
 Corresponding author: POLY Hié Josée Carine 

Copyright © 2026 Author(s) retain the copyright of this article. This article is published under the terms of the Creative Commons Attribution License 4.0. 

Quality of life among adolescents living with HIV receiving care at CIRBA, Côte 
d'Ivoire: A Pilot Study  

Hié Josée Carine POLY 1, *, Audrey Herbert YEPIE 1, Thomas d’Aquin TONI ², Kouadio KOUAKOU ², Anin Louise 
ANIN ATCHIBRI 1 and Henri CHENAL ² 

1 Laboratory of Nutrition and Food Security, Faculty of Food Science and Technology, Nangui ABROGOUA University, PO 
Box 801 Abidjan 02, Côte d'Ivoire. 
2 Virology Laboratory, Abidjan Integrated Centre for Bioclinical Research (CIRBA), PO Box 2071 Abidjan 18, Côte d'Ivoire. 

World Journal of Advanced Research and Reviews, 2026, 30(01), 025-033 

Publication history: Received on 16 February 2026; revised on 30 March 2026; accepted on 01 April 2026 

Article DOI: https://doi.org/10.30574/wjarr.2026.30.1.0727 

Abstract 

In Côte d’Ivoire, adolescents living with HIV constitute a vulnerable population whose quality of life remains poorly 
documented. The aim of this study was to assess the quality of life of HIV- positive adolescents receiving care at the 
Centre Intégré de Recherches Biocliniques d’Abidjan (CIRBA) and to identify its determinants. A pilot, cross-sectional, 
descriptive and analytical study was conducted among 32 adolescents aged 10 to 17 years receiving care at CIRBA in 
Abidjan. Quality of life was measured using the PedsQL™ HIV questionnaire. Spearman’s, Mann-Whitney, Kruskal-Wallis 
and Fisher’s correlation tests were used to establish links between the various parameters. The results showed a 
predominance of females (65.6%) with a mean age of 14.1 ± 2.1 years. The school enrolment rate was high (96.9%). 
These adolescents lived either with their families (53.1%) or in an institution (Centre Espoir) (46.9%). Their overall 
quality of life was high (80.3 ± 4.1), with good scores in the treatment-related and psychosocial dimensions (≥ 82). In 
contrast, the understanding/communication dimension was significantly lower (52.6 ± 15.5), whilst the dimension 
related to HIV symptoms was moderate (65.7 ± 11.9). Analysis of associations showed that treatment adherence was 
significantly higher at the Centre Espoir than in a family setting (p = 0.018). Age was negatively correlated with 
understanding/communication (ρ = -0.40; p = 0.023), whilst the duration of antiretroviral treatment was positively 
associated with perception of treatment (ρ = 0.40; p = 0.025) and overall quality of life (ρ = 0.41; p = 0.020). No 
significant association was observed with gender, educational level or type of antiretroviral regimen (p > 0.05). 
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1. Introduction

Infection with the human immunodeficiency virus (HIV) remains a major public health problem in sub-Saharan Africa 
[1]. In 2019, this region accounted for approximately 90% of the 1.8 million adolescents living with HIV worldwide [2, 3]. 
Adolescents living with HIV constitute a particularly vulnerable population due to the dual challenges of adolescence 
and managing a chronic illness. In West Africa, adolescent girls face a higher risk of infection than boys of the same age, 
reflecting persistent inequalities [3]. Furthermore, expanded access to antiretroviral treatment has transformed HIV 
into a manageable chronic condition, significantly improving the prognosis for infected children [4, 5]. However, 
adolescents living with HIV face challenges related to the changes of adolescence, stigma and the need for lifelong 
treatment, which can impact their quality of life [6, 7]. Quality of life, defined as an individual’s perception of their place 
in life within the context of their cultural environment and values [8], remains largely intact among adolescents on 
treatment, although certain aspects may be affected, particularly the physical, social and emotional dimensions [9]. 
However, the data available in sub-Saharan Africa, particularly in Côte d’Ivoire, remain limited. Although the prevalence 
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of HIV is estimated at 2.1% among people aged 15 to 49, with approximately 8,000 adolescents living with HIV, few 
studies have assessed their quality of life using validated instruments. This study therefore aims to address this gap by 
assessing the quality of life of HIV-positive adolescents receiving care at the Centre Intégré de Recherches Biocliniques 
d’Abidjan (CIRBA) and identifying its determinants. 

