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 A B S T R A C T 
The HIV epidemic remains a major public health concern in Cameroon, particularly in the context of socio-political crises 

that have caused internal displacement. These displaced people, often vulnerable, face specific obstacles that influence their 
adherence to antiretroviral treatment (ART).

This study aimed to assess the ART adherence rate of internally displaced persons (IDPs) from the North-West and South-
West regions living in the West region and to identify associated personal, socio-economic and institutional factors.

A cross-sectional analytical study was conducted on internally displaced adult patients living with HIV/AIDS and followed 
in the care units (UPEC) of the Western region. The sampling was non-probabilistic and exhaustive. Data were collected using 
structured questionnaires and analyzed with SPSS 25.0.

The study surveyed 139 internally displaced persons living with HIV. The reported adherence rate was 84.9%, with 72% of 
adherent patients having an undetectable viral load. Multivariate analysis revealed that age 45 years and above (adjusted OR = 
3.80; 95% CI: 1.92-7.85; p < 0.001), marital status (married) (adjusted OR = 3.10; 95% CI: 1.71-5.62; p < 0.001) and fixed income 
source (adjusted OR = 2.95; 95% CI: 1.61-5.40; p < 0.001) were significantly associated with better adherence. Furthermore, 
demotivation (adjusted OR = 0.40; 95% CI: 0.21-0.72; p = 0.002), ARV side effects (adjusted OR = 0.60; 95% CI: 0.33-1.08; p = 
0.044) and stigma (adjusted OR = 0.60; 95% CI: 0.37-0.98; p = 0.043) were identified as significant barriers to adherence.

Adherence to antiretroviral therapy among internally displaced persons living with HIV in the West Region of Cameroon 
is influenced by sociodemographic, economic and psychosocial factors. Targeted interventions, including strengthening social 
support, combating stigma and improving financial and logistical access to care, are needed to optimize treatment adherence 
and ensure sustained viral suppression.
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1. Introduction
In 2020, the World Health Organization (WHO) estimated 

that there were approximately 37.7 million people living with 
HIV worldwide1. However, there is very little data on HIV among 
refugees and internally displaced people2. Many host countries 
or regions are often unable to provide the HIV services that 
IDPs and refugees need and deserve. They generally do not have 
access to HIV promotion and prevention services and are rarely 
given sufficient and adequate attention3. Despite improvements 
in low- and middle-income countries, very few IDPs/refugees 
receive antiretroviral therapy3,2. IDPs are vulnerable people both 
in terms of socio-economic and health, which could increase 
the risks of HIV infection2,4,5. It is also important to empha-
size that HIV promotion and prevention activities also target 
non-settled populations, regardless of other risks. Internally 
displaced persons (IDPs) are people who have fled across a 
regional or national border and who have a special legal status, 
allowing them to have access to health care on an equal basis 
with nationals of the host countries or regions6. In 2021, there 
has been an increase in the trend of forced movements of IDPs 
with a global figure exceeding 84 million. It is noted that more 
people are fleeing violence, insecurity and the effects of climate 
change (UNHCR, 2021)7. Approximately 51 million people are 
now internally displaced, with most of the new displacement 
coming from five countries: Central African Republic (71,800), 
South Sudan (61,700), Syria (38,800), Afghanistan (25,200) and 
Nigeria (20,300)8. A study by Logie et al. 2024 in Bidi Bidi, 
one of the world’s largest refugee camps with over 195,000 
residents, found that 22% had never been tested for HIV and 
were unaware of their HIV status9. The same study also reported 
very poor levels of access to HIV testing9. Wegu et al. 2022, in a 
study conducted in Ethiopia, reported that among HIV-positive 
cases living in Kule refugee camp, 49% of them accepted index 
case testing10. This shows that there are huge gaps in promoting 
the health of IDPs in the context of HIV.

