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OPERATIONAL DEFINITIONS

Community client-led ART delivery (CCLAD): This is delivery of antiretroviral drugs at
community level to a community ART group by one of the community ART group
members on a rotational basis.

Differentiated drug delivery approaches: Drug delivery models that are adapted or customized to
provide drugs (ARVSs) to clients living with HIV in the most convenient manner
without compromising quality of care.

Enrollment in CRPDDP program -This can be operationalized as the number of community
pharmacies who complete the registration process to receive medications and provide
health services to the required HIV patients.

Factors favoring participation in CRPDDP program-Encompass the various demographic,
socioeconomic, and health-related characteristics that aid individuals’ likelihood to
engage with the pharmacy services. These factors can include age, gender, income,
accessibility of the pharmacy, and awareness of services.

Participation in CRPDDP program -Refers to the frequency and degree to which enrolled
individuals engage with the services provided, including visits to the pharmacy, receipt
of medications, and involvement in educational programs.

Readiness for Participation -Readiness in this context refers to the extent (meet or exceed the75%
readiness threshold based on 20 facility-level indicators.) to which community
pharmacies in Kampala City, Uganda are prepared to participate in the HIVV-focused
community retail pharmacy drug distribution point (CRPDDP) program. The
indicators include factors such as storage, resources, training, and infrastructure
availability that contribute to pharmacies' ability to effectively engage in the program.

Stigma: Stigma in this context refers to negative attitudes, beliefs, or behaviors towards people
living with HIV (PLHIV). These include; discriminatory attitudes which refer to
negative views or stereotypes towards PLHIV, fear of transmission of contracting HIV
through casual contact, social exclusion which involves excluding PLHIV from social
interactions or services, confidentiality concerns which involves breaches of patient
confidentiality or lack of respect for patient privacy and finally the language that

perpetuates negative stereotypes or shame.



ABSTRACT

Background: Globally, HIV remains a persistent public health concern. As of 2022, approximately
39 million people were living with HIV (PLHIV), with adults accounting for over 95% of this
population (UNAIDS, 2023). ART coverage globally reached 76% in 2022, still falling short of
the UNAIDS 95-95-95 targets aimed at ending the AIDS epidemic by 2030 (WHO, 2023).This
study assessed the proportion of readiness, identified factors favoring and barriers to participation
of community retail pharmacies (CRPs) in the Community Retail Pharmacy Drug Distribution
Point (CRPDDP) program for HIV service delivery in Kampala City, Uganda.

Methodology: A cross-sectional design was employed, involving 304 pharmacies across the city’s
five administrative divisions. Quantitative data gathered from the surveys were summarized and
Cleaned-in Ms. Excel then analyzed using SPSS version 26.

Results: Findings revealed a critical participation gap: only 3.9% of CRPs were actively enrolled
in the CRPDDP program, yet out of the 292 non-participating pharmacies assessed, 76.7% met or
exceeded the 75% readiness threshold based on 20 facility-level indicators. Most pharmacies
complied with regulatory and structural domains such as licensure, pest-free storage, and
temperature monitoring. However, notable gaps were identified in HI\VV-specific service areas, with
only 11.2% of CRPs having ART counseling spaces, 7.8% maintaining adverse drug reaction
records, and 20.1% equipped with dedicated ART dispensing points. Most community retail
pharmacies complied with the presence of a supervising pharmacist, dedicated infrastructure, and
prior involvement in public health programs. Barriers to enroliment were primarily perceptual and
systemic, including low program awareness and stigma concerns.

Conclusion: The study concludes that while Kampala’s CRPs demonstrate substantial technical
capacity, their integration into the national HIV response remains limited. Bridging this readiness—
participation divide will require targeted HIV training, mentorship, simplified policy
communication, infrastructure support, and performance-based incentives to fully harness the
potential of CRPs in differentiated ART service delivery.
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CHAPTER ONE
INTRODUCTION

1.0 Background

Globally, Human Immuno-Deficiency Virus (HIV) remains a persistent public health concern. As
of 2022, approximately 39 million people were living with HIV (PLHIV), with adults accounting
for over 95% of this population (UNAIDS, 2023). Despite substantial progress in prevention and
treatment, disparities in access to Anti-retroviral therapy (ART) persist, particularly in low- and
middle-income countries. ART coverage globally reached 76% in 2022, still falling short of the
UNAIDS 95-95-95 targets aimed at ending the Acquired Immuno- Deficiency Syndrome (AIDS)
epidemic by 2030. Sub-Saharan Africa, which bears the highest burden of HIV, has made
significant strides reporting a 43% decline in new infections over the past decade yet only
approximately 68% of PLHIV had achieved viral suppression by 2022 (WHO, 2023).

To improve access and continuity of HIV care, several countries have adopted decentralized and
community-based ART distribution strategies. In Nigeria, shifting ART delivery from health
facilities to community retail pharmacies has achieved high refill retention rates and enhanced
access among underserved populations (Oseni & Erhun, 2024). Similarly, in Zambia, qualitative
research supports the feasibility of private pharmacies as ART access points, provided
implementation issues such as training and infrastructure are addressed (Magomana, 2023). In
Rwanda, over 90% of community pharmacies were found to possess the basic infrastructure and
expressed willingness to engage in ART service delivery (Musafiri et al., 2024), aligning with
emerging data from Kenya, Namibia, and South Africa demonstrating the effectiveness of
community pharmacy models for both ART and Pre- Exposure Prophylaxis (PrEP) access (Lalla-
Edward & Venter, 2025; Nyamuzihwa et al., 2023).

In Uganda, the Ministry of Health (MoH) has actively promoted Differentiated Service Delivery
(DSD) models to optimize HIV service access and reduce congestion in public health facilities.
Introduced in 2015, the DSD framework supports patient-centered care through approaches such
as Community Client-Led ART Delivery (CCLAD), Community Drug Distribution Points
(CDDP), and Fast-Track ART refills. These models align with World Health Organization (WHO)



and International AIDS Society (IAS) guidance recommending ART for all PLHIV, regardless of
CD4 count (I1AS, 2024). However, recent studies indicate implementation challenges, including
stigma, drug stock-outs, and infrastructural gaps at the community level (Kintu et al., 2021; Oyet
etal., 2023).

By 2022, Uganda reported an ART coverage rate of 83%, with approximately 90% of PLHIV
aware of their HIV status and over 88% of those diagnosed on ART. However, viral load
suppression the third ‘95’ target stood at just under 60%, indicating a major bottleneck in treatment
success (Uganda National Institute of Public Health, 2023). This gap in viral suppression reflects
challenging shortfalls such as inconsistent medication adherence, limited follow-up mechanisms,
and insufficient support for monitoring treatment outcomes. These shortfalls are most acute in
urban and peri-urban districts, where overburdened health systems, high patient mobility, and
fragmented referral pathways hinder ART continuity. Kampala, accounting for nearly 20% of the
ART caseload nationally, remains a strategic priority for scaling up alternative ART delivery
approaches, which aim to reduce congestion at public health facilities, improve medication
adherence, shorten wait times, and provide more patient-centered, convenient refill options for
stable clients (PEPFAR/USAID, 2022).

Among Uganda’s innovative strategies is the Community Retail Pharmacy Drug Distribution Point
(CRPDDP) program, which formally engages accredited private pharmacies to refill ART for
stable patients. Licensed pharmacies receive ART stocks from partner health facilities and provide
refills to enrolled clients, often in collaboration with implementing organizations such as “Reach
Out Mbuya” and the Infectious Diseases Institute (IDI). (Ministry of Health, 2023;
PEPFAR/USAID, 2022). Technology-based solutions like the ART Access platform are also being
piloted to support community pharmacies in ART data reporting and refill management
(Kyomugisha et al., 2023).

Despite these advances, CRPDDP implementation in Kampala remains patchy. While pilot data
from the capital show promising viral suppression and client retention rates, readiness among
community pharmacies varies widely due to regulatory gaps, inconsistent supervision, digital
infrastructure limitations, and insufficient pharmacist training in HIV care protocols (ACP, 2021,

Toroitich et al., 2024). Recent research indicates that barriers such as stigma, privacy concerns,



and lack of formal policy guidance continue to impede pharmacy-level participation in DSD
programs (Oyet et al., 2023; Ezenduka et al., 2025).

It is within this context that the current study was undertaken to determine what is the proportion
of readiness and the factors influencing participation in the CRPDDP program among community
retail pharmacies in Kampala. As Uganda continues to align with global HIV targets,
understanding the drivers and barriers of CRPDDP participation at the community pharmacy level
will provide essential insights to inform policy and improve the effectiveness of urban HIV service

delivery.

1.1 Problem Statement.

Uganda’s HIV response aspires to ensure equitable, sustained access to antiretroviral therapy
(ART) for all People Living with HIV (PLHIV), in line with the UNAIDS 95-95-95 targets. One
of the innovative strategies supporting this goal is the Community Retail Pharmacy Drug
Distribution Point (CRPDDP) model. This approach seeks to overcome the problem of much
congestion, long waiting times and high patient provider ratios in the public health facilities so that
stable ART clients are able to refill medications at licensed community pharmacies whose
readiness was determined in order to improve client satisfaction and continuity of care .(IAS, 2024;
WHO, 2023; Goldstein et al., 2023).

However, Uganda continues to face systemic challenges. As of 2022, the national HIV prevalence
among adults stood at 5.1%, with viral load suppression at just 75.4% far below the global target
of 95% (UPHIA, 2022). Kampala, which serves nearly 20% of the country’s ART population, is
especially affected by overcrowded clinics, long queues, and staff shortages (USAID/PEPFAR,
2022). Despite a CRPDDP rollout to over 100 sites nationally, participation in Kampala remains
low, even with its high density of licensed pharmacies. Previous studies have alluded to persistent
readiness problems including inadequate infrastructure, lack of staff training, limited policy
awareness, stigma, and fragmented digital systems which can compromise the quality of HIV
services provided (Musafiri et al., 2024; Toroitich et al., 2024; Ogbuagu et al., 2024). Moreover,
community pharmacies are business entities with financial priorities, and their participation in the
CRPDDP program were as well influenced by concerns about profitability and sustainability. The

requirements for participation in a CRPDDP program, such as obtaining necessary licenses,



meeting specific storage and dispensing facility standards, and adhering to program guidelines and
protocols which require 75% threshold score from the 20 indicators were burdensome or
problematic to some pharmacies, particularly smaller or resource-constrained ones. These
requirements may strain the limited resources of some pharmacies, making it challenging for them
to participate in the program (ACP, 2021).

