1.25–2.24) 1.42 (1.07–1.89)
 50+ Ref. –

Sex

 Male Ref. –

 Female 1.14 (0.94–1.38) 1.17 (0.95–1.44)

Program site

 Kayunga, Uganda Ref. –

 South Rift Valley, Kenya 0.62 (0.48–0.80) 0.78 (0.56–1.10)

 Kisumu West, Kenya 0.57 (0.44–0.75) 0.69 (0.48–1.01)

 Mbeya, Tanzania 0.33 (0.23–0.47) 0.30 (0.19–0.47)
 Abuja and Lagos Nigeria 2.14 (1.64–2.80) 1.53 (1.04–2.27)

Marital status

 Not married Ref. –

 Married 0.84 (0.70–1.00) 0.90 (0.75–1.09)

Education

 None or some primary Ref. –

 Primary or some secondary 0.80 (0.65–0.99) 0.84 (0.67–1.05)

 Secondary and above 1.24 (0.99–1.54) 0.85 (0.64–1.13)

Employment status

 Unemployed 0.62 (0.52–0.73) 1.04 (0.81–1.35)

 Employed Ref. –

Alcohol use

 No Ref. –

 Yes 1.77 (1.41–2.20) 1.34 (1.05–1.70)
Recreational drug use

 No Ref. –

 Yes 1.65 (0.90–3.03) 0.97 (0.51–1.85)

Enough food to  eata

 No Ref. –

 Yes 0.96 (0.81–1.14) 1.03 (0.84–1.26)

Ever incarcerated

 No Ref. –

 Yes 1.48 (1.15–1.92) 1.42 (1.07–1.88)
Distance to clinic

 < 10 km Ref. –

 10+ km 1.17 (0.98–1.40) 1.16 (0.95–1.40)

Time to clinic

 ≤ 30 min Ref. –

 > 30 min 0.86 (0.73–1.01) 0.79 (0.67–0.94)
Waiting time

 Satisfied Ref. –

 Needs to improve 1.34 (1.03–1.73) 1.18 (0.87–1.60)

Depressionb

 No Ref. –

 Yes 1.83 (1.46–2.28) 1.47 (1.13–1.91)
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We found that young PLWH and those on ART for less 
time were more likely to miss routine clinic visits. This 
finding provides rationale for existing PEPFAR initia-
tives, including differentiated service delivery and client-
centered approaches that allow care to better fit into a 
client’s life without adding extra burden, thus support-
ing adherence and engagement. Adolescents and young 
adults living with HIV have worse treatment adherence 
and viral suppression and are more likely to be lost to fol-
low-up compared to older adults [25–30]. Furthermore, 
young people are behaviorally at highest risk for sexually 

transmitted infections [30, 31]. Strategies that provide 
quality care with minimal burden for young PLWH is 
critical.

Although we did not find longer travel times to be a 
barrier to attending clinic visits nor did we observe any 
significant associations between clinic waiting time and 
missing visits, the top two self-reported reasons for miss-
ing visits were not having enough time and transporta-
tion issues. Clinic accessibility and long clinic waiting 
times have previously been reported as reasons for inter-
mittent adherence to care [2, 12, 32, 33]. It is important 

Table 2 (continued)

Unadjusted OR (95% CI) Adjusted OR (95% CI)

TB  diagnosisc

 No Ref. –

 Yes 0.71 (0.28–1.82) 0.60 (0.25–1.43)

Year started ART 

 1999–2005 Ref. –

 2006–2010 0.85 (0.45–1.60) 0.80 (0.41–1.55)

 2011–2015 1.58 (0.86–2.92) 0.90 (0.46–1.78)

 2016–2019 1.39 (0.74–2.64) 0.79 (0.39–1.62)

Duration on ART 

 < 2 years Ref. –

 ≥ 2 years to < 4 years 0.85 (0.71–1.02) 0.98 (0.80–1.20)