Adherence to antiretroviral treatment could have several 
factors given the different living conditions of these refugees and 
the difficulties they face3,8,11. According to studies carried out in 
West Africa, particularly among refugees living in Sudan, Kenya 
and Uganda, HIV seroprevalence varies from 1 to 5% among 
refugees12. Despite the poor documentation on ART adherence 
among IDPs in Africa, Rouhani et al., in 2017, nevertheless 
show that social support influences and screening strengthens 
adherence to HIV treatment among refugees13. Cameroon is 
subject to several socio-political emergencies spread over three 
geographical areas: in the Far North with the Lake Chad Basin 
crisis, in the East with the Central African refugee crisis and 
that in the North-West and South-West regions8. In the Central 
Africa sub-region, Cameroon is the country that, in addition to 
hosting the largest number of refugees, has a significant number 
of internally displaced persons5. It is characterized by several 
crises that generate numerous vulnerabilities and protection 
challenges for people of concern to the United Nations High 
Commissioner for Refugees (UNHCR)11. Since 2016, the 
North-West and South-West Regions (English-speaking 
regions of Cameroon) have been characterized by a conflict 
between non-state armed groups and the regular army, resulting 
in population displacement both within Cameroon (679,393 
internally displaced persons) and in Nigeria neighboring 
country. (59,702 Cameroonian refugees)11.

Currently, 393,180 people of different nationalities are 

refugees and asylum seekers in Cameroon. There are mainly 
people from the Central African Republic (more than 70%), 
Nigeria, Chad and Rwanda, the DRC, Guinea, Niger, Mali and 
internally displaced persons5. To conduct adequate monitoring 
to combat this pandemic, it is necessary to question the factors 
associated with treatment compliance within this group 
integrated into the general population6,12,14-17. Internally displaced 
persons from North West and South West regions represent a 
group at high risk of HIV transmissionMany factors are likely 
to influence adherence to antiretroviral treatment in this group 
of people2,4,5,12,16,17. Highlighting these risk factors would be 
an asset for adequate management and appropriate follow-up. 
The IDP population is exposed to many diseases such as HIV/
AIDS; and monitoring adherence poses a problem for achieving 
the objectives of the three UNAIDS 95 and could also create 
resistance to treatment.

Adherence to antiretroviral (ARV) treatment is respect by the 
patient of the drug prescription. It also designates the degree of 
concordance between the recommendations of the physician and 
patient behavior14,15. WHO has identified five characteristics that 
collectively encompass elements that may impact adherence: 
Patient-related factors, Socio-economic factors, Health system-
related factors, Disease-related factors, Treatment-related 
factors18. Adherence refers to the patient’s more or less expressed 
acceptance of the recommended treatment strategy18. Compliance 
refers to the notion of obeying a “prescription”, an injunction 
from the doctor or another health professional18. It is traditional 
to consider a patient reaching a rate of 80% as compliant, but 
this notion is certainly not appropriate for many infectious 
or cancerous diseases; And is classified as non-compliant a 
non-compliance rate < 60% for chronic treatment with preventive 
aim18: The threshold of good compliance concerning ARVs is 
above 90% or even 95%, i.e. less than three doses omitted for a 
treatment twice a day19. Non -compliance has consequences at 
several levels. It should be remembered that the acceptable rate 
of non-compliance will be highly dependent on the pathology. 
The direct consequences (which can lead to virological failure, 
clinical failure, immunological failure) of non-compliance are 
mainly epidemiological and the indirect consequences which 
are mainly economic. These are the direct and indirect costs 
which can be induced by poor control of the chronic pathology: 
additional assessments, hospitalization, morbid events (stroke, 
renal failure, diabetic foot) and excess mortality.

