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Background

The beliefs that patients hold about their medicines are known to influence treatment
adherence. This study’s objective was to explore and identify specific antiretroviral (ART)
beliefs from human immunodeficiency virus (HIV) positive patients in Zimbabwe.

Methods

In-depth qualitative interviews were conducted with 21 (female = 9; 42.9%) purposively
sampled HIV-positive adults attending an urban HIV clinic. All participants had been
prescribed ART for at least one month. Two additional key informant interviews were
conducted with healthcare professionals. Data were analysed inductively using grounded

theory framework.

Results

Participants’ beliefs about ART were grouped into two themes: perceived importance, and
concerns about ART. The majority of participants viewed ART as necessary for staying
alive and healthy. Participants who had attempted alternative treatments experienced
health deterioration and subsequently returned to using ART. There were several
medication concerns, including: the short- and long-term effects of the medication; the
number of doses; potential interactions with other medications; and fear of stigma.
However, the more necessary ART was perceived to be, the less these concerns affected

self-reported adherence behaviour.

Conclusions

Healthcare professionals need to be aware of these beliefs so they can provide tailored,
adequate adherence support. Further research is needed to explore whether reducing
concerns and enhancing necessity beliefs improve adherence in this population.

Zimbabwe is one of the countries most affected by hu-
man immunodeficiency virus (HIV), with over a million
people living with HIV (PLWH).! Nearly 15% of the adult
population are HIV positive.2 In 2018, 90% of PLWH knew
their status and 88% had been prescribed treatment!; how-
ever, the prevalence of viral load suppression (VLS) among
HIV positive adults was only 60.4%.2

Adherence is the extent to which a person’s behaviour
corresponds with agreed recommendations from their
healthcare professional.3 Persistently high antiretroviral
(ART) adherence levels, both in terms of dose frequency
and timing,? are required for VLS and to prevent drug re-
sistance.> For new ART regimens at least 80% adherence is
required; however, 95% or more is needed for older treat-
ments.® Achieving optimal adherence is one of the most
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significant challenges in the treatment of HIV in countries
across Sub-Saharan Africa (SSA).” There is little data avail-
able on ART adherence rates within Zimbabwe; however, a
meta-analysis found that 23% of African patients demon-
strate less than 80% adherence.8

Structural, personal and inter-personal factors have
been shown to influence ART adherence across SSA.%-11
However, research from High Income Countries (HIC) has
also emphasised pre-existing beliefs about illness and med-
ication which influence adherence and health outcomes.12
Researchers have grouped patient beliefs about medication
into two themes: 1) necessity of prescribed medication for
present and future health and 2) concerns about adverse ef-
fects.13 Hornel4 proposed a cost-benefit framework to ex-
plain how these beliefs influence adherence, in which ne-
cessity beliefs are balanced against concerns. If necessity
beliefs outweigh concerns, adherence is more likely. This
framework has been demonstrated within a variety of ill-
nesses including HIV.1516 Although the majority of re-
search utilising this framework has been conducted in
HIC!2 it has been found to be generalisable to SSA.17

Beliefs about ART are one of the greatest predictors of
ART adherence.!® To optimise health outcomes, clinics in
SSA should design targeted interventions to address
these.10 Culturally sensitive interventions can more effec-
tively address beliefs and improve adherence.l9 Within
SSA, previously identified ART beliefs include concerns
about side effects20 and that once you are healthy you can
stop taking ART.2! Concerns may also explain why patients
use traditional medicines.22 Beliefs about ART should be
identified since they impact how medication is taken and/or
the amount taken.?3 These beliefs may trigger intentional
non-adherence (e.g. to avoid side effects) or unintentional
non-adherence (e.g. forgetting). Non-adherence may be an
‘informed choice’ and health professionals need to engage
and understand the patients’ choices!2 to promote effective
shared decision making.

Barriers and facilitators to ART have been explored in
both rural?4 and urban Zimbabwe.25 However, no prior
studies have explored specific beliefs of PLWH towards ART.
A detailed assessment of factors influencing patients’ atti-
tudes towards treatment in this setting is essential to de-
velop appropriate adherence interventions. The aim of the
study was to explore medication beliefs among PLWH in
Zimbabwe.

