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Abstract

Background People living with HIV (PLWH) are at increased risk of cardiometabolic disorders (CMD). Adequate
access to care for both HIV and CMD is crucial to improving health outcomes; however, there is limited research
that have examined couples’ experiences accessing such care in resource-constrained settings. We aimed to identify
barriers to accessing CMD care among PLWH in Malawi and the role of partners in mitigating these barriers.

Methods We conducted a qualitative investigation of barriers to CMD care among 25 couples in Malawi. Couples
were eligible if at least one partner was living with HIV and had hypertension or diabetes (i.e,, the index patient).
Index patients were recruited from HIV care clinics in the Zomba district, and their partners were enrolled thereafter.
Interviews were conducted separately with both partners to determine barriers to CMD care access and how partners
were involved in care.

Results Participants framed their experiences with CMD care by making comparisons to HIV treatment, which

was free and consistently available. The main barriers to accessing CMD care included shortage of medications, cost
of tests and treatments, high cost of transportation to health facilities, lengthy wait times at health facilities, faulty

or unavailable medical equipment and supplies, inadequate monitoring of patients’health conditions, some cultural
beliefs about causes of illness, use of herbal therapies as an alternative to prescribed medicine, and inadequate knowl-
edge about CMD treatments. Partners provided support through decision-making on accessing medical care, assist-
ing partners in navigating the healthcare system, and providing financial assistance with transportation and treat-
ment expenses. Partners also helped manage care for CMD, including communicating health information to their
partners, providing appointment reminders, supporting medication adherence, and supporting recommended
lifestyle behaviors.

Conclusions Couples identified many barriers to CMD care access, which were perceived as greater chal-

lenges than HIV care. Partners provided critical forms of support in navigating these barriers. With the rise of CMD
among PLWH, improving access to CMD care should be prioritized, using lessons learned from HIV and integrated
care approaches. Partner involvement in CMD care may help mitigate most barriers to CMD care.
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Background

By the end of 2022, an estimated 39 million people
were living with HIV worldwide, with two-thirds of
them residing in Sub-Saharan Africa (SSA) [1]. As the
use of antiretroviral therapy (ART) has become more
widespread and led to increased life expectancy among
people living with HIV (PLWH), noncommunicable con-
ditions, including cardiometabolic disorders (CMD) such
as hypertension, diabetes, and cardiovascular disease
(CVD), have become more prevalent in this population
[2, 3]. Cardiovascular disease has emerged as one of the
leading causes of morbidity and mortality among PLWH
[4—6]. Results from systematic reviews and meta-analy-
ses reveal a nearly twofold increased risk of CVD among
PLWH compared to HIV-negative individuals [7, 8]. This
increased risk of CVD can be attributed to various fac-
tors, including HIV-associated inflammation and the use
of ART, in addition to traditional risk factors such as cig-
arette smoking, obesity, aging, hypertension, and diabe-
tes [2, 7, 9]. In the last two decades, HIV-associated CVD
has tripled globally, with some of the largest burdens of
disability-adjusted life-years (DALYs) occurring in SSA
[7].

Malawi, currently classified as a low-income economy
country [10], is one of the SSA countries with a high bur-
den of HIV and non-communicable diseases. Malawi
has a high prevalence of HIV (8.9% of adults) [11], and
the prevalence of hypertension and diabetes is estimated
to be 16-33% and 2-6%, respectively [12]. Recent stud-
ies conducted among PLWH in Malawi have shown that
20-24% and 2-7% of adults receiving HIV treatment have
hypertension and diabetes, respectively [9, 13—15], and a
substantial number of CMD cases in PLWH remain undi-
agnosed, thereby limiting access to timely CMD treat-
ment [9, 14]. The control of CMD in those on HIV care is
also a growing challenge [13]. Findings from longitudinal
studies in Malawi of hypertensive PLWH indicate hyper-
tension control rates are notably low in this population,
with only 19-28% attaining blood pressure control [13,
16, 17]. In contrast, Malawi has made substantial pro-
gress in HIV care as indicated by the 2023 Joint United
Nations Programme on HIV/AIDS (UNAIDS) report
showing that 94% of those on ART have achieved
HIV viral suppression [18]. The success in HIV care is
largely attributable to the investment in and establish-
ment of comprehensive HIV management programs in
SSA, including in Malawi, which have enhanced equita-
ble access to HIV care [18, 19]. The success achieved by
Malawi in HIV management despite the major economic
constraints it faces [20], presents an opportunity to lever-
age lessons learned from HIV care programs to develop
effective strategies for CMD care in resource-constrained
settings.
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Access to adequate care for both HIV and CMD is cru-
cial in improving and maintaining positive gains achieved
in health outcomes for PLWH over the last few decades.
Various challenges have been highlighted in access-
ing CMD care for PLWH in Malawi, including frequent
medication shortages in government facilities, health
care staff shortages, treatment-related costs, the use of
herbal medicine instead of seeking conventional medical
treatment, a lack of symptoms and feeling healthy, and
inadequate monitoring of patient progress, among others
[12, 13, 21, 22]. Promoting equitable access to CMD care
is pivotal for mitigating associated disease burden and
financial strain on healthcare systems and communities
[23].

In their conceptual framework of healthcare access,
Levesque et al. define access as “the opportunity to have
health care needs fulfilled” [24, p. 4] and outline supply-
side (healthcare system) and demand-side (individuals
needing care) dimensions of access that interact to deter-
mine accessibility to care. The supply-side dimensions
include approachability, acceptability, availability and
accommodation, affordability, and appropriateness. Cor-
responding to these dimensions on the demand side are
the abilities of individuals needing care, which include the
ability to perceive, seek, reach, pay, and engage (Fig. 1)
[24]. Levesque et al’s model has been used previously in
Malawi to study access to maternal child health services
[25], and in the present study, we used this framework
to guide the identification of barriers to accessing CMD
care. Our main rationale for selecting this framework is
that it provides a comprehensive way of examining deter-
minants of health care access along a continuum, ranging
from perceiving the need for health care to achieving the
expected outcomes [24].

