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disclosure not be separated. Interventions targeted at adherence 
should seek to help the patient to concurrently manage disclosure 
of their seropositivity and its consequences.23 Some of the reasons 
provided by respondents as to why they take their medication 
confirm that when they are educated about their illness, have 
information from their health care provider about their illness 
or medicines, or if they understand how to take their medicines 
patients feel confident to take the medication. However, when 
they were not part of the decision making, some of these patients 
did not take their medication as reported. Barriers to adherence 
such as patient factors, health care providers themselves and the 
health care system need special attention in order to improve 
adherence. Strategies such as educating patients, improving 
communication between patients and health care providers, 
improving dose scheduling, providing drugs with less adverse 
effects and improving accessibility to health care are of paramount 
importance in the battle against non-adherence.24 While patients 
are ultimately responsible for taking their medication, good 
communication, involving the patient in decision making about 
their care and simplifying drug regimens go a long way in 
improving it.24

limitations of the study
The sample size in this study was small and therefore it does 
not allow a general statement to be made about all private sector 
patients in South Africa.  

conclusion and recommendations
The results from this study indicate that adherence to ART is a 
problem among private health care sector patients in KwaZulu-
Natal, and that barriers to adherence do exist. These barriers to 
adherence are similar to those cited by public sector patients. 
The researchers recommend that a larger study, with a bigger 
sample size, be carried out a much wider area. In order to validate 
the authenticity of the participants’ responses, the medical 
charts should be used to confirm whether they are adherent 
or not. The clinical outcomes of the patients may be used as an 
indicator. Reported interventions that improve adherence such 
as pill boxes, SMS reminders, alarms and pill counts should be 
implemented. Dosage forms should be prescribed according to 
individual preferences; however, when not available, breaking 
the tablets carefully into smaller sizes if they are scored should 
be encouraged and counselled on, so that the entire dose is 
taken. 
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