
Journal of
HIV/AIDS & Infectious Diseases

©2024 e Authors. Published by the JScholar under the terms of the Crea-tive Com-
mons  Attribution  License  http://creativecommons.org/licenses/by/3.0/,  which  per-
mits unrestricted use, provided the original author and source are credited.

JScholar Publishers J HIV AIDS Infect Dis 2025 | Vol 12: 101

Research Article Open Access

Che Joseph Ngwa1, Ebob Besem Margaret1, Doumta Charles Falang4 Same Ekobo Legrand3 and Nsagha Dickson
Shey2*

1Department of Nursing, Faculty of Health Sciences, University of Buea, Buea, Cameroon
2Department of Public Health and Hygiene Faculty of Health Scieneces, University Of Buea, Buea Cameroon
3Department of Biomedical Sciences, Faculty of Health Sciences, University of Buea, Buea, Cameroon 
4Faculty of Medicine and Biomedical Sciences, University of Yaounde, Yaounde, Cameroon

*Corresponding Author: Nsagha Dickson Shey, Department of Public Health and Hygiene Faculty of Health Scieneces, Univer-
sity Of Buea, Buea Cameroon, E-mail: dsnsagha@gmail.com

Received Date: April 02, 2025    Accepted Date: April 15, 2025    Published Date: April 19, 2025

Citation: Che Joseph Ngwa, Ebob Besem Margaret, Doumta Charles Falang, Same Ekobo Legrand, Nsagha Dickson Shey

Abstract

Background: HIV infection still stands till date as a threat to human populations all over the world due to its chronicity,
morbidity and mortality, related to it immunosuppressive ability. As at 2018, the prevalence of HIV/AIDS in Cameroon was
3.4%. Despite the high level of morbidity and mortality of this disease, the health system is still faced with challenges in en-
suring adherence to therapy.

Objective:

Method: s was a quantitative and an Interventional study design. e participants were recruited into an intervention
and a control arm through a simple random sampling method from Limbe and Buea Regional Hospitals, Cameroon by us-
ing a sample frame. By the use of Probability Proportionate to size, 96 participants and 134 participants were sampled from
Buea and Limbe Regional Hospital Respectively and were randomly assigned to the intervention and the control arms.

Result: Our results on adherence showed that, the proportion of participants adhering to HAART increased y
from 70(70.0%) at baseline to 83 (83.0%) at post-intervention in the intervention group. (p=0.030). h the control
group witnessed  an  increase  in  adherence,  the  increase  was  not  statistically .  Being  at  least  38  years  old
(AOR=2.15, 95% CI: 1.02 – 4.54), being a female (AOR=2.15, 95% CI: 1.6 – 5.17), being female (AOR=2.03, 95% CI: 1.6 –
5.17), being a married (AOR=1.80, 95%CI: 1.21 – 8.36) and being a Christian (AOR=2.50, 95%CI: 1.61 – 5.92) were -
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cantly associated with adherence to HAART in HIV patients on HAART.

Conclusion: Spiritual health care used as complementary medicine alongside treatment of HIV/AIDS patients on Art will
lead to ; t decrease in patients’ anxiety, t increase in satisfaction and adherence and increase in retention
and viral load suppression.

Keywords: Spiritual Care; Impact; Adherence; Religion; Spirituality; HIV/AIDS

Introduction

Adherence is d as “the extent to which a per-
son’s behavior – taking medication following a diet, and/or
executing  lifestyle  changes  –  corresponds  with  agreed  rec-
ommendation from a healthcare provider”. e thera-
py with HAART requires  a  high level of sustained adher-
ence, to suppress viral replication and improve immunologi-
cal  and  clinical  outcomes  [1].  Furthermore  the  risk  of
HIV/AIDs transmission resistance to HAART therapy is re-
duced [2]. Other s have revealed that a successful
treatment outcome with HAART is only possible with near
perfect or perfect adherence. A more recent study have re-
vealed 95% adherence level as that required to sustain viral
suppression [3].

