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Abstract

Background:
In Tabora, PrEP continuity 6 months after among newly enrolled among Key and Priority Population

(KPP) is low at 47%. However, information on reasons influencing to PrEP continuity in KPP in
Tabora is limited. We report study findings from nine (9) health facilities (HFs) in the Tabora region.
Methodology:
This was a cross-sectional survey, deployed both quantitative and qualitative methods. 425 current

or previous PrEP beneficiaries started PrEP between July 2020 to January 2021 were administered
with a structured questionnaire, whereby 157 participants were purposively selected for 18 focused
group discussions (FGDs). Recruitment of study participants carried between February to April 2022.
Results:
A total of 425 KPPs, aged 15-70 years with average 30 years, the majority 288(58%) were FSWs, the

proportion of interruption was 25(20.5%). Reported reasons for PrEP interruptions, (57%) were due
to drug side effects and the least was migration (3%). There was an association between interruptions
and clients’ age (P<0.05), area of service offered (P=0.010.) and being knowledgeable about PrEP:
(P<0.05). There is significant relationship between awareness and PrEP interruptions, though in
proportions of those aware and had interruptions was at 33%.
Conclusion:
Drugs side effects, misconception, stigma, pill burden and migration were cited among influencing

reasons for PrEP interruptions.
Recommendations :
Interventional study recommended to explore on the reasons cited for PrEP discontinuity in reaching

PrEP goals in prevention services.
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1. Background of the study:

Over the past 17 years, the Government of Tan-
zania (GOT) made significant progress in ending
the HIV epidemic in Tanzania. As of 2020, Tanza-
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nia’s progress toward UNAIDS the 95-95-95 mile-
stones was 84%, 82%, and 88%: 84% of PL-
HIVs knew their status 82% were on treatment,
and 88 % of ART patients are virally suppressed
(UNAIDS, 2020). In 2020, UNAIDS also reported
Tanzania had a 27% decline in new HIV infections
from 95,000 in 2010 to 69,000 in 2020, as the coun-
try continues to strive to achieve the national set
target of 75% reduction of new infections (Pro-
gram, 2018). UNAIDS factsheet, 2020, indicated
that HIV prevalence among 15-49 years of age
is 4.7% while incidence of same age is 2.08%,
and disparities in HIV burden differs across set-
tings, regions, and sub-populations. UNAIDS
factsheet (UNAIDS) indicated that, HIV preva-
lence is still high among Key and Priority Popu-
lations (KPPs): 15.5% among persons who inject
drugs (PWID), 15.4% among Female Sex Work-
ers (FSWs), and 8.4% among men who have sex
with men (MSM), Adolescent Girls and Young
Women (AGYW) aged 10-24 years disproportion-
ally affected. Although HIV disease estimates
among other priority populations including fisher-
folk, long-distance truck drivers and mining com-
munities are inadequately explored, a 2018 study
among fisherfolk in Kagera and Mwanza in Tanza-
nia showed prevalence as high as 14%, which was 3
times higher than that of the general population
in their districts (Kapesa 2016). These special
population groups demand rapid and structured
HIV prevention interventions to reach epidemic
control in Tanzania.

Several prevention interventions, including be-
havior change and condoms, have been applied to
help reduce the spread of HIV, especially among
adolescent girls and young women. These inter-
ventions are limited in their ability to promote
HIV risk reduction because they are dependent
on male partner cooperation(K, 2016). HIV Pre-
Exposure Prophylaxis (PrEP) has been proven
to reduce the transmission of HIV infections for
individuals who are at high risk(Roehr). PrEP
represents an effective biomedical HIV prevention
method, with the potential of giving a woman
more self-efficacy and agency by taking a once-
daily pill to minimize her HIV risk.

Pre-Exposure Prophylaxis (PrEP) is a medicine

taken to prevent getting Human Immunodefi-
ciency Virus (HIV). PrEP is highly effective for
preventing HIV when taken as prescribed. PrEP
reduces the risk of getting HIV from sex by about
99% and by at least 74% by injecting the drugs.
Since PrEP protects from HIV only(Prevention,
2021). There are two (2) drugs approved for PrEP
services, this includes Truvada and Descovy. In
Tanzania, TRUVADA is commonly used. This
is a once-daily prescription composed of Emtric-
itabine (FTC) 200 mg/Tenofovir Disoproxil Fu-
marate (TDF) 300 mg (Truvada) PO Daily. It
is paramount, since, this group contributed more
in new HIV infections, reaching these groups
through PrEP services will contribute in reaching
epidemic control by 2030.