One important dimension of the Levesque et al. model
is the inclusion of social support across the dimensions
of the demand side (e.g., caregiver support’s impact the
ability to engage), as shown in Fig. 1. The significant role
of dyadic couple relationships in the management of
chronic health conditions is well established [26, 27], and
among married individuals seeking healthcare services,
the spouse is commonly named as the primary source of
social support [26]. Studies among PLWH from Malawi
and South Africa indicate that supportive couple rela-
tionships are important for managing chronic disease in
settings with limited healthcare resources [28—-31]. Pre-
vious research in Malawi and other countries has shown
that social support by a spouse is associated with posi-
tive health outcomes in HIV [32-34], hypertension [35]
and diabetes [36]. In Malawi, over two thirds of adults
are married and live together [37], and in HIV care pro-
grams, partners are often the designated HIV treat-
ment guardian [28, 38]. Therefore, supporting partner
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Fig. 1 Levesque’s conceptual framework of access to health care reprinted with permission

involvement in both HIV and CMD care has potential
to achieve greater and more sustainable impact in health
outcomes in Malawi [39]. Currently, little is known about
how partners may help to mitigate barriers to CMD care
in resource-constrained settings like Malawi, which could
inform whether and how partners could be involved in
care.

We sought to fill these gaps by conducting a qualitative
study with couples living with HIV and CMD to identify
the key barriers to accessing CMD care among persons
living with HIV and CMD and to understand the role
of partners in helping to mitigate barriers to accessing
CMD care. By conceptualizing access to care as a couple-
level issue in which partners may offer social support, we
extend current literature on patient perspectives of bar-
riers to CMD care by bringing in the perceptions and
experiences of both partners together. Expanding this
framework to couples will ultimately inform intervention
approaches that move beyond the individual patient to
the broader social environment in which access to care is
embedded.

Methods

Sample and recruitment

This study is part of Healthy Hearts, a mixed-meth-
ods observational study conducted in Zomba District,
Malawi, focusing on couples living with both HIV and

CMD (hypertension and diabetes). The qualitative phase
of Healthy Hearts aims to explore couples’ beliefs, knowl-
edge, and experiences regarding the management of HIV
and CMD. Malawi is predominantly rural, with approxi-
mately 84% of its population residing in rural areas [40].
Between October and December 2021, twenty-five cou-
ples, where at least one partner was diagnosed with both
HIV and CMD (the index patient), were recruited for
participation. These couples were selected from three
outpatient HIV care clinics at three different health facili-
ties across Zomba District: a government health center
in a peri-urban area, a tertiary government hospital in
Zomba City, and a private rural community hospital.

We used purposive sampling with the goal of recruit-
ing equal numbers of index patients by gender, CMD
type, and recruitment site, as well as equal numbers of
couples who were discordant and concordant for both
HIV and CMD. Eligible couples were age 18 or older
(both partners), were married or cohabiting for at least
six months, and had disclosed their HIV and CMD sta-
tus to their spouse. Index patients were recruited in wait-
ing rooms when attending an HIV care appointment and
screened for eligibility based on self-reported CMD and
HIV status, which was later confirmed against the medi-
cal records. Eligible patients were given study informa-
tion to share with their spouses, who could then contact
the research team if interested. In some cases, partners
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were recruited first when picking up the index patients’
medications, and a similar process was followed. In all
the cases, both partners needed to be eligible, be inter-
ested in participating, and provide informed consent.

Data collection

Research assistants trained in qualitative interviewing
techniques conducted in-depth interviews in Chichewa
(the local language). The interviewers were matched
by gender to the participants, and the interviews lasted
approximately 90 minutes. Both partners were inter-
viewed separately but simultaneously in private rooms
at the HIV clinics to obtain independent perspectives,
avoid bias, and ensure confidentiality of responses, par-
ticularly for sensitive questions about relationships or
HIV. Participants also completed a brief questionnaire
on demographic information, relationship characteris-
tics, and clinical variables, such as length of time on ART.
The interview guide included open-ended questions on
theoretical constructs, including relationship quality,
coping with disease, experiences of HIV and CMD health
care, and disease management, which were based on
Helgeson and colleagues’ communal coping and adjust-
ment to chronic diseases framework [41]. In identifying
barriers to accessing health care, we elicited both part-
ners’ perspectives on patients’ experiences with CMD
care, including health advice and medications provided,
whether there were challenges with accessing care, and if
yes, what factors played a role. The interview questions
were tailored towards the participant’s disease status (i.e.,
HIV, hypertension, or diabetes) and whether the partici-
pant was the index patient or support partner.

Data analysis
The interviews were audio-recorded, transcribed, and
translated from Chichewa to English. The transcripts
were spot-checked for completeness and correctness by
a research manager who is fluent in both languages. We
analyzed data at the individual and dyadic levels using
framework analysis, which involves using data matrices
to organize data by themes and cases [42]. In this case,
we read through each pair of couple interviews and
abstracted the data into matrices organized by couple
and by themes derived from the interview guides and
the interview data. We also compared within-couple
accounts (i.e., between partners), made notes about areas
of agreement and disagreement, and wrote a memo for
each couple summarizing key details of their accounts
and how they represented themselves. The research team
held regular meetings to present findings, refine our list
of codes, and discuss emerging themes.

After the data were abstracted into matrices, we fur-
ther analyzed a subset of data with the higher-level codes
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labeled ‘access to care, ‘beliefs about causes, treatment,
prevention of HIV and CMD; ‘management of HIV and
CMD; ‘concerns about HIV and CMD); ‘use of traditional
healer/ herbs, ‘shared illness appraisal, and ‘partner sup-
port! We coded for the main categories and sub-catego-
ries of barriers to care and by type of disease to identify
barriers unique to hypertension and diabetes. The key
findings on barriers to CMD care access were organized
using Levesque et al’s conceptual framework of access
to health care [24]. Next, we coded for strategies used
by index patients and forms of support provided by their
partners in mitigating barriers to care. Finally, we quanti-
fied the types of barriers reported and types of support
offered by partners to overcome access to care issues to
explore patterns in the data.

