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Abstract

This study made use of primary data. This qualitative study draws on 20 individuals, in-depth, face-to-face interviews (individ-
ual) with both males and females patients between the ages 15-49 years enrolled at Piet Retief Wellness Centre for antiretroviral
treatment (ART) between the period 2010 and 2017 were used to obtain information from patients who have defaulted treatment
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ABSTRACT

The management of Antiretroviral Treatment (ART) adverse effects is key to the success of HIV and AIDS
treatment as this impact on the quality of life for those living with the disease. Patients’ non-adherence
to antiretroviral treatment remains a public health challenge in most developing countries, including South
Africa. Although the Government avails all efforts to ensure ART availability in hospitals around the country,
non-adherence to ART is still a major concern.



Objectives: The objective of this study was to explore the experiences of patients on the side effects of
ART on the individual and its effect on the uptake as predicted by the Health Belief Model.

Methods:

This qualitative study draws on 20 individuals, in-depth, face-to-face interviews (individual) with both males
and females patients between the ages 15-49 years enrolled at Piet Retief Wellness Centre for ART between
the period 2010 and 2017 were used to obtain information from patients who have defaulted treatment and
those who have not defaulted treatment.

Results: The results of the study highlight several side effects that were experienced by patients on ART
resulting to non-adherence. Both defaulted and non-defaulted patients experienced side effects such as rash,
headaches, diarrhoea and loss of appetite. Further, the demand for certain type of food such as meat, eggs
and vegetables increased drastically as patients got initiated into treatment.

Conclusion: The availability of ART in hospitals around the country is not good enough to ensure medi-
cation adherence. Interventions that will support people on ART to be consistent in ART uptake, especially
the unemployed should be developed and strengthened.

Key Words: Defaulters, Food preferences, HIV and AIDS, Non-defaulters, Side effects, Wellness Centre.
1.1 INTRODUCTION

Globally, non-adherence to antiretroviral treatment (ART) has been recognized as a major challenge for
patients receiving treatment for HIV and AIDS (UNAIDS, 2016). Adherence can be defined as the extent to
which the behaviour of an individual changes with the given rules from the health provider (Sabate, 2003).
In order for HIV positive patients to fully benefit from ART, medication adherence level of at least 95%
and above is required (WHO, 2016). The benefits of adhering to ART therefore include suppression of the
viral load, increase of the CD4 cells count and it minimizes resistance ART drugs which result in improved
quality of life for the infected person (WHO, 2016).

The availability of ART in South African public and private health institutions has improved accessibility
to treatment. Following UNAIDS (2014) recommendation requiring the administration of ART to be scaled
up in local clinics in the Sub-Saharan African countries, a tremendous increase in the number of patients
on ART, from an estimate of almost 100 000 people in 2003 to 3.9 million in 2009 was attained (Ayalu et
al., 2011). As far as South Africa is concerned, in 2016 the number of people on treatment was about 4.4
million , resulting into the largest treatment programme in the whole world (UNAIDS,2017).

Despite these advantages, a growing body of literature in South Africa shows that adult retention in ART is
deteriorating over calendar time, with patients who started ART more recently being more likely to default
than those who initiated ART in earlier years (NDH, 2013). Further, a report from 32 studies conducted in
South Africa on ART non-adherence discovered that at two years of treatment, 38% of Patients had defaulted
from treatment (Rosen et al.,2007). In support of this, Fox and Rosen (2010) made an analysis of 33 studies
around in South Africa which also revealed an overall non-adherence rate 28%. This means that only 72% of
patients faithfully adhered to ART. In addition to this, a systematic review of South African ART cohorts
published between 2008 and 2013 found that approximately only two-thirds of patients who initiated ART
remained in care four years later, (Erasmus, 2014). Within this context, the South African AIDS Council
(2012) has recommended that any barriers preventing patients from accessing ART-related services such as
testing, treatment and care needs to be removed by the government through the Department of Health to
ensure that patients benefit from this life saving treatment.

The high levels of patients non-adherence to ART in South Africa underscored the need for more studies
to be conducted to ascertain the various challenges faced by patients and in essence affecting ART uptake.
Various studies conducted around the World have revealed that ART side effects is one of the factors that
negatively affect ART adherence (e.g. Afolabi, et al., 2009; Elul et al., 2013; Groh et al., 2011; Kip et
al., 2009; Mahlangu et al., 2008; Penn et al., 2011; Sanjobo et al., 2008; Skodval et al., 2011).These studies



found that side effects such as diarrhoea, rash, headaches, bodily pain, energy levels decline and body shaping
effects was discovered to be associated with ART non-adherence.