 ≥ 4 years 0.52 (0.43–0.63) 0.72 (0.55–0.95)
Experienced HIV  stigmad

 No Ref. –

 Yes 1.68 (1.17–2.42) 1.07 (0.72–1.59)

Disclosed HIV  statuse

 No Ref. –

 Yes 1.09 (0.93–1.28) 1.08 (0.90–1.31)

Missed days of ART in past month

 No days missed Ref. –

 1–2 days missed 2.52 (2.03–3.12) 2.09 (1.65–2.64)
 3+ days missed 11.19 (8.86–14.14) 7.06 (5.43–9.19)

CD4 count

 < 200 cells/mm3 1.81 (1.44–2.27) 1.28 (1.00–1.66)

 ≥ 200 cells/mm3 Ref. –

Viral load

 < 1000 copies/mL Ref. –

 ≥ 1000 copies/mL 3.32 (2.72–4.05) 2.50 (2.00–3.12)

Logistic regression with generalized estimating equations, clustered by participant to account for repeated measures, was used to estimate unadjusted and adjusted 
odds ratios (ORs) and 95% confidence intervals (CIs) for factors potentially associated with missed HIV clinic visits in the previous 6-month period. All potential risk 
factors specified a priori were included in the adjusted model regardless of significance of the association. We tested for multicollinearity using the variable inflation 
factor (VIF); all variables included in the adjusted model had a VIF < 2. Analyses were restricted to complete cases only. Bold indicates significance at p < 0.05
a Enough food to eat in the past 12 months
b Center for Epidemiologic Studies Depression (CES-D) Scale score, dichotomized with a score of 16 or greater suggestive of depression
c Tuberculosis (TB) coinfection, diagnosed by a positive GeneXpert, mycobacterial smear or mycobacterial culture result
d Participants were defined as experiencing stigma if they had experienced any of the following: social isolation, physical violence, broken family relationships
e Disclosure status was defined as disclosure to any of the following individuals: spouse/partner, parent, sibling, children, grandparents, extended family members, 
friend, roommate, church members
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to note that PLWH are not a homogenous group, as 
evidence suggests that some individuals value the clinic 
experience and may accept more frequent visits, while 
others value ease of access and would accept longer wait-
ing times and a rude provider to have less frequent visits 
[34]. Nonetheless, our findings provide support for cli-
ent-centered approaches and differentiated service deliv-
ery options such as decentralized drug distribution and 
telemedicine consults that could reduce the burden of 
accessing care for both clinic clients and health systems, 
and which may improve engagement across a spectrum 
of client preferences [16].

Missed clinic visits were more common among those 
with clinical depression and those reporting alcohol use. 
A prior assessment of depression in AFRICOS found 
that 18–25% of PLWH met criteria for clinical depres-
sion and that depression was associated with higher viral 
load independent of ART adherence [35]. Interactions 
between alcohol use, risk-taking behaviors, ART non-
adherence and poor treatment outcomes among PLWH 
are well established [36–39]. There is precise need for 
better mental health care including treatment of alcohol 
dependence to facilitate clinical engagement and over-
all wellbeing among PLWH. Additionally, we found that 

a lifetime history of incarceration was associated with 
missing routine clinic visits. Strategies to identify and 
support vulnerable prisoners and previously incarcerated 
individuals should be considered so that potential rein-
carceration doesn’t lead to intermittent adherence and 
development of drug resistance.

Consistent with prior studies [1–11], we found that 
missed visits were associated with higher viral load and 
ART non-adherence. While we were unable to deter-
mine the direction of these associations in these explora-
tory analyses, these findings suggest interdependence 
between missed clinic visits, ART non-adherence and 
viral suppression, and highlight potential drivers of or 
consequences of missed visits, emphasizing the impor-
tance of quality care and engagement for successful 
treatment outcomes. These associations warrant further 
investigations to ascertain causal pathways.