Results

Participants’ characteristics

Twenty-five couples (n=50 individuals) were enrolled in
the study. The median age of the participants was 51 years
(range 37 to 66). All couples were married. Most (68%)
participants had a primary school education or less.
More than three-quarters (80%) of the participants were
living with HIV and were on ART. Fifty-four percent of
the participants (21 index patients and six partners) had
hypertension, whereas 14% (five index patients and two
partners) had diabetes. All participants with CMD stated
that their spouse was aware of their CMD diagnosis. The
median time since hypertension and diabetes diagnosis
was 5.5 and 2.8 years, respectively. The majority (85%)
of patients with hypertension were on antihypertensive
medication, and 86% of patients with diabetes were on
antidiabetic medication. Medication adherence varied
across all three conditions, with 85%, 65%, and 100%
of patients reporting that in a typical week, they never
missed taking medications for HIV, hypertension, or dia-
betes, respectively (Table 1).

Barriers to CMD care access

The findings on barriers to accessing CMD care are
organized and presented under the five dimensions of
Levesque’s conceptual framework of access to health
care [24]. In the interview excerpts, the index patient is
referred to as the ‘Patient; and their spouse is referred to
as the ‘Partner’The excerpts also highlight whether the
participant resides in a rural or urban area.

Barriers related to approachability and ability to perceive
This theme focuses on the degree to which the health-
care facilities provide sufficient information about their
services to the population needing those services and the
ability of the individuals needing CMD care to perceive
the need for such care [24].
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Table 1 Characteristics of the study participants
Women (N = 25) Men (N = 25) Total (N = 50)
% (N) Median (IQR) % (N) Median (IQR) % (N) Median (IQR)

Age, years 47 (44, 53) 56 (49,61) 51 (47, 56)
Relationship duration, years 21010, 32)
Education level

No formal education 24% (6) 8% (2) 16% (8)

Primary school (Grades 1-8) 60% (15) 44% (11) 52% (26)

Some high school or higher 16% (4) 48% (12) 32% (16)
Recruitment site

Urban tertiary government hospital 56% (28)

Private rural community hospital 36% (18)

Peri-urban government health center 8% (4)
Living with HIV 80% (20) 80% (20) 80% (40)

Time since diagnosis, years 12(8,14) 9(7,14) 11(7,14)

Currently taking ART 100% (20) 100% (20) 100% (40)

Never misses a dose of ART in a given week 75% (15) 95% (19) 85% (34)
Living with HTN 68% (17) 40% (10) 54% (27)

Time since diagnosis, years 6(2,13) 52,8 6(2,10)

Currently taking HTN medication 100% (17) 60% (6) 85% (23)

Never misses a dose of HTN medication in a given week  59% (10) 83% (5) 65% (15)
Living with DM 4% (1) 24% (6) 14% (7)

Time since diagnosis, years 13 2(1,5) 3(1,12)

Currently taking DM medication 100% (1) 83% (5) 86% (6)

Never misses a dose of DM medication in a given week 100% (1) 100% (5) 100% (6)

Abbreviations: ART Antiretroviral therapy, HTN Hypertension, DM Diabetes mellitus, IQR Interquartile range

Cultural beliefs about illnesses that may delay access

to conventional health care.

A few of the participants with CMD reported seeking
help from traditional healers when they first developed
symptoms of illness before deciding to visit health facili-
ties when the symptoms worsened. In most instances, the
participants reported that they never sought the services
of traditional healers again when they received a medical
diagnosis.

The only time [when I sought the services of a tra-
ditional healer] was before I was diagnosed [with
hypertension]. When I had bad headaches, people
cooked for me herbal medicine for the headache, and
people made cuts on my body. But when I got to the
hospital and found out that it was hypertension, I
never took medicine from any other person” (Cou-
ple 01 — Female patient with HIV and hypertension.
Rural resident)

One reason for initially seeking the services of a tra-
ditional healer was the attribution of the symptoms one
was experiencing to being bewitched. The term “bewitch”
is used in some communities to refer to the act of causing
harm to someone using supernatural forces [43].

He [the traditional healer] just gave me roots. They
did not help me... The sugar levels were rising.... The
issue is that, where I am staying, they [the persons
who the participant believes caused the bewitch-
ment] wanted to chase us from the place. I saw that
they wanted to kill me, that is why I sought help
from the traditional healer. Then I saw that the con-
dition was never changing. My body kept being weak
(Couple 07 — Male patient with HIV, diabetes, and
hypertension. Rural resident)

Barriers related to acceptability and ability to seek
This theme relates to social factors that play a role in the
extent to which individuals with CMD seek and accept
the care provided by the healthcare system [24].

The use of herbal therapies as an alternative versus com-
plementary to conventional medicine About half of
those with CMD reported taking various herbs and
food items such as hibiscus powder, lemon grass, gar-
lic, guava leaves, and ginger to control blood pressure or
blood sugar. Most of these participants stated that they
used these items as complementary therapies to the pre-
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scribed medicine, and thus, their use did not interfere
with their CMD treatment plan.

Even though all participants were aware that treat-
ment for hypertension and diabetes was provided at
healthcare facilities and most sought treatment, a few
participants with CMD initially opted to try other
alternatives, such as herbal medicine, that they deemed
more acceptable than the lifelong use of prescrip-
tion medicine. Some participants reported that local
media communications about alternative therapies for
CMD influenced their decision-making about where to
seek care. For example, some talked about local radio
broadcasts that disseminated information about alter-
native treatments that purportedly cured diseases such
as hypertension and diabetes. As illustrated below by
one of the participants, even with limited information
about the specifics of these alternative therapies, the
narratives circulating via local media about numerous
people being cured using these alternative therapies
appeared to influence their decision not to seek care at
a healthcare facility initially.