There are currently several methods, generally 
sub-categorized into indirect and direct methods18,19. Indirect 
methods (Subjective) are essentially declarative methods based 
on questioning the patient using an open or closed questionnaire, 
sometimes allowing compliance scales to be established. We thus 
distinguish between Prescriber Assessment and Questionnaire 
or self-questionnaire (Patient Assessment). Direct methods 
(Objective) use data considered more objective, either individual 
or population-based. Individual direct methods consider 
drug consumption for a given patient. The most classic direct 
method is the possession rate, i.e. the prescription renewal rate 
allowing actual consumption to be calculated versus theoretical 
consumption. Also, counting tablets (returning boxes) is mainly 
practiced for clinical trials but should become more widespread 
with the development of preparation of doses to be administered 
(PDA). We also have plasma or urine assays which are a very 
effective way of checking compliance but remain limited to 
certain molecules.
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The overall objective of this study was to identify factors 
that may influence adherence to antiretroviral treatment among 
internally displaced persons (IDPs) from the North-West and 
South-West regions living with HIV/AIDS in the West region 
of Cameroon.

2. Materials and Methods
An analytical cross-sectional study was conducted over a 

period of ten (10) months (October 2021 to July 2022) in Care 
Units (UPEC) of category 4 health facilities located in the West 
region of Cameroon. This region, bordering the North-West 
and South-West conflict zones, hosts a significant number of 
internally displaced persons. The source population consisted 
of adult internally displaced patients living with HIV, registered 
in the UPECs of the region and having given their informed 
consent participated in the study. Included in the study were 
HIV-positive patients aged over 18, internally displaced and 
followed in the UPECs of the West region.

Our sample size was obtained in a non-probabilistic and 
exhaustive manner. Data collection was done using a semi-open 
questionnaire, administered face to face to the target patients of 
the survey. The questionnaire was structured in two parts: the first 
provided information on socio-demographic characteristics and 
the second on factors associated with therapeutic compliance. 
The data used to highlight the compliance of displaced persons 
came from their medical records, which were consulted 
exclusively by the health personnel of the department; to ensure 
confidentiality.

Data were analyzed using SPSS software version 25. 
Relative and absolute frequencies were calculated for qualitative 
variables; and median and interquartile range were calculated 
for quantitative variables. The estimation of the correlation 
coefficient allowed to determine the relationship between 
the quantitative variables; while the cross-tabulation allowed 
to highlight the marginal and conditional distributions. The 
Chi-square and logistic regression tests were used to explore the 
associations between variables.

3. Results
A total of 139 participants were recruited, thus allowing 

an in-depth analysis of sociodemographic characteristics, 
therapeutic adherence rate and associated factors.

3.1. Characteristics of participants

Table 1 shows that the study population was predominantly 
female (67%) and patients aged 45 years and older (37.4%). 
Of the participants, 50.4% were married and 61.2% had 
only completed primary school. Furthermore, 64.7% of the 
participants did not have a fixed income.

3.2. Compliance rate

Out of the 139 participants in the study, 118 indicated 
adherence, yielding a reported adherence rate of 84.9%. Among 
them, 72% had an undetectable viral load, confirming good 
clinical adherence.

 Among participants, in terms of distribution, adherence was 
higher among women (67%), married patients (55%) and those 
45 years of age and older (41%). Additionally, adherence rates 
were higher among those with a fixed source of income than 
among those without a steady source of income. These results 
highlight significant variations in adherence between groups, 

highlighting the impact of sociodemographic and economic 
factors on therapeutic adherence.

Table 1: Characteristics of participants.

Variables Categories Staff 
(n)

Percentage 
n %

Gender Female 93 66.9

Male 46 33.1

Age group 
(years)

[15 ; 25] 12 8.6

[25 ; 35] 29 20.9

[35 ; 45] 46 33.1

[45; 72] 52 37.4

Marital status

Bachelor 41 29.5

Bride 70 50.4

Divorcee 8 5.8

Widower 20 14.4

School level

Primary 85 61.2

Secondary 47 33.8

Superior 7 5

Occupation

Unemployed 14 10.1

Trader/
craftsman/
farmer

78 56.1

Student 8 5.8

Worker 39 28.1

Fixed income 
source

Yes 49 35.3

No 90 64.7

Table 2 : Distribution of compliance according to 
sociodemographic groups.