Patients’  adherence  to  HAART have  been proven
to  have  a  number  of  predictors  such  as  patients  variables
(age,  income,  literacy  level  and  social  status),  type  of  regi-
men (type, number of pills, complexity), disease characteris-
tics (stage of HIV, symptoms, opportunistic infections), pa-
tient  provider  relationship  (therapeutic  relationship,  open
communication, satisfaction) and clinical setting (accessibili-
ty, adherence programme, environment) [4,5].

Amongst the t methods used in measuring
adherence;  medication ,  self-report  using  validated
questionnaire, visual analogue scale (VAS) and a rating task
for  30-day  adherence,  medication l  adherence  was  re-
ported to be the strongest predictor of viral suppression [6]
Electronic monitoring, therapeutic drug monitoring, direct-
ly observed therapy, hematologic monitoring and viral load
determination  are  other  methods  used  to  measure  adher-
ence  [7]. e  most e  measure  of  adherence  docu-
mented so far is pill counts. s measure is limited by cost
and  issues  related  to  logistics  [8,9]. e  least  tasking,  but

most widely used method is Self-report. It is less expensive
and  particularly  suitable  for  developing  countries  such  as
Nigeria  with  very  low  per  capita  income  [10]  and  corre-
sponding  low  per  capita  health  spending  .Several  studies
conducted in t  countries  have reported non-adher-
ence rates  ranging from 50% to 80% [5-7].  In sub-Saharan
Africa,  adherence  rate  varies  depending  on  time  and  loca-

tion of studies. One of the studies conducted by Weiser et

al, 2003 in Botswana found self-reported and provider as-
sessment  adherence  rates  of  54%  and  56%  respectively.
Other studies reported 66% in Uganda [15] 22% in Cote D’
Ivoire [9] and 71% in South Africa [10].

HIV/AIDS according  revelation from literature  is
the most life threatening disease with great impact on every
sphere of life [11–12].Most persons with HIV/AIDS turn to
attach  equal  importance  to  spiritual  and  physical  dimen-
sions of their health [13]. When patients are diagnosed with
HIV/AIDS, challenges such as fear of dead, stigma, anxiety
and sometimes  depression  increase  their  need  for  spiritual
care  adjuvant  to  physical  care  [14–18]. e  World  Health
Organization has stressed the need for spiritual care for pa-
tients as central and not peripheral to health [19]. e Natio-
nal Health Service Education for Scotland thus s spiri-
tual care as “that care which recognizes and responds to the
needs of the human spirit when faced with trauma, ill health
or sadness and can include the need for meaning, for self--
worth, to express oneself, for faith support, perhaps for rites
or  prayers  or  sacrament,  or  simply  for  a  sensitive  listener.
Spiritual  care  begins  with  encouraging  human  contact  in
compassionate  relationship,  and  moves  in  whatever  direc-
tion need requires” [20]. Although many studies have been
carried  out  to  determine  the  predictors  of  adherence,  very
little has been done on the t of spiritual intervention on
adherence to HAART.
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Materials and Methods

Research Design

s  is  an  intervention  (Experimental)  study
aimed at investigating the impact of spiritual health care on
HIV/AIDS  patients’  response  to  treatment.  Two  groups  of
HIV/AIDS  patients  with  similar  characteristics  such  as
same  hospitals,  similar  stage  in  HIV/AIDS progression  re-
ceiving same treatment from the same , within the same
6 months study period and from the same health districts in
Fako (Limbe and Buea Regional Hospital). Recruitment was
based  on  patients  who  have  been  on  ART  Maximum  6
months before commencement of study .Two arms, e in-
tervention arm (receiving spiritual health/nursing care in ad-
dition  to  standard  HIV/AIDS  treatment)  and  the  control
arm  (Not  receiving  the  spiritual  nursing/health  care,  but
standard  treatment)  and  the  outcome  on  intervention  or