Further, a study that was conducted by Ayalu et al. (2011) in Africa with the aim of identifying the
medication side effects associated with ART revealed that ART side effects act as a barrier to ART adherence.
Symptoms such as skin rash, vomiting and dizziness were identified to be barriers to ART adherence. Further,
Bhengu et al. (2008) conducted a study on the side effects experienced by HIV infected individuals who
were on ART therapy in KwaZulu-Natal Province, South Africa. The study found that from the all patients
that were interviewed, they had experienced one or more of the following medication side effects, fatigue and
tiredness, rashes, headaches and insomnia. Other side effects reported included sadness, disturbing dreams,
numbness and pain. This study concluded that side effects are associated with ART non-adherence. The
aim of this study therefore is to investigate patients experiences on ART adverse effects and its influence on
the uptake of ART. Specifically, this study examines patients’ experiences with regard to the bodily changes
(side effects) and changes in their lifestyles (food preferences) resulting from being on ART.

1.2 METHODS

This study was conducted among male and female patients enrolled for ART at Piet Retief Wellness Centre in
Mpumalanga between 2010 and 2014, of the age groups 15-49. ART defaulters and non-defaulters constituted
participants in this study. ART defaulters were defined as those patients enrolled on ART and have missed
their hospital date for refill purposes within the last 30 days of the assigned appointment date; ART non-
defaulters were defined as those who have never missed their appointment for refill purposes. Contact was
made with the Piet Retief Wellness Centre to help identify and recruit potential participants, because the
Wellness Centre holds the records of all Patients currently on ART, included both defaulters and non-
defaulters. The Wellness Centre Staff contacted Patients whom they knew have defaulted as those who had
not defaulted ART and informed them about the study. Interested ART patients were then contacted by
the researcher to arrange an interview. The study was restricted to only patients enrolled into ART, since
they had the experience of side effects due to ART use and would be able to provide meaningful information
on their perspectives of the adverse effects influencing ART non-adherence.

This study draws on qualitative data derived from 20 in-depth individual interviews with ART defaulters
and non-defaulters. Due to the complex and sensitive nature of study, qualitative methodology was used to
collect information on the various ART adverse effects influencing the uptake of ART influenced by patients
enrolled on ART. Prior to the interviews, permission was obtained from University Authorities, the National
Department of Health as well as the Wellness Centre. Informed consent was obtained from all from all
patients prior to the interviews, explaining that all responses would be kept confidential and the researcher
would ensure participants anonymity. The interviews collected detailed information inclusive of participants
demographics, adverse effects experiences and reasons for defaulting ART.

The questions asked during the interviews seek to tap more information on patients’ experiences while on
ART from initiation stage to date in terms of; bodily strength, weaknesses, likelihood to prefer certain types
of food, challenges in accessing ART in a timely way, ART emotional effects and ART side effects. The aim
of these questions was to collect data that will enable us to understand the reasons why HIV and AIDS
infected Patients default from antiretroviral treatment and establish the contribution made by the HBM
in explaining why patients choose not to engage in health seeking behaviours which is the uptake of ART
in this context. We sought to measure the following aspects of the HBM with these questions: perceived
barrier and perceived threat (impact of ART on bodily strength, ART emotional effects, ART side effects),
likelihood to prefer certain types of food due to ART (perceived barriers).

The duration of each interview was 40 minutes. All interviews were conducted in Isizulu, transcribed and
translated into English. Participants quotes were transcribed word for word and presented as complete sen-
tences. The interviews were tape recorded with the permission of the participants. The recorded interviews
were transcribed by the researcher and analysed using NVIVO software which involved identifying emerging
themes on the data. Themes refer to recurrent ideas or topics that are detected in the material and that



usually arise more than one occasion in that particular data set (Cresswell,2009). Some parts of the tran-
scribed interviews are presented as direct quotes to support the theme. The study’s ethical approval was
obtained from the University of Northwest, Mafikeng, South Africa.

1.3 RESULTS

Participants of the study involved both patients who defaulters ART as well as those who have not defaulted
ART. The following themes emerged from the in-depth interviews;

Table 3-1: Themes and sub-themes from the in-depth interviews on Patients’ experiences of
ART adverse effects

Theme Sub-theme
Patients experiences of ART from the time of - Impact of ART on bodily strength - Impact of
initiation to date ART on bodily weaknesses - Likelihood to prefer

certain types of food due to ART.

