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Abstract 

Background: EAC helps clients overcome adherence hurdles and improve ART adherence. This 

study examines the effect of EAC on viral load suppression. Method: This quantitative study aims to 

determine the impacts of enhanced adherence counselling (EAC) on viral load in Defence Headquarters 

Medical Center, Abuja, Nigeria. The medical records of HIV clients on ART included in EAC were 

extracted from the hospital and analyzed to determine the impacts of EAC on viral loads suppression 

of clients in the program. Result: Almost half of the PLWHIV in EAC have been on ART for 6-10 years 

(47.6%), 42.9% for more than ten years, and 9.5% have been on ART for 1 – 5 years. 76.2% of 

respondents were on the 1st line of the ART regimen, while 23.8% were on the 2nd line. 97.6% of clients 

enrolled for EAC were at the WHO stage I HIV infection, and only one (2.4%) was in stage IV. 50% 

tested for viral load was due to viral blip, 28.6% due