This study has several limitations, including that fre-
quency of and adherence to clinic visits was based on 
self-report, and potentially influenced by social desir-
ability bias. This may result in an underestimation of 
individuals missing visits or the true number of missed 
visits. Additionally, we are likely capturing factors associ-
ated with clients’ perception of their retention, not with 

Fig. 3 Reasons for not attending HIV clinic visits in the past 6 months. There were 352 unique participants who missed HIV clinic visits in the 6 
months prior to any study visit. Participants could provide more than one response and/or specify a free text response. Free text responses were 
retrospectively recoded into an existing option or coded as a new category. Free text (unsolicited) responses are indicated as such
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retention itself, which may not be the same. Exclusion 
from enrollment of certain individuals may have intro-
duced selection bias if these individuals were at higher 
risk for missing visits. The small proportion reporting 
missed visits may alternatively reflect that participants 
enrolled in a clinic-based cohort study are more moti-
vated to stay engaged in care than the general population 
of PLWH. We were unable to assess whether those who 
missed study visits were also more likely to miss clinic 
visits, as data on missed clinic visits is not collected when 
a study visit is missed. We were also unable to account 
for history of missed visits which may be associated with 
future missed visits. We acknowledge that the CES-D 
scale contains items that are not context-specific for 
sub-Saharan Africa and therefore complicate interpreta-
tion of findings related to depression in our study. As we 
were not able to determine the direction of the associa-
tions observed, it may be reasonable to posit that clinic 
attendance influences overall health and wellness among 
PLWH. Finally, we could not adequately explore site level 
differences that may help to explain important structural, 
social, or cultural heterogeneity that impact clinic visit 
adherence. Future studies should interrogate site-specific 
factors that may be associated with or protective against 
missing clinic visits.

Conclusions
Associations with missed clinic visits corroborates exist-
ing literature on intermittent clinic adherence and sup-
ports the need for strategies targeted at engaging youth 
and those with depression. Furthermore, our findings 
provide support for existing client-centered approaches 
and differentiated service delivery options, as endorsed 
by the World Health Organization, that simplify HIV 
services and adapt to the evolving needs of PLWH. Com-
munity-based participatory research and PLWH-led 
interventions are likely crucial for successfully adapting 
services to specific local contexts.

Abbreviations
AFRICOS: African Cohort Study; AIDS: Acquired immune deficiency syndrome; 
ART : Antiretroviral therapy; BMI: Body mass index; CES-D: Center for Epidemio-
logical Studies-Depression; CI: Confidence interval; HIV: Human immunodefi-
ciency virus; IQR: Interquartile range; IRB: Institutional review board; OR: Odds 
ratio; PEPFAR: President’s emergency plan for AIDS relief; PLWH: People living 
with HIV; TB: Tuberculosis; VIF: Variable inflation factor; WHO: World Health 
Organization.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12981- 021- 00425-0.

Additional file 1. Additional tables.