METHODS

STUDY SETTING

This study was carried out between June and July 2014
at Parirenyatwa Hospital Family Care Centre [PHFCC] in
Harare, Zimbabwe. PHFCC is publicly funded, receiving re-
sources from the Zimbabwean Ministry of Health and Child
Care. All HIV medications are provided to patients without
cost. Medical evaluations, including CD4 and viral load, are
also provided free of charge. The clinic provides care for ap-
proximately 3000 adults and 1000 children.26

STUDY DESIGN AND SAMPLE

Qualitative methodology was utilised whose goal, unlike
quantitative research, is not to generalise the results to
the target population, but instead, to showcase a rich, con-
textualised understanding of the human behaviour being
studied.2” Twenty-one in-depth semi-structured interviews
were carried out with adult PLWH (>18 years old) who had
been prescribed ART for at least one month. Two healthcare
professionals at the clinic were also interviewed: a peer
counsellor and a clinical psychologist.

Participants were recruited using maximum variation
purposive sampling for gender, age, and treatment line.
This method intentionally selects a wide variety of partic-
ipants to get a balanced view of the construct being stud-
ied.28 The healthcare professionals selected were individu-
als who were familiar with the psychosocial, economic and
cultural influences affecting patients at the clinic.

ETHICAL CONSIDERATIONS

Written informed consent was obtained from every partic-
ipant. If any non-adherence was reported, the participants
were referred for more detailed assessment within the PH-
FCC. Ethical approval was obtained from: Research Coun-
cil of Zimbabwe, Medical Research Council of Zimbabwe
(MRCZ/A/1736), the Joint Research and Ethics Committee
of the University of Zimbabwe (18/13), and the Research
Ethics Office of King’s College London (PNM/11/12-147).

DATA COLLECTION

The English interview guide (see Figure 1) was translated
into Shona and back-translated by a fluent speaker to con-
firm precision and clarity.

There were three female interviewers who all had pre-
vious training in qualitative methodology. Via an iterative
process, the guide was edited to ensure conversations were
fluid, questions remained open-ended, and concepts were
culturally appropriate. The interviewers used the guide to
speak to participants about their experiences of ART, in-
cluding factors that facilitated and impeded adherence. The
guide was adapted for the healthcare professionals to focus
on cultural and contextual factors that impact ART adher-
ence and their experiences of non-adherent patients.

Each interview was audio recorded, which was tran-
scribed verbatim. Transcripts were compared with initial
recordings for precision. The five Shona interviews were
translated into English prior to analysis. Interviewers used
elements of grounded theory for data gathering by exam-
ining emerging themes.2? Interviewers discussed major
themes and appropriateness of the guide with the senior
researcher. These meetings enabled iterative modifications
to the guide throughout data collection and helped ascer-
tain when theoretical saturation was achieved, after which
no further interviews were conducted.30 Saturation is when
no new information or new themes arise from the data.3!
Within qualitative research within a relatively homogenous
population, theoretical saturation can occur within samples
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Taking Medication
1. What ART are you taking?
a. Can you tell me about it?
2. What did you think about ART before you started?
a. How does ART compare to your expectations?
3. How important is ART for your health?
a. What would happen if you stopped taking ART?
4. How have you learnt about ART?
a. Do you know about any other ART regimes, besides the ones
that you are taking?
5. Has your medication ever been changed?
a. Why was it changed?
b. How did you feel when it was changed?
6. How many tablets do you take?
a. Do you have any comment about the number?
7. How safe do you think ART is?
8. Have you considered changing or stopping medication?
a. Can you tell me about it?
9. When was the last time you missed a dose?
a. Can you tell me about what happened?
lliness perception
10.Can you tell me about your health?
a. How concerned are you about being HIV positive?
b. How does being HIV positive affect your life?
11.What do you do to stay healthy?
Challenges
12.Do you have any concerns about taking ART?
a. What concerns you most?
13.Have you experienced side effects?
a. Which side effects are you most worried about?
b. Have you noticed any change in your body shape?
14.Do you feel you need to take food with your medication?
a. Why do you feel this way?
15.Do you have any concerns about becoming hooked or addicted to
ART?
16.Do you have any concerns about long-term effects?
a. For example, effects on your kidneys or liver?

Figure 1: Interview Guide. This interview guide was
utilized during the semi-structured interviews.
Abbreviations: Antiretroviral (ART) and Human
Immunodeficiency Virus (HIV)

of 12 participants.32 The duration of the interviews was 45
to 60 minutes (mean 50 minutes).