2. Methodology 

2.1. Type and setting of the study 

This is a descriptive and analytical cross-sectional pilot study. It was conducted at the Centre Intégré de Recherches 
Biocliniques d’Abidjan (CIRBA) in Abidjan and the Centre Espoir, Grand-Bassam, Côte d’Ivoire. CIRBA is a centre of 
excellence for paediatric HIV care, providing follow- up for over 200 HIV-positive children and adolescents. 

2.2. Study period and population 

The study ran from November 2025 to January 2026. It involved 32 adolescents with confirmed HIV infection. 

2.3. Sampling and selection of subjects 

The size of the study population was determined based on all adolescents aged 10 to 17 years, totalling 214 subjects, 
who were being monitored at the Centre for Integrated Care and Biomedical Research in Abidjan (CIRBA) for confirmed 
HIV infection. From this population, participants were selected according to the following inclusion and exclusion 
criteria: 

Inclusion criteria: Adolescents aged 10 to 17 years, with documented HIV seropositivity, receiving regular follow-up at 
CIRBA or the Centre Espoir, on antiretroviral treatment for at least six (6) months, and who had given their informed 
consent as well as that of their legal guardian, were included. 

Exclusion criteria: Adolescents with documented severe psychiatric comorbidities, who had been hospitalised within the 
previous four (4) weeks, or who were unable to understand and respond to the questionnaire, were excluded. 

In total, out of a source population of 214 eligible adolescents, 32 were included in the study, representing a 
participation rate of 16.5%. All data collected were complete (100% complete data). 

2.4. Survey 

This study required a cross-sectional survey. Data collection was carried out using face-to-face questionnaires. The 
information gathered covered sociodemographic and clinical variables, as well as data on the adolescents’ quality of life. 

2.5. Variables studied 

The sociodemographic variables collected included: age, sex, educational level, and accommodation type (Centre Espoir 
vs family home). The clinical variables included: duration of ARV treatment, current ARV regimen, and most recent HIV 
viral load, with viral suppression defined as a viral load <50 copies/mL [10]. 

2.6. Quality of life measurement tool 

Quality of life was assessed using the PedsQL™ 3.0 HIV Module, a validated instrument specifically designed to measure 
health-related quality of life in children and adolescents living with HIV [11]. This module comprises 34 items divided 
into 7 dimensions: i) HIV-related symptoms (7 items), ii) Antiretroviral (ARV) treatment (5 items), iii) 
Adherence/Compliance (4 items), iv) Emotional functioning (5 items), v) Social functioning (5 items), vi) School 
functioning (5 items), and vii) Understanding/Communication (3 items). 

Items are scored on a scale of 0 to 100 (higher score = better QoL). The overall QoL score corresponds to the mean of 
the 34 items. Scores were categorised as follows: good QoL (≥70), average (50–69), poor (<50), in accordance with the 
recommended thresholds. 

2.7. Statistical analyses 

Continuous variables were described using means ± standard deviations and medians [interquartile ranges], after 
checking for normality using the Shapiro-Wilk test. Categorical variables were presented as frequencies and 
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percentages. For bivariate analyses, correlations between continuous variables were assessed using Spearman’s 
correlation coefficient (ρ), with the strength interpreted as follows: |ρ|<0.3 weak, 0.3≤|ρ|<0.7 moderate, |ρ|≥0.7 strong 
[12]. Comparisons of scores between two independent groups used the Mann-Whitney test. Comparisons between three 
or more groups were performed using the Kruskal-Wallis test. Associations between categorical variables were tested 
using Fisher’s exact test, with calculation of odds ratios (OR) and 95% confidence intervals (95% CI). The threshold for 
statistical significance was set at p<0.05. All analyses were performed using Python 3.12. 

3. Results 

3.1. Sample characteristics 

Table 1 shows that the final sample comprised 32 adolescents, including 21 girls (65.6%) and 11 boys (34.4%), with a 
sex ratio of 0.52. The mean age was 14.1±2.1 years [11–17 years], with 19 participants (59.4%) in the 10–14 age group 
and 13 (40.6%) in the 15–17 age group. The school attendance rate was very high (96.9%, n=31), with 40.6% of 
participants having completed secondary education. Accommodation was divided between the Centre Espoir (46.9%) 
and the family home (53.1%). No risky behaviour was recorded. 