Two themes emerged from the discussions with the respondents: (i) Side effects
from

ART uptake (ii) Food preferences resulting from ART usage.

1.3.1 Perspectives on ART side effects on the body of the patients

With regard to the side effects experienced by respondents as a result of ART, generally all respondents (both
defaulters and non-defaulters) had experienced some side effects. The respondents reported that upon being
initiated to ART, their energy levels declined, they experienced dizziness, they had rash, bad dreams and
they experienced severe headaches as well. This question on the perspectives of patients on ART side effects
was aiming at testing the perceived barrier component of the HBM (the potential negative consequences that
may result from being on ART) for those patients who have already defaulted. The quote below illustrates
some of the experiences of ART patients:

I had quite a number of side effects from ART. Firstly, my energy levels declined drastically and I became
sleepy every day after taking the treatment even though I was taking my medication in the morning. My
body felt tired most of the time. I also had diarrhoea which I believe largely contributed to my weight loss. I
also had rash all over the body and severe headaches. I was in pain, my body limbs were aching and I could
not walk properly. This is one of the reasons why I defaulted initially as I could not bear being sickly every
day. I could not even afford to buy painkillers as I am unemployed. At the hospital they warned me that
I might experience different forms of side effects, but I did not think it would be this terrible. After I got
introduced again into ART, I was able to tolerate the side effects. My energy levels went up and I think the
treatment works because when I started taking the treatment, my CDJ4 count was 84 and now my CDJ count
is 700. (Interviewer 1: Defaulter, Male, 60 Years, Unemployed and Rural resident) When I started taking
ARVs, my energy levels declined and even my body weight went down for about a month. I became very weak.
I could not walk more than two steps without feeling very tired. I felt very sleepy all the time. My whole
body ached. There was no part on my body that did not ache. I was in total pain and as I such I stopped
treatment. Although at the hospital they had advised us not to stop our treatment when we experience any side
effects, I did not think it was going to be so serious. I was hoping that once I stop taking my ARVs I will
become much better. However, I became even more sick and when I went to the hospital again, they gave me

counselling and I was re-introduced to ART. (Interviewer 6: Defaulter, Female, 49 Years, Employed, Urban
Resident)



The quotes from these patients show that side effects from ART are one of the factors affecting patients’
adherence to ART. In fact, these patients reported that the reason why they defaulted treatment is because
they could not tolerate the side effects anymore. Both patients (defaulter 1 and 6) had multiple side effects
ranging from decline in energy levels, bodily pain, feeling sleepy, rash all over the body and severe headaches
among others. To make matters worse, defaulter 1 is unemployed and as such, he did not have money to
buy painkillers to try and manage these side effects. This finding therefore supports the perceived barrier
component of the HBM and in this case, side effects as experienced by this patient act as a barrier to ART
adherence.

Interviews with patients who have experienced side effects and have not defaulted revealed that where
patients are employed and receiving a salary, they are in a better position to manage side effects as they
are able to purchase pain killers and antibiotics for managing pain The following is some of the narratives
received from some of the patients who have not defaulted treatment:

When I started the treatment, I developed side effects such as insomnia, rash, terrible headaches and my
energy levels went down for a month. I could not cook and do household chores by myself, all I wanted
to do was to sleep throughout the time. However, some of the side effects were manageable as I could go
to my pharmacist and request for painkillers and medication to help me sleep. Then I continued with the
medication, after a month, my energy levels went back to normal and I was able to do basic household chores
like cleaning the house, washing clothes and cooking which I could not do when my energy levels was down.
1 felt like my life is getting back to normal. (Interviewer 5: Non-defaulter, Female, 22, Employed, rural
residence) My sister, when I started the treatment my energy level dropped a lot, I lost appetite for food and
I had a terrible rash. I was weak and could not see properly. Since my salary is too little because I work as
a house helper, my daughter who is working was able to buy medication for me to help cure the side effects.
The hospital staff also did warn us that side effects will be part of the treatment but we should not stop when
we experience these symptoms. As times went on, all these side effects stopped, from about 6 months after I
had started taking the treatment. (Non-defaulter 2, Male, 46 Years, Employed, rural residence)

The quotes from these patients show that employed and unemployed patients manage ART side effects
differently. In addition to the adverse effects, the study further investigated changes in food preferences
experienced by patients who were on ART. The following is what patients revealed with regard to the
changes experienced in terms of food preferences;