6months study period. s is also a mixed study, with both
quantitative  and  qualitative  designs.  A  qualitative  design
was used to determine patient’s experience (Level of anxie-
ty,  Level  of  satisfaction),  whereas  the  quantitative  design
was  used  to  determine  the:  participants’  length  of  hospital
stay; level of adherence, retention and viral load. e inter-
vention involved the administration of spiritual health care
(Researcher’s  presence  to  carefully  Listen  to  Patients’  con-
cerns, creating a spiritually supportive environment, Sensi-
tively  respond  to  patients’  believe  system,  Prayer,  medita-
tion and Spiritual counseling) with subsequent observations
.Interview  of  participants  to  evaluate  and  record  partici-
pants’  health  outcomes,  and  participants’  health  record  in
the  hospital  served  as  methods  of  getting  results  of  study.

e study was also a comparative study given that the inter-
vention  and  the  control  group  were  compared  in  terms  of
health  outcomes  and  experiences. e  impact  was  mea-
sured in the experiment by comparing the health outcomes
of the control group and the intervention group at the end
of the study.

Study Area

e study was carried out in Fako Division precisely
Buea and Limbe

Buea is the headquarters of the South West Region

of Cameroon. e are many ethnic groups in Buea includ-
ing  the,  Bakossi,  Bakweri  (indigenes),  Bamileke,  Bafut,
Balondu, Metta and Bayangi among others. Buea has a pop-
ulation  of  about  200.000  inhabitants  and  is  located  15kms
from  the  Atlantic  Ocean,  and  60  kilometres  from  Douala,
the economic capital of Cameroon. Limbe is surrounded by
Tiko , Buea , the mountain and the Sea . It is located 53 Km
from Douala the Economic Capital of Cameroon and has a
populationof about 72,106 .Buea, Loum,Nkongsamba,,Mun-
demba,  and  KoruptNational  Parc  .It  has  a  population  of
about 400,000 people .Most  of  the population of  these two
cities  (  Buea and Limbe )  are engaged in agriculture as the
main economic activity. y all have two seasons: the dry
season  from  October  to  March  and  the  wet  season  from
March to September. Almost all ethnic groups in Cameroon
are represented in these cities, attracted by the fertile volcan-
ic  soil  and  the  Cameroon  Development  Corporation,  a
giant  agricultural  corporation  that  seconds  the  state  of
Cameroon  in  employment.

Study Design

s  is  an Experimental  study with a  quantitative
design e participants (HIV/AIDS positively diagnosed in-
dividuals  who  met  the  inclusion  and  exclusion  criteria  )
were  randomly  assigned  to  the  intervention  (  HIV/AIDS
Positive patients currently receiving treatment plus spiritual
health care intervention ) and the control group ( e di-
agnosed with HIV/ AIDS , receiving treatment , but no spiri-
tual  intervention  )  . e  cohort  was  studied  prospectively
for a period of 6 months (June 2019- December 2019) and
quantitative  variables  (Adherence,  Retention,  Viral  Load,
Anxiety and Satisfaction) were compared for both groups.

Study Population

Target Population

e target population was ambulatory HIV/AIDS
patients  receiving  treatment  (HAART)  at  Buea  and  Limbe
and HIV/AIDS treatment centres during the study period .S-
election into the study was done only for those who met the
inclusion and exclusion criteria.

Inclusion Criteria

a.  All  HIV/AIDS  patients  diagnosed  with
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HIV/AID at most 6months before commencement of study
who consent to the study s only Participants diagnosed
with HIVAIDS from January 2019 till June 2019 were select-
ed).

Patients  aged  21  years  and  above.  Patients  below
21  years. s  is  because  according  to  the  Cameroon  code

for  the n of  adults,  adulthood begins  at  the  age
of 21 years

b.  Conscious  and  ambulatory  participants  who
could  communicate.

c. Participants who consented to the study.

Figure 1:
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Exclusion Criteria

a. Patients who chose to withdraw from the study

b. Patients who were unconscious.

Sample  Size  Determination  When  Comparing  two

Means

Given that the levels of Viral load suppression, Lev-
els of satisfaction , Levels of adherence, retention and anxie-
ty for both groups were compared,  the formulae for deter-
mining  the  sample  size  cited  in  Pagano  M.  and  Gauvreau
K.,  (2000)  for  comparing  two  means  was  used,  due  to  its
larger value in the sample size calculation.