Table 1 Sociodemographic characteristics of the study population (N=32) 

Characteristics n / Mean ± SE % 

Gender   

   Male 11 34.4 

   Female 21 65.6 

   Sex ratio  0.52  

Age (years) 14.1 ± 2.1 [11-17]  

Age group   

   10-14 ans 19 59.4 

   15-17 ans 13 40.6 

Level of education   

   Not in education 1 3.1 

   Apprenticeship 1 3.1 

   Primary 7 21.9 

   Secondary 1st level 13 40.6 

   Secondary 2nd level 10 31.2 

Accommodation type   

   Centre Espoir 15 46.9 

   Host family 17 53.1 

Risky behaviour   

   Tobacco use 0 0 

   Alcohol consumption 0 0 

3.2. Characteristics of antiretroviral treatment 

Table 2 shows that the average duration of ARV treatment was 9.2 ± 4.0 [2–17] years, with 40.6% of participants having 
been treated for 11–20 years. The mean viral load was 26.8 ± 16.6 [1–76] copies/mL. Viral suppression (<50 copies/mL) 
was achieved in 93.8% of participants (n=30/32). All participants were receiving a dolutegravir (DTG)-based regimen: 
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ABC- r 3TC-DTG (n=24; 75.0%) or TDF-3TC-DTG (n=8; 25.0%). Self-reported adherence was excellent in 100% of 
participants. 

Table 2 Antiretroviral treatment characteristics (N=32) 

Caractéristics n / Mean ± SE [Min - Max] % 

Duration of ARV treatment (years) 9.2 ± 4.0 [2 - 17]  

Time since starting ARV   

   ≤ 5 7 21.9 

   6–10 12 37.5 

   11–20 13 40.6 

HIV viral load (copies/mL) 26.8 ± 16.6 [1 - 76]  

   Viral suppression (<50 copies/mL) 30 93.8 

Current ARV regimen   

   ABC 3TC DTG 24 75.0 

   TDF 3TC DTG 8 25.0 

Adherence to ARV treatment   

   Excellent 32 100.0 

3.3. Overall quality of life and by dimension 

 

Figure 1 Mean quality of life scores by dimension 

Figure 1 shows the mean quality of life scores by dimension. The adolescents had a good overall quality of life score 
(80.3 ± 4.1), with treatment-related dimensions being remarkably high: adherence/compliance (92.2 ± 10.4) and ARV 
treatment (93.9 ± 5.5), where 90.6% to 100% of participants achieved a good level (≥70). Psychosocial dimensions were 
also well maintained, with 90.6% of adolescents reporting good emotional (82.2 ± 9.0), social (84.2 ± 7.7) and academic 
(88.4 ± 6.5) functioning. In contrast, the comprehension/communication dimension was severely impaired (52.6 ± 
15.5), with only 9.4% of adolescents achieving a good level. The HIV-related symptoms dimension showed moderate 
quality of life (65.7 ± 11.9), with less than half of participants having good QoL (46.9%). 
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3.4. Associations between parameters and quality of life dimensions 

Analysis of associations between sociodemographic/clinical parameters and QoL dimensions (Table 3) revealed four significant associations. Adherence to ARV 
treatment was significantly higher at the Centre Espoir compared to the home setting (p=0.018). Age showed a moderate negative correlation with 
understanding/communication (ρ=-0.40, p=0.023), suggesting that understanding decreases with age. Duration of ARV treatment was positively correlated with 
perception of treatment (ρ=0.40, p=0.025) and the overall QoL score (ρ=0.41, p=0.020). No significant associations were detected for gender, educational attainment 
or ARV regimen (all p>0.05). 