1.3.2 Perspectives of Patients on the changes in food preferences resulting from ART uptake

With regard to food preferences experienced by respondents as a result of ART, generally all respondents
experienced some preferences for certain food types. However, the main challenge for most respondents,
particularly the unemployed, was the lack of finances to purchase the food that they preferred. Based on
the narratives from the interviews of both defaulted and non-defaulted respondents, being on ART resulted
in certain food preferences which they could sometimes not afford to buy, as the majority of the respondents
are unemployed. The following are some of the narratives from the respondents who have defaulted ART:

My child, what happened is that I grew to like food more, and most of the food which I could not afford.
I began to eat many plates of food a day yet I did not have enough money to buy adequate food because I
was the only one working in this house. I wish I could have pizza, apples, sour-milk and red meat but the
money that I earn is too little, it only allows me to buy the basics. Most of the time, the pills make me
crave food that I cannot afford. Just yesterday, I was counting that I have more than a month not eating an
apple. (Defaulter 9: Female, 42 years, Employed, Rural Resident)My child, since I started taking treatment,
I now love to eat meat and green vegetables very much. I began to love food and I still do even now. The
problem is that I do not have enough food and my heart sometimes sinks when I cannot get the food that T
like.” The grant money that I receive is too little to cover all my food requirements. (Defaulter 1: Male, 60,
Unemployed, Rural)ARV’s make me very hungry, I eat more now that I am on treatment and sometimes I
do not have food in this house which was one of the reasons I defaulted. There is no ways you can put those
pills in your mouth if you have not eaten anything, they make you very dizzy and you lose a lot of energy.



After being introduced into ART, [ began to like chicken meat a lot and I also liked butternut. But I did
not have enough money to buy chicken and butternut everyday as I am not employed. I also liked to have
avocadoes with every meal. I made sure that I always have it because we have them in my area. I also liked
grilled beef. But unfortunately, since I am unemployed, I could not afford all the food that I like right now
that I am on treatment. (Defaulter 2: Female, 46 years, Unemployed, Urban Resident).Yes, that definitely
happens that you lose your appetite for most food types and start preferring to like certain food. I like spinach
so much, meat and tin fish. If I do not get the food that crave on that particular day, I end up not eating
anything and this becomes a challenge because ARV’s make people to be very hungry. Sometimes you cook
certain types of food (different from the one you prefer eating), and then you feel like you don’t want to eat
anymore. (Defaulter 8: Male, 35 Years, Employed, Urban Residence)

Non-defaulters have also reported serious challenges with regard to food preferences as financially, they are
not in a position to meet these food demand. The following are some of the narratives from non-defaulters:

When you start taking treatment, you feel like you can eat meat every day. You turn to have less appetite
for other things such as potatoes and beans. My food preferences right now is meat, chicken and eggs. Since
I am unemployed, I cannot afford to have meat every day in my meals. Most of the time I borrow money
from my neighbour to buy food and when she wants it back, I would offer to clean for her or wash her clothes
as a way of paying back her money. This makes life hard for me. I hardly have access to this kind of food.
Being on ARVs when one is not employed is the hardest thing ever. (Non-defaulter 3: Female, 46 Years,
Unemployed, rural residence)

Although Respondent 3 has not defaulted ART, it is a bit worrying that she is not employed and she has not
yet reached the age for getting paid the old age grant. As such, she literally has no source of income. Her
food preference is meat, eggs and chicken, which is very expensive to have daily in her meals. Unavailability
of adequate food resulting from being unemployed act as a barrier to ART adherence. The HMB perceived
barrier component (the potential negative consequences that may result from being on ART) is supported
by this finding.

When I started taking treatment, I started to like beans but I did not have money to buy them as I am not
working and I only depend on my child’s grant. I hated food with fats and sweet. (Non-defaulter 9: Female,
29 Years, Unemployed, Rural resident).Yes, I did have food preferences. I started to like eggs meat and
spinach. My favourite was eggs though. Although I am unemployed, two of my children are receiving the
child’s grant which is the only source of income in this house. The grant is too little to support me to buy
the food that I need for the whole month. (Non-Defaulter 4, Female, 41 Years, Unemployed, Rural Resident)

1.4 Discussion
Findings and Interpretations

This study set out with the aim of investigating patients experiences on the adverse effects associated with
antiretroviral treatment in Piet Retief, Mpumalanga Province, South Africa. This study was conducted
among male and female patients enrolled for ART at Piet Retief Wellness Centre in Mpumalanga between
2010 and 2014, of the age groups 15-49. The investigation was conducted under the following themes; the
perspectives of patients on ART side effects as well as perspectives of patients on food preferences resulting
from ART usage. According to the National Strategic Plan 2017-2022 goal 3, government has vowed to reach
all key and vulnerable populations with customized and targeted interventions to ensure ART adherence for
all people. As long as patients are defaulting from ART, this indicates that there is a need for an intervention
in terms of finances to meet the escalating food and transport demand for people on ART to ensure that
adherence is for a lifetime.