Additionally, the program's emphasis on HIV care and treatment may not align with the core
business priorities of some pharmacies, leading to competing interests and limited motivation to
participate. As a result, the CRPDDP program may not reach its full potential in increasing access
to HIV services, exacerbating existing health disparities and limiting the impact of HIV treatment
and care initiatives in Uganda (ACP, 2021).

Yet, pilot CRPDDRP sites in Uganda and similar initiatives in Nigeria, Rwanda, and South Africa
have shown that pharmacy-led ART distribution can achieve over 95% client retention and
improved adherence when well-integrated with digital platforms and health facility support
(Mukama et al., 2024; Ajagu et al., 2017; Nyamuzihwa et al., 2023). Still, data on the actual
readiness of Kampala’s community pharmacies and the systemic enablers or barriers affecting

their participation remain sparse and largely inconclusive.

This gap limits efforts to optimize community-based ART delivery. Without understanding the
readiness and constraints facing pharmacies, the scale-up of CRPDDP in urban Uganda may fall
short of its potential to enhance access, reduce facility congestion, and support viral suppression.
This study therefore investigated the factors favouring participation in the CRPDDP program
among community retail pharmacies in Kampala City, focusing on the facilitators, barriers, and

service readiness essential for sustainable program expansion.

1.2 Justification

Uganda’'s HIV/AIDS policy framework emphasizes the importance of increasing access to HIV
treatment, care services and acknowledges the importance of community-based service delivery,
there is limited guidance on the integration of community pharmacies into the HIV care continuum.
Specifically, there is lack of clear policies and guidelines on Community pharmacy roles, training
and capacity building, incentives and support and stigma reduction.

Understanding the readiness and barriers to CRPDDP participation among community retail

4



pharmacies will help inform the scale-up of differentiated ART delivery models. This research is
justified by its potential to enhance access to HIV medications, inform policy, improve program
implementation, and ultimately contribute to better health outcomes for people living with HIV in
Kampala City, Uganda. By identifying the systemic, infrastructural, and perceptual barriers that
limit pharmacy participation, and by assessing the level of technical readiness across facilities, the
study provides actionable evidence for designing a more effective and inclusive HIV care strategy.
Given the burden on urban health facilities and the push toward decentralized care, leveraging
community pharmacies could be a transformative step toward achieving Uganda’s national HIV

targets and the global 95-95-95 goals.
1.3 Research Questions

1. What is the proportion of pharmacies ready to offer the CRPDDP services among
community retail pharmacies in Kampala City, Uganda?
2. What are the factors that favor participation in CRPDDP program among community retail

pharmacies in Kampala City, Uganda?

3. What are the barriers to participation in CRPDDP program among community retail

pharmacies in Kampala City, Uganda?

1.4 Research Objectives

1.4.1 General Objective

To determine the readiness and factors influencing community pharmacies participation in the HIV
Focused Community Retail Pharmacy Drug Distribution Point (CRPDDP) Program in Kampala
City, Uganda.

1.4.2 Specific Objectives.

1. To determine the proportion of community retail pharmacies ready to offer CRPDDP services
in Kampala City, Uganda.
2. To determine the factors that favor participation in CRPDDP program among community



retail pharmacies in Kampala City, Uganda.
3. To determine the barriers to participation in CRPDDP among community retail pharmacies in Kampala City, Uganda.

1.5 Conceptual framework

The independent variables include readiness facilitators, the factors and barriers to participation in the CRPDDP program while
participation in the HIV focused program is the Dependent variable

Figure 1: Conceptual Framework for Readiness and Participation Factors in the HIV (CRPDDP)

Program.

Source: Developed by the researcher, 2025
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CHAPTER TWO
LITERATURE REVIEW

2.1 Overview of the CRPDDP Program

The Community Retail Pharmacy Drug Distribution Point (CRPDDP) Program is a differentiated
service delivery model designed to enhance access to HIV treatment services for stable People
Living with HIV (PLHIV) residing or working in urban areas of Uganda. This model, adopted
from the Ministry of Health's AIDS Control Program (ACP), seeks to decongest overburdened
health facilities by shifting stable clients to community retail pharmacies where they can
conveniently pick up their antiretroviral (ARV) medications (ACP, 2021). The model is grounded
in the principles of accessibility, client-centered care, and public-private partnership, aiming to

bridge service delivery gaps in high-burden urban settings (Katongole et al., 2024).

2.2 Benefits of the CRPDDP Program

Several benefits have been attributed to the CRPDDP program for key stakeholders, including the
recipients of care (RoC), the health system, and the participating pharmacies. For the RoC, the
program offers enhanced convenience in accessing medication, with reduced travel time and
associated costs, flexible pick-up hours, and increased privacy. A cross-sectional study done on
135 PLHIV in southwestern Uganda indicated that these factors significantly contribute to
improved medication adherence and retention in care, which are crucial for viral suppression
(Amunyongire et al., 2022). Evidence from pilot studies conducted by Implementing Partners (IPs)
such as the Infectious Diseases Institute (IDI) in Kampala and Wakiso reported retention and viral
suppression rates exceeding 95% among RoC enrolled in the program (ACP, 2021; Mukama et
al., 2024). Moreover, a qualitative cross-sectional study done on PLHIV, health workers, HIV
focal persons, community retail pharmacies involving 11 in-depth interviews, 9 key informants
and 8 focal group discussions indicated that the CRPDDP model helps mitigate HIV-related stigma
by shifting medication collection from health facility-based ART clinics to community retail

pharmacies, where services are less conspicuous (Katongole et al., 2024).



An exploratory descriptive study done on adolescents aged 10 to 19 years living with HIV in Lira
district involving 29 qualitative interviews showed that from a health system perspective, the
CRPDDP program plays a vital role in optimizing service delivery by decongesting ART clinics
and redirecting stable clients to alternative access points. This allows healthcare workers at health
facilities to focus their attention on newly diagnosed clients, unstable cases, and those with co-
morbidities (Apio, 2022). Furthermore, in a descriptive qualitative study done in Bushenyi,
southwestern Uganda involving 24 PLHIV, 6 key informants indicated that the CRPDDP promotes
cost-effectiveness in service delivery, reduces patient waiting times, and expands differentiated
care in urban and peri-urban environments (Oyet et al., 2023; WHO, 2022). Emerging cost data
from South Africa also support this home-based ART refills offered through community channels
have shown cost comparability with clinic-based models, further affirming the viability of
decentralized delivery. The use of Geographic Information System (GIS) mapping has been
instrumental in identifying eligible pharmacies located within one to two kilometers of

participating health facilities, ensuring ease of access for RoC (ACP, 2021).

Further-more, a randomized controlled trial done on PLHIV for at least one year involving four
network members indicated that Pharmacies participating in the CRPDDP model also benefit
significantly. Besides receiving dispensing fees, these pharmacies experience increased foot traffic
from PLHIV who often purchase other medications, thereby expanding their customer base and
revenue streams. In addition, their participation strengthens public-private partnerships and offers
them an opportunity to contribute to public health and community development (Wagner et al.,
2022). A descriptive cross-sectional study done in 42 health facilities in Wakiso District indicated
that Pharmacies are selected based on specific criteria, including possession of a valid National
Drug Authority (NDA) license, physical accessibility, adequate storage space, availability of
trained personnel, and a demonstrated willingness to participate in the CRPDDP initiative (Lule et
al., 2025).

Implementation of the CRPDDP model involves a formal service agreement between the regional
implementing partner, usually a health facility under organizations such as Reach Out Mbuya or
IDI, and the selected community pharmacy. Eligible clients are those who have been on ART for
at least one year, are 20 years and older, are not pregnant or breastfeeding, and have no major co-

infections such as tuberculosis. Once enrolled, a maximum of 2,000 RoC can be served per



pharmacy, and clients are allowed to choose a pharmacy most convenient to them (ACP, 2021). In
the event of clinical complications such as persistent headaches, vomiting, diarrhea, fever, or
failure to adhere to appointments within a seven-day grace period, clients are referred back to the
health facility for further evaluation and management (WHO, 2022).

Since its introduction, the CRPDDP model has witnessed notable expansion. By early 2023, the
program had been rolled out to over 104 pharmacies in Uganda, serving approximately 40,000
clients across 61 health facilities. The Ministry of Health aims to extend the initiative to 200
pharmacies, covering 147 health facilities and reaching more than 150,000 stable PLHIV (1AS,
2023). This expansion illustrates the scalability and growing acceptance of the CRPDDP model as
a viable intervention for improving HIV service delivery in urban Uganda. The model’s success
reinforces the global shift towards differentiated service delivery approaches that emphasize client
convenience, system efficiency, and multi-sectorial collaboration (UNAIDS, 2024). In other
countries such as Zambia and South Africa, similar models involving community pharmacies have

already demonstrated feasibility, acceptability, and potential to reach underserved populations.

2.3 Readiness for the CRPDDP Program Enrollment among Community Pharmacies

The World Health Organization (WHO) strongly advocates for decentralized delivery models for
antiretroviral therapy (ART), emphasizing community-based approaches as effective strategies to
increase access to HIV treatment services. These models improve ART uptake, retention in care,
and help decongest overburdened public health facilities (Avong et al., 2018; WHO, 2023).A
cross-sectional study conducted on 262 community pharmacies in Rwanda showed that
decentralization efforts have evolved from hospital-based care to primary health centers and now
increasingly involve community pharmacies, which serve as accessible points of care and

medication distribution closer to the patients (Musafiri et al., 2024).