Table 3 Associations between parameters and dimensions of quality of life 

Parameters Symptoms 
HIV 

Treatment 
ARV 

Adherence Emotional 
functioning 
emotional 

Social 
Social 

School 
Academic 

Comprehension/ 
Communication 

Overall 
score QdV 

Gender p=0.136 

ns 

p=0.532 

ns 

p=0.919 

ns 

p=0.704 

ns 

p=0.291 

ns 

p=0.916 

ns 

p=0.622 

ns 

p=0.720 

ns 

Age ρ=-0.09 

p=0.629 ns 

ρ=0.09 

p=0.640 ns 

ρ=-0.09 

p=0.631 ns 

ρ=-0.05 

p=0.787 ns 

ρ=0.10 

p=0.605 
ns 

ρ=0.00 

p=0.999 ns 

ρ=-0.40 p=0.023 * ρ=-0.11 

p=0.548 ns 

Education p=0.542 

ns 

p=0.961 

ns 

p=0.145 

ns 

p=0.564 

ns 

p=0.338 

ns 

p=0.416 

ns 

p=0.101 

ns 

p=0.400 

ns 

Type of 
accommodation 

p=0.954 

ns 

p=0.148 

ns 

p=0.018 

* 

p=0.148 

ns 

p=0.579 

ns 

p=0.936 

ns 

p=0.838 

ns 

p=0.384 

ns 

Duration of ARV ρ=0.11 

p=0.564 ns 

ρ=0.39 

p=0.025 * 

ρ=0.28 

p=0.129 ns 

ρ=0.19 

p=0.291 ns 

ρ=0.06 

p=0.758 
ns 

ρ=0.22 

p=0.233 ns 

ρ=0.29 

p=0.108 ns 

ρ=0.43 

p=0.014 * 

ARV protocol p=1.000 

ns 

p=0.150 

ns 

p=0.703 

ns 

p=0.563 

ns 

p=0.539 

ns 

p=0.926 

ns 

p=0.466 

ns 

p=0.794 

ns 

Note: Statistical tests: Spearman’s correlation (Age, Duration of ARV treatment), Mann-Whitney U (Gender, Type of accommodation, ARV protocol), Kruskal-Wallis (Education: primary/secondary/sixth 
form). ρ = Spearman’s correlation coefficient. Significance thresholds: *** p<0.001; ** p<0.01; * p<0.05; ns = not significant. Highlighting: dark orange (p<0.001), medium orange (p<0.01), yellow (p<0.05). 

  Light green = Adherence to accommodation mode (p=0.018*, key result). CE = Centre Espoir; ARV = Antiretroviral; ABC = Abacavir; TDF = Tenofovir; DTG = Dolutegravir. N/A = test not applicable 
(insufficient sample size). 
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4. Discussion 

The aim of the study was to assess the quality of life of HIV-positive adolescents followed at the Centre Intégré de 
Recherches Biocliniques d’Abidjan (CIRBA) and to identify its determinants, with a particular focus on schooling and 
age. 

The results revealed a predominance of females in the sample (65.6%), consistent with the epidemiology of mother-to-
child transmission of HIV in sub-Saharan Africa [4, 13]. Furthermore, the school enrolment rate observed was 
particularly high (96.9%), contrasting favourably with national data for Côte d’Ivoire, estimated at 47.5% [14], and far 
exceeding those reported in other African studies among adolescents living with HIV (75–85%) [15, 16]. These results 
suggest the effectiveness of CIRBA’s holistic care model, which integrates medical, psychosocial and educational 
support. 

The complete absence of reported risk behaviours (smoking, alcohol consumption, sexual activity), whilst encouraging, 
must be interpreted with caution. This observation could be partly explained by a social desirability bias, frequently 
reported in face-to-face surveys of African adolescents, where anonymised data collection methods tend to reveal 
significantly higher prevalence rates, which may be two to three times higher [17, 18]. Furthermore, the relatively young 
age of the cohort, which is lower than that generally associated with the onset of such behaviours in West Africa (15–
16 years), is a plausible explanatory factor [19]. Finally, it is also possible that the structured care framework and the 
psychosocial support provided positively influence the reported behaviours, without ruling out under-reporting. 

With regard to the characteristics of antiretroviral treatment, the high rate of viral suppression observed (93.8%), 
combined with the systematic use of dolutegravir (100%), reflects alignment with the 2019 WHO recommendations. 
This level of performance exceeds not only the targets of the UNAIDS 95-95-95 programme [13], but also the averages 
reported in sub-Saharan Africa (85– 88%) [5]. Furthermore, the excellent self-reported treatment adherence (100%) is 
corroborated by this near-universal level of viral suppression, suggesting a concordance between participants’ 
statements and biological data, despite the potential bias of social desirability [20]. 