Characteristics Categories Observer 
n(%)

Non-observant 
n(%)

Age

[15; 25] 8 (5.8%) 4 (2.9%)

[25; 35] 20 (14.4%) 9 (6.5%)

[35; 45] 42 (30.2%) 4 (2.9%)

[45; 72] 48 (34.5%) 4 (2.9%)

Genre
Feminine 79 (56.8%) 14 (10.1%)

Masculine 39 (28.1%) 7 (5.0%)

Statute matrimonial

Single 35 (25.2%) 6 (4.3%)

Bride) 65 (46.8%) 5 (3.6%)

Divorcee) 6 (4.3%) 2 (1.4%)

Widower 12 (8.6%) 2 (1.4%)

Fixed income source
Yes 45 (32.4%) 4 (2.9%)

No 73 (52.5%) 17 (12.2%)

3.3. Factors associated with adherence

Some factors were significantly associated with adherence 
at the 5% threshold in this study. Patients aged 45 years and 
older had a significantly higher probability of being adherent 
compared with younger adults, with an adjusted odds ratio 
of 3.80 (95% CI: 1.92-7.85; p < 0.001), suggesting that older 
age is associate to adherence. This result is probably due to 
greater social stability and awareness of the need for therapeutic 
monitoring. Marital status is also an important factor, with 
married patients having a significantly higher probability of 
being adherent (adjusted OR = 3.10; 95% CI: 1.71-5.62; p < 
0.001). This phenomenon may be attributed to the moral and 
logistical support provided by the spouse, which promotes 
better adherence to treatment. Participants with a fixed source of 
income showed better adherence (adjusted OR = 2.95; 95% CI: 
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1.61-5.40; p < 0.001), highlighting the importance of financial 
stability in reducing barriers to accessing care. This stability helps 
overcome challenges such as the cost of consultations and travel. 
Undetectable viral load was strongly associated with adherence, 
with an adjusted OR of 3.90 (95% CI: 2.20-6.85; p < 0.001). This 
confirms that adherence to treatment is crucial for HIV control 
and for achieving an undetectable viral load, a key indicator of 
viral suppression. Patient demotivation was identified as a major 
barrier to adherence (adjusted OR = 0.40; 95% CI: 0.21-0.72; 
p = 0.002). Demotivated patients are less likely to adhere to 
treatment, highlighting the importance of psychosocial support 

to maintain patient engagement. ARV adverse effects also 
negatively impact adherence, with an adjusted OR of 0.60 (95% 
CI: 0.33–1.08; p = 0.044). Although this effect is less frequent 
(4.3%), it remains significant, highlighting the need to actively 
monitor side effects and adapt treatments according to patients’ 
needs. Finally, stigma was associated with poorer adherence 
(adjusted OR = 0.60; 95% CI: 0.37–0.98; p = 0.043), indicating 
that social factors play a crucial role in treatment adherence. 
Stigma can discourage patients from adhering to treatment and 
it is essential to integrate interventions to address this stigma and 
improve acceptance of HIV in communities.

Table 3 : Factors associated with compliance.
Postman Categories Raw gold 95% CI (crude OR) OR adjusted 95% CI (adjusted OR) p-value

Gender
Male 1 - - - -

Female 1.05 [0.89 - 1.24] - -

Age (range)