With regard to patients’ perspectives on the adverse effects resulting from ART usage, the current study
found that all patients had experienced adverse effects ranging from diarrhoea, decline in energy levels, bodily
pain, feeling sleepy, rash all over the body and severe headaches among others. These findings are similar to
that of other studies conducted around the world where side effects such as diarrhoea, rash, headaches and



body shaping effects was discovered to be associated with ART non-adherence (e.g. Afolabi, et al., 2009;
Elul et al., 2013; Groh et al., 2011; Kip et al., 2009; Mahlangu et al., 2008; Penn et al., 2011; Sanjobo et al.,
2008; Skodval et al., 2011).

In the present study, patients revealed that they defaulted partly due to the side effects that were unbearable.
This shows that side effects contributed to patients defaulting ART. In terms of the HBM, this is a perceived
barrier to patient not taking their medication. The influx of more than one side effect on the patients when
they started their ARV’s hugely contributed to ART default.

The study findings also revealed that employed and unemployed patients manage ART side effects differently.
Where patients are employed and receiving a salary, they are in a better position to manage these side effects
as they are able to purchase painkillers and antibiotics for managing pain. However, for the unemployed who
is experiencing these side effects, as the pain experienced become unbearable, they default. For the defaulted
patients, the component of the HMB that is tested is perceived threat (the perception of the seriousness
associated with leaving a disease untreated, which is defaulting ART). This means that side effects in the
form of headaches, rash, declining body energy and other side effects are a threat to patients’ adherence to
ART.

Where a patients is unemployed and get to experience these side effects, it becomes even more challenging
for these as finances is needed for these patients to get pain medication and antibiotics to deal with these
ailments. Therefore, in terms of the HBM, this finding supports the perceived barrier component of the
HBM. On the other hand, for those patients who have not defaulted from treatment, their report shows that
they have also experienced side effects,

The results of the study support findings from other studies conducted from other parts of the world that
revealed that adverse side effects from ART such as diarrhoea, rash and headaches is associated with ART
non-adherence (e.g. Afolabi et al., 2009; Elul et al., 2013; Groh et al., 2011; Kip et al., 2009; Mahlangu et
al., 2008; Penn et al., 2011; Sanjobo et al., 2008; Skodval et al., 2011).

On this same note, a study that was conducted by Ayalu &Sibhatu (2011) in Africa with the aim of identifying
the medication side effects associated with ART revealed that ART adverse effects contributes to ART non-
adherence. Symptoms such as skin rash, vomiting and dizziness were identified to be contributory factors
to ART non-adherence. Further, Bhengu et al. (2008) conducted a study on the side effects experienced by
HIV infected individuals who were on ART therapy in KwaZulu-Natal Province, South Africa. The study
found that from the all patients that were interviewed, they had experienced one or more of the following
medication side effects; fatigue and tiredness, rashes, headaches and insomnia. Other side effects reported
included sadness, disturbing dreams, numbness and pain. This study concluded that medication side effects
are associated ART non-adherence.

In addition to the adverse effects, the study further investigated changes in food preferences experienced by
patients who were on ART. All patients who were on ART had preferences for food and its demand generally
increased. Mostly, patients preferred to have meat, chicken, eggs and vegetables in their diet which pose
a great challenge for all patients particularly due to the high food prices. This situation is even worse for
those patients who are currently unemployed and have no source of income. The inability to access the food
preferred by the patient can de-motivate them to remain in ART.