I wasn’t feeling well in my body. I was not able to
work the way I normally do. I said, “I should go to
[name of herbal clinic]. They will tell me what it
is” I heard on the radio that many people are get-
ting cured of this disease there, so I rushed there.
When I went there, I saw that there were no pills.
It was ground herbs, honey, and other things. Some
looked like grass. That is when I said, “Ah, I didn’t
know these people were herbalists” .... I did not go
to the hospital because I wanted first to know if the
[herbal] medication would help me (Couple 04 —
Male partner with diabetes. Rural resident)

Another participant’s narrative reflected similar con-
cerns surrounding the long-term use of prescription
medications to the degree that they believed it caused
some people to avoid seeking health care at hospitals
entirely.

Many people do not come to the hospital because
they say that if you start taking hospital medication,
then it is for the rest of your life, and so it is better to
be taking natural herbs (Couple 07: Female partner
of a patient with HIV, diabetes, and hypertension.
Rural resident).

One participant, who was taking prescribed antihy-
pertensive medications, experimented with alternative
strategies that some members of her community had
suggested would cure hypertension and, hence, remove
the need to take medication. However, the participant
ultimately chose to continue with conventional medicine
because the alternative therapy was unpleasant.

Page 6 of 16

Some people want to stop taking medicine for
hypertension. So, they increase [resting] and eating
different foods like garlic. So [the blood pressure]
reduces.... You will not go to the hospital again. I
tried [garlic], but it was disgusting (Couple 05 —
Female patient with HIV and hypertension. Rural
resident)

Concerns about adverse effects of CMD medications Mis-
information about the adverse effects associated with
prescription medicine for CMD could also cause anxiety
among those with CMD and negatively impact the accept-
ance of CMD treatments. For example, there were com-
munity members who believed that the medications used
to treat hypertension were harmful because they caused
other diseases. One participant reported being more wor-
ried about hypertension than HIV due to some commu-
nity members claiming that hypertension medications
can cause illness.

The disease that worries me a lot is hypertension
[when compared to HIV]. If we could have been lis-
tening to people.... some people say that medicine for
hypertension is not good. Some people say that when
you take the medicine, it causes other things. New
diseases come into the body... Some lie that it par-
alyzes organs — (Couple 09 — Female partner with
HIV and hypertension. Rural resident).

Barriers related to availability and accommodation

and ability to reach

This theme relates to the accessibility of healthcare ser-
vices for individuals needing CMD care, encompassing
the healthcare facility, its services, its team members, and
factors that influence the ability of those with CMD to
physically get to where the healthcare services are located
[24].

Shortage of CMD medications at government health facili-
ties 'The most cited barrier to CMD care was medication
shortages at government health facilities, which neces-
sitated purchasing medications at private pharmacies
(although not all could afford this). In contrast, ARV ther-
apies were readily available and free of charge at govern-
ment health facilities. Consequently, many persons living
with HIV and CMD had to seek health care from multiple
health facilities as mentioned by one of the participants
attending a private rural community hospital

The medical care for HIV, we get it for free, but for
hypertension, we pay... I go to private clinics, and I
pay for the medicine. Why? In government hospitals,
they can give you one type of medication, while when
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you go to private clinics, they give you all three types
(Couple 08 - Male patient with HIV and hyperten-
sion. Rural resident)

Hypertension medication shortages occurred in health
centers as well as at the tertiary health facility as men-
tioned by a participant whose partner resorted to seek-
ing alternatives to CMD medication, such as the use of
herbal therapies, due to medication shortages.

She [index patient] gets medical care for HIV at the
health center, but medical care for hypertension is
difficult because sometimes she is told that drugs are
not available. A while back, she went to [the tertiary
government hospital], and I have forgotten what
she was told, but she came back home without any
drugs. When she failed from all these places, that is
when she went looking for herbal medicine to [sort
of] be protecting and calming her... So,the main
problem is hypertension medicine. It is hard to find
(Couple 02 — Male partner of a patient with HIV
and hypertension. Rural resident)

However, another participant living with HIV and
diabetes stated that they did not experience a problem
accessing medications at the tertiary government health
facility, which the participant perceived as having a more
secure supply of medications.

No treatment is hard for me to get. Maybe because
this is a central hospital, I do not know about my
friends from smaller clinics...I chose the central hos-
pital because I know that there are a lot of things
[drugs and services]. It cannot be possible for drugs
to be completely out of stock. That is why I chose this
clinic. I have never come here and been told that
there are no drugs (Couple 20 — Male patient with
HIV and diabetes. Rural resident)

Long distance to health facility To avoid experiencing
challenges related to frequent CMD medication short-
ages, some participants chose to seek care at the tertiary
government facility in Zomba City, where CMD medi-
cations were less likely to be out of stock. However, for
some, these facilities were far from home, leading to other
challenges of distance and transport costs.

Where we are from is far, so some people do not have
enough money for transport. As you can see, we chose
to get treatment from [tertiary government hospital],
but it is very far. The money spent on transport could
be used to buy maize and do other things. For others
to find 1000 Kwacha [about one US dollar], it could
take them two weeks, and they will still not be able
to find such an amount of money (Couple 20 — Male
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patient with HIV and diabetes. Rural resident)

One participant who gets healthcare from the tertiary
government hospital emphasized the need to have CMD
treatment readily accessible within the community to
lessen the burden of having to travel long distances, often
on foot for hours, to access healthcare services.

There should not be a long distance for us to access
medicine. Medicine should be closer to where we are
residing. The medication should be available in our
local health centers...because with this issue of walk-
ing over long distances ...some people fail to come
[get medication] because maybe they are lacking
transport to catch a bus (Couple 19 — Male patient
with HIV and hypertension. Urban resident)

Barriers related to affordability and ability to pay
This theme concerns the financial capability of individu-
als to access the healthcare services they need [24].

Cost of CMD treatment The cost of CMD treatment was
a significant concern. Some participants who lacked funds
to purchase medicines resorted to skipping taking their
medications until they could afford them as illustrated by
a partner of a patient who attends the private rural com-
munity hospital.