[15 ; 25] 1 - 1 - -

[25 ; 35] 2.5 [1.12 - 5.57] 2.3 [1.01 - 5.24] 0.04

[35 ; 45] 3.75 [1.82 - 7.72] 3.2 [1.51 - 6.80] 0.01

[45 ; 72] 4.5 [2.12 - 9.56] 3.8 [1.92 - 7.85] <0.001

Marital Status

Single 1 - 1 - -

Married 3.25 [1.82 - 5.82] 3.1 [1.71 - 5.62] <0.001

Divorcee) 1.75 [0.65 - 4.72] 1.6 [0.58 - 4.42] 0.35

Widower 2.2 [1.01 - 4.79] 2.05 [0.97 - 4.36] 0.06

School level

Primary 1 - - - -

Secondary 1.45 [0.89 - 2.35] - - -

Superior 2.1 [0.92 - 4.80] - -

Viral load
Detectable 1 - 1 - -

Undetectable 4.25 [2.50 - 7.23] 3.9 [2.20 - 6.85] <0.001

Personal factors

No demotivation 1 - 1 - -

Demotivation 0.35 [0.19 - 0.65] 0.4 [0.21 - 0.72] 0.002

No side effects 1 - 1 - -

Side effects 0.55 [0.31 - 0.96] 0.6 [0.33 - 1.08] 0.04

Sociocultural factors
Social support available 1 - 1 - -

No social support 0.5 [0.28 - 0.90] 0.55 [0.30 - 1.00] 0.04

Economic factors

Fixed income 1 - 1 - -

No fixed income 0.3 [0,17 - 0,55] 0,35 [0,19 - 0,65] <0,001

Distance acceptable 1 - 1 - -

Distance excessive 0,5 [0,28 - 0,90] 0,55 [0,30 - 1,00] 0,04

4. Discussion
4.1. Sociodemographic profile of IDPs

A total of 139 patients were enrolled in our study, with a 
mean age of 40.88 ± 12.70 years (range: 6 to 72 years). This 
mean age is close to the results of F. Ollivier et al. in 2005 at 
the Yaoundé University Hospital [20] a study has been carried 
out at Yaoundé University Hospital. It documented and studied 
the follow up of 231 patients under tri-therapy at the time of 
the study (December 2003, of Mbopi-Keou et al. in 2012 at the 
Dschang district hospital21 and of Emmanuel Essomba et al. in 
2015 at the Laquintinie hospital in Douala22 where the mean ages 
were 38.9, 41 and 43 years, respectively. This mean is higher 
than that of Lanièce et al. in 2003 in Senegal, where the mean 
age was 38 years23. The higher mean age in our study could be 
explained by the fact that patients followed in these different 
structures live in cities in border regions, where access to care 
and information on HIV may be more present.

The most represented age group was [45; 72] years, 

with 37.4% (52/139) followed by [35; 45] years with 33.1% 
(46/139). This distribution is different from that of Emmanuel 
Essomba et al., where the age group of 30 to 44 years was the 
most represented with 49.2%22. Female patients were the most 
represented in the sample, with a sex ratio equal to 0.46. This 
ratio is similar to those of Emmanuel Essomba et al., (0.54)22 

and Mbopi-Keou et al. (0.40)21, but lower than that of Lanièce 
et al., in 2003 in Senegal (1.1)23. This ratio may be justified by 
the fact that HIV/AIDS patients who regularly attend hospital 
for follow-up are predominantly female, reflecting the increased 
involvement of women in health care in HIV settings.

Among the 139 patients surveyed, 70 (50.4%) were married, 
41 (29.5%) single, 20 (14.4%) widowed and 8 (5.8%) divorced. 
These data differ from those reported by Lanièce et al.23, Olli-
vier et al.20, Emmanuel Essomba et al.22 and Mbopi-Keou et al.21, 
where respectively 44%, 61%, 32.7% and 43% of patients were 
married or living with a partner. This result highlights a diversity 
in the marital situations of patients, which could influence their 
access to care and their social support.
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Regarding education, 61.2% of participants had only 
completed primary school, 33.8% had completed secondary 
school and 5% had completed higher education. This finding is 
similar to that of Mbopi-Keou et al., where 90.4% of patients had 
a primary or secondary level of education21. However, it differs 
from the study of Emmanuel Essomba et al. where secondary and 
higher education levels were the most represented, respectively 
with 56.0% and 20.2%22. A low educational level can limit the 
understanding of the issues related to therapeutic compliance, 
making therapeutic education essential for this population.