Acknowledgements
We thank the study participants, local implementing partners, and hospital 
leadership at Kayunga District Hospital, Kericho District Hospital, AC Litein 
Mission Hospital, Kapkatet District Hospital, Tenwek Mission Hospital, Kapsabet 
District Hospital, Nandi Hills District Hospital, Kisumu West District Hospital, 
Mbeya Zonal Referral Hospital, Mbeya Regional Referral Hospital, Defence 
Headquarters Medical Center, and the 68th Nigerian Army Reference Hospital. 
We would also like to thank the AFRICOS Study Group – from the US Military 
HIV Research Program Headquarters Group: Danielle Bartolanzo, Alexus 
Reynolds, Katherine Song, Mark Milazzo, Leilani Francisco, Steven Schech, 
Badryah Omar, Tsedal Mebrahtu, Elizabeth Lee, Kimberly Bohince, Ajay Parikh, 
Jaclyn Hern, Emma Duff, Kara Lombardi, Michelle Imbach, and Leigh Anne 
Eller; from the AFRICOS Uganda Group: Hannah Kibuuka, Michael Semw-
ogerere, Prossy Naluyima, Godfrey Zziwa, Allan Tindikahwa, Claire Nakazzi 
Bagenda, Hilda Mutebe, Cate Kafeero, Enos Baghendaghe, William Lwebuge, 
Freddie Ssentogo, Hellen Birungi, Josephine Tegamanyi, Paul Wangiri, Christine 
Nabanoba, Phiona Namulondo, Richard Tumusiime, Ezra Musingye, Christina 
Nanteza, Joseph Wandege, Michael Waiswa, Evelyn Najjuma, Olive Mag-
gaga, Isaac Kato Kenoly, and Barbara Mukanza; from the AFRICOS South Rift 
Valley, Kenya Group: Jonah Maswai, Rither Langat, Aaron Ngeno, Lucy Korir, 
Raphael Langat, Francis Opiyo, Alex Kasembeli, Christopher Ochieng, Japhet 
Towett, Jane Kimetto, Brighton Omondi, Mary Leelgo, Michael Obonyo, Linner 
Rotich, Enock Tonui, Ella Chelangat, Joan Kapkiai, Salome Wangare, Zeddy Bett 
Kesi, Janet Ngeno, Edwin Langat, Kennedy Labosso, Joshua Rotich, Leonard 
Cheruiyot, Enock Changwony, Mike Bii, Ezekiel Chumba, Susan Ontango, 
Danson Gitonga, Samuel Kiprotich, Bornes Ngtech, Grace Engoke, Irene Metet, 
Alice Airo, and Ignatius Kiptoo; from the AFRICOS Kisumu, Kenya Group: John 
Owuoth, Valentine Sing’oei, Winne Rehema, Solomon Otieno, Celine Ogari, 
Elkanah Modi, Oscar Adimo, Charles Okwaro, Christine Lando, Margaret 
Onyango, Iddah Aoko, Kennedy Obambo, Joseph Meyo, and George Suja; 
from the AFRICOS Abuja, Nigeria Group: Michael Iroezindu, Yakubu Adamu, 
Nnamdi Azuakola, Mfreke Asuquo, Abdulwasiu Bolaji Tiamiyu, Afoke Kokogho, 
Samirah Sani Mohammed, Ifeanyi Okoye, Sunday Odeyemi, Aminu Suleiman, 
Lawrence C. Umeji, Onome Enas, Miriam Ayogu, Ijeoma Chigbu-Ukaegbu, 
Wilson Adai, Felicia Anayochukwu Odo, Rabi Abdu, Roseline Akiga, Helen 
Nwandu, Chisara Sylvestina Okolo, Ogundele Taiwo, Otene Oche Ben, Nicholas 
Innocent Eigege, Tony Ibrahim Musa, Juliet Chibuzor Joseph, Ndubuisi C. 
Okeke; from the AFRICOS Lagos, Nigeria Group: Zahra Parker, Nkechinyere 
Elizabeth Harrison, Uzoamaka Concilia Agbaim, Olutunde Ademola Adegbite, 
Ugochukwu Linus Asogwa, Adewale Adelakun, Chioma Ekeocha, Victoria Idi, 
Rachel Eluwa, Jumoke Titilayo Nwalozie, Igiri Faith, Blessing Irekpitan Wilson, 
Jacinta Elemere, Nkiru Nnadi, Francis Falaju Idowu, Ndubuisi Rosemary, Amaka 
Natalie Uzeogwu, Theresa Owanza Obende, Ifeoma Lauretta Obilor, Doris 
Emekaili, Edward Akinwale, and Inalegwu Ochai; from the AFRICOS Mbeya, 
Tanzania Group: Lucas Maganga, Emmanuel Bahemana, Samoel Khamadi, 
John Njegite, Connie Lueer, Abisai Kisinda, Jaquiline Mwamwaja, Faraja Mbw-
ayu, Gloria David, Mtasi Mwaipopo, Reginald Gervas, Dorothy Mkondoo, Nancy 
Somi, Paschal Kiliba, Ephrasia Mwalongo, Gwamaka Mwaisanga, Johnisius 
Msigwa, Hawa Mfumbulwa, Peter Edwin, Willyhelmina Olomi.