DATA ANALYSIS

Three researchers reviewed two transcripts each and rec-
onciled codes, producing 28 initial codes. Subsequent line-
by-line open coding was completed of each transcript using
NVivo 10 (QRS International, Burlington MA, USA).

Axial coding was performed,2? sorting codes into cate-
gories and determining how these were interconnected. Se-
lective coding allowed the researchers to assemble ideas
from the data to form a descriptive model of beliefs about
ART.29 The coding tree (see Table 1) illustrates the process
of developing and refining codes. Major themes of the de-
scriptive model are demonstrated using key quotations in
the results.

RESULTS

PARTICIPANTS

Nine participants were female (42.9%). Ages ranged from
24 to 66 years (Mean = 43.5 [SD =11.4] (1 missing)). Eleven
participants were on first line treatment (52.4%)(1 missing)
(see Table 2).

THEMES

Emerging themes pertaining to ART beliefs have been cate-
gorized into two groups: medication importance and medica-
tion concerns (see Table 3).

THEME 1: MEDICATION IMPORTANCE

How important ART was perceived as being for the partic-
ipants’ heath affected their medication-taking behaviour.
Adherence was dependent on how necessary the partici-
pants believed ART was for their health. When participants
perceived ART to be dispensable, alternative treatments
were used, instead of or in combination with biomedical
treatment. The majority of participants believed in the effi-
cacy of ART so would take a dose late to avoid missing it.

NECESSITY OF ART

The majority believed ART was necessary for their current
and future health. ART enabled them to work and care for
their families. Without medication they worried about their
health worsening. ART became part of participants’ daily
routine enabling them to lead a normal, healthy life:

“They are very important because I can lead a normal
life without any worry that if I get, I mean if I feel ill, I
don’t think that I maybe am getting onto the AIDS stage”
(PID11, Male, 62 years).

Personal positive experiences of taking ART caused par-
ticipants to believe in the necessity of the treatment; how-
ever, observing others’ experiences also reinforced this. By
observing others not taking ART and its negative impact
the participants strongly associated positive health with
ART:

“They are very important because I have seen for my-
self...I knew a lot of people who got infected, some of them
they didn’t bother to go for treatment, and most of them
have passed away” (PID9, Male, 63 years).

PERCEIVED ALTERNATIVE TREATMENTS TO ART

Alternative treatment, particularly herbal remedies, were
used when ART was not seen as necessary to treat HIV;
however, few participants reported using these. Partici-
pants noted that using herbs was more common in rural
areas. Alternative therapies were often not used in con-
junction with, but instead of, ART. Observing others’ expe-
riences with alternative treatments also reinforced how im-
portant ART was to their own lives:

“I've seen people saying they don’t want to go and take
medication, they want to go herbal. Herbal is more or less
saying you’re not taking your medication. After 1 year I've
seen them worse than me. After 2, 3, 4 months they’re
probably dead” (PID19, Male, 42 years).

Herbal remedies (e.g. the Moringa tree and Mubva-
maropa plant) were promoted by traditional healers. De-
pending upon how important ART was perceived as being,
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Table 1: Coding Tree

ART is health

ART allows a normal healthy life

Patients die without ART

Initial codes Axial coding Selective coding
ART makes you the same as people who are negative Necessity of ART Medication
Importance

Traditional or herbal medicines

Patients health worsens when taking alternative
medicines

Perceived alternative treatments to ART

3 hour rule

Take ART even when late

Avoid skipping a dose

Side effects experienced

Unable to adhere due to side effects

Able to overcome side effects

Side effects

Medication Concerns

Body unable to cope with ART for along time

Worry about liver being affected

Worry about kidneys being affected

Worries about long-term effects of ART

Too many pills

Number of pills that should be taken

Unable to adhere due to the many pills

Able to adhere in spite of too many pills

Pill burden

ART needs to be improved

Rumors of HIV cures in other countries

HIV cure needs to be invented

Desire for a longer lasting treatment
regime

Worry about ART interacting with other medication

ART is the most important medication

Concerns about possible drug
interactions

Must take ART with food

Must take ART with certain types of food

Perceived need for food

Do not want people to know your status

Stigma and discrimination

Funerals

Desire to avoid perceived stigma

*Abbreviations: Antiretroviral (ART) and Human Immunodeficiency Virus (HIV)

the herbal remedies were used either in addition to ART or
in place of biomedical medicine:

"My mother has a Moringa tree. It doesn’t cure AIDS, but
maybe it reduces the viral load. People come to collect the
beans and the leaves. There are some people in the village
who have used it, they use it in addition [to ART]" (PID11,
Male, 62 years).