Where σ is the assumed standard deviation of each group (assumed to be equal for both groups)

Zcrit

Zpwr value is the standard normal deviate for the desired statistical power (0.34 or 1.28, are typically used corresponding to a
power of 80% 0r 90% respectively)

Considering the desired e value for this
study to be 0.05, and a desired statistical power of 90%, the
Zcrit value =1.96 and Zpwr value = 1.28. e assumed value of

σ =7 and that for D= 1.296

By  use  of  the  Population  of  patients  receiving
HAART in Buea, and Limbe , we proceeded in the recruit-

ment  of  participants  in  the  two  Regional  Hospitals  as  re-
vealed in the Table 1 below.

Table 1

Treatment center Total Number of Patients Receiving
HAART

Total number of Participants
Sampled

Buea Regional Hospital 2500 96

Limbe Regional Hospital 3500 134

Total 6000 230

Sampling Techniques

e sampling method that was used was the sim-
ple random sampling method. e sample size was estimat-

ed to be 230 (115 for the intervention and 115 participants
for  the  control  group)  using  the  formulae  for  determining
the sample size when comparing two means or groups. Parti-
cipants were recruited by random assignment to either the
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intervention  or  the  control  group r  meeting  the  inclu-
sion and exclusion criteria and consenting to the study. Ran-
domization  was  done  by  the  research  assistants  by  the  use
of  Random  draws  made  from  the  group  of  patients  who
turned  up  at  the  treatment  centres  on  study  days.  Patients
who did not meet the inclusion criteria were excluded from
the study.

Study Procedure

Recruitment of Participants

Participants who met the inclusion criteria were re-
cruited into the intervention and the control groups respec-
tively.

Six  research  assistants  were  trained  for  two  days
on how to administer the questionnaire and on administra-
tion of spiritual care. On Tuesdays and Fridays which were
our study days, they would turn up at the site at 9am, get a
random list of patients who consented to the study r pre-
senting the study and then begin recruitment randomly into
the  intervention  and  the  control  group  respectively.  Base-
line data which includes demographic information and vari-
ables  under  study  like  viral  load  were  noted.  Phone  num-
bers of Participants of both the intervention and the control
arm were also taken for follow up of spiritual care through
text messages (Only for intervention) and for self-reported
clinical  outcomes  as  treatment  with  HAART  proceeded
with  or  without  spiritual  care.

Random Allocation

In order to eliminate bias during the recruitment,
a simple random sampling method was used. In this case a
simple  random  table  was  designed  in  each  session  of  the
study  by  the  research  assistants  following  random  draws
and codes were attributed against each name. Odd number
codes were assigned to the intervention arm and even num-
ber codes to the control arm.

A  random  table  having  serial  numbers  and  their
corresponding codes was produced.

s  if t  HIV/AIDS  patient  consented  to  the
study, they were given a code from the random table corre-
sponding  to  their  serial  number  and assigned  to  the  inter-
vention.  Furthermore  the  second  participant  recruited
would be assigned a code corresponding to serial number 2
and allocated to the control group. s same pattern of allo-
cation was respected throughout the study.

Primary Outcomes

a) Compliance (adherence)

Measurement of adherence

Adherence was assessed retrospectively based on a
4-day  recall  as  used  in  Adult  AIDS  Clinical  Trials  Group
(AACTG) follow up questionnaire [5] Adherence index will
be calculated by the formula:

Patients  with  more  than  95%  of  adherence  were
considered  as  having  high  adherence  and  those  with  less
than 95% were considered as having low adherence.

Data Management

e data  collected was entered into EPI Info ver-
sion  3.5.4 e  in  an  electronic  data  set,  in  a  manner
that  can  be  accessed  only  by  the  investigator.  Before  this
was done, the data collected was assessed for accuracy of the
information and later saved in an email/memory card of the
principal investigator as a back-up. Furthermore, during the

study,  the  hard  copies  of  the d  questionnaires  were
saved in a personal cupboard of the principal researcher to
ensure y of information provided by the parti-
cipants.