My wife get medication right here at [the private
rural community hospital] ... For hypertension, peo-
ple are told to go on a certain date, but when going,
they have to carry money with them, 500 Kwacha
[about 50 US cents] .... For others, it may be that it
is the end of the month, and their medication is fin-
ished, but because they do not have money, they do
not go to the hospital because they know that even if
they go, they will not receive medication.... 500 Kwa-
cha may seem like a small amount, but it is not a
small amount for us that live in the village. For HIV,
medication is free (Couple 03 — Male partner of a
patient with HIV & hypertension. Rural resident)

Some participants experienced a deterioration of their
health condition due to skipping medications because of
a lack of funds to purchase medicine.

So, finding a facility where we can get free medicine
is difficult. If we do not have money, my husband
could stay one or two weeks [without taking diabetes
medicine] while we are looking for money. And you
can only stay for a few days, maybe five to six days,
without taking medicine, and then the symptoms
resurface. He could get blurred sight and could not
walk a long distance (Couple 10 — Female partner
of a patient with HIV and diabetes. Rural resident).
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In the context of diabetes management, some partici-
pants found laboratory tests prohibitively costly and, con-
sequently, chose to avoid seeking CMD care at healthcare
facilities that mandated specific laboratory tests as part
of their diabetes management plan. Instead, they decided
to forgo these essential tests and purchase medicine from
private pharmacies to manage the costs associated with
CMD care. This was mentioned by a participant who gets
care at the private rural community hospital.

When I come here to [the private rural community
hospital], they say that these pills are for sale and for
them to conduct a diabetes test on you, they charge
you 2000 Kwacha [about 2 US dollars]. If you do not
have the money, they ask you to leave ...The thing is
the amount of money they charge. That is the prob-
lem. When you go [to the hospital], they tell you, “Let
us do this test to diagnose you” Then, they are una-
ble to diagnose you and say, “Let us test you again”
That is 4000 Kwacha [about 4 US dollars] alread)y.
Maybe they conduct several tests two or three times.
Seeing that you do not have 4000, 6000 Kwacha, you
just go straight to buy the medicine from pharmacies
(Couple 07 - Male patient with HIV, diabetes, and
hypertension. Rural resident)

Opportunity costs related to healthcare visits and long
wait times at health facilities Participants, specifically
those with diabetes, expressed concerns about the long
amounts of time they had to spend in the health facili-
ties before finally receiving care. Moreover, because par-
ticipants living in this region often perform piecework, a
form of temporary employment such as day labor, a full
day at the clinic can result in a major loss of wages, creat-
ing financial setbacks and further reducing the incentive
to seek care. Some participants emphasized that the long
wait times to accessing diabetes care were not experi-
enced when seeking HIV care services as illustrated by the
partner of a couple that receives health care at the tertiary
government hospital.

If I had come for HIV services in the morning, I could
have gone back home [early]. But if he [the partner]
comes for diabetes treatment in the morning, he will
get treatment at 2 or 3 pm. Sometimes, even at 4 pm
(Couple 20 — Female partner of a patient with HIV
and diabetes. Rural resident).

Some participants talked about experiences of making
repeated visits to health facilities in a bid to access CMD
medications, which were commonly out of stock in some
health facilities. This issue disproportionately impacted
those who heavily relied on the government health facili-
ties to access their medications because they could not
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afford the cost of these medications at local pharmacies
or private health facilities.

When she does come to the [tertiary government
hospital] and finds that [antihypertensive medica-
tions] are not available, she comes back to the hos-
pital another day, like maybe after two days. She
makes repeated visits to the clinic because when they
do tell her to buy [from private clinics], the medica-
tion is really expensive, and it starts from 5000 Kwa-
cha [about 5 US dollars] at private clinics. So, she
finds it difficult to pay 5000 Kwacha, 10,000 Kwacha
for such little medication (Couple 12 — Male part-
ner of a patient with HIV and hypertension. Urban
resident)

Barriers related to appropriateness and ability to engage
This theme relates to the suitability of care provided by
health facilities, including the quality and timeliness of
the service and how involved patients are in managing
their health [24].

Inadequate monitoring of health conditions One of the
challenges experienced by some of those receiving CMD
care in government health facilities is the noncompre-
hensive monitoring of their progress. Some participants
reported instances during follow-up appointments in
which the health care providers performed some health
assessments, such as measuring patients’ weight, but not
others. For example, one participant who received health
care at the tertiary government hospital stated that some-
times patients did not have their blood pressure (BP)
checked because of unavailable or non-functioning BP
machines.

Sometimes at the hypertension treatment station
at the clinic, you would get weighed to see if you are
gaining weight or not, but when it came to checking
the blood pressure, sometimes they would say, “The
machine is not working” So, you just get the [antiret-
roviral medicine] and go home without having the
blood pressure checked (Couple 13 — Female patient
with HIV and hypertension. Rural resident).

In some cases, the lack of BP measurement may inter-
fere with the course of treatment as alluded to by one of
the participants attending care at the tertiary government
hospital.

I remember some time back, the machine they use to
check our blood pressure at the hospital... I do not
know what had happened. Maybe it had developed
some faults, but we were not being checked... but
then they could not give medicine without checking
the blood pressure (Couple 25 — Male patient with
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HIV and hypertension. Urban resident)

When functioning BP measurement machines were
unavailable at government health facilities, some par-
ticipants who could afford CMD care elsewhere chose to
seek healthcare at better-equipped facilities, such as mis-
sion or private hospitals, where BP monitoring was more
reliable and consistent, as highlighted by a participant
who attends the tertiary government hospital for care.

I have been coming here for two months, and we find
that the [BP measurement] machine is not working.
Because hypertension is seen on a BP machine, the
doctor should [use a BP machine] to see if you have
high or low blood pressure. But here, sometimes,
where they check your weight and BE, they say the BP
machine has malfunctioned. So, when you notice the
symptoms of high BP [and] you have money, you just
go to a mission hospital or private hospital where
they can check your BP (Couple 13 — Female patient
with HIV and hypertension. Rural resident).

Knowledge about CMD and its management Another
challenge noted among some participants was limited
knowledge of some aspects of CMD management that
could negatively affect their ability to effectively engage
in their own health care. All participants with CMD could
accurately outline some non-pharmacological strategies
for managing CMD. They were also able to provide details
of the medications they were taking to manage CMD,
specifically, the indication of the medication, the number
of medications, the dose (in terms of number of tablets),
timing, and frequency of intake. However, many had dif-
ficulties stating the specific names of the medications they
were taking, and most identified their medications by size
and color.