In another research done using a descriptive cross-sectional design involving 205 community
pharmacies in southeast Nigeria gave evidence which demonstrates the feasibility and success of
shifting ART distribution to community pharmacies. Between 2016 and 2017, 375 clients were
decentralized from 14 public hospitals to 26 community pharmacies with impressive outcomes
100% prescription refill rates and nearly 99.7% retention in care (Ajagu et al., 2017). This model

has since expanded to other states, reaching over 5,000 clients by 2019 and planned for further



scale-up (Ajagu et al., 2017). Such successes underline the critical role that private community

pharmacies can play in ART service delivery in urban and peri-urban settings.

In Eswatini, the national Community Health Commodity Distribution (CHCD) program has
implemented community-based differentiated service delivery (DSD) models, including ART
groups and outreach, effectively reducing the burden on healthcare facilities while making ART
more accessible and patient-centered (PEPFAR, 2022; Goldstein et al., 2023). These models have
improved ART retention rates and satisfaction among people living with HIV (PLHIV). Similarly,
in South Africa, home-delivered ART and pharmacy-based models have emerged as effective,

scalable, and cost-comparable to conventional delivery systems.

Rwanda’s experience further supports pharmacy-based ART distribution, with 99.6% of surveyed
pharmacies reporting adequate infrastructure and storage conditions, and over 93% willing to
dispense ARVs (Musafiri et al., 2024). This readiness is pivotal for scaling community ART

programs, especially in urban centers where pharmacies are more accessible than health facilities.

Within Uganda, a cross-sectional study involving adults living with HIV in 9 health facilities has
shown growing enrollment in community drug distribution points (CDDP) as a preferred
differentiated service delivery option (Baleeta et al. 2023) found that CDDPs enrolled more
PLHIV than other models in East and Central Uganda, highlighting community-based approaches’
acceptability. In a cross-sectional study done Kamuli district involving 392 adults living with HIV
indicated that although enrollment rates remain modest in some districts, such as Kamuli where
only 12% of stable ART clients were enrolled in CRPDDP by late 2022, numbers are rising

steadily, reflecting increasing program awareness and pharmacy readiness (Buyinza et al., 2025).

The readiness of community pharmacies is not limited to Kampala or Uganda alone. A cross-
sectional survey in Kenya showed that over 85% of community pharmacies had adequate
infrastructure and expressed willingness to participate in decentralized ART distribution (Willie,
2025). In South Africa, pilot programs integrating private pharmacies in ART distribution reported
improved client convenience and decongestion of public health facilities, though challenges

remain around pharmacy staff training and supply chain management.
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In the research done in Uganda using a qualitative observational design involving 12 stakeholders
indicated that Digital health integration is increasingly critical for the success of community-based
ART programs. In Uganda, the Infectious Diseases Institute (IDI) partnered with Kampala Capital
City Authority (KCCA) to pilot digital platforms linking client data with pharmacy dispensing
systems, ensuring seamless ART refill services without increasing staff burden (Academy for
Health Innovation Uganda, 2021; Kyomugisha et al., 2023). This is echoed in studies from Kenya
and Malawi where mobile health technology facilitated better ART adherence and client retention.

Public-private partnerships (PPPs) are essential to mobilize community pharmacies for CRPDDP
implementation. Regional and district health authorities often engage pharmacies through service
agreements, ensuring pharmacies meet requirements such as active licenses, adequate staffing, and
space (ACP, 2021; McAlister, 2024). This approach strengthens health systems’ capacity and

broadens service reach, fostering sustainability.

Overall, readiness for CRPDDP enrollment among community pharmacies in Uganda and other
African contexts depends on multiple factors: adequate infrastructure, willingness and capacity of
pharmacy staff, robust supply chains, digital health systems, and strong stakeholder collaboration.
While challenges such as staff training, stigma, and resource limitations exist, evidence from
various settings affirms community pharmacies as vital partners in decentralized ART delivery,

improving accessibility, adherence, and health outcomes for PLHIV

2.4 Factors Influencing Community Pharmacies’ Participation in the CRPDDP Program

The participation of community pharmacies in Uganda’s Community Retail Pharmacy Drug
Distribution Point (CRPDDP) program is shaped by a confluence of operational, infrastructural,
and policy-related factors. A critical enabler has been the integration of digital health systems,
notably the synchronization between Uganda EMR and ART Access platforms. This integration
facilitates real-time patient data sharing, streamlines antiretroviral (ARV) requisition processes,
and ensures accurate prescription documentation, thereby enhancing the efficiency of service
delivery (Kyomugisha et al., 2023; Katongole et al., 2024). These digital innovations not only
reduce administrative burdens but also improve transparency and patient tracking mechanisms,
which have been instrumental in boosting pharmacy engagement in Kampala. Further-more a

qualitative descriptive study done on 14 key informants in Zambia and a randomized controlled
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trial done in Malawi have demonstrated improved accountability and data accuracy in ART

dispensing (Vumbugwa et al., 2024; Msosa et al., 2023).

Moreover, the studies conducted by Willie (2025) and Oyet et al. (2023) previously emphasized
that facilities signing agreements with hospitals received training and EMR support, which
streamlined data entry and prescription coordination. This foundational approach has been
validated and echoed by more recent qualitative inquiries, where stakeholders noted the
importance of intuitive software development aligned with pharmacy workflows to encourage
sustained participation (Kyomugisha et al., 2023). These findings affirm the necessity of technical

alignment between pharmacy operations and national EMR architecture.

Financial incentives also play a significant role. For example, the CRPDDP program reimburses
pharmacies a dispensing fee of $0.55 (UGX 2,000) per refill visit when patients adhere to their
scheduled pick-ups, reinforcing the economic viability of the model (Katongole et al., 2024).
Comparative studies in Nigeria and Zambia indicate that community pharmacies that receive
similar compensation are more likely to show consistent participation in ART programs
(Magomana, 2023). These incentives symbolize formal recognition of the pharmacy's value in the

HIV treatment cascade and motivate long-term commitment.

Capacity building remains a cornerstone. Pharmacies involved in CRPDDP typically undergo
targeted training in ART delivery, patient communication, and data reporting, boosting their
readiness to serve people living with HIV (PLHIV). These findings resonate with outcomes from
Rwanda and Uganda where skilled pharmacy staff demonstrated improved adherence support and
patient satisfaction (Musafiri et al., 2024; Katongole et al., 2024). Programs that invest in
pharmacy-led mentorship and supervision as done in Eswatini’s CHCD model have demonstrated

sustained improvement in pharmacy performance and HIV care retention (Goldstein et al., 2023).

Another important factor is the formal agreement between pharmacies and healthcare facilities.
These partnerships often include predefined terms concerning ARV stock management, reporting
obligations, and quality assurance protocols. Such structural frameworks enhance coordination and
accountability, as supported by both local (Kabale, Kampala) and international evidence
(Kyomugisha et al., 2023; Katongole et al., 2024). These agreements often mirror Public-Private

Partnership (PPP) structures that have been effective in similar health service delivery models
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(McAlister, 2024).

However, concerns regarding long-term sustainability persist. The CRPDDP program’s reliance
on donor funds, such as those from USAID LPHS Kigezi, raises questions about its scalability and
continuity without external financial support (Katongole et al., 2024). This emphasizes the urgent
need for policy shifts toward integrating CRPDDP into the national health budget or exploring

public-private financing models to ensure program longevity.

Lastly, non-financial facilitators such as peer influence, accessibility, joint supervision from health
authorities, and proactive reminder systems (e.g., calls, SMS using ART Access system) have also
been noted as positive contributors to program adoption and client retention (Oyet et al., 2023).
Such supportive systems mirror evidence from differentiated care models in Kenya and South
Africa, where interpersonal outreach and professional reinforcement led to higher pharmacy-based
ART uptake (Ismail, 2024).

2.5 Barriers to Participation in the CRPDDP Program among Community Pharmacies

Despite the promising potential of the Community Retail Pharmacy Drug Distribution Point
(CRPDDP) program to decentralize HIV treatment, community pharmacies in Kampala face
multiple barriers that limit their full engagement. These barriers are both systemic and situational,
encompassing training inadequacies, infrastructural limitations, digital interoperability issues,

stigma, and regulatory constraints.

A prominent challenge is the limited training of pharmacy personnel in HIV care, particularly in
antiretroviral therapy (ART) management and psychosocial support. Although many pharmacy
staff have undergone training in HIV prevention such as HIV testing and counseling, a significant
proportion lack the competencies required for treatment provision. In a national study in Rwanda,
for example, 82.4% of pharmacy staff had training in HIV prevention, but only 30.5% were trained
in treatment and 29.8% in psychosocial support (Musafiri et al., 2024). These gaps in technical
capacity diminish confidence among pharmacists and hinder program adoption. In Uganda,
qualitative assessments also revealed that insufficient HIVV-focused professional development
demotivates pharmacies from embracing differentiated care models like CRPDDP (Katongole et
al., 2024).
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Infrastructural deficiencies further obstruct participation. Pharmacies must meet criteria outlined
by the Uganda AIDS Commission (UAC) to qualify for enrollment. These include possession of
a valid license, a waiting area for Recipients of Care (RoC), secure storage facilities free from
pests, adequate ventilation, and accessibility (UAC, 2021). However, many community
pharmacies, especially small and independent ones in urban and peri-urban Kampala, do not meet
75% of these conditions, rendering them ineligible. Research from Kabale and Bushenyi
corroborates this, indicating that lack of physical infrastructure and storage space was among the
most frequently cited barriers to CRPDDP implementation (Oyet et al., 2023). Studies in Kenya
and Nigeria also confirm that inadequate dispensary space, stock control systems, and consultation
privacy limit pharmacy participation in decentralized ART models (Ajagu et al., 2017; Willie,
2025).