Regarding quality of life, the results indicate a high overall level (80.3 ± 4.1), with 96.9% of participants scoring ≥ 
70, in line with recent studies showing that adolescents living with HIV on effective antiretroviral therapy and receiving 
structured psychosocial support can achieve quality of life levels comparable to those of their HIV-negative peers [21]. 
Dimensions related to treatment (adherence: 92.2; perception of treatment: 93.9) as well as psychosocial dimensions 
(emotional: 82.2; social: 84.2; academic: 88.4) appear to be particularly well maintained. However, a marked deficit is 
observed in the understanding/communication dimension (52.6 ± 15.5), with only 9.4% of participants achieving a 
score of ≥ 70, thus constituting a major vulnerability. This disconnect between excellent treatment adherence (100%) 
and a low level of understanding suggests the phenomenon of ‘blind adherence’, previously described in Thai and 
Zambian contexts, where adolescents adhere correctly to treatment without fully understanding the implications [22, 
23]. Such a situation raises concerns regarding patient empowerment and the success of their transition to adult care 
services. 

With regard to the associations observed, the significantly higher adherence at the Centre Espoir (p = 0.018) is 
consistent with studies conducted in Uganda and Kenya, reporting rates of 96–98% in institutional settings compared 
with 83–88% in family settings. This difference is generally attributed to direct supervision of treatment and adherence 
to fixed schedules [24]. However, these results do not justify the systematic institutionalisation of adolescents, as multi-
component family- based interventions such as SMS reminders, home visits or adherence clubs have demonstrated their 
ability to achieve comparable levels of adherence, whilst preserving the developmental benefits associated with the 
family environment [25, 26]. 

The paradox of a decline in understanding with age (ρ = -0.40; p = 0.023) is consistent with observations reported in 
Thailand and Zambia, where a decline in levels of understanding was described, falling from 77% to 61% between the 
ages of 12 and 17 [27]. This trend may reflect a mismatch in educational programmes, which are often designed for 
younger children and insufficiently adapted to the specific needs of adolescents, particularly regarding sexuality, 
reproduction and empowerment. 

Furthermore, the beneficial effect of the duration of antiretroviral treatment on perceptions of treatment and overall 
quality of life is part of a process of gradual adaptation to chronic illness, characterised by becoming familiar with 
treatment, improved tolerance of side effects, and the accumulation of positive experiences of virological control. 
This phenomenon has been documented in Kenyan longitudinal cohorts, showing an improvement in quality of life 
scores from 72.3 to 78.6 over a five-year period. 
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The lack of a significant association with gender contrasts with the literature, which generally reports increased 
vulnerability among girls [28]. This discrepancy could be explained either by the effectiveness of equitable psychosocial 
support within the care setting, or by limited statistical power due to the small sample size (n = 32), which may not detect 
small differences. Furthermore, the lack of difference between the ABC-3TC-DTG and TDF-3TC-DTG treatment regimens 
is consistent with the results of paediatric clinical trials, which show comparable virological efficacy and tolerability 
when these combinations are used with dolutegravir, thereby helping to simplify treatment algorithms [29]. 

Limitations of the study 

Several limitations must be taken into account when interpreting these results. The small sample size (n=32) limits 
statistical power. Selection bias is a possibility, as the volunteers may have a better quality of life than those who did 
not participate. The age-comprehension paradox would require longitudinal confirmation to rule out a cohort effect. 
Finally, the absence of a control group of HIV-negative adolescents prevents the specific effect of HIV from being isolated 
from the general socio-economic and cultural factors affecting Ivorian adolescents. 

5. Conclusion 

This study shows that adolescents living with HIV followed at CIRBA have a generally high quality of life, supported by 
good antiretroviral care, excellent adherence and near-optimal viral suppression. However, shortcomings persist, 
notably in understanding and communication regarding the disease, particularly as they grow older . These findings 
highlight the need to strengthen age-appropriate therapeutic education interventions to promote greater 
empowerment among adolescents and improve their transition to adult care. Larger-scale studies are needed to confirm 
these observations and better guide management strategies. 

Compliance with ethical standards 

Acknowledgments 

The authors extend their warmest thanks to the staff of the Centre Intégré de Recherches Biocliniques d’Abidjan 
(CIRBA) and the Centre Espoir for their collaboration and support in conducting this study. We would also like to 
thank the participating adolescents and their legal guardians for their trust and commitment. We express our gratitude 
to the National Ethics Committee for Life Sciences and Health (CNESVS) for the ethical approval of this research. 

Disclosure of conflict of interest 

The authors declare that they have no conflicts of interest in relation to this article. 