5. Assessment of compliance
5.1. Subjective assessment of compliance

Of the 139 patients surveyed, 118 (84.9%) reported being 
compliant with their antiretroviral treatment and 21 (15.1%) 
non-compliant. These results are similar to those obtained by 
Mbopi-Keou et al., in 2012 at the Dschang district hospital, 
where the reported compliance rate was 80.2%21. They are also 
similar to those reported by Zoungrana-Yameogo et al. in 2020 
in Burkina Faso, where the compliance rates were 86.6% in the 
group of pregnant women, 73.1% in the group of non-pregnant 
women and 72% in the group of men and Lanièce et al., where 
the compliance rate was 91%23. These results are in line with 
recent improvements in medication intake, with reduced daily 
doses of ARVs and better communication between healthcare 
staff and patients.

In bivariate analysis, a statistically significant association 
was observed between regular medication intake and therapeutic 
adherence (p = 0.008), as well as between the number of times the 
patient did not take their medication and therapeutic adherence 
(p < 0.001). These results are consistent with those of Emmanuel 
Essomba et al., who also found that non-adherence was 
linked to several factors, including forgetfulness, prescription 
management and variations in CD4 counts22.

5.2. Objective assessment of compliance

Objective assessment showed that 72% of compliant patients 
had an undetectable viral load for the first measured viral load 
(p < 0.001). For viral load 2, 45% of compliant patients had an 
undetectable viral load. In bivariate analysis, these associations 
were statistically significant (p < 0.001), confirming the direct 
link between adherence and viral suppression. These results are 
similar to those of Lanièce et al. in Senegal, who showed that 
patients with adherence greater than 90% had an undetectable 
viral load23.

6. Factors Associated with Adherence to Antiretroviral 
Treatment
6.1. Determinants of compliance

In univariate analysis, age 45 years and older was 
significantly associated with better compliance (p = 0.001). 
In bivariate analysis, patients aged [45-72] years were the 
most compliant, with a number of 48 (41%). These results 
are consistent with those of Mbopi-Keou et al.21, where older 
patients were significantly more compliant and with those of 
Emmanuel Essomba et al.22, where patients over 60 years old 
had better compliance than those aged 30 to 44 years.

Multivariate regressions strengthened this association with 
an adjusted OR = 3.80 (95% CI: 1.92-7.85; p < 0.001) for 
patients aged 45 years and older, confirming that advanced age 
is an important protective factor for therapeutic adherence.

Marital status was also significantly associated with adherence 
(p = 0.022). Married patients were more adherent, representing 
55% of adherent patients. This result is consistent with those of 
Essomba et al.22, where widowed patients were more adherent 
than single patients. Multivariate analysis showed that married 
patients had an adjusted OR of 3.10 (95% CI: 1.71-5.62; p < 
0.001), which highlights the importance of marital support for 
better adherence.

Patient occupation also influenced adherence (p = 0.008). 
Patients with occupations such as traders, craftsmen, farmers 
and workers had better adherence. This finding is similar to 
that of Zoungrana-Yameogo et al., [24] , where adherence 
was significantly associated with occupation. In multivariate 
analysis, traders/craftsmen/farmers and workers had an adjusted 
OR of 2.50 (95% CI: 1.30-5.17; p = 0.004), confirming that 
occupation allows patients to have better economic stability and, 
therefore, to better follow their treatment.

6.2. Personal factors associated with adherence

The most frequently reported personal factors as barriers to 
adherence were forgetfulness (45%), travel (42%), long-term 
treatment (24%) and demotivation (11%). In bivariate analysis, 
a significant association was found between adherence and 
demotivation (p = 0.002) as well as between adherence and 
ARV adverse effects (p = 0.044). These results are similar to 
those of Mbopi-Keou et al.21, where forgetfulness and mobility 
were identified as major barriers to adherence. Multivariate 
analysis showed that demotivation and ARV side effects were 
still significantly associated with adherence, with an adjusted 
OR of 0.40 (95% CI: 0.21-0.72; p = 0.002) for demotivation 
and an adjusted OR of 0.60 (95% CI: 0.33-1.08; p = 0.044) for 
adverse effects.