Another barrier is HIV-related stigma, which continues to permeate communities. Clients often
fear being seen collecting ARVs at local pharmacies, particularly in areas where anonymity is
limited. This fear discourages both patients and pharmacists who may worry about reputational
harm from fully engaging with the program. Research conducted in Uganda shows that HIV stigma
continues to undermine service uptake and was often cited by pharmacists as a reason for patient
attrition (Apio, 2022; Katongole et al., 2024; Bruser, 2020).

A related issue is the limited digital integration between pharmacy systems and government-
supported electronic medical record (EMR) systems. The CRPDDP relies on synchronization
between platforms such as ART Access and Uganda EMR. However, these systems often fail to
interoperate efficiently, leading to data discrepancies, delayed reporting, and fragmented patient
histories (Musafiri et al., 2024; Katongole et al., 2024; Ogbuagu et al., 2024). This technological
gap undermines trust in the system and reduces pharmacy participation. In contrast, where digital
integration has succeeded as in Malawi’s smart ART pilot pharmacy-based ART delivery has
flourished (Msosa et al., 2023).

Policy and regulatory gaps also persist. In Nigeria, the absence of a robust national framework to
support and empower community pharmacists in HIV care was shown to hinder their participation
in ART delivery (Ajagu et al., 2017). Uganda has made more progress, but inconsistencies remain

in how CRPDDP policies are interpreted and implemented across districts. The lack of uniform
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enforcement creates ambiguity that discourages pharmacy investment in CRPDDP readiness.
Further, ambiguous operational standards and lack of clear guidance for pharmacies unfamiliar

with ART refills create a culture of caution rather than innovation.

Eligibility restrictions for clients further constrain program uptake. In Kabale, only stable clients
those aged over 20, with over 12 months of ART experience, not pregnant or breastfeeding, and
not on TB treatment are eligible for CRPDDP enrollment (Mugenyi et al., 2024). This stringent
inclusion criterion excludes potentially eligible patients who could benefit from community-based
ART access. Health workers’ skepticism of the model and weak demand-generation efforts has
also slowed program uptake. A study in Bushenyi revealed that poor awareness campaigns and
weak peer education strategies limited interest in CRPDDP, even among eligible clients (Oyet et
al., 2023).

Finally, systemic bottlenecks such as human resource limitations and inconsistent stock
replenishment cycles discourage pharmacies from sustaining participation. Without guarantees of
ARV supply and reimbursement for dispensing costs, some pharmacies hesitate to commit to
CRPDDP fully. These concerns are heightened by the uncertainty of long-term funding,
particularly given the program’s current reliance on donor financing from agencies like USAID
LPHS Kigezi (Katongole et al., 2024). Without a defined transition to government support or
sustainable PPPs, CRPDDP may struggle to expand equitably.

2.6 Summary and ldentified Literature Gaps

The literature consistently affirms that the Community Retail Pharmacy Drug Distribution Point
(CRPDDP) program represents a strategic differentiated service delivery (DSD) model tailored to
the urban context of Uganda. Its core aim is to decongest public health facilities by decentralizing
antiretroviral therapy (ART) distribution to community retail pharmacies. Scholars have
emphasized that CRPDDP enhances access and adherence among stable people living with HIV
(PLHIV) by providing more convenient, patient-centered, and less stigmatizing ART pickup
options (ACP, 2021; Katongole et al., 2024). The model is described as mutually beneficial
promoting improved public health outcomes while simultaneously offering pharmacies increased
foot traffic, brand visibility, and supplementary income through dispensing reimbursements

(Wagner et al., 2022). Evidence from Uganda, Nigeria, Rwanda, and Kenya points to growing
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readiness among community pharmacies to engage in such service models, particularly where
enabling factors such as infrastructure improvements, digital system readiness, and strong public-

private partnerships exist (Musafiri et al., 2024; Ajagu et al., 2017).

Empirical studies from Uganda have further underscored the importance of systemic enablers such
as interoperability between ART Access and Uganda EMR platforms, financial incentives, and
clearly articulated service agreements in supporting pharmacy engagement in the CRPDDP
framework (ARC, 2024; Katongole et al., 2024). Nevertheless, despite promising outcomes such
as high client retention and viral suppression rates reported in pilot programs the literature shows
that participation across districts remains inconsistent. Contextual challenges, including
infrastructural limitations, persistent HIV-related stigma, digital disparities, and policy
ambiguities, continue to hinder equitable scale-up (Oyet et al., 2023; Apio, 2022). Therefore, while
the CRPDDP model is theoretically sound and increasingly operationalized, its implementation

success remains uneven and context-dependent.

However, the reviewed literature reveals several critical gaps that warrant further investigation.
First, while multiple studies document programmatic success stories, few rigorously interrogate
why certain pharmacies sustain high levels of participation while others disengage or decline to
enroll. Organizational factors such as internal leadership dynamics, staff motivation, workflow
integration, and the role of owner-manager decisions remain underexplored. These qualitative
dimensions particularly in high-density urban settings like Kampala could illuminate the hidden
drivers or constraints of pharmacy participation and sustainability in CRPDDP programs.

Second, limited evidence exists regarding the quality of care delivered through community
pharmacies under the CRPDDP arrangement. Although pilot evaluations reported high retention
and viral suppression rates (ACP, 2021; Mukama et al., 2024), few studies have systematically
assessed whether these outcomes are maintained at scale or how they compare with facility-based
ART services. Furthermore, while digital systems have been cited as critical enablers, the literature
lacks in-depth assessments of data accuracy, EMR interoperability, user training gap and privacy
or confidentiality risks inherent in sharing patient records across public-private platforms issues

which are increasingly important in light of the program’s expansion.
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Third, the patient experience particularly among vulnerable or high-risk populations remains
insufficiently examined. While some studies highlight improved convenience and reduced stigma,
there is a dearth of research exploring patient trust, perceived quality, confidentiality concerns, or
willingness to transition from facility-based to pharmacy-based ART collection. Moreover, the
acceptability of CRPDDP among key and marginalized groups such as adolescents, mobile
workers, men who have sex with men (MSM), and female sex workers who often face unique

barriers to HIV care remains an unaddressed area in the existing body of evidence.

Lastly, there is a noticeable lack of comparative evaluation of CRPDDP against other DSD models,
such as community ART groups (CAGs), home-based ART refills, or facility-based fast-track
systems. Without comparative analysis of clinical outcomes, cost-effectiveness, and patient
satisfaction, it remains difficult to determine the most scalable and sustainable ART delivery
models within Uganda’s broader national HIV strategy. As differentiated care becomes the

standard, understanding where CRPDDP fits in the continuum of DSD options is essential.

In conclusion, while existing literature validates the strategic promise of pharmacy-based ART
delivery especially in urban hubs like Kampala it remains clear that critical evidence gaps must be
addressed. Further research is needed to assess care quality, system-level coordination, patient
perspectives, and contextual implementation dynamics. Bridging these gaps will be vital for
guiding national scale-up, informing policy formulation, and optimizing CRPDDP’s role in
Uganda’s path toward achieving the 95-95-95 global HIV targets.
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CHAPTER THREE
METHODOLOGY

3.1 Research Design

The study adopted a cross-sectional design to assess the readiness, factors that favor, and barriers
to participation in the Community Retail Pharmacy Drug Distribution Point (CRPDDP) program

in Kampala, Uganda.

3.2. Study Setting

The study was conducted in Kampala, the capital and largest city of Uganda. Kampala is divided
into five political divisions: Central Division, Kawempe Division, Makindye Division, Nakawa
Division, and Rubaga Division all covering a total of 189 Square Kilometers with 176 Square

Kilometers of land and 13 Square Kilometers of water.

Community pharmacies in Uganda are accredited by the National Drug Authority (NDA) to

operate as licensed pharmacies.

3.2.1. Study Population

The study targeted retail pharmacies in Kampala City. According to the 2022 National Drug
Authority (NDA), there were 353 licensed community retail pharmacies in Kampala, representing
22.7% of all licensed retail pharmacies in Uganda. The Central Division had 99 pharmacies,
Kawempe 57, Makindye 76, Nakawa 58, and Rubaga 63 that were eligible to participate in the
study.

Kampala has a population of 1,875,834. These divisions are densely populated and host many
people living with HIV (PLHIV) who are in need of the CRPDDP program. Community retail
pharmacies in these areas are well stocked to manage co-morbidities and often have reserved space

for additional services such as counseling.
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3.2.2 Inclusion Criteria

The study included community retail pharmacies that met the following criteria:

e Community retail pharmacy with a valid license recognized by national regulatory
authority (NDA)

e Located within Kampala City, covering any of its five administrative divisions
Demonstrated involvement in HIV-related service delivery (e.g., dispensing ART,

counseling)
3.2.3 Exclusion Criteria

Newly established pharmacies with less than the specified operational period of six months in
Kampala City, Uganda, were excluded from the study according to the AIDS Control Program
(ACP) standards.

3.2.4 Sample Size Estimation

For objectives one and three, the study sought to determine the readiness and the barriers of
community retail pharmacies to participate in the HIV-focused CRPDDP program by conducting
a census of all pharmacies in Kampala City that were not enrolled for the program. A census was
feasible due to the manageable number of licensed community retail pharmacies in the city and
the availability of an up-to-date register from the National Drug Authority (NDA). Conducting a
census ensured complete geographic and programmatic representation, minimized sampling bias,

and enhanced the credibility of readiness-level comparisons across divisions.

Rather than selecting a sample, the study gathered information from all relevant pharmacies. For
objective two, which focused on identifying factors favoring participation in the CRPDDP
program, the study targeted only those community retail pharmacies that had enrolled for the
CRPDDP program.
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3.2.5 Sampling Procedure

The study involved obtaining a list of pharmacies from the National Drug Authority register. Then
research assistants visited community retail pharmacies with questionnaires which were
administered to managers, owner, or dispensers available at the premises. Since the study aimed
to assess the readiness and participation factors of all community retail pharmacies in Kampala
City, A census or complete enumeration approach was adopted for objective one and three and

sampling for objective two.
3.3 Study Variables
3.3.1 Dependent Variables

The dependent variable for this study was the participation of community retail pharmacies in the
HIV focused CRPDDP program.