Statement of ethical approval 

This study was approved by the National Ethics Committee for Life Sciences and Health (CNESVS) of Côte d’Ivoire under 
number 0007625/MSHPCMU/CNESVS-km. 

Statement of informed consent 

Written informed consent was obtained from all legal guardians and assent from the adolescent participants prior to 
inclusion in the study. The confidentiality and anonymity of participants were strictly maintained throughout the 
research. 

Authors’ contributions 

PHJC: Investigation, data collection, formal analysis, drafting of the original manuscript. YAH: Conceptualisation, 
methodology, validation of analyses, revision of the manuscript. TTd'A: Supervision, validation, revision of the 
manuscript. KK: Supervision of investigations, revision of the manuscript. AAAL: Academic supervision, 
conceptualisation, revision of the manuscript. CH: Validation of the study, revision of the manuscript. All authors have 
read and approved the final version of the manuscript. 

References 

[1] Joint United Nations Programme on HIV/AIDS. Global HIV & AIDS statistics—Fact sheet. Geneva: Joint United 
Nations Programme on HIV/AIDS; 2022. 



World Journal of Advanced Research and Reviews, 2026, 30(01), 025-033 

32 

[2] UNAIDS. Global HIV & AIDS statistics 2020. Geneva: Joint United Nations Programme on HIV/AIDS; 2020. 

[3] Dassi C, Kra O, Aka B, et al. HIV prevalence among adolescents and young adults in Côte d'Ivoire. J Int AIDS Soc. 
2022; 25(3):e25896. 

[4] Slogrove AL, Mahy M, Armstrong A, Davies M. Living and dying to be counted: What we know about the 
epidemiology of the global adolescent HIV epidemic. Journal of the International AIDS Society. 2017; 20(Suppl 
3):21520. 

[5] Ferrand RA, Briggs D, Ferguson J, Penazzato M, Armstrong A, MacPherson P, Ross DA, & Kranzer K. Viral 
suppression in adolescents on antiretroviral treatment: Review of the literature and critical appraisal of 
methodological challenges. Tropical Medicine & International Health. 2016; 21(3):325-333. 

[6] Zanoni BC, Mayer KH. The HIV care pathway for adolescents and young adults in the United States: Exaggerated 
health disparities. AIDS Patient Care and STDs. 2014; 28(3):128–135. 

[7] Wiener L, Mellins CA, Marhefka S, Battles HB. Disclosure of an HIV diagnosis to children: History, current 
research, and future directions. Journal of Developmental & Behavioral Pediatrics. 2007; 28(2):155-166. 

[8] WHOQOL Group. Measuring quality of life. Geneva: World Health Organization; 1997. 

[9] Boyes ME, Cluver LD. Relationships between familial HIV/AIDS and symptoms of anxiety and depression: The 
mediating effect of bullying victimisation in a prospective sample of South African children and adolescents. 
Journal of Youth and Adolescence. 2015; 44(4):847-859. 

[10] World Health Organization. Consolidated guidelines on the use of antiretroviral drugs for treating and preventing 
HIV infection: Recommendations for a public health approach. Geneva: World Health Organization; 2016. 

[11] Varni JW, Limbers CA, Burwinkle TM. Impaired health-related quality of life in children and adolescents with 
chronic conditions: A comparative analysis of 10 disease clusters and 33 disease categories/severities utilising 
the PedsQL™ 4.0 Generic Core Scales. Health and Quality of Life Outcomes. 2007; 5(1):43. 

[12] Cohen J. Statistical power analysis for the behavioural sciences. 2nd ed. Hillsdale, NJ: Lawrence Erlbaum 
Associates; 2013. 

[13] UNAIDS. Children and HIV: Fact sheet July 2023. Geneva: Joint United Nations Programme on HIV/AIDS; 2023. 

[14] UNESCO Institute for Statistics. Côte d'Ivoire Education and Literacy Statistics 2022. Available at: 
http://uis.unesco.org 

[15] Mburu G, Ram M, Oxenham D, Haamujompa C, Iorpenda K, & Ferguson L. Responding to adolescents living with 
HIV in Zambia: A social–ecological approach. Children and youth services review. 2014; 45:9-17. 

[16] Mavhu W, Berwick J, Chirawu P, Makamba M, Copas A, Dirawo J, Willis N, Araya R, Abas MA, & Corbett EL. 
Enhancing psychosocial support for HIV-positive adolescents in Harare, Zimbabwe. PLoS One. 2013; 
8(7):e70254. 