In Tanzania after adoption of WHO recommen-
dations on PrEP services, it was piloted in a few
regions including Mbeya and Mwanza in 2017/18,
in 2019 scaled up to be part of the Combination
Prevention Package to people who are at risk of
contracting HIV infection(Program, 2021b). In
the Tabora region, PrEP services started in July
2020 in Nine (9) Health Facilities out of 149 sup-
ported by PEPFAR/ CDC and scaled up to 50
by May 2022 (Program, 2022). PrEP drug adher-
ence/continuity in Key and priority Populations is
still a challenge. Moreover, Routine HIV Program
Reports in Tabora- Tanzania indicated that in the
period of July 2020-January 2021, among 1,277
KVPs started PrEP drugs, in 6 months later i.e in
July 2021, a 681(53%) PrEP clients had dropped
from using PrEP drugs. (Health, 2021).Yet rea-
sons for PrEP interruptions in Tabora are un-
clear. In studies conducted in different countries
cited reasons for interruptions. In a study in
South Africa by Diantha Pillay et al, the majority
(73.8%, n = 59) of participants who discontinued
oral PrEP cited side effects as the primary rea-
son for discontinuation, followed by feeling stig-
matized (18.8%, n = 15), also the study compared
timing of using PrEP, more past users reported
experiencing side effects (95% versus 59%). Only
15% of past users stated that the side effects were
tolerable, and 83% said that the side effects they
had experienced had affected daily life. The most
commonly reported side effects that were consid-
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ered intolerable by past users (n = 47) were stom-
ach pain (89.4%, n = 42), vomiting (42.6%, n =
20), and nausea (40.4%, n = 19). Discontinuation
due to side effects happened on average within the
first five months of use (plos).

A study conducted in New York by Unger ZD
et al cited that approximately half of PrEP initia-
tors discontinued PrEP during the study period
(n = 44; 47%). Most participants (71%) noted
systemic issues (insurance or financial problems,
clinic or pharmacy logistics, and scheduling bar-
riers) as reasons for discontinuation. One-third
cited medication concerns (side effects, poten-
tial long-term side effects, and medication beliefs;
(32%) behavioral factors (low relevance of PrEP
because of sexual behavior change. Over half
(53.5%) highlighted systemic issues alone, while
an additional 19% attributed discontinuation to
systemic issues in combination with other factors.
Of those who discontinued, approximately one-
third (30%) restarted PrEP during the follow-up
period, citing resolution of systemic issues or be-
havior change that increased PrEP relevance (Zoe
D Unger, 2022)

A study conducted in Kenya, Tanzania and
Lesotho by Mutegi, et al cited the most common
one was a bad encounter with a health provider,
cited by 27% of respondents, while 21% said
they’d stop due to side effects. “I don’t think I’m
at risk of HIV” was only cited by 14%. Other
noteworthy reasons were “it’s too burdensome”
(9%), “people might think I have HIV” (6%), and
“my partner didn’t like it” (5%). No-one stopped
because they thought PrEP did not work or be-
cause of its cost. In terms of other characteristics,
PrEP stoppers were somewhat more likely to be
depressed (37.5% versus 31% who continued) and
to use recreational drugs (5.6% versus 1.5%), but
these differences were not statistically significant.
. . . . . . . . . ..In a study of Four themes emerged

related to reasons for PrEP discontinuation, in-
cluding: (1) lower per-
ceived HIV risk related to changes in sexual be-

havior; (2) structural or logistical barriers
(e.g., lapse or loss of health insurance, cost, dif-

ficulty navigating complex medical systems);
(3) anticipated and experienced medication side

effects, with a sub-theme of interactions
between PrEP and feminizing hormone medica-

tions; and (4) challenges with medication
adherence
Four themes emerged related to reasons for