Statistical Analysis

Data was entered in Epi info version 3.5.4 and anal-
ysed using SPSS version 25. Univariate analysis was be used
to  describe  the  demographic  characteristics  of  the  partici-
pants. Tables of frequencies and proportions, bar charts and
pie  charts  were  used  for  descriptive  statistics.  In  order  to
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test  the  statistical ,  the  t-test,  Chi  square  test,
multiple  logistic  regression,  and  one  way  ANOVA  tests
were  performed.

e Impact of spiritual health care on patients’ ad-
herence to treatment was determined by comparing the lev-
el of adherence of the intervention arm with that of the con-
trol arm:

Ethical Considerations

In  order  to  ensure  an  ethically  sound  study,  an
ethic’s approval was sought and received from the Institutio-
nal review board (Ref-2018/872-10/UB/SG/IRB/FHS), Facul-
ty of Health Sciences University of Buea. Furthermore an au-
thorization to carry out  the study was sought and received
from the Faculty of Health Sciences University of Buea. An
administrative approval was gotten from the Regional Dele-
gate of Public Health for the South West Region. An autho-
rization  was  also  obtained  from  the;  Regional  Hospital
–Buea, Regional Hospital Limbe and District Hospital Kum-
ba.

Consent  was  sought  from each  patient  before  the
study  commenced  and y  was  maintained  in
the study by the non-use of patient’s names but
tion  codes.  Furthermore,  with  respect  to  the  principle  of

;  the  patients  were  informed about  the
such  as  deriving  comfort  from  spiritual  care.  Participants’
information were saved in a private place not accessible by

any  one. e  was  ensured  by  administering
spiritual  intervention  while  ensuring  sensitivity  to  partici-
pants’  cultural ,  beliefs,  values  and religious  dif-
ferences.

Internal Validity

Bias was reduced by doing an experimental study ,
while ensuring that the intervention and control were con-
ducted in the same hospital , with similar patients with simi-
lar clinical characteristics ( Ambulatory HIV/AIDS patients
receiving treatment at the Buea and Limbe Regional Hospi-
tal respectively. Next by the use of the simple random sam-
pling  method,  the  event  of  a  phenomenon  occurring  by
chance  was  reduced.  Internal  validity  was  further  ensured
by  using  standardized  instruments  of  measurement  of  the
variables. e use of measurable objectives for the study en-
sured the validity as well.

Results

Flowchart of Participants in the Intervention

Figure  1  depicts  the w  of  participants  in  the
study. We approached 230 HIV patients g the inclu-
sion criteria and asked them to enroll for the study. Base on
the probability proportion to size technique, we approached
134  participants  from  the  Limbe  Regional  Hospital  (LRH)
and 96 participants from the Buea Regional Hospital (BRH)
as shown in Table 2.

Table 2: Proportionate samples for each treatment center

HIV treatment centre Total numberof patients Number of participantssampled

Regional Hospital Limbe 3500 134

Regional Hospital Buea 2500 96

Total 6000 230

Of the 134 participants approached in the LRH, 8
(5.9%) declined to participate and of the 96 participants ap-
proached  in  the  BRH,  2  (2.1%)  participants  also  declined.

e  remaining participants  who consented were  randomly
allocated to a control group and intervention group in a ra-

tio of 1:1(in LRH, the intervention: control ratio was 63:63
and in the BRH, the intervention: control ratio was 47:47).
Among  the  participants  in  the  control  and  intervention
groups, 10 (9.1%) were lost to follow-up. Hence, of the 230
enrolled  or  approached  participants,  200  completed  the
study,  thus  the  completion  rate  was  87.0%.
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Figure 2: Flowchart for the Recruitment of HIV Patients

Socio-Demographic Characteristics Of Participants

Table 3 shows the socio-demographic characteris-
tics  of  the  participants  in  the  control  and  intervention
groups. e two groups were similar (p>0.05) in terms of so-
cio-demographic characteristics such as age, gender, educa-
tion, occupation, religion, income and marital status at base-

line. e mean age of the participants was 29.6 (SD ± 3.65)
years.  Majority  154  (77.0%)  of  the  participants  were  fe-
males. Ninety-two (46%) participants were holders of a t
school leaving . Majority of the participants were
single  and had an average monthly  income of  less  than
100,000FCFA. Seventeen (8.5%) participants were Muslims
by faith.