[17] Langhaug LF, Sherr L, Cowan FM. How to improve the validity of sexual behaviour reporting: Systematic review of 
questionnaire delivery modes in developing countries. Tropical Medicine & International Health. 2010;15(3):362-
381. 

[18] van de Wijgert J, Padian N, Shiboski S, Turner C. Is audio computer-assisted self-interviewing a feasible method of 
surveying in Zimbabwe? International Journal of Epidemiology. 2000; 29(5):885-890. 

[19] Birungi H, Mugisha JF, Obare F, Nyombi JK. Sexual behaviour and desires among adolescents infected with human 
immunodeficiency virus at birth in Uganda: Implications for programme planning. Journal of Adolescent Health. 
2009;44(2):184-187. 

[20] Mills EJ, Nachega JB, Buchan I, Orbinski J, Attaran A, Singh S, Rachlis B, Wu P, Cooper C, & Thabane L. Adherence 
to antiretroviral therapy in sub-Saharan Africa and North America: A meta-analysis. JAMA. 2006; 296(6):679-
690. 

[21] Aurpibul L, Oberdorfer P, Choeyprasert W, Louthrenoo O. Health-related quality of life of perinatally HIV-infected 
adolescents. Curr Pediatr Res. 2016;20(1-2):231-237. 

[22] Manaboriboon B, Lolekha R, Chokephaibulkit K, Leowsrisook P, Naiwatanakul T, Tarugsa J, Durier Y, Aunjit N, 
Punpanich Vandepitte W, & Boon-Yasidhi V. Psychosocial needs of perinatally HIV-infected youths in Thailand: 
Lessons learnt from instructive counselling. AIDS Care. 2016;28(12):1615-1622. 

http://uis.unesco.org/


World Journal of Advanced Research and Reviews, 2026, 30(01), 025-033 

33 

[23] Menon JA, Glazebrook C, Campain N, Ngoma M. Mental health and disclosure of HIV status in Zambian adolescents 
with HIV infection: Implications for peer-support programmes. J Acquir Immune Defic Syndr. 2007;46(3):349-
354. 

[24] Nabukeera-Barungi N, Elyanu P, Asire B, Katureebe C, Lukabwe I, Namusoke E, Musinguzi J, Atuyambe L, & 
Tumwesigye N. Adherence to antiretroviral therapy and retention in care for adolescents living with HIV from 10 
districts in Uganda. BMC Infectious Diseases. 2015; 15:520. 

[25] Mbuagbaw L, Van Der Kop ML, Lester RT, Thirumurthy H, Pop-Eleches C, Ye C, Smieja M, Dolovich L, Mills EJ, & 
Thabane L. Mobile phone text messages for improving adherence to antiretroviral therapy (ART): An individual 
patient data meta-analysis of randomised trials. BMJ Open. 2013;3(12):e003950. 

[26] Reif LK, McNairy ML, Lamb MR, Fayorsey R, & Elul B. Youth-friendly services and differentiated models of care 
are needed to improve outcomes for young people living with HIV. Current Opinion in HIV and AIDS. 
2018;13(3):249-256. 

[27] Punpanich W, Lolekha R, Chokephaibulkit K, Naiwatanakul T, Leowsrisook P, Boon-Yasidhi V. Factors associated 
with carers’ readiness to disclose an HIV diagnosis to their children who are HIV- , Bangkok, Thailand. 
International Journal of STD & AIDS. 2014;25(13):929–935. 

[28] ter Haar AM, Van den Hof M, Scherpbier HJ, Oostrom KJ, Haverman L, & Pajkrt D. Health- related quality of life 
among young people with perinatal HIV infection: A longitudinal study. AIDS Care. 2022;34(2):263-271. 

[29] Venter WD, Sokhela S, Simmons B, Moorhouse M, Fairlie L, Mashabane N, Serenata C, Akpomiemie G, Masenya M, 
& Qavi A. Dolutegravir with emtricitabine and tenofovir alafenamide or tenofovir disoproxil fumarate versus 
efavirenz, emtricitabine, and tenofovir disoproxil fumarate for initial treatment of HIV-1 infection (ADVANCE): 
Week 96 results from a randomised, phase 3, non-inferiority trial. The Lancet HIV. 2020; 7(10):e666-e676. 