PrEP discontinuation, including: (1) lower per-
ceived HIV risk related to changes in sexual be-

havior; (2) structural or logistical barriers
(e.g., lapse or loss of health insurance, cost, dif-

ficulty navigating complex medical systems);
(3) anticipated and experienced medication side

effects, with a sub-theme of interactions
between PrEP and feminizing hormone medica-

tions; and (4) challenges with medication
adherence
In a study conducted in California, Los An-

geles by Omar Nieto et Al on PrEP discon-
tinuation among Latino and Black MSM and
transgender women cited that, Four(4) themes
emerged related to reasons for PrEP discontin-
uation included; lower perceived HIV risk related
to changes in sexual behavior, structural or logis-
tical barriers (e.g. lapse or loss of health insur-
ance, cost, difficulty navigating complex medical
systems, anticipated and experienced medication
side effects, with a sub-theme of interactions be-
tween PrEP and feminizing hormone medications
and challenges with medication adherence (Nieto,
2020).

In a study conducted by Jordan Poti et al cited
92 out of 120 respondents (70%) discontinued
PrEP. Among TGW and MSM, the main reason
for discontinuing PrEP was the fact that clients
felt that they were no longer at risk. Over 30%
respondents reported that they were no longer at
risk, and 60% said they would restart PrEP when
their risk increases. Self-reported risk behaviors
were that of the clients who reported to not be at
risk, 43% may not be using condoms, and more
than 50% did not return for testing (Poti, 2019).

This study in Tabora, helped to understand in-
fluencing reasons for PrEP continuity in Tabora,
Tanzania for improving program performance to
reaching epidermic control by 2030.

December 17, 2022



2. Methodology:

Mixed study exploratory design, A quantita-
tive cross-sectional, followed by qualitative con-
tent analysis method. The quantitative survey
used a semi-structured closed/open-ended ques-
tionnaire applied. Recruitment of participants
took place between February to April 2022 as a
follow up for those started PrEP between July
2020 to January 2022.

Study was complemented with Focused Group
Discussions. (FGDs) ranging 4-12 PrEP clients,
with at least 2 groups per each HF implementing
PrEP service, this enabled to have 18 FGDs with
a total of 157 participants. The study population
involved Key and Priority Populations i.e MSM,
PWID, FSW, vAGYW, and Discordant Couples
who received PrEP drugs from 9 Health facilities
(HFs) in the Tabora Region.

Inclusion criteria, the study was carried out
among KPPs started PrEP services in July 2020
to Jan 2021 in 9 HFs in the Tabora region. Only
those who consented for study were included. Ex-
clusion criteria, the study excluded the partici-
pants who declined consent to participate in the
study.

3. Findings:

The study surveyed 425 KPP who started PrEP
for a minimum of 6 months from July 2020,
included FSW 288(58%), MSM 19(4%), PWID
14(3%), vAGYW 57(13%) as well as discordant
couples 10(5%) and other Priority populations
67(16%), ( see table 1 below).

In qualitative approach (FGD), the study con-
ducted 18 FGDs with total of 157 participants
comprised of 79-FSW, 4 -MSM, 47- vAGYW, 11-
Discordant couples, 16- PWID.

The study participants had mean age 30 years,
ranging from 15-70 years, with 72.2% of the to-
tal sample contributed by participants above 25
years. More than two-thirds (76.2%) were female,
and less than one-third were male (23.8%) (See
Table 1 above).

More than half of participants were FSW
(58.3%), Partners of Key Population (15.7%),

vAGYW (13.4%), discordant couple (4.7%),
MSM (4.5%) and PWID (3.3%). Economic ac-
tivities of participants engaged in small business
(37%), Bar Maid (20.2%), No Job (18.4%), small
scale farmers (12.5%), money for sex (6.2%),
boda-bodas drivers (4.9%)

The majority (81.9%) reported to reside in ru-
ral areas, while (18.1%) reside in urban settings.
(See table 1)

From the study, 112 clients did stop taking
PrEP, we explored the reasons for them to stop
which included: drug aftermath (57%), miscon-
ception (19%), forgetting (9%), stigma (6%), pill
burden

(5%) and migration (3%), (see below graph 1
above)

From the figure-1 above, drug aftermath cited
to be the major reason for PrEP interruptions
contributed 57%, and its distribution among KVP
groups is as follows: FSW 39 (62.9%), followed by
partner of KVP 9 (14.5%) and vAGYW 7(11.3%),
(see Table 2 )

From the qualitative part, cited different cases
reported by PrEP beneficiaries on reasons for dis-
continuity on PrEP services.