They give me aspirin; I take a quarter in the morn-
ing, the other quarter in the afternoon, and the other
quarter in the evening. And there is HCTZ [hydro-
chlorothiazide] I take once in the morning. I do not
know the name of the other one, but I also take one
tablet in the morning (Couple 03 — Female patient
with HIV and hypertension. Rural resident)

One of the possible contributors to the limited knowl-
edge about the names of the prescribed medications was
insufficient communication from healthcare providers
about medication names, as highlighted by one of the
participants who receives health care at the tertiary gov-
ernment hospital.

They give us [antihypertensives).... I do not know
[their] name, but they are small yellow tablets...
they [healthcare providers] have never told us their
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name (Couple 22 — Male patient with HIV and
hypertension. Rural resident)

Apart from getting limited information regarding med-
ication names, some stated that they were provided mini-
mal advice on various strategies to manage their health
condition.

They [healthcare providers] did not give me any
advice, even though it was my first time.... they did
not give me any advice. They just said, “You should
be [taking] these [medications daily] because the
blood pressure is high. You should be [taking] them
twice a day’ That is where we left each other (Couple
22 - Male patient with HIV and hypertension. Rural
resident who receives health care at the tertiary gov-
ernment hospital).

Another factor that could negatively impact the capac-
ity of individuals with CMD to manage their health effec-
tively is low literacy levels (education levels shown in
Table 1). Some participants highlighted a challenge that
people with low education levels might have in decipher-
ing written health-related instructions, such as follow-up
appointment dates, which necessitated the need to seek
assistance from family members, including spouses, to
help read and interpret the written health information.

When they (healthcare providers) tell me to come
[to a health facility] on such and such a month, 1
also tell [my husband] since I do not read. So, I take
my [health record] book and give him [to] check my
appointment date (Couple 09 — Female partner with
HIV and hypertension. Rural resident)

Role of partners in helping mitigate barriers to CMD care
access

The partners of individuals living with HIV and CMD
provided various forms of support to help mitigate bar-
riers related to accessing CMD care. The types of support
partners provided are organized based on demand-side
dimensions of Levesque’s conceptual framework, i.e.,
how the partners supported patients’ ability to perceive,
seek, reach, pay, and engage [24].

Partner support: ability to perceive the need for health care
and seek the appropriate care

In the decision-making process regarding the need for
CMD care and seeking the appropriate care, partners
played a role in helping their partners opt for healthcare
services instead of turning to traditional healers for help.

1 tell her that a traditional healer is a person like us.
Let us concentrate on the hospital. Because the tra-
ditional healer will cheat us, he will tell us that it
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is witchcraft, “Your neighbors are bewitching you.” I
told her that we should not waste time with the tra-
ditional healers but go to the hospital (Couple 04 -
Male partner of a patient with HIV and hyperten-
sion. Partner has diabetes. Rural resident)

In certain instances where patients initially sought help
from traditional healers and found no improvement, their
partners played a crucial role in guiding them toward
medical care. These partners assisted in decision-making
and ensured access to medical help, as illustrated by one
participant who, after seeking help from a traditional
healer with no improvement in symptoms, discussed the
matter with their partner. The partner then took the ini-
tiative to ensure the participant accessed medical care.

I had frequent urination... I could not see properly.
The traditional healer just gave me roots. They did
not help me... When I explained to my wife after the
traditional healer failed to help us, she took me to
the clinic. When we got there, she said I should get
tested for diabetes. She was the one leading. She did
not show disappointment. She just accepted the situ-
ation (Couple 07 - Male patient with HIV, diabetes,
and hypertension. Rural resident)

Partner support: ability to reach and pay for CMD care
services

One of the main forms of support partners provided
was help with transportation and medication expenses.
The nature of this assistance seemed to be informed by
gender norms, with male partners commonly providing
financial assistance. A female participant expressed that
she expected her husband to offer financial help.

If my medication for hypertension is finished and
I do not have money to come to the hospital to get
the medication, then it means I cannot come [to the
hospital]. So, he is supposed to help me [with money]
(Couple 16 - Female patient with HIV and hyper-
tension. Rural resident)

Male partners also considered it their responsibility to
resolve any financial obstacles their partners might face
in accessing health care. They provided financial support
to cover transportation and treatment expenses.

She tells me about every problem, if it needs money,
I try to find it so that the problem can be solved...
The time she was not feeling well, ... I tried to find
transport [money] so that she would not fail to come
to the hospital to get medication and check her con-
dition (Couple 04 - Male partner of a patient with
HIV and hypertension. Rural resident)
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In certain instances, the male partner needed CMD
care, but the couple lacked the funds to access health
care. In one such situation, the female partner offered
support by seeking help from neighbors and other family
members.

When I do not have anything, I do not let that dis-
turb us from coming to the hospital. So, I beg for help
from the neighbor. I can also call our sisters and tell
them we have been admitted to a hospital (Couple
07 - Female partner of a patient with HIV, hyperten-
sion and diabetes. Rural resident)

Despite couples employing various strategies to address
affordability and availability issues, there were instances
where medication shortages at government health facili-
ties or the considerable distances to these facilities, cou-
pled with the inability to afford purchasing medication
from nearby non-government health facilities, led to the
postponement of treatment until funds became available.
This challenge is illustrated by Couple 10, who receive
free HIV healthcare from the private rural community
hospital. However, as the partner indicates, affording dia-
betes treatment presents a major challenge.