AVOID SKIPPING A DOSE

ART was seen as important for health so when participants
were unable to take a dose on time the majority would take
their pills as soon as possible:

"“But say I forget to take them at 10, I always compensate
by maybe 12, 1 o’clock” (PID19, Male, 42 years).

Participants would rather take their medication late,
even by hours, than miss a dose. Certain participants would
even take their dose early to prevent missing one:

“I may be travelling on a bus, and I have planned to take
my medication at 8 so I end up resolving to just take them
at 7 so that I travel safely. That means I will have taken
them earlier by one hour because it will be difficult to start
unpacking my things looking for medication” (PID6, Fe-
male, 42 years).

THEME 2: MEDICATION CONCERNS

Regardless of how necessary ART was perceived as, partici-
pants had multiple concerns about their medication. Partic-
ipants were apprehensive regarding the impact and safety
of ART including: short and long term effects of the med-
ication; number of doses; the fact there is no long lasting
ART regimen; potential interactions with other medica-
tions; ART may not work or be as effective without food;
and fear of stigma of taking ART in public. In some cases,
these concerns negatively impacted self-reported ART ad-
herence behaviour, thus decreasing the therapeutic impact
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Table 2: Clinical and Demographic Characteristics of the Participants

Participant ID Gender Age (years) Treatment line
1 Female 38 15tline
2 Male Not recorded Not recorded
3 Male 66 2" Jine
4 Female 49 2nd Jine
5 Female 33 15tline
6 Female 42 2 ine
7 Male 49 2 ine
8 Female 28 15t line
9 Male 63 2n line
10 Male 24 15tline
11 Male 62 15tline
12 Male 40 15tline
13 Male 45 15tline
14 Male 43 2 jine
15 Female 50 2 ine
16 Female 26 2 ine
17 Female 42 15tline
18 Male 51 15tline
19 Male 42 15tline
20 Male 39 15tline
21 Female 36 2nd Jine
Table 3: Themes

Medication importance o Necessity of ART

e Perceived alternative treatments to ART

e Avoid skipping a dose
Medication concerns o Side effects

e Pillburden

e Worries about long term effects of ART

e Desire for alonger lasting treatment regime
e Concerns about possible drug interactions
e Perceived need for food

e Desire to avoid perceived stigma

*Abbreviation: Antiretroviral (ART)

of the medication. At other times, participants tried to ad-
here due to the perceived benefits of ART.

SIDE EFFECTS

Almost all participants experienced ART side effects in-
cluding: palpitations; hallucinations; dizziness; vomiting;
drowsiness; insomnia; weight changes; headaches; forget-
fulness; difficulty walking; pain; and numbness. The impact
these had on participants’ lives varied depending on the
severity of the symptoms; however, some participants
found it difficult to cope:

"Because how am I going to live with these problems?
That I can’t do anything and I’'m always feeling painful”
(PID3, Male, 66 years).

Some participants found it difficult to maintain good ad-
herence when side effects were debilitating and they were
unable to undertake normal daily tasks. Participants would
avoid the side effects by delaying, skipping or stopping
treatment:

"I wouldn’t be able to drive say after 30 minutes once the
medication starts taking effect. So, I would delay taking
the medication” (PID1, Female, 38 years).

For some participants, side effects did not impact them
to the same extent over time:
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I "but with time I got used to it" (PID 12, Male, 40 years).

Other participants discussed side effects with healthcare
professionals who changed their treatment regime, remov-
ing the debilitating side effects.

WORRIES ABOUT LONG TERM EFFECTS OF ART

Participants worried about the long-term impact of treat-
ment, particularly on their liver or kidneys. Some partici-
pants felt their body would be unable to cope with the med-
ication for years:

"... because it [your body] cannot handle five tablets every
day for the next 10 years" (PID19, Male, 42 years).

However, this did not seem to negatively impact self-re-
ported adherence.

PILL BURDEN

ART must be taken every day to be effective and partici-
pants discussed the number of pills that would be accept-
able. There were differing opinions, but generally partici-
pants preferred a lower pill burden:

"They are too many. If they could be reduced it would be a
huge relief" (PID2, Male, age unknown).