Prior presentation
This work was presented, in part, at AIDS 2020: Virtual, 6-10 July 2020, Virtual.

Disclaimer
The views expressed are those of the authors and should not be construed 
to represent the positions of the US Army or the Department of Defense. The 
investigators have adhered to the policies for protection of human subjects as 
prescribed in Army Regulation 70-25.

Authors’ contributions
JA, ND, and AE conceived of the presented research idea. MI, EB, HK, JM, 
and JO carried out the data collection, laboratory activities and reviewed 
the collected data for quality and reliability. ND and AE designed the model 
and the computational framework and analyzed the data. ND, AE, JA, and TC 
contributed to the interpretation of the results. ND took the lead in writing 
the manuscript. CP and JA oversaw overall direction and planning. All authors 
provided critical feedback and helped shape the research, analysis, and manu-
script. All authors read and approved the final manuscript.

https://doi.org/10.1186/s12981-021-00425-0
https://doi.org/10.1186/s12981-021-00425-0


Page 11 of 12Dear et al. AIDS Research and Therapy            (2022) 19:1  

Funding
This work was supported by the President’s Emergency Plan for AIDS Relief via 
a cooperative agreement between the Henry M. Jackson Foundation for the 
Advancement of Military Medicine, Inc., and the U.S. Department of Defense 
[W81XWH-11-2-0174, W81XWH-18-2-0040].

Availability of data and materials
The Henry M. Jackson Foundation for the Advancement of Military Medicine 
(HJF) and the Water Reed Army Institute of Research (WRAIR) are commit-
ted to safeguarding the privacy of research participants. Distribution of data 
will require compliance with all applicable regulatory and ethical processes, 
including establishment and approval of an appropriate data-sharing agree-
ment. To request a minimal data set, please contact the data coordinating and 
analysis center (DCAC) at PubRequest@hivresearch.org and indicate the RV329 
study along with the name of the manuscript.

Declarations

Ethics approval and consent to participate
The study was approved by institutional review boards of the Walter Reed 
Army Institute of Research, Makerere University School of Public Health, Kenya 
Medical Research Institute, Tanzania National Institute of Medical Research, 
and the Nigerian Ministry of Defence. All participants provided written 
informed consent.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 U.S. Military HIV Research Program, Walter Reed Army Institute of Research, 
Silver Spring, MD, USA. 2 Henry M. Jackson Foundation for the Advancement 
of Military Medicine, 6720A Rockledge Dr, Suite 400, Bethesda, MD 20817, USA. 
3 HJF Medical Research International, Abuja, Nigeria. 4 HJF Medical Research 
International, Mbeya, Tanzania. 5 Makerere University Walter Reed Project, Kam-
pala, Uganda. 6 U.S. Army Medical Research Directorate - Africa, Kericho, Kenya. 
7 HJF Medical Research International, Kisumu, Kenya. 

Received: 16 March 2021   Accepted: 15 December 2021

References
 1. Brennan AT, Maskew M, Sanne I, Fox MP. The importance of clinic attend-

ance in the first six months on antiretroviral treatment: a retrospective 
analysis at a large public sector HIV clinic in South Africa. J Int AIDS Soc. 
2010;13(1):49.

 2. Nabaggala MS, Parkes-Ratanshi R, Kasirye R, Kiragga A, Castlenuovo B, 
Ochaka I, et al. Re-engagement in HIV care following a missed visit in 
rural Uganda. BMC Res Notes. 2018;11(1):9–13. https:// doi. org/ 10. 1186/ 
s13104- 018- 3865-9.

 3. Park WB, Choe PG, Kim SH, Jo JH, Bang JH, Kim HB, et al. One-year adher-
ence to clinic visits after highly active antiretroviral therapy: a predictor of 
clinical progress in HIV patients. J Intern Med. 2007;261(3):268–75.