I worry much over DM compared to HIV because
since I started taking the ARVs, I don’t see any prob-
lem in my family or even health wise, we don’t get
sick often. But this diabetes disease is what I see that
it poses much threat because the medicine could run
out and we have no money to buy as the government
facilities are far away.... Here at [the private rural
community hospital] we are able to buy [the medi-
cine]. You can buy for the whole month, even two, if
you have the money.... If you don’t have money, it
means he could stay one or two weeks while you are
looking for money and you will only stay for a few
days without taking medicine, then that symptoms
resurface.... So, I see that diabetes is very danger-
ous.... For HIV, we just come to the hospital to get
[medicine]. We only look for transport from home
to hospital, but the treatment is free (Couple 10 -
Female partner of a patient with HIV and diabetes.
Rural resident)

Partner support: ability to engage in health care

Partners played a crucial role in helping implement the
patient’s health care plan. Individuals whose partners
faced challenges reading or comprehending health-
related communications made use of medical record doc-
uments, such as the health passport book, to assist their
partners in managing their plan of care. They achieved
this by interpreting the written health instructions, com-
municating the information to their partners, keeping
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track of the medical records, and providing remind-
ers about important details like follow-up appointment
dates.

My wife is unable to check [the appointment dates].
I am the one who does. When she returns from the
hospital, she is supposed to give me her health pass-
port so I can see what they have written. I then tell
her what they have written and the date that she
should go to the hospital. I remind her on that day,
and she goes [to the hospital] (Couple 04 - Male
partner of a patient with HIV and hypertension.
Rural resident)

The majority of partners offered support by assisting
with medication adherence.

About hypertension, she reminds me to take medi-
cine. Last week, I was working on something, and
she asked me if I had taken the medicine, and I said
no. She then insisted I take the medicine right away
(Couple 23 - Male patient with HIV and hyperten-
sion. Rural resident)

In addition to helping with medication adherence,
some partners helped support healthy lifestyle practices,
often in highly gendered ways. For example, men pro-
vided funds to buy the recommended food items, women
helped prepare healthy meals, and men and women
encouraged their partners to follow the recommended
dietary modifications, such as reducing salt intake.

For blood sugar levels to normalize, I help in terms of
diet by giving him the recommended food and ensur-
ing he is properly taking his medications (Couple 21
— Female partner of patient with HIV and diabetes.
Urban resident)

Discussion
The research findings highlight barriers to accessing
CMD care among people living with HIV in Malawi. We
also identified the ways that partners helped mitigate
these barriers. The findings were framed within Lev-
esque’s health care access conceptual framework [24].
The main barriers to CMD care access included shortage
of medications, cost of tests and treatments, high cost of
transportation to health facilities, lengthy wait times at
health facilities, faulty or unavailable medical equipment
and supplies, inadequate monitoring of patients’ health
condition, traditional beliefs about causes of illness, pref-
erence for herbal medicines over prescribed medicine,
and inadequate knowledge about CMD treatments.
Consistent with previous studies, the commonly
cited barrier to CMD care was the availability of CMD
medications [12, 21, 44, 45]. Frequent CMD medication
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shortages at government health facilities prompted
patients to purchase medications at private pharmacies,
which not everyone could afford. In contrast, ART was
readily available and free at the health facilities. Fre-
quent medication shortages led to various challenges,
including navigating multiple health facilities to access
care, incurring additional costs of purchasing medica-
tions from private facilities, forgoing CMD treatment
due to financial constraints, and resorting to alterna-
tive therapies. Some participants perceived CMD as
challenging and even dangerous due to difficulties
accessing CMD medications. Our findings indicate
that there may be better availability of CMD medica-
tions at private health facilities but the cost of accessing
CMD treatment in such a facility remains prohibitive
for some community members. Additionally, diabetes
medication availability appeared to be better at the ter-
tiary government hospital. However, the distance and
transportation expenses associated with seeking care at
such a facility posed additional challenges for patients
residing far from them. These findings underscore the
need for targeted interventions to reduce financial bar-
riers and ensure equitable access to CMD treatment.
Considering that HIV care is better funded than
CMD care in Malawi, optimizing the efficiency of the
limited healthcare resources could be achieved by lev-
eraging the existing HIV care infrastructure to deliver
CMD care services [46, 47]. Results from certain sub-
Saharan countries, namely Uganda and Tanzania, indi-
cate that integrating HIV and CMD care improves
patient retention rates, diabetes and hypertension con-
trol, and viral suppression rates [48]. Even though inte-
gration of HIV and CMD care services could be feasible
in Malawi, persistent challenges such as transportation
costs and CMD medication stockouts remain [17, 45].
These challenges call for urgent innovative approaches
to improve equitable access to CMD medications.
Examples of such interventions include a community-
based medication delivery system in western Kenya for
patients with hypertension, where, in between hospi-
tal visits, pharmacists deliver the prescribed medica-
tions to patients at conveniently located drop-off points
within the community. This intervention significantly
improved medication adherence and BP control [49].
Another measure also implemented in rural western
Kenya is the revolving fund pharmacies, where funds
generated from medication sales serve as an emergency
backup plan to replenish pharmacy stocks in the event
of medication shortages [50]. Decentralizing integrated
HIV and CMD care to the community level and incor-
porating it with microfinance activities has the poten-
tial not only to enhance access to CMD care but also
to strengthen the financial capacity of community
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members who are disproportionately affected by ine-
qualities in CMD care access due to poverty [51].

The first step of health care access is ensuring that
individuals who need health care can perceive the
necessity of those services and are well informed about
how to access them [24]. Our findings reveal that even
though PLWH and their partners may clearly under-
stand that CMD care is available at healthcare facili-
ties, some cultural beliefs (e.g., attributing symptoms
of illness to being bewitched) may delay access to con-
ventional health care. The attribution of CMD symp-
toms to bewitchment has previously been observed
in other populations in Malawi, Ghana, and Nigeria
[52-54]. Notably, in the present study, only a few par-
ticipants sought help from a traditional healer, with
those initially seeking assistance from a traditional
healer transitioning to seeking care from health facili-
ties as symptoms worsened. These findings highlight
the impact of cultural beliefs on health-seeking behav-
ior and underscore the importance of health education
initiatives that address cultural healing beliefs and care-
seeking trajectories.