Table 3: Socio-demographic characteristics of the HIV patients in the Control and intervention groups

Characteristic Frequency (%) Chi-square p-value

Total(n=200) Intervention group (n =
100)

Control group(n =
100)

Age (in years) 1.654 0.752

18 – 27 32 (16.0) 14 (14.0) 18 (18.0)

28 – 37 104 (52.0) 50 (50.0) 54 (54.0)

38+ 64 (32.0) 36 (36.0) 28 (28.0)

Total 200 (100.0) 100 (50.0) 100 (50.0)

Gender 0.113 0.737

Male 46 (23.0) 22 (22.0) 24 (24.0)

Female 154 (77.0) 78 (78.0) 76 (76.0)

Total 200 (100.0) 100 (50.0) 100 (50.0)

Educational level 0.124 0.822



9

JScholar Publishers J HIV AIDS Infect Dis 2025 | Vol 12: 101

No formal education 15 (7.5) 8 (8.0) 7 (7.0)

Primary 92 (46.0) 45 (45.0) 47 (47.0)

Secondary 69 (34.5) 35 (35.0) 34 (34.0)

Tertiary 24 (12.0) 12 (12.0) 12 (12.0)

Total 200 (100.0) 100 (50.0) 100 (50.0)

Monthly income 0.022 0.882

< 100,000 131 (65.5) 65 (65.0) 66 (66.0)

≥ 100,000 69 (34.5) 35 (35.0) 34 (34.0)

Total 200 (100.0) 100 (50.0) 100 (50.0)

Marital status 0.365 0.881

Single 111 (55.5) 55 (55.0) 56 (56.0)

Married 36 (18.0) 18 (18.0) 18 (18.0)

Widow (er) 53 (26.5) 27 (27.0) 26 (26.0)

Total 200 (100.0) 100 (50.0) 100 (50.0)

Religion 0.145 0.789

Christian 143 (71.5) 72 (72.0) 71 (71.0)

Muslim 17 (8.5) 8 (8.0) 9 (9.0)

Atheist 40 (20.0) 20 (20.0) 20 (20.0)

Total 200 (100.0) 100 (50.0) 100 (50.0)

Occupation 0.547 0.875

Employed 143 (71.5) 71 (71.0) 72 (72.0)

Unemployed 57 (28.5) 29 (29.0) 28 (28.0)

Total 200 (100.0) 100 (50.0) 100 (50.0)

Baseline  Characteristics  On  Adherence  To  Haart
Among  Hiv  Patients

e  proportion  of  participants  adhering  to
HAART  was  122  (61.0%)  [95%CI:  54  –  68]  (Figure  3).

Figure 3: Proportion of participants adhering to HAART
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e  proportion  of  participants  adhering  to
HAART was not y (p=0.528) t in the in-
tervention  and  control  groups. e  proportion  of  partici-

pants adhering to HAART in the intervention group was 70
(70.0%)  while  that  in  the  control  group  was  74  (74.0%).

s e  did  not  reach  statistical e  (Table
3).

Table 4: Baseline data on adherence among HIV patients on HAART in the control and intervention groups

Adherence to ART Frequency (%) Chi-square p-value

Total Intervention group (n =
100)

Control group (n =
100)

0.382 0.528

Adherence 144 (72.0) 70 (70.0) 74 (74.0)

Non-adherence 56 (28.0) 30 (30.0) 26 (26.0)

Total 200 (100.0) 100 (50.0) 100 (50.0)

Impact  of  Spiritual  Health  Intervention  on  Adher-
ence to Haart Among Hiv Patients

Table 5  shows the changes in the adherence of
HIV patients to HART r the spiritual health interven-
tion in the control and intervention groups. e proportion
of participants adhering to HAART increased sign antly
from  baseline  to  post-intervention  in  the  intervention

cipants  adhering  to  HAART  increased y
(p=0.030) from 70 (70.0%) at baseline to 83 (83.0%) at post-
intervention  in  the  intervention  group.  In  the  control
group, the proportion of participants adhering to HAART
increased from 74 (74.0%) at baseline to 75 (75.0%) post-in-
tervention but this increase did not reach statistical -
cance (Figure 4).