 4. Rastegar DA, Fingerhood MI, Jasinski DR. Highly active antiretroviral 
therapy outcomes in a primary care clinic. AIDS Care. 2003;15(2):231–7. 
https:// doi. org/ 10. 1080/ 09540 12031 00006 8371.

 5. Zinski A, Westfall AO, Gardner LI, Giordano TP, Wilson TE, Drainoni ML, 
et al. The contribution of missed clinic visits to disparities in HIV viral load 
outcomes. Am J Public Health. 2015;105(10):2068–75.

 6. Walburn A, Swindells S, Fisher C, High R, Islam KM. Missed visits and 
decline in CD4 cell count among HIV-infected patients: a mixed method 
study. Int J Infect Dis. 2012;16(11):e769–75. https:// doi. org/ 10. 1016/j. ijid. 
2012. 06. 004.

 7. Horberg MA, Hurley LB, Silverberg MJ, Klein DB, Quesenberry CP, 
Mugavero MJ. Missed office visits and risk of mortality among 

hiv-infected subjects in a large healthcare system in the United States. 
AIDS Patient Care STDS. 2013;27(8):442–9.

 8. Mugavero MJ, Lin H, Willig JH, Westfall AO, Ulett KB, Routman JS, et al. 
Missed visits and mortality among patients establishing initial outpatient 
HIV treatment. Clin Infect Dis. 2009;48(2):248–56.

 9. Mugavero MJ, Amico KR, Westfall AO, Crane HM, Zinski A, Willig JH, et al. 
Early retention in HIV care and viral load suppression. J Acquir Immune 
Defic Syndr. 2012;59(1):86–93.

 10. Berg MB, Safren SA, Mimiaga MJ, Grasso C, Boswell S, Mayer KH. Nonad-
herence to medical appointments is associated with increased plasma 
HIV RNA and decreased CD4 cell counts in a community-based HIV 
primary care clinic. AIDS Care. 2005;17(7):902–7. https:// doi. org/ 10. 1080/ 
09540 12050 01016 58.

 11. Lucas GM, Chaisson RE, Moore RD. Highly active antiretroviral therapy 
in a large urban clinic: risk factors for virologic failure and adverse drug 
reactions. Ann Intern Med. 1999;131(2):81–7. https:// doi. org/ 10. 7326/ 
0003- 4819- 131-2- 19990 7200- 00002.

 12. Geng EH, Nash D, Kambugu A, Zhang Y, Braitstein P, Christopoulos KA, 
et al. Retention in care among HIV-infected patients in resource-limited 
settings: emerging insights and new directions elvin. J Econ Behav Stud. 
2010;10(6A):177–85.

 13. Mugavero MJ, Davila JA, Nevin CR, Giordano TP. From access to engage-
ment: measuring retention in outpatient HIV clinical care. AIDS Patient 
Care STDS. 2010;24(10):607–13.

 14. Barry A, Ford N, El-Khatib Z. Factors for incomplete adherence to antiret-
roviral therapy including drug refill and clinic visits among older adults 
living with human immunodeficiency virus—cross-sectional study in 
South Africa. Trop Med Int Heal. 2018;23(3):270–8.

 15. World Health Organization. Service delivery for the treatment and care of 
people living with HIV guidelines. 2021.

 16. Mody A, Roy M, Sikombe K, Savory T, Holmes C, Bolton-Moore C, et al. 
Improved retention with 6-month clinic return intervals for stable human 
immunodeficiency virus-infected patients in Zambia. Clin Infect Dis. 
2018;66(2):237–43.

 17. Janssen S, Wieten RW, Stolp S, Cremers AL, Rossatanga EG, Klipstein-
Grobusch K, et al. Factors associated with retention to care in an HIV clinic 
in Gabon, central Africa. PLoS ONE. 2015;10(10):1–14.

 18. Hassan AS, Mwaringa SM, Ndirangu KK, Sanders EJ, De Wit TFR, Berkley 
JA. Incidence and predictors of attrition from antiretroviral care among 
adults in a rural HIV clinic in Coastal Kenya: a retrospective cohort study. 
BMC Public Health. 2015;15(1):1–9.