Our research findings on the acceptability of health
care and the ability to seek medical care for CMD show
that many PLWH incorporated herbs such as hibis-
cus, ginger, and lemon grass in managing CMD. These
findings align with previous studies within and outside
Africa, indicating a widespread use of herbal products
to manage hypertension and diabetes [21, 55-59]. In our
study, the majority of individuals living with HIV and
CMD used herbal therapies as adjuncts to prescribed
medicine. However, some individuals had initially opted
for herbal therapies as an alternative to biomedicine,
delaying their access to CMD care. Since the efficacy and
safety of many herbs in CMD management are not yet
established [58, 60], health care providers should assess
for and discuss their usage with patients as part of the
shared decision-making process [61].

The present study findings show that concerns about
the long-term use of CMD medications, coupled with
misinformation and fears of the medications’ adverse
effects, are major factors that can influence individu-
als’ choices and ultimately delay care-seeking behavior.
We noted that local media, particularly radio broadcasts
promoting other therapies, and community members’
health-related advice, played a role in shaping decision-
making about where to seek care. Overall, these findings
emphasize the need for targeted communication and
health education at individual, couple/family, and com-
munity levels that address misconceptions about CMD
management and promote informed decision-making in
seeking care for CMD. Since several participants men-
tioned receiving information about CMD through radio,
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using the radio may be a valuable strategy to enhance
awareness of CMD and its prevention and management.

Our research findings show that PLWH faced several
challenges related to the appropriateness of the health
care provided and the ability to engage in CMD care.
Inadequate monitoring of patients’ progress due to the
scarcity of functioning equipment, specifically BP moni-
toring machines, was a major challenge that has also been
noted in previous studies in Malawi and Uganda [62—-64].
Addressing the availability and functionality of essential
monitoring equipment for CMD in healthcare facilities
will improve the quality of care and, ultimately, improve
health outcomes for PLWH. Most participants could not
articulate the names of the CMD medications they were
taking and mostly identified medications by size and
color. These findings are consistent with previous studies
conducted in outpatient clinics in Ghana, Ethiopia, and
Sri Lanka, revealing that many patients have difficulty
identifying their medications by name [65-67]. Studies
show that knowledge about prescribed medications is
positively associated with medication adherence [68] and
better disease control [69]. User-friendly written infor-
mation on the prescribed medications, in addition to
verbal instructions, can help improve medication-related
health literacy [67, 70].

Our study findings highlight the multifaceted sup-
port that partners provide to help mitigate barriers to
accessing CMD care. In the ability to perceive the need
for CMD care and seek appropriate health care, part-
ners actively engaged in the decision-making process
with their significant others. In cases where PLWH and
CMD had initially sought help from traditional healers,
collaborative decision-making with their partners helped
redirect them toward conventional health care. These
findings point to the important role of partners in health-
related decision-making and their potential role in facili-
tating timely access to health care [71, 72].

Partners of PLWH and CMD played a crucial role in
mitigating barriers related to the ability to reach and pay
for CMD care services. Our study revealed a gendered
pattern in the support provided, with male partners com-
monly offering financial help with transport and treat-
ment expenses. This points to traditional gender relations
characterized by clear divisions of labor, where men are
expected to fulfill the role of providers for the family’s
financial needs [73].In instances where both partners
faced financial constraints, female partners reported
using strategies such as seeking financial assistance from
neighbors and other family members. In addition to cul-
tural norms, this gendered support pattern may be partly
explained by the fact that in many countries worldwide,
including Malawi, women have fewer financial resources
than men [74, 75]. The practice of seeking help from
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family members and neighbors provides evidence of
Ubuntu culture, also referred to as umunthu in Malawi,
that promotes virtues such as solidarity, group support,
sharing, and caring for one another [76, 77].

The research findings also demonstrate the role part-
ners play in facilitating individuals’ engagement in health
care. Particularly noteworthy is the support provided by
partners in navigating health communication challenges,
where those with partners facing difficulties in under-
standing health-related information utilized tools like
health passport books to interpret and convey informa-
tion to their partners. Partners also assisted in fostering
healthy lifestyle practices and medication adherence,
as demonstrated in other studies with couples living
with HIV in Malawi and other African settings [28—30].
This multifaceted assistance highlights the comprehen-
sive impact partners can have in enhancing the overall
healthcare experience for individuals, addressing com-
munication barriers, and promoting holistic well-being.
Studies among patients with CMD have demonstrated
that involving family members in the management plan
improves patients’ health outcomes, including health
literacy, self-efficacy, self-management, medication
adherence, and disease control [78—80]. However, other
findings show that factors such as interpersonal conflicts
arising from constant reminders by partner to adhere to
plan of care, sabotaging of lifestyle modification efforts,
and intimate partner violence can negatively impact
health outcomes [29, 81, 82]. This points to the impor-
tance of healthy relationship dynamics in dyadic couple
management of chronic medical conditions.

Limitations

One limitation of this study is that it was conducted
in only three health facilities in the Zomba district of
Malawi. Therefore, the experiences of PLWH and CMD
in three health facilities might differ from the experi-
ences of their counterparts attending other health facil-
ities in the area or other regions in Malawi, reducing
the transferability of the findings. A second limitation
is that participants with diabetes were under-repre-
sented in the study sample, which may have limited the
breadth of information garnered on the barriers PLWH
and diabetes face in accessing CMD care and ways that
their partners support them. Third, our study focused
on how partners positively supported access to CMD
care. Given that studies have shown that partners can
negatively impact chronic disease management [29, 82],
future studies should also explore how couple relation-
ship dynamics can negatively impact access to CMD
care. Despite the limitations noted, this study provides
valuable insights into how couples support one another
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to mitigate barriers to accessing health care. Future
studies should examine other family-level sources of
support.

Conclusion

Many barriers to accessing CMD care were identified
for people living with HIV and CMD, and these barriers
were perceived as posing greater challenges than access-
ing HIV care. Partners provided critical forms of support
and were an important source of resilience in navigating
these barriers. With the rise of CMD among people liv-
ing with HIV, improving access to high-quality CMD care
should be prioritized using lessons learned from HIV and
integrated care approaches. Partners should be involved
in CMD care to enhance the ability of PLWH to access
the appropriate healthcare services, which is paramount
in settings with poor healthcare infrastructure for non-
communicable diseases.
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