3.3.2. Independent Variables.

e The readiness proportion of community retail pharmacies to offer CRPDDP services in

Kampala City, Uganda.

e The factors that favor participation in the CRPDDP program among community retail

pharmacies in Kampala.

e The barriers to participation in the CRPDDP program among community retail pharmacies

in Kampala.

3.4 Data Collection Methods

Quantitative data were collected through a semi-structured survey questionnaire targeting
community pharmacies in Kampala City, Uganda. The purpose was to assess their readiness to
participate in the CRPDDP program and to document barriers and enablers affecting their potential
enrollment. The study involved pharmacy managers, owners, and dispensers who were directly

engaged in pharmacy operations and decision-making.
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3.5 Data Collection procedure.

Data collection was conducted by the principal researcher and his assistants using semi-structured
questionnaires, which were administered to personnel at community retail pharmacies, including
pharmacy managers, owners, and dispensers. The questionnaires gathered data on readiness for
enrollment in the CRPDDP program and addressed additional constructs such as awareness of the
program, perceived barriers to participation, and incentives that might promote uptake. Trained
research assistants conducted brief on-site observations using a standardized checklist aligned with
the 20 readiness indicators. Key items (e.g., pest infestation signs, temperature monitoring devices,
dedicated dispensing areas) were verified visually; others (e.g., licensure status, EMR access)
relied on documentation or staff report. The use of semi-structured questionnaires is widely
recognized in health systems research for their ability to capture both structured responses and
limited open-ended insights (Komildjanovna, 2024).

3.6 Data Analysis

Quantitative data gathered from the surveys were summarized and Cleaned-in Microsoft Excel
then analyzed using SPSS version 26. Data obtained were used to determine the proportion of
pharmacies ready for enrollment and to identify factors favoring enrollment. Additionally, the

analysis examined the barriers to enrollment, followed by a ranking of these factors.
3.7 Ethical Considerations

The research protocol was cleared by Makerere University Research Ethics Committee
(MAKSHSREC-2025-897). Informed consent was obtained from all participants, ensuring they
understood the research's purpose and the use of their data. Throughout the research process,

confidentiality was maintained, with all data anonymized prior to analysis.

3.8 Dissemination

The findings from this research were presented to key stakeholders in Kampala City, Uganda,
including the Makerere University College of Health Science Department, community retail
pharmacies within Kampala City, program coordinators, and policymakers. Furthermore, a final
report was published and shared with the broader public health community to inform future

interventions and programs aimed at enhancing participation in the CRPDDP program.
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CHAPTER FOUR
RESULTS

4.0 Introduction

This chapter presents the findings from the study on the readiness and factors influencing the
participation of community pharmacies in the HIV-focused Community Retail Pharmacy Drug
Distribution Point (CRPDDP) Program in Kampala City, Uganda. Data was collected from 304
pharmacies across the five city divisions: Kawempe, Makindye, Rubaga, Nakawa, and Central.
The results are organized into four sections aligned with the specific objectives: demographic

characteristics, readiness levels, favoring factors for participation, and barriers to participation.

4.1 Demographic Characteristics of Pharmacies and Respondents

A total of 304 pharmacies were surveyed across the five divisions of Kampala City. The
distribution showed Makindye (76) with most and Central (50) with least respondents. This

distribution is visually represented in the accompanying pie chart (figure 2).

Demographic Characteristics of Pharmacies

®m Makindye
® Rubaga

= Nakawa
m Kawempe
= Central

Figure 2:Demographic characteristics of pharmacies included in the study
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It is worth noting that while the initial plan aimed to survey 99 pharmacies in the Central Division,
only 50 were found to be operational at the time of data collection. The remainder had either

relocated or ceased operations, resulting in a lower-than-expected size from that division.

Role of Respondents

As illustrated in the corresponding graph (figure 3), the majority of respondents were Dispensers
or Pharmacists, making up 90.8% (276) of the total respondents while Managers accounted for
5.9% (18). Pharmacies in Kawempe and Makindye divisions recorded the highest numbers of
dispensers, with 54 and 60 respectively. Owner representation was generally low across all

divisions, with no pharmacy owner recorded in Nakawa.

Role of Respondents
70
60 59
60 54 56
50 47
40
30
20
11
10 5
2 1 2 2 0 2 1 2
0
Kawempe Makindye Rubaga Nakawa Central
= QOwner = Manager Dispenser/Pharmacist

Figure 3: Role of Respondents in the pharmacies involved in the study

Academic Qualifications of the respondents

The graph (figure 4) on academic qualifications shows that most respondents (88.2% or 268) held
Diplomas or Certificates as their highest level of education, while only 11.8% (36) had University
Degrees. Makindye stood out with the highest number of degree holders (17), followed by
Kawempe (9). Rubaga had the largest number of diploma/certificate holders (59), matching
Makindye in this regard.
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Academic Qualification
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Figure 4: Academic Qualification of the respondents involved in the study.

Years of operation of the pharmacies involved in the study

According to the graph on years of operation (figure 5), nearly half of the surveyed pharmacies
(49.0% or 149) had been in operation for 1-5 years while the 6-10-year bracket represented least
respondents with 21.1% (64) of the pharmacies, with notable contributions from Makindye (21)
and Rubaga (15).

Years of Operation

40
34

35 33

Kawempe Makindye Rubaga Nakawa Central

m1-5years m6-10years = More than 10 years

Figure 5: Years of operation of the pharmacies involved in the study
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4.2 Readiness of Community Retail Pharmacies to Participate in the CRPDDP Program

4.2.1 Overview of Readiness Scores

Out of the initial 304 community retail pharmacies surveyed, 12 were already enrolled in the
CRPDDP program and were therefore excluded from the readiness scoring analysis. The
remaining 292 pharmacies were evaluated for readiness using a standardized checklist consisting
of binary (Yes/No) responses. The checklist covered structural, regulatory, and operational criteria
aligned with CRPDDP requirements.

Each pharmacy received a composite score, calculated as a percentage of items fulfilled.
Pharmacies were classified based on their scores as follows:

Results:
o Ready Pharmacies: 224 (76.7%)
« Not Ready Pharmacies: 68 (23.3%)

Propaortion of Community Retail Pharmacies

Ready to Offer CRPDDP Services
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Ready Pharmacies Mot Ready Pharmacies
Readiness Status

Figure 6; Proportion of readiness of the pharmacies involved
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Only a small proportion of pharmacies scored below 70%as shown in Table 1.

Table 1: Readiness Score Distribution and Categorical Classification (N = 292)

Readiness Frequency | Percent | Cumulative | Readiness | Cumulative | Category
Score (%) (Freq.) Percent Category Freq. Percent
45and less | 2 0.7% | 0.7% Not Ready | 68 23.3%
46-50 2 0.7% 1.4% Not Ready

51-55 10 34% | 4.8% Not Ready

56-60 6 21% [6.8% Not Ready

61-65 22 7.5% 14.4% Not Ready

66-70 26 8.9% |23.3% Not Ready

71-75 33 11.3% | 34.6% Ready 224 76.7%
76-80 42 14.4% | 49.0% Ready

81-85 53 18.2% | 67.1% Ready

86-90 61 20.9% | 88.0% Ready

91-95 30 10.3% | 98.3% Ready

96-100 5 1.7% | 100.0% Ready

Total 292 100%

4.2.2 Enrollment Patterns in CRPDDP Program

Although 304 pharmacies participated in the survey, only 12 had enrolled in the CRPDDP program
at the time of data collection. Enrollment was analyzed across key demographics as shown in Table
2.

Table 2: Enrollment in CRDDP Program by demographic characteristics

Demographic Category Total Enrolled | %
Characteristic Participants Enrolled
Location Kawempe 57 2 3.5%
Makindye 76 3 3.9%
Rubaga 63 3 4.8%
Nakawa 58 2 3.4%
Central 50 2 4.0%
Role Owner 10 1 ~10%
Manager 18 1 ~6%
Pharmacist/Dispenser | 274 10 ~3.6%
Qualification Degree 36 5 ~13.9%
Diploma/Cert. 268 7 ~2.6%
Years in Operation 1-5 Years 149 5 ~3.4%
6-10 Years 64 2 ~3.1%
>10 Years 91 5 ~5.5%
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4.3 Factors Favoring Participation in CRPDDP Program.

A semi- structured questionnaire with options was used to obtain the factors regarding the
respondents’ motivation to enroll, perceived benefits, challenges faced, and collaboration with
health system stakeholders. Out of the 304 community retail pharmacies surveyed, only 12 (3.9%)
were actively participating in the HIV-focused Community Retail Pharmacy Drug Distribution
Point (CRPDDP) program. These pharmacies responded to questions.

4.3.1 Motivating Factors for Participation

Respondents were asked to indicate what motivated their pharmacy to participate in the CRPDDP
program. As shown in Table 3, the leading motivators were enhanced service provision for HIV
clients and positive community health impact—each cited by 41.7% of the enrolled pharmacies.

Table 3: Motivating factors for participation in CRPDDP (n=12)

No. | Respondent Role Motivating Factor Number of | Percentage (%0)
Pharmacies
1 Dispensers/Pharmacists | Enhanced service provision | 5 41.7
for HIV clients
2 Dispensers/Pharmacists | Community health impact | 5 41.7
3 Dispensers/Pharmacists | Support from government | 1 8.3
health agencies
4 Manager Financial incentives 1 8.3

4.4 Barriers to Participation in the CRPDDP Program

was used to obtain the barriers to participation in the CRPDDP Program and a total of 292
pharmacies (96.1%) indicated they were not currently participating in the CRPDDP program.
These respondents were asked to select the key reasons for their non-participation.