 19. Esber A, Polyak C, Kiweewa F, Maswai J, Owuoth J, Maganga L, et al. Per-
sistent low-level viremia predicts subsequent virologic failure: is it time to 
change the third 90? Clin Infect Dis. 2019;69(5):805–12.

 20. Ake JA, Polyak CS, Crowell TA, Kiweewa F, Semwogerere M, Maganga L, 
et al. Noninfectious comorbidity in the African cohort study. Clin Infect 
Dis. 2019;69(4):639–47.

 21. Onyenakie CC, Nnakwe RU, Dear N, Esber A, Bahemana E, Kibuuka H, et al. 
Prevalence and predictors of food insecurity among people living with 
and without HIV in the African Cohort Study. Public Health Nutr. 2021. 
https:// doi. org/ 10. 1017/ S1368 98002 10036 1X.

 22. Esber A, Dear N, Reed D, Bahemana E, Owouth J, Maswai J, et al. Temporal 
trends in self-reported HIV stigma and association with adherence and 
viral suppression in the African Cohort Study. AIDS Care Psychol Socio-
Medical Asp AIDS/HIV. 2021. https:// doi. org/ 10. 1080/ 09540 121. 2021. 
19843 80.

 23. Radloff LS. The CES-D scale: a self-report depression scale for research in 
the general population. Appl Psychol Meas. 1977;1(3):385–401. https:// 
doi. org/ 10. 1177/ 01466 21677 00100 306.

 24. Lewinsohn PM, Seeley JR, Roberts RE, Allen NB. Center for Epidemio-
logic Studies Depression Scale (CES-D) as a screening instrument for 
depression among community-residing older adults. Psychol Aging. 
1997;12(2):277–87.

 25. Chhim K, Mburu G, Tuot S, Sopha R, Khol V, Chhoun P, et al. Factors 
associated with viral non-suppression among adolescents living with 
HIV in Cambodia: a cross-sectional study. AIDS Res Ther. 2018;15(1):1–10. 
https:// doi. org/ 10. 1186/ s12981- 018- 0205-z.

 26. Green D, Tordoff DM, Kharono B, Akullian A, Bershteyn A, Morrison M, 
et al. Evidence of sociodemographic heterogeneity across the HIV treat-
ment cascade and progress towards 90–90-90 in sub-Saharan Africa—a 
systematic review and meta-analysis. J Int AIDS Soc. 2020;23(3):1–12.

https://doi.org/10.1186/s13104-018-3865-9
https://doi.org/10.1186/s13104-018-3865-9
https://doi.org/10.1080/0954012031000068371
https://doi.org/10.1016/j.ijid.2012.06.004
https://doi.org/10.1016/j.ijid.2012.06.004
https://doi.org/10.1080/09540120500101658
https://doi.org/10.1080/09540120500101658
https://doi.org/10.7326/0003-4819-131-2-199907200-00002
https://doi.org/10.7326/0003-4819-131-2-199907200-00002
https://doi.org/10.1017/S136898002100361X
https://doi.org/10.1080/09540121.2021.1984380
https://doi.org/10.1080/09540121.2021.1984380
https://doi.org/10.1177/014662167700100306
https://doi.org/10.1177/014662167700100306
https://doi.org/10.1186/s12981-018-0205-z


Page 12 of 12Dear et al. AIDS Research and Therapy            (2022) 19:1 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 27. Auld AF, Agolory SG, Shiraishi RW, Wabwire-Mangen F, Kwesigabo G, 
Mulenga M, et al. Antiretroviral therapy enrollment characteristics and 
outcomes among HIV-infected adolescents and young adults compared 
with older adults—seven African Countries, 2004–2013. Morb Mortal 
Wkly Rep. 2014;63(47):1097.

 28. Mbah P, Iroezindu M, Esber AL, Dear N, Reed D, Adamu Y, et al. Assessing 
the impact of HIV support groups on antiretroviral therapy adher-
ence and viral suppression in the African cohort study. BMC Infect Dis. 
2021;21(1):1–12.