Participants became overwhelmed and stressed trying to
ensure they take their pills every day:

"I was just so stressed every time I took the tablets, there
were just too many for me. So, I was just reluctant to take
them" (PID21, Female, 36 years).

This led to some participants skipping or delaying med-
ication; however, the majority noted that they tried to ad-
here as required.

DESIRE FOR A LONGER LASTING TREATMENT REGIMEN

Participants indicated the positive impact a long-lasting
regimen would have on their lives, describing more time
and money if they did not have to attend the clinic regularly
for drug pick up or check-ups:

“ART should be improved in a way that you don’t have to
take them regularly, but over a certain period of time. You
take them maybe once in six months or maybe once in a
year...then it would become much better. It would save me
a lot of money to come up here to collect the tablets and
have medical check-ups and all that” (PID11, Male, 62
years).

The strong desire for long lasting treatment was indi-
cated by rumours regarding ‘cures’ which were widely dis-
cussed in the waiting room:

“I heard in United Kingdom, you take one tablet in three
months. I don’t know where we get it, but it would help
us to reduce time and adherence...if I take one in three
months it’s easier than to take every day” (PID17, Female,
42 years).

This spread of erroneous information could potentially
jeopardise continued ART adherence. PLWH may become
frustrated they do not have access to a longer lasting treat-
ment regimen which in turn may impact their medication-
taking behaviour or they may misunderstand and believe
their regimen does not need to be taken every day.

CONCERNS ABOUT POSSIBLE DRUG INTERACTIONS

Some participants raised concerns about the interaction of
ART with other drugs. Participants worried about one treat-
ment cancelling the effect of others:

"I worry. I just think maybe if the tablets mix, it might
mean that one disaffects the other" (PID9, Male, 63
years).

Participants indicated ART was more important than
other medications they were prescribed. They noted they
would take the non-ART drug only when absolutely neces-
sary or they would not take it at all:

"I take my asthma tablets only when my asthma is high,
otherwise I leave them" (PID20, Male, 38 years).

PERCEIVED NEED FOR FOOD

The majority of participants believed they had to take ART
with food. Participants were concerned that taking ART
without food would worsen side effects, and the medication
would not be as effective or not work at all. Some were ad-
vised by health providers to take ART after food whereas
others decided to follow this guidance from their own expe-
rience, particularly due to the worsening side effects:

“If I didn’t take food later on ... there would be heat
and the hallucinations would intensify” (PID1, Female,
38 years).

Food was seen as imperative to ensure medication
worked for some participants:

“Because you don’t eat, the drug will not be useful for
my health. It don’t work [without food]” (PID14, Male, 43
years).

These beliefs may negatively impact adherence since if a
participant does not have food available, they may not take
their medication on time.

DESIRE TO AVOID PERCEIVED STIGMA

Participants worried about stigma and discrimination
which affected the settings in which they would take their
medication. Some participants were embarrassed about
taking ART in front of others:

“Because I don’t want people to know my status, because
at times their comments are upsetting and you end up be-
ing stressed. It also affects your working environment as
well as your social life” (PID2, Male, age unknown).

Participants avoided taking medication in public and
preferred taking it at home:
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"I only [take medication] out of home if like I am on a trip
or anything (PID9, Male, 63 years).

Participants noted that funerals were particularly diffi-
cult settings in which to maintain good adherence:

"You find that in our culture, death and funerals are a big
thing. You have to attend funerals, and when you do you
are sitting in one room with everyone. So, a lot of people
will not take their medication because they will not want
people seeing them taking their ART. You spend like three
nights before someone is buried. The women will just be in
one room and the guys will be, maybe outside by the fire.
So, there is nothing private about that. If you have to take
your medication, you have to take it there. They will not
take their medications when they go for funerals" (Clinical
psychologist).

Some participants, however, found they became more
comfortable taking medication in public over time:

“I don’t feel embarrassed. I used to, but not now. I just
used to feel a kind of like, I was not settled. I used to hide
when taking ART” (PID12, Male, 40 years).