3.1. Drug aftermath (drug side effect):
Under this group, majority of clients gave rea-

son pertaining dizziness, hungry, nausea, tired,
headache.
FSW: “I used to feel nausea and sometimes

tired”.
FSW: “When I started taking the medicine,

I felt nausea, dizzy, headache and extremely
sleepy, but now, am doing well”.
vAGYW: “Though at the beginning I used to feel

dizziness, but currently am doing well and pro-
ceeding with my medication”.
PWID: “Because when I started using it, I used

it, i.e is just after using it I started feeling hungry,
dizziness, you know what? I felt I didn’t eat, and
went to eat but the system was the same”.

3.2. Misconception:
FSW: “People can’t spot the different between

PrEP and ARVs, they claim both are for PLHIV”.
Discordant couple: “If I walk with this medicine,
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Table 1: Surveyed 425 KPP who started PrEP for a minimum of 6 months from July 2020

variable Observation, n Percentage, %
Gender
Male 101 23.8
Female 324 76.2
Age group
15-24 103 24.2
25+ 307 72.2
Missing 15 3.5
Economic activity
Bar Maid 86 20.2
Small business* 158 37.2
Boda-boda- driver (motorcycle driver) 21 4.9
No Job 78 18.4
Money for Sex 29 6.8
Small scale farming 53 12.5
KVP Group
vAGYW 57 13.4
FSW 248 58.3
MSM 19 4.5
PWID 14 3.3
Discordant Couple 20 4.7
Partner of KP (Key Population) 67 15.7

Figure 1: (Drug aftermath meant drug side effect)
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Table 2: Reasons for PrEP interruptions among KPP groups

KVP Group Stigma Migra-
tion

Pill
burden

Forget-
ting

Miss
conception

Drug
aftermath

To-
tal

vAGYW 0 1 2 0 3 7 13
% 0 20 40 0 12.5 11.3 12.6
Discordant
Couple

0 1 1 0 2 4 8

% 0.0 20.0 20.0 0.0 8.3 6.5 7.8
FSW 1.0 2.0 2.0 2.0 15.0 39.0 61.0
% 50.0 40.0 40.0 40.0 62.5 62.9 59.2
MSM 0 0 0 1 1 1 3
% 0.00 0.00 0.00 20.00 4.17 1.61 2.91
Partners of
KVP

0 1 0 2 3 9 15

% 0.0 20.0 0.0 40.0 12.5 14.5 14.6
PWID 1 0 0 0 0 2 3
% 50.0 0.0 0.0 0.0 0.0 3.2 2.9
Total 2 5 5 5 24 62 103

and if my partner finds them, we shall quell and
will think that I am already infected”.
FSW: “Other people see us using the drug and

consider us as PLHIV, and if one tried to explain
them about PrEP, they consider us as Prostitute,
that’s why we are taking PrEP”.
FSW: “People claim that, once you take PrEP

there is high chance to be infected with HIV”.

3.3. Forgetting:

vAGYW: “I am working at girl’s saloon, I forgot
my drug when I am with my client, and we are
drunk”.
FSW: “I am doing business, time to take drugs

am still doing my business”.
FSW: “I forgot to take medicine when am drug

or on transit”.

4. Stigma:

FSW: “I am being stigmatized by my friends,
thinking that am infected with HIV”.
FSW: “Need to hide drugs no to be seen as due

to my work of sex for money, they say am infected
with HIV”.

5. Pill burden:

vAGYW: “PrEP is very exhaustive, and once
you missed a dose, you can be infected”. MSM:
“Taking drugs every day is tiresome, as they
say. . . . . . we should take them daily”.