4.4.1 Key Barriers to Participation

The most common barrier was lack of awareness or understanding of the program, affecting
approximately 68.5% of non-participating pharmacies while the least respondents reported lack
of staff capacity (0.7%) as shown in Table 6.
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Table 4: Barriers to Participation in CRPDDP (n = 292)

Barriers

Number of Pharmacies

Percentages (%)

Lack of awareness or understanding

200

68.5

Regulatory concerns 6 2.1
Insufficient financial incentives 5 1.7
Lack of staff capacity 2 0.7
Other/Unspecified 79 27.1
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CHAPTER FIVE
DISCUSSION

5.1 Introduction

This chapter discusses the findings on the readiness and participation of community retail
pharmacies (CRPs) in the Community Retail Pharmacy Drug Distribution Point (CRPDDP)
program in Kampala City, Uganda. The discussion draws on the objectives of the study, the
empirical results presented in Chapter Four, and current scholarly debates from both national and
regional literature. The key concepts are discussed according to the specific objectives of the study,
namely: the readiness of CRPs to offer CRPDDP services, the factors favoring participation, and
the barriers limiting scale-up. The chapter also situates the findings within the broader context of
differentiated service delivery (DSD) models and decentralization of antiretroviral therapy (ART)
in Sub-Saharan Africa.

5.2 Readiness of Community Retail Pharmacies to Offer CRPDDP Services

The main findings from the study indicated that the readiness assessment conducted among the
non-participating pharmacies (n = 292) revealed that a significant majority (76.7%) met the core
readiness criteria of 75% threshold from the 20 indicators but only 3.9% (n = 12) of the 304
community retail pharmacies surveyed were actively participating in the CRPDDP program. This
is indicating substantial untapped potential for expanding the program. These findings are
consistent with studies by Musafiri et al. (2024) in Rwanda and Willie (2025) in Kenya, which
reported that over 90% of urban-based community pharmacies possess both the structural capacity
and the willingness to dispense ART medications. Likewise, Kyomugisha et al. (2023) observed
that digital infrastructure and service readiness within Kampala pharmacies can support wider
CRPDDP rollout, reinforcing the idea that the challenge lies more in program integration than in

baseline preparedness.

In this study, empirical readiness indicators confirmed that nearly all non-participating pharmacies
scored highly on structural parameters: 100% reported the presence of reference materials and
absence of pests, while 94% had adequate storage facilities and secure premises. This mirrors
findings by Oyet et al. (2023) in Bushenyi and Apio (2022) in Central Uganda, which identified
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strong compliance with structural standards among community pharmacies. However, readiness
on critical functional indicators was notably lower. For instance, only 6.5% of pharmacies had fire
safety equipment, and 23.6% had systems for tracking adverse drug events. These gaps are
particularly concerning in the context of CRPDDP, which involves dispensing life-saving and
sensitive medications such as ARVs. As such, addressing deficiencies in pharmacovigilance and

safety infrastructure is essential for ensuring regulatory compliance and program credibility.

Overall, the Kampala case confirms broader regional patterns: while structural infrastructure is
largely adequate, functional gaps, human resource limitations, and lack of strategic engagement
with pharmacy leadership remain critical barriers to readiness. For the CRPDDP program to
achieve scale and impact, readiness frameworks must evolve beyond physical compliance to
incorporate digital tools, stigma-sensitive layouts, trained personnel, and ownership-level
engagement.

5.3 Factors Favoring Participation in the CRPDDP

The study showed that majority of the enrolled pharmacies, 41.7% cited enhanced HIV service
delivery and an equal proportion reported community health impact as their primary reasons for
participation. Although overall enrollment in the CRPDDP program was low only 3.9% (12 out of
304) pharmacies the study identified several enabling factors among participating pharmacies that
signal potential for expansion. Notably, these findings challenge the assumption that private
pharmacies are exclusively profit-driven and instead support the assertions by Musafiri et al.
(2024) and Apio (2022) that social responsibility remains a central motivation in community ART
models, especially in urban resource-limited contexts. Although the current results did not provide
detailed data on prior public health involvement or digital platform adoption, the presence of
motivated actors within pharmacies likely overlaps with findings by Baleeta et al. (2023) and Oyet
et al. (2023). These studies suggest that prior engagement in health campaigns like immunization
or family planning can predispose pharmacies to readily adopt differentiated service delivery
(DSD) models such as CRPDDP. Similarly, Katongole et al. (2024) highlighted those pharmacies
familiar with digital tools are more likely to integrate platforms like ART Access, enhancing

communication and monitoring within decentralized ART programs.
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While financial gain was not the primary motivator only 8.3% of enrolled pharmacies cited
financial incentives. Its role in supporting continued engagements cannot be overlooked. This
finding is consistent with Ismail (2024) in South Africa and Magomana (2023) in Zambia, who
found that modest, performance-based reimbursements, such as Uganda’s UGX 2,000 (~$0.55)
per refill, improve pharmacy retention in ART programs. Thus, although altruism and social
impact dominate initial motivations, financial incentives provide a stabilizing mechanism that

supports continuity in high-volume or resource-limited settings.

Indeed, participation in the CRPDDP appears to be influenced majorly by social responsibility.
For policymakers and implementers, this means that scaling up the program will require not just
infrastructure and training, but also intentional cultivation of these enablers through formal

engagement, incentives, and capacity building.

5.4 Barriers to Participation in the CRPDDP

The study indicated that the most significant barrier identified was lack of awareness, with 68.5%
of non-participating pharmacies reporting unfamiliarity with the program. While the majority of
community retail pharmacies (CRPs) in Kampala demonstrated high readiness to offer CRPDDP
services, actual participation remains very low, largely due to a range of systemic and operational
barriers. This aligns with findings by Apio (2022) in Kabale and Musafiri et al. (2024) in Rwanda,
who observed that underutilization of pharmacies often stems from poor policy dissemination,
weak stakeholder engagement, and unclear enrollment pathways. In the Kampala context, limited
outreach from implementing partners appears to have contributed to a knowledge gap, reinforcing
the PEPFAR-Eswatini (2022) recommendation for stronger community-level sensitization when

rolling out differentiated service delivery (DSD) models.

Moreover, the limited involvement of pharmacy owners emerged as another key barrier. Only
7.3% of non-enrolled respondents were owners or managers, with the rest being dispensers or
general staff. As noted by Akanbi et al. (2018), sustainable participation in public-private health
initiatives like CRPDDP requires commitment from strategic decision-makers who control
investment decisions and structural adjustments. This finding also echoes Katongole et al. (2024),
who emphasized the mismatch between technical readiness and leadership-level buy-in as a critical

constraint in scaling DSD interventions.
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Infrastructural constraints were also evident. The study showed that only 11.2% of non-
participating pharmacies had private counselling rooms, and 20.1% had dedicated ART dispensing
areas. These limitations raise concerns around confidentiality and stigma, particularly for clients
from vulnerable or high-risk groups. Such conditions are likely to compromise adherence and
uptake of ART, reinforcing earlier findings from Ajagu et al. (2017) in Nigeria and Mukosha et al.
(2021) in East Africa, which demonstrated the importance of structural privacy in improving trust
and treatment outcomes. These insights support Oyet et al. (2023), who advocate for minimum
infrastructure standards such as privacy-enhancing spaces before enrolling pharmacies into ART

distribution programs.

Digital infrastructure also posed a barrier to participation. Among non-enrolled pharmacies, only
52% had access to internet services and 47% had computers for dispensing, making integration
with national systems like the Uganda EMR or platforms such as ART Access difficult. This digital
gap resonates with Kyomugisha et al. (2023), who reported that digital readiness was strongly
associated with effective program implementation and data monitoring. Likewise, Ronald (2022)
emphasized the enabling role of electronic tools in enhancing reporting accuracy, patient follow-

up, and stock accountability in ART programs.

Perhaps most concerning is the volatility of the private pharmacy sector. The study noted that in
Kampala Central Division, nearly 46% of previously mapped pharmacies had closed or relocated
by the time of data collection. This instability mirrors the fragile private-sector dynamics described
by Wagner et al. (2022), where economic pressures, rental constraints, and weak regulation
contribute to the transient nature of urban pharmacies in sub-Saharan Africa. Such instability
threatens continuity and institutional learning both of which are essential for long-term

participation in structured public health programs like CRPDDP.

Collectively these barriers which include; information gaps, lack of managerial engagement,

inadequate infrastructure, weak digital capacity, and sector instability were observed. Without

targeted interventions addressing each layer, the CRPDDP risks remaining underutilized despite

the apparent readiness of Kampala’s community pharmacies. As this study shows, bridging the

gap between readiness and participation will require a coordinated approach involving regulatory

reform, owner-level advocacy, digital infrastructure support, and robust communication strategies.
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5.5 Practical Strategies to Strengthen CRPDDP Implementation

To fully operationalize the CRPDDP model in Kampala, a multi-level strategy is required, one that
addresses not just the high readiness among community retail pharmacies (CRPs), but also the
practical barriers revealed in this study. These include low awareness, limited owner engagement,
infrastructure deficits, and digital gaps. Insights from studies in Rwanda (Musafiri et al., 2024),
Nigeria (Ajagu et al., 2017), and Uganda (Apio, 2022; Kyomugisha et al., 2023) provide tested

models that can be adapted to Kampala’s context.

First, the Ministry of Health and its implementing partners should initiate targeted awareness and
sensitization campaigns that specifically reach pharmacy owners not just dispensing staff. This
recommendation stems from the finding that only 7.3% of non-enrolled respondents were owners,
highlighting a critical gap in strategic-level engagement. Such outreach should be coordinated
through professional bodies like the Pharmaceutical Society of Uganda (PSU) and district
licensing offices, with tailored messaging on the program’s goals, benefits, and enrollment
process. As Ronald (2022) documented in Kabale, direct orientation visits by program

implementers contributed to a notable increase in enrollment.