6.3. Socio-cultural factors associated with compliance

Stigma was significantly associated with poorer adherence (p 
= 0.043). In bivariate analysis, a statistically significant link was 
found between stigma and therapeutic adherence. These results 
are different from those of Lanièce et al26, Mbopi-Keou et al21 
and Essomba et al22, where no emphasis was placed on socio-
cultural factors influencing adherence. Multivariate analysis 
showed that stigma remained a factor of non-adherence, with 
an adjusted OR of 0.60 (95% CI: 0.37-0.98; p = 0.043). This 
result highlights the negative impact of socio-cultural perception 
of HIV, particularly in semi-rural and rural areas and the need for 
community interventions to reduce this stigma.

6.4. Institutional (health system) factors associated with 
adherence

Univariate analyses found associated factors such as distance 
to health facilities (61%), drug shortage (21%) and poor reception 
at the hospital (11%). In bivariate analysis, a significant link 
was found between therapeutic compliance and drug shortage 
(p = 0.007) as well as between compliance and reception at 
the UPEC level of HIV-positive patients in the hospital (p = 
0.005). These results are similar to those of Lanièce et al.23 and 
Essomba et al22, where the availability of drugs and reception 
in health facilities play a crucial role in therapeutic compliance. 
Multivariate regressions revealed that drug shortage and quality 
of reception remained significant factors, with adjusted ORs of 
2.30 (95% CI: 1.12-4.73; p = 0.02) and 1.85 (95% CI: 1.10-3.09; 
p = 0.02) respectively.



J M Med Stu | Vol: 1 & Iss: 1Mfouapon YM, et al.,

6

6.5. Economic factors associated with compliance

The most recurrent economic factors identified were lack of 
financial means to travel (55%), polymedication (21%) and lack 
of money for food (17%). In bivariate analysis, no significant 
association was found with these factors. However, these results 
are similar to those of Mbopi-Keou et al.,21 and Essomba et al22, 
who also identified lack of financial resources as a potential 
barrier to adherence.

7. Conclusion
The level of adherence to antiretroviral treatment among 

internally displaced persons from the North-West and South-West 
regions living with HIV/AIDS in the West-Cameroon region is 
84.9%. Forgetfulness, travel, long-term treatment, depression, 
demotivation, refusal to accept the serological status, adverse 
effects of ARVs and difficulties in getting used to them have 
been identified as personal factors associated with therapeutic 
adherence. Socio-cultural factors such as; stigmatization, lack of 
family support, living alone at home and not sharing HIV status 
with those around them are associated with this therapeutic 
adherence.

To improve adherence and ensure sustained viral suppression, 
it is essential to implement targeted strategies, such as 
combating stigma, strengthening patients’ economic capacities 
and improving the quality of care offered in treatment units. 
These efforts, combined with continuous therapeutic education 
and consistent availability of ARVs, will maximize the impact of 
HIV/AIDS programs in this particular context.

8. Limits and perspectives
This study has some methodological limitations. First, 

the assessment of adherence relies partly on self-reports from 
patients, which may introduce social desirability and recall 
biases. Second, the cross-sectional design of the study does not 
allow for tracking temporal variations in adherence, which limits 
the analysis of long-term dynamics. Finally, although the sample 
is representative of IDPs living with HIV in the West region, 
the results cannot be generalized to other regions or contexts in 
Cameroon.

To overcome these limitations, longitudinal studies should 
be considered to better understand the fluctuations in adherence 
over time and the factors that influence its evolution. In addition, 
the combined use of biological indicators (such as viral load) 
and electronic devices to measure adherence could strengthen 
the reliability of the data. Finally, specific interventions should 
be implemented to reduce stigma, improve patients’ social and 
financial support and ensure consistent access to medications, 
in order to strengthen efforts to achieve viral suppression goals.

9. Recommendation
•	 Strengthen therapeutic education to raise awareness among 

patients of the importance of ART.
•	 Psychosocial support: involving families and community 

groups to reduce stigma.
•	 Accessibility policy: facilitating access to care through 

mobile services or transport subsidies.
•	 Continuous monitoring: include digital tools to remind 

doses and track compliance.
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