DISCUSSION

This was the first study in Zimbabwe to describe beliefs
about ART and HIV treatments and how context-relevant
necessity beliefs and concerns affect self-reported ART ad-
herence. The data was analysed using grounded-theory
framework; however, nonetheless the codes and themes are
reflective of the Necessity-Concerns Framework (NCF).l4
The NCF has been shown to be a useful model for under-
standing patients’ evaluations of their prescribed medica-
tions across different conditions, medications and settings;
however, it has been predominantly developed in the UK
and studied in Western countries.12:33.34 The results pro-
vide support for this framework to be utilised within Zim-
babwe and potentially within SSA. The majority of par-
ticipants thought ART was necessary for their health and
regardless of concerns they would try to adhere. Although,
in certain situations, when concerns heavily impacted their
life (e.g. severe side effects) they would skip, delay or stop
treatment. The results also provide implications for health-
care settings. Healthcare professionals have to discuss
these context-relevant beliefs about ART with their pa-
tients to promote ART adherence.

In Zimbabwe, knowledge of HIV has grown since the epi-
demic started and recent research suggests fewer people
now use traditional medicines.3> However, the current
study indicates this is still an issue particularly in rural ar-
eas. Participants indicated although some PLWH take tra-
ditional medicine in conjunction with ART there are still
those who take it instead of biomedical treatment. Previous
research has indicated it is important to understand why
PLWH choose alternative treatments to ART.3¢ Building
collaborative relationships between traditional practition-
ers and health systems is key to scaling up comprehensive
HIV care throughout SSA.37 In Zimbabwe, there are 45,000
registered traditional healers compared to 1,400 doctors.38

Future research and policy need to focus on ensuring col-
laboration.

Many participants were worried about stigma so avoided
taking their medication in public, affecting adherence. Fu-
nerals, in particular, were suggested to have an impact. In
a study in rural Zimbabwe,3% nursing staff indicated at-
tending funerals was a reason patients did not collect ART
on time. Attending social engagements is also a barrier to
ART adherence in other SSA countries.40 Healthcare profes-
sionals should specifically mention this context when dis-
cussing stigma. Healthcare professionals should also dis-
cuss problem solving around how to take the medication in
that situation.

Most participants took medication late if necessary, but
participants did not seem to have clear guidance. Patients
have different opinions about when to take medication49
and patients and clinicians differ in their understanding of
the term “missed dose.”#! Healthcare professionals need to
ensure these guidelines are discussed and are clearly under-
stood. Additionally, healthcare professionals need to pro-
vide clear guidance on whether PLWH are able to take ART
alongside food and provide problem-solving around man-
aging possible side-effects of the medication.

This study adds important new insights into how pa-
tients view ART adherence and how beliefs about ART im-
pact this. In particular, the study identified a concern, not
often highlighted in the literature. Patients were concerned
about the possible drug interactions when mixing ART and
medication for other illnesses. Patients seem to value ART
over other medication; however, healthcare professionals
need to be aware of these concerns to ensure patients
clearly understand when they can take medications to-
gether.

These views alongside other interviews with non-ad-
herent and depressed patients#? were utilised to help cul-
turally adapt an adherence and depression intervention in
Zimbabwe. The themes were used to help train adherence
counsellors about the beliefs and personal experiences of
patients, to ensure they understood what information is
required to help support patients adhere to their medica-
tion.*3 Additionally, the results of this study was utilised to
develop a barriers measure to ART adherence for people liv-
ing with HIV in Zimbabwe.*4

This study had some limitations. Patients no longer re-
maining in care or with poor adherence to appointments
should have been interviewed to explore all perspectives.
The study was only conducted in a single HIV clinic, which
did service patients from rural and urban areas, however, it
would be beneficial to interview participants from other lo-
cations in Zimbabwe, particularly rural, to gain an insight
into any potential differences. Previous research in Zim-
babwe has indicated patients worry about negative treat-
ment and want to appear as a “good patient” to profession-
als.4> This fear may have biased results since patients do
not want to show signs of non-adherence. To minimize this
bias, interviews were conducted in a private location and
it was made clear that this study had no effect on partici-
pants’ care.
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CONCLUSIONS

Every patient has a unique perspective when taking ART.
Healthcare professionals need to understand and take these
into account for each patient.46 The results indicate the ne-
cessity for healthcare professionals to discuss patients’ be-
liefs about ART to ensure these do not negatively impact
adherence. In particular, concerns about medication should
be identified and reviewed. By removing or reducing con-
cerns, patients are more likely to adhere to ART.47 These
beliefs also need to be utilised by researchers to develop
culturally relevant adherence interventions. Health profes-
sionals must be aware of the beliefs patients hold regarding
ART and ensure they provide a platform for patients to dis-
cuss these with them.
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