 29. Kayode BO, Mitchell A, Ndembi N, Kokogho A, Ramadhani HO, Adebajo S, 
et al. Retention of a cohort of men who have sex with men and transgen-
der women at risk for and living with HIV in Abuja and Lagos, Nigeria: a 
longitudinal analysis. J Int AIDS Soc. 2020;23(S6):40–50.

 30. Ramadhani HO, Crowell TA, Nowak RG, Ndembi N, Kayode BO, Kokogho 
A, et al. Association of age with healthcare needs and engagement 
among Nigerian men who have sex with men and transgender women: 
cross-sectional and longitudinal analyses from an observational cohort. J 
Int AIDS Soc. 2020;23(S6):70–9.

 31. Darteh EKM, Dickson KS, Amu H. Understanding the socio-demographic 
factors surrounding young peoples’ risky sexual behaviour in Ghana and 
Kenya. J Community Health. 2020;45(1):141–7. https:// doi. org/ 10. 1007/ 
s10900- 019- 00726-6.

 32. Wouters E, Heunis C, Van Rensburg D, Meulemans H. Patient satisfaction 
with antiretroviral services at primary health-care facilities in the Free 
State, South Africa—a two-year study using four waves of cross-sectional 
data. BMC Health Serv Res. 2008;8(210):1–16.

 33. Miller JS, Mhalu A, Chalamilla G, Siril H, Kaaya S, Tito J, et al. Patient satis-
faction with HIV/AIDS care at private clinics in Dar es Salaam, Tanzania. 
AIDS Care. 2014;26(9):1150–4.

 34. Zanolini A, Sikombe K, Sikazwe I, Eshun-Wilson I, Somwe P, Bolton Moore 
C, et al. Understanding preferences for HIV care and treatment in Zambia: 
evidence from a discrete choice experiment among patients who have 
been lost to follow-up. PLOS Med. 2018;15(8):e1002636. https:// doi. org/ 
10. 1371/ journ al. pmed. 10026 36.

 35. Meffert SM, Neylan TC, McCulloch CE, Maganga L, Adamu Y, Kiweewa 
F, et al. East African HIV care: depression and HIV outcomes. Glob Ment 
Health. 2019;6:e9. https:// doi. org/ 10. 1017/ gmh. 2019.6.

 36. Baum MK, Rafie C, Lai S, Sales S, Page JB, Campa A. Alcohol use 
accelerates HIV disease progression. AIDS Res Hum Retroviruses. 
2010;26(5):511–8.

 37. Fisher JC, Bang H, Kapiga SH. The association between HIV infection and 
alcohol use: a systematic review and meta-analysis of African studies. Sex 
Transm Dis. 2007;34(11):856–63.

 38. Petry NM. Alcohol use in HIV patients: what we don’t know may hurt us. 
Int J STD AIDS. 1999;10(9):561–70. https:// doi. org/ 10. 1258/ 09564 62991 
914654.

 39. Chander G, Lau B, Moore RD. Hazardous alcohol use: a risk factor for 
non-adherence and lack of suppression in HIV infection. J Acquir Immune 
Defic Syndr. 2006;43(4):411–7.

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

https://doi.org/10.1007/s10900-019-00726-6
https://doi.org/10.1007/s10900-019-00726-6
https://doi.org/10.1371/journal.pmed.1002636
https://doi.org/10.1371/journal.pmed.1002636
https://doi.org/10.1017/gmh.2019.6
https://doi.org/10.1258/0956462991914654
https://doi.org/10.1258/0956462991914654

	Routine HIV clinic visit adherence in the African Cohort Study
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Study population
	Data collection and measures
	Statistical analyses

	Results
	Characteristics of the study population
	Frequency of expected clinic visits
	Factors associated with missed visits
	Reasons for missing visits
	Sensitivity analyses

	Discussion
	Conclusions
	Acknowledgements
	References