The findings of the study show that patients on ART have food preferences, and in the majority of cases
it is expensive food which they cannot afford. Further, the findings show that when patients are unable to
get their preferred food, they tend to default. According to the study participants, ARV’s intake increases
the demand for food as it makes patients to be hungry and as such one cannot take them on an empty
stomach. In addition to higher demand for food, ARV’s also increase the preference for certain type of food
which might be not even be affordable to patients. For example, most patients often crave chicken, beef
and butternut. With escalating food prices currently, it is a given that when these patients cannot access
food adequately, the chances of defaulting ART becomes high. Unavailability of food resulting from being
unemployed contribute to ART default . This finding of the study is similar to the findings of other studies



that concluded that the in availability of food is one of the reasons why patients default ART (E.g. Bezabhe
et al., 2014; Nyanzi-Wakholi et al., 2009; Penn et al., 2011; Rasmussen et al., 2013; Skovdal et al., 2011;
Talam, et al., 2008).

The results from the study have shown that unmet need for food preferences on ART patients and unmet high
demand for food in unemployed patients contribute to high default rates. This is based on the fact that ARVs
require one to have eaten food before you take them. On an empty stomach, they result in unmanageable
side effects such as nausea, dizziness, terrible headaches and other condition. Further, the study findings
showed that financial challenges resulting from unemployment strongly contribute to ART non-adherence.
All patients interviewed during the study, both employed and unemployed reported finances as a barrier to
ART adherence. This is caused by the fact that most of the patients are involved in informal employment
receiving the basic minimum wage (forestry, domestic worker, security guards, and petrol attendants). The
issue of finances is even worse to the unemployed who are not on grant and who do not even have a single
family member who is employed. The study produced results which corroborates the findings of a great deal
of the previous work in this field ( E.g Bezabhe et al., 2014; Nyanzi-Wakholi, et al., 2009; Penn et al., 2011;
Rasmussen et al., 2013; Skovdal et al., 2011; Talam, et al., 2008).

1.6 Relevance of the findings: Implications for Policy Makers

Based on the study findings and in terms of policy, interventions that will support people on ART in wellness
centres around the country should be developed and strengthened. Such interventions in terms of finances to
meet the escalating food and transport demand for people on ART to ensure that adherence is for a lifetime.
There is also a need to undertake further research on socio-demographic and psychosocial factors affecting
patients’ adherence to ART utilizing the quasi-experimental research design and survival analysis, focusing
on all wellness centres in South Africa.

1.7 Strengths and weaknesses of the study

This study provides some interesting insights on the side effects experienced by patients who are on antiretro-
viral treatment. Not only did the study looked at the different types of side effects, but also the changes in
life styles in terms of food preferences of patients on ART was also investigated. It is important, however, to
note some of the limitations of the study. The study findings cannot be generalized to the entire population
because of the relatively small sample size. Further, the study was conducted within a province in South
Africa which is mainly rural in nature, as such the findings cannot be generalized to urban population in
South Africa.

1.8 Differences in Results and Conclusions in relation to other Studies

This finding of the study is similar to the findings of other studies that concluded that the in availability
of food is one of the reasons why patients default ART (E.g. Bezabhe et al., 2014; Nyanzi-Wakholi et al.,
2009; Penn et al., 2011; Rasmussen et al., 2013; Skovdal et al., 2011; Talam, et al., 2008). Unemployment
was mentioned as one of the reasons for high non-adherence to ART (Grierson et al. 2000). According to
these researchers, poverty increased the levels of non-adherence to patients on ART. This therefore means
that where an individual patient does not have the means to buy food as per the treatment demand, the
likelihood of non-adherence for such a patient were escalated.

1.9 Unanswered Questions and Future Research

Further studies have to be conducted around all wellness centres around South Africa to investigate how
unemployed ART patients cope with managing side effects as well as well as food preferences changing due
to ART uptake. In addition to this, pilot studies on the possibility of financial social support for unemployed
patients and those in informal employment sectors in terms of small grant provision needs to be conducted
throughout the country. Financial challenges resulting from unemployment strongly contribute to ART
non-adherence.

1.10 Conclusion



In conclusion therefore, the findings from the qualitative analysis revealed that adverse effects from ART
negatively affect ART uptake and unmet need for food preferences negatively affect the uptake of ART.
Interventions aiming at dealing with these issues as have to be developed and put in place to ensure success
in the administration of ART in Mpumalanga province of South Africa. Although antiretroviral therapy is
readily available in health care facilities around South Africa, patients on ART are still defaulting medication
due to the onset of adverse effects and changes in lifestyles resulting from food preferences brought by ART
uptake. The study findings suggest that interventions should be put in place in the form of financial support
to ensure that patients have access to pain relieving medication to assist in managing side effects. Further,
changes in food preferences calls for interventions to be put in place to ensure that patients on ART have
adequate food supply so as to ensure that treatment default is not as a result of lack of food supply.
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