Second, standardized training and formal certification for CRPs offering ART services should be
prioritized. While over 90% of participating pharmacies reported having trained staff, the training
was often informal or limited in scope. This aligns with Musafiri et al. (2024), who found a
disconnect between general HIV awareness and ART-specific competence in Rwanda. Drawing
from Katongole et al. (2024), a modular training approach accredited by national bodies like the
Uganda AIDS Commission should be developed, focusing on ART guidelines,
pharmacovigilance, confidentiality, and EMR usage. Such a program would enhance confidence

among regulators, funders, and clients while ensuring consistent quality of care.

Third, the government and its partners should offer infrastructure support to help pharmacies meet
privacy and service delivery standards. The study found that only 11.2% of non-participating
pharmacies had private counseling rooms, a major barrier to enroliment. Small infrastructure
investments such as partitions, signage, or private dispensing spaces can significantly improve
client experience and reduce stigma. This is consistent with findings by Apio (2022) in Kabale,
where minor layout changes led to greater client comfort and increased service uptake.
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To encourage adoption, such improvements could be supported through performance-based

incentives, like the UGX 2,000 reimbursement for ART dispensing, as reported by Ronald (2022).

Fourth, formal collaborative frameworks between pharmacies and public or NGO health facilities
must be institutionalized. Although 75% of enrolled pharmacies in the study reported some form
of collaboration, only a minority had formal agreements. Developing Memoranda of
Understanding (MoUs) can clarify responsibilities, outline referral pathways, and set data-sharing
protocols. This reflects the experience of PEPFAR-Eswatini (2022), where standardized MoUs
strengthened supervision and accountability across sectors, improving the sustainability of ART

distribution programs.

Lastly, digital enablement must be scaled to address the gap in EMR integration. The study
revealed that only 52% of pharmacies had internet access, and 47% had dispensing computers,
limiting their ability to interface with national reporting systems. As emphasized by Kyomugisha
et al. (2023) and Ronald (2022), even partial digital integration can enable ART stock tracking,
client monitoring, and quarterly updates into DHS2. Based on Katongole et al. (2024), the rollout
of affordable, EMR-compatible systems for pharmacies should be viewed as a core component of

national HIV programming not an optional add-on.

In summary, the findings of this study reinforce that strengthening CRPDDP implementation in
Kampala will require simultaneous investments in human capacity, infrastructure, digital systems,
and inter-institutional coordination. Building on the readiness already demonstrated by many
pharmacies, the proposed strategies offer a practical roadmap for scaling the CRPDDP model into
areliable, community-driven pillar of Uganda’s HIV response—especially in urban and peri-urban

areas with high patient loads and limited public health capacity.
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CHAPTER SIX

CONCLUSION AND RECOMMENDATIONS.

6.1 Conclusion

This study determined the first objective of the proportion of readiness of community retail
pharmacies (CRPs) in Kampala City to participate in the Community Retail Pharmacy Drug
Distribution Point (CRPDDP) program, and highlighted the gap between potential and actual
engagement. Although readiness was at (76.7%) of non-participating pharmacies which met core
structural, regulatory, and human resource criteria based on the 20 indicators evaluation tool, only
3.9% were enrolled in CRPDDP. This readiness—participation paradox reveals the systemic and

contextual barriers, rather than technical incapacity.

The second objective of the study was to determine the factors that favor participation in the
CRPDDP Program and the leading motivators were enhanced service provision for HIV clients
and positive community health impact of the enrolled pharmacies. The third objective was to
determine the barriers to participation of CRPs in the CRPDDP Program and It is reported that
most respondents stated lack of awareness as the key barrier for enroliment into the CRPDDP

program.

The findings position Kampala’s CRP as a n under leveraged but strategically important resource
for Uganda’s HIV response. Unlocking their potential will require a coordinated approach that
moves beyond infrastructure upgrades or training. A comprehensive strategy should prioritize
targeted owner engagement, standardized training and certification, investment in confidential
counseling spaces, digital enablement to link pharmacies with national EMR systems, and
structured public—private partnerships that guarantee supply chain reliability and accountability.
Addressing these gaps will transform CRPDDP from a promising but underutilized model into a
scalable, sustainable mechanism for differentiated HIV service delivery. Strategic investment not
only expands ART access and supports adherence but also strengthens health system resilience in

Kampala and other urban contexts, advancing progress toward Uganda’s 95-95-95 targets.
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6.2 Recommendations

To bridge the gap between high technical readiness and low participation in the CRPDDP program,

a coordinated, multi-stakeholder approach is essential. The following evidence-based

recommendations are designed to address systemic, infrastructural, human resource, and policy

barriers, thereby strengthening the role of Community Retail Pharmacies (CRPs) in Uganda’s

differentiated HIV care delivery:

Objective one recommendation

1.

The National Drug Authority and relevant donors must prioritize infrastructure support for
CRPs in underserved and high-burden areas. Targeted investments should include private
counseling rooms, pest-free storage, ADR tools, and designated dispensing spaces. Provide
grants, subsidies, or tax relief to enable these improvements. Enhancing physical
infrastructure is essential for stigma-free, high-quality HIV services.

Objective two recommendations

1.

2.

Pharmacy professional bodies, supported by MoH, to lead outreach campaigns aimed at
pharmacy owners to explain CRP program benefits and expectations. Use printed
materials, workshops, and direct engagement to encourage ownership investment in service
readiness. Stakeholders must clarify how participation supports public health goals and
business sustainability. Strategic buy-in will ensure effective CRP integration and
compliance.

The MoH, NDA, and donor agencies should introduce performance-based incentives for
CRPs, linked to adherence to quality indicators and service delivery targets. Offer per-refill
reimbursements, public recognition, and reduced licensing fees to reward consistent
engagement. Clearly communicate the criteria and timelines for earning these benefits.

Structured incentives will sustain CRP motivation and long-term involvement.

Objective three recommendation.

1.

The Ministry of Health should team up with training institutions to create HIV training
modules for Community Retail Pharmacy (CRP) staff. These modules would cover: ART

delivery, stigma-sensitive counseling, inventory management and digital tools. After
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training, staff gets certified. National bodies approve these programs for uniform standards.
This boosts CRP staff skills and improves HIV care quality.

2. District health offices and implementing partners especially policymakers (e.g.s
Infectious Disease Institute) should establish formal MoUs with CRPs to define referral
pathways, data sharing protocols, and supervisory roles. Regular mentorship, peer
learning, and on-site coaching must be included in district HIV plans. MoH should
coordinate this process to align CRPs with national service standards. This structure

ensures program consistency, accountability, and improved service delivery.
6.3 Recommendations for further studies

*Investigating the impact of CRPDDP program participation on HIV treatment out comes and

patient satisfaction.

*Assessing the effectiveness of different training models for community pharmacy staff on HIV

care services.

*Evaluating the cost-effectiveness and sustainability of integrating community pharmacies into

HIV care program

6.4 Study limitations

» The Cross-sectional design does not allow for causal inferences or examination of changes over
time.

*The limited generalizability since the findings may not be generalizable to other regions or
countries with different healthcare systems.

* The anticipated number of respondents was not obtained thus affecting the final results.
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APPENDICES

Appendix 1: Questionnaire

Research topic- Readiness And Factors Influencing Community Pharmacies Participation In The .
Hiv Focused Community Retail Pharmacy Drug Distribution Point (Crpddp) Program In Kampala
City, Uganda.

"« Tool number:........ T —— )
‘Code of the region: code of pharmacy ..................... Susnapess s
Péison collesting the datas. .. couusiesmeuientrivissssssaseiossvessvasdis s
Date of data collection:...covessuissossmansan: S ——

Section 1: Demographic data.

1. Name of the Community Pharmacy:.........cccccuee. 50008, s T 5

2. Location (Specify Division):
. Kawempe Division
Makindye division
Central division
Rubaga Division
Nakawa division

FﬂF?O.U">

3. Participant details (Role in the facility)
A. Owner
B. Manager
C. Dispenser/Pharmacist
4. Qualification of the participant
A. High school
B. University degree
C. Other
5...How long has the pharmacy been in operation?
A. 1-5 years
B. 6-10 years
C. More than 10 years

Section 2: Readiness for the CRPDDP Program
6. Are you currently enrolled in the CRPDDP program?

A. Yes
B. No

7. Do you have a supervising pharmacist?
A.Yes

B.No
19
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8. Number of staff
A. 12
B. 3-4
C. More than 4

9. Name of possible linked facility and facility level

............................................................................

10. Valid NDA operating certificate displayed
A. Yes
B. No

11. Certificate of practice from PSU displayed
A. Yes
~B. No

12. Reference books like British National Formula, Uganda Clinical Guide, etc present
A. Yes
B. No

13. No signs of pests/harmful insects/rodents seen in the area (Check traces, droppings etc. from
bats, rats, ants, etc.)

A. Yes

B. No

14. Are the medicines protected from direct sunlight (Painted glass, curtains or blinds or no
windows)?

A. Yes

B. No

15. Is the temperature of the pharmacy monitored daily?
A. Yes ‘
B. No
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16. Can the temperature of the storeroom be regulated (with Ventilation, air-condition or by
opening windows)?