5.1. Migration:
Partner of Key population: “Forgetting to take

drugs while travelling”.
FSW: “Am settled am always on travel, I forget

to take drugs”.
Partner of Key population: “Failing to take my

drug on time, as I finish them and am, far from
health facility”.
Discordant couple: “Long distance from home

to the dispensary to get PrEP”

6. Discussion:

In this study conducted in Tabora, Tanzania, it
was observed that, timing of PrEP interruptions
was within 6 months, this was also noted by study
conducted A study conducted in South Africa by
Diantha Pillay et al (Diantha Pillay, 2020)

The majority (73.8%, n = 59) of participants
who discontinued oral PrEP cited side effects as
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the primary reason for discontinuation, followed
by feeling stigmatized (18.8%, n = 15) (see Ta-
ble 6), a study conducted in Kenya, Tanzania
and Lesotho by Mutegi, et al cited, The most
common one was a bad encounter with a health
provider, cited by 27% of respondents, while 21%
said they’d stopped due to side effects. “I don’t
think I’m at risk of HIV” was only cited by 14%.
Other noteworthy reasons were “it’s too burden-
some” (9%), “people might think I have HIV”
(6%), and “my partner didn’t like it” (5%).

A study conducted by Jordan Poti et Al (Poti,
2019) cited 92 out of 120 respondents (70%) dis-
continued PrEP. Among TGW and MSM, the
main reason for discontinuing PrEP was the fact
that clients felt that they were no longer at risk.
Over 30% respondents reported that they were no
longer at risk, and 60% said they would restart
PrEP when their risk increases, A study con-
ducted in South Africa by Diantha Pillay et al,
and New York by Unger ZD et al (Zoe D Unger,
2022), It our study it was observed that 53% of
clients discontinued PrEP usage at 6 months since
beneficiaries started PrEP drugs, in the other
study conducted in same countries above men-
tioned also noted 50% discontinued within the
first six months of PrEP use. In our study, side
effects contributed 57% in hindering uptake and
continuity of PrEP services, there were more con-
cerns cited in this study included misconception
(19%), forgetting (9%), stigma (6%), pill burden
(5%) and migration (3%). Additionally, study re-
sults suggested that, PrEP interruption is signifi-
cant among clients aged 19-24 years, and mainly
within first 7 months, but statistically no vari-
ations among KPP groups. Side effect also re-
ported as barrier to uptake and continuation in
other studies (Matthew S, 2018a) Prevalence of
client’s side effects where the primary reason why
current users had interrupted using oral PrEP
within the first seven months of use which is the
period showed huge drop, also from our study
this has been associated with poor of knowledge.
Clients from Tabora who had history of inter-
rupted oral PrEP due to side effects challeng-
ing, cited side effects included nausea, headache,
tired, hungry being intolerable and affecting daily

life. Clients who continued using oral PrEP ap-
peared to tolerate side effects differently from
those who stopped using it, cited also some who
did not mention any side effect. This suggests
for improved counselling skills from health care
providers, PrEP expert Peers tie, and providing
assurance to clients to consult health facility in
case of intolerable side effect. In the 5 days train-
ing 40 curriculum for PrEP to heath care work-
ers, there is a session on how to manage and un-
derstanding side effects. Smith et al (2012) con-
ducted a study in the United States among young
adults using oral PrEP, and found concerns over
ARV-based stigma and burden of daily pill taking.
In this study, similar concerns were cited from
participants in quantitative survey, but did not
cite them as reasons for discontinuation. These
issues are worth monitoring in future studies and
in PrEP programs.

7. Conclusion:

In this study conducted in Tabora, Tanzania, it
was observed that, PrEP drug interruption among
clients started PrEP after 6 months of usage was
at 53%, where 30% contributed by FSW, in pro-
portions per KPP. Drop is as high as 71% among
OVP. It was also observed that, interruptions
vary among KPP groups and among ages, i.e 15-
24 years had high possibility and among FSWs,
while those receiving PrEP services at community
showed interruption at 36.7% vs at facility 21.8%
(P=0.01). Among leading factors influencing in-
terruptions included drug side effects, misconcep-
tions followed by forgetting and lastly migrations,
overall ranging from 3% to 57%.

8. Recommendation:

Practice: study findings showed area of im-
provement in terms on capacity building to HCPs
in provision of health education, counselling and
providing assurance on drug side effects, client
centered approach depending on type of KPP
group receiving the services to improve levels of
awareness and knowledge on PrEP services. Pol-
icy: There are number of issues pointed out by
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clients including multi month dispensing of PrEP
drugs, change of drug Tins not to resemble ARVs
packaging to reduce stigma, incentivizing those
adheres well to PrEP drugs, decentralization for
easy accessibility of PrEP
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