Table 5: Impact of spiritual health intervention on adherence to HAART among HIV patients in the control and intervention
groups

Adherence to
ART Intervention group Control group

BaselineNo
(%)

Post-interventionNo
(%)

Chi-square
(p-value)

BaselineNo
(%)

Post-interventionNo
(%)

Chi-square
(p-value)

Adherence 70 (70.0) 83 (83.0) 4.72(0.030)* 74 (74.0) 75 (75.0) 0.026(0.856)

Non-adherence 30 (30.0) 17 (17.0) 26 (26.0) 25 (25.0)

Total 100 (50,0) 100 (50) 100(50) 100 (50)

Binary  logistic  regression  model  showed  that  the
spiritual  health  intervention  (AOR=3.11,  95%CI:  1.52  –
7.54), being at least 38 years old (AOR=2.15, 95% CI: 1.02 –
4.54), being a female (AOR=2.15, 95% CI: 1.6 – 5.17), being

female  (AOR=2.03,  95%  CI:  1.6  –  5.17),  being  a  married
(AOR=1.80,  95%CI:  1.21  –  8.36)  and  being  a  Christian
(AOR=2.50, 95%CI: 1.61 – 5.92) were y associat-
ed with adherence to ART in HIV patients on ART (Table
5).
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Figure 4: Impact of spiritual health on adherence to HAART among HIV patients in the control and intervention groups

Table 6: Impact of spiritual health on adherence to HAART among HIV patients in the control and intervention groups

Variable Categories Adherence to HAART

UOR (95%CI) AOR (95%CI)

Spiritual health intervention

Control group 1 1

Intervention group 3.10 1.53 – 6.32 3.11 1.52 – 7.54*

Age (in years)

18 – 27 1 1

28 – 37 0.91 0.53 – 2.62 0.94 0.61 – 2.92

38+ 1.93 1.03 – 5.32 2.15 1.02 – 4.54*

Gender

Male 1 1

Female 2.02 1.20 – 4.24 2.03 1.6 – 5.17*

Level of Education

No formal education 1 1

Primary 0.45 0.31 – 0.89 0.41 0.33 – 1.02

Secondary 0.82 0.54 – 3.25 0.75 0.12 – 3.65

Tertiary 0.67 0.32 – 1.36 0.74 0.21 – 2.36

Marital status

Single 1 1

Married 1.71 1.01 – 8.14 1.80 1.21 – 8.36*

Widow (er) 0.91 0.53 – 2.62 0.94 0.51 – 2.92

Religion

Atheist 1 1

Muslim 0.93 0.56 – 3.98 0.97 0.11 – 3.87
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Christian 2.01 1.53 – 6.62 2.50 1.61 – 5.92*

Occupation

Employed 1 1

Unemployed 1.51 0.71 – 2.57 1.52 0.62 – 2.01

Monthly income (FCFA)

≥ 100,000 1 1

< 100,000 1.02 0.36 – 9.32 1.10 0.54 – 9.25

Social support group

No 1 1

Yes 2.11 1.21 – 3.04 1.45 0.21 – 2.65

Discussion

e Impact of Spiritual Health Intervention on Ad-
herence OF HIV/AIDS Patients to HAART

Importance of adherence

Adherence may be d as the extent to which a
patient takes a medication in the way intended by a health
care provider and it is expressed quantitatively as the percen-
tage of doses that have been taken by the patients [21]. Ad-
herence  to  treatment  is  a  very  important  aspect  of  health
protective behavior. Poor adherence to treatment is consid-
ered a critical barrier to treatment success and remains one
of the major challenges facing the healthcare professions in
Nigeria and beyond [22]. [23] Noted that good adherence to
medication  taking  behavior  forestalls  the  psychological,
physical,  social  and economic  consequences  of  HIV/AIDS.
Hence it is necessary to carry out studies on adherence in or-
der  to  achieve  optimal  health  care  for  masses. e  pheno-
menon of adherence is related to people’s knowledge and be-
lief  about  illness,  motivation  to  manage  it, e  in
their ability to engage in illness-management behaviors and
expectations regarding the outcome of treatment and conse-
quences of poor adherence [24].