A. Yes

B. No

17. Roof is maintained in good condition to avoid water penetration?
A. Yes
B. No

18. Is storage space sufficient and adequate?
A. Yes
B. No

19. Is the pharmacy secure with limited access to authorized personnel?
A. Yes
B. No

20. Fire safety equipment is available and accessible (any items for promotion of fire safety
should be considered)

A. Yes

B. No

21. Is there a computer used for dispensing?
A. Yes
B. No

22. Is there any internet connection?
A. Yes
B. No

23. Boxes are not directly on the floor in the store
A. Yes
B. No

24. Is there a system and record for staff capacity development in the Pharmacy?
If yes please ask to see proof

A. Yes

B. No
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25. Is there a system and records for monitoring of medicines adverse events in the Pharmacy?
A. Yes
B. No

26. Do you have adequate space for counselling of the patients on ART REGIMENS?
A. yes
B. No

27. Do you have a special dispensing area where PLHIV can get their medication?

A. Yes
B. No

28. Do you have any specialized qualified personnel to handle these PLHIV at your facility?

A. Yes
B. No

Section 3: Factors Associated with Participation in the CRPDDP Program

29. What motivated your pharmacy to participate in the CRPDDP program? (Check all that
apply)

A. Support from government health agencies

B. Enhanced service provision for HIV patients

C. Financial incentives

D. Community impact

E. Other (please SPECILY).......cecerererrrermerisesunsisessisenesnssessnesenssnsssnes sassssssassssesesassesnsnsassncns

30. How would you rate the impact of the CRPDDP program on your pharmacy's operations?
Very Positive

. Positive

. Neutral

. Negative

. Very Negative

vow»

fes]

31. Have you experienced any challenges since joining the CRPDDP program? (Check all that
apply)

A. Staff training and capacity building MAKERERE UNIVERSITY
B. Adequate drug supply SCHOOL OF HEALTH S
3 ; APPROVED
C. Regulatory compliance issues VALID UNTIL
D. Communication with program coordinators . .
E. Other (please SPECify).: umanisvssssssraspusssismssissssishyesd | X 1.APR. 2074..
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32. How would you rate the level of collaboration between your pharmacy and other healthcare
providers (e.g., clinics, hospitals or NGOs) in supporting the CRPDDP Program?

Very collaborative

Collaborative

Neutral

Poor collaboration

No collaboration

MUOwp

Section 4: Barriers to participation in the CRPDDP Program.

33. What factors influenced your decision not to participate in the CRPDDP program? (Check all
that apply).

. Lack of awareness about the program- don’t understand the program

Regulatory concerns

Insufficient financial incentives

Lack of staff capacity

Other (D1eass SPECTEY).u cosssvssinissinsssommavmmaosssumsnsssun ssrie sammss sk s GoxsauEier st es o

moQw»

frmm— p— v ,
KERERE UNIVERS!T
SC!:V(‘)AOL&OF HEALTH SCIENCESW
APPROVED
VALID UNTIL

& 07 APR 2076 X

RESEARCH & ETHICS COMMITTEE

» 0 BOXT072, KAMPALA
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Appendix 2: Consent form for community pharmacies.

Title of the proposed study: READINESS AND FACTORS INFLUENCING COMMUNITY
PHARMACIES PARTICIPATION 1IN THE HIV-FOCUSED COMMUNITY RETAIL
PHARMACY DRUG DISTRIBUTION POINT (CRPDDP) PROGRAM IN KAMPALA CITY,
UGANDA -

Investlgator:

Mbaziira Umar (BPHA, MAK) Reg No. 2023/HD07/3226U, mbazurau@gmallcom 0700132358,
Makerere University

Background and rationale for the study:

This research is justified by its'potential to enhance access to HIV medications, inform policy,
improve program implementation, and ultimately contribute to better health outcomes for individuals
living with HIV in Kampala City, Uganda. By addressing the barriers to participation and assessing
the readiness for enrollment of community retail pharmacies in- Kampala City, Uganda, the study
aims to create a more effective and inclusive approach to HIV cares in the community.

Sponsor of the study
" The study will be self-sponsored.

Purpose:
To determine the readiness and factors influencing community pharmacnes pamclpatlon in the HIV

Focused Community Retail Pharmacy Drug Distribution Point (CRPDDP) Program in Kampala City,
Uganda.

Procedures:

I will get the list of pharmacies from the National Drug Authority register, the research assistants will
then move to the community retail pharmacies with a questionnaire to interview the managers,
owners and dispensers depending on the one found in the premises. Considering that I want to
capture the readiness and factors for participation of all community retail pharmacies in Kampala
City, Uganda, I will opt for a census or a complete enumeration approach rather than sampling. This
means I will aim to include all pharmacies in the study.

Who will participate in the study?

The study will involve the community retail pharmacies in Kampala cnly Each will be interviewed
for a duration of 30 minutes.

Risks/Discomforts:

The study will have minimum risks like the study participants sitting for long time during the
interview.

The participants will not be harmed because they will only be required to answer questionnaire about
the program which is well known to them. -

Benefits:

The study aims to create awareness on the number of community retail pharmacies ready to take on
the program, the factors which would favor their enrollment and the barriers that may limit their
participation in the program.

Confidentiality:

Confidentiality will be maintained throughout the research process, with all data anonymlzed before
analysis.

> %) A SR | MAKEY Rz
NOTE: Do not olgn ‘hlS ;,onsf‘sil form
if it does not have an IRB 2 \pproval

stamp or if the date has lapsed

& O07TAPR 2026 *

RCH & ETHICS COMMlTTEE

RﬁbEA
P O.BOX% 7072, KAMPALA
S e,
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The local Research Ethics Committee (REC) and Uganda National Council for Science and
Technology (UNCST) will have access to private information of this study.

Compensation for participation in the study:

" Each study part1c1pant will be given a total amount of UGX 10,000/= to appreciate them for the
partlcnpatlon in the study. :

Questions about the study

The study participants will contact Mbaziira Umar ( principal investigator) on 0700132338 for any
inquiries.

Questions about partlc:pants rights:
The questions about the participants welfare and rights will be answered by the MAKCHSIRB Ag
Chairperson Dr. Kalidi Rajab on Tel No. 0776798978.

Statement of voluntariness:
Pparticipation in thisis study is voluntary and participants may join on their own free will.
Participants also have aright to withdraw from the study at any time without penalty.

Dissemination of results:

Findings from the research will be disseminated to key stakeholders in Kampala City, Uganda,
including Makerere University College of Health Science Department, Institutional Review Board
(IRB) of Makerere University, community retail pharmacies of Kampala City, Uganda, program
coordinators, and policymakers.

A final report will be published and shared w1th the wider publlC health community to inform future
interventions and programs aimed at increasing participation in the CRPDDP program.

Ethical approval:

The research proposal will be submitted to the Institution Review Board (IRB) of school of Health
Sciences and Research Ethics Committee (REC) for approval to carry out the study.

Consent:

Consent will be obtained from the study participants after briefing them and making sure they have
understood the purpose of the study then a signature will be attached as a confirmation.

STATEMENT OF CONSENT.

........................................................................... Has described to me what is going to be done, the
risks, the benefits involved and my rights regarding this study. I understand that my decision to
participate in this study will not alter my usual medical care. In the use of this information, my
identity will be concealed. I am aware that [ may withdraw at any time. [ understand that by signing
this form, I do not waive any of my legal rights but merely indicate that I have been informed about
the research study in which I am voluntarily agreeing to participate. A copy of this form will be
provided to me.

07 APR 2026

\TTEE
m\c 5 COMM



Appendix 3: Research and Ethics Committee Approval

MAKERERE

P.0. Box 70/2 Kampala, Uganda
E-mait: healthsclonces.lrb@gmail.col Tel: 256 414 531533
deanshs@chs. mak.ac.ug Fax: 256 414 531533

COLLEGE OF HEALTH SCIENCES
SCHOOL OF HEALTH SCIENCES
OFFICE OF THE DEAN

RSITY

Tel: 256 0200903786

MAKERERE UNIVERSITY
SCHOOL OF HEALT? SCIENCES 07/04/2025

To: Mbaziira Umar \2&’1.70 UNTIL

0 * OTAPR 6 *

RESEARCH & ETHICS COMMITTEE
Type: Initial Review | P.O BOX 7072, KAMPALA

Re: MAKSHSREC-2025-897: Readiness And Factors Influencing Community Pharmacies Participation In
The Hiv-Focused Community Retail Pharmacy Drug Distribution Point (Crpddp) Program In Kumpaly
City, Uganda,

[am pleased to inform you that at the 1815t convened meeting on 04/03/2025, the Makerere University School of
Health Sciences REC meeting voted to approve the above referenced spplication.
Approval of the research is for the period of 07/04/2025 to 07/04/2026.

As Principal Investigator of the research, you are respensible for fulfilling the following requirements of npprovul:

I All co-investigatars must be kept informed of the status of the research,

2 Changes, umendments, and addendu 10 the protocol or the consent form must be submitted to the REC for re-

review and approvid prier to the activation of the changes.

3. Reports of unanticipated problems mvolving risks to participants or any new informatien which could

change the risk benefit; ratio must be submitted 1o the REC

4 Only approved consent forms are to be used in the enrollment of participants. All consent forms signed by
participants and/or wimesses should be retxmed on file. The REC may conduct audits of all study records,
and consent documentation may be part of such audits.

- Continuing review application must be submitted to the REC eight weeks prior to the expiration date of
07/04/2026 in order 10 continue the study beyond the approved period. Failure to submit a continuing
review upplication in a timely fashion may result in suspension or termination of the study.

6. The REC application number assigned to the research should be vited in any correspondence with the REC
ofrecord

. 7. You ure required to register the research protocol with the Uganda National Couneil for Science and

Technology (UNCST) for final clearance to undertuke the study in Uganda,

w

The tollowing is the list of all documents approved in this application by Makerere University School of Health
Sciences REC:



No. - Document Title Language Version Number  Version Date
| REC forms English version 2 2025-04-06
2 REC forms English version 2 2025-04-06
3 REC forms English version 2 2025-04-06
4 REC forms English version 2 2025-04-06
5§ REC forms English version 2 2025-04-06
6 Informed Consent forms English Final 2025-02-12
T Assent form English Final 2025402-12
8 Datacollection tools English Final 2025-02-12

Yours Sincerely s mfggza’&':?cs'g}ces
APPROVED
™| VALID UNTIL
\/ \\..\-...‘1‘.9‘ * u 7 m M *
Kalidi Rajub RESEARCH 8 ETHICS COMMITTEE

For: Makerere University School of Hepith SAGBORFQT KAMPALA
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Appendix 4: MAP OF KAMPALA
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