e  Impact  of  Spiritual  Intervention  to  Adherence
to HAART

e results on the impact of spiritual health inter-
vention on adherence  to  HAART reveals  that,  the  propor-

tion of participants adhering to ART increased
from  baseline  to  post-intervention  in  the  intervention

cipants  adhering  to  HAART  increased
(p=0.030) from 70 (70.0%) at baseline to 83 (83.0%) at post-
intervention  in  the  intervention  group.  In  the  control
group,  the  proportion  of  participants  adhering  to  HAART
increased from 74 (74.0%) at baseline to 75 (75.0%) post-in-
tervention but this increase did not reach statistical
cance (Figure 9).

Implication  of  Spiritual  Intervention  to  Treatment
and Control of HIV/AIDs

s result suggests that HIV/AIDS patients receiv-
ing  spiritual  health  care  adjuvant  to  HAART  are  far  more
likely  to  adhere  to  treatment  than  those  who  receive  only
HAART as treatment. s result is consistent to that con-
ducted  by  [25],  in  which  18  perinatal  infected  youth  that
measured  religious  beliefs  and  practices  of  these  youths,
found that participants who had excellent adherence had sig-

y  higher  religious  beliefs  scores  and  greater  reli-
gious practice scores than those who had poor adherence. A
contrary study by [24] revealed that high religiosity was neg-
atively associated with ART adherence (Published by Euro-
pean Centre for Research Training and Development UK).

Studies  conducted  in  Uganda  have  also  reported
mixed . [26] in a study that measured religiosity in
terms of frequency of attendance at religious services found
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that  high religious  belief  was  associated with high levels  of
adherence to anti-retroviral therapy. But in a more recent in-
-depth  interviews  conducted  with  39  very  religious  people
living with HIV (16 had and 23 had never discontinued an-
tiretroviral  therapy)  to  assess  the  role  of  religion  in  their
treatment  decisions  and  in  coping  with  HIV,  [26]  found
that  participants  who  had  discontinued  HAART  gave  rea-
sons such as: teachings and prophecies from religious lead-
ers and supporting Biblical scriptures All of which led them
to feel that God, their faith and testimonies by their already
healed peers who had stopped HAART would help them Ac-
cording  to  [25]  participants  who  had  never  discontinued
HAART  gave  reasons  such  as  continuous  adherence
counseling from multiple sources, improvement in physical
health as a result of HAART, belief that God heals in
ent ways and that non-adherence is equal to putting God to
a test. y found that high religiosity was reported to help
participants cope with HIV through engagement in person-
al  and  or  community  protective  behaviors,  taking  care  of
other illness and reducing worries.

e  is  also,  evidence  that  women  living  with
HIV  face t  barriers  to  adherence.

Conclusion

Our  Results  on  participants’  adherence  revealed
that, the proportion of participants adhering to HAART in-
creased y  from  baseline  to  post-intervention  in
the  intervention  group  but  not  in  the  control  group.
proportion  of  participants  adhering  to  HAART  increased

y  (p=0.030)  from  70  (70.0%)  at  baseline  to  83
(83.0%)  at  post-intervention  in  the  intervention  group.
Whereas the control had non statistically increase in adher-

ence (Figure s result provides evidence that adminis-
tration of  spiritual  care  as  complementary  therapy to  ART
will y  increase  HIVAIDS  patients’  adherence  to
HAART and therefore increase viral suppression and gener-
al clinical outcomes.

Recommendations

We  recommend  that  the  state  and  ministry  of
public health should modify health policies to promote the
provision of  chaplaincy services and a prayer chapel  in ev-
ery  hospital,  so  as  to  make  available  room  for  spiritual
Health  care  provision.

HIV/AIDS patients taking treatment should be ed-
ucated  on  the  place  of  spiritual  intervention  in  promoting
hope and adherence and those who agree to be ministered
to be enrolled in a spiritual intervention program.

Medical  nursing  and  public  health  education
should  have  spiritual  care  incorporated  by  the  ministry  of
Higher education and public health, so as to adequately pro-
vide spiritual care as an integral part of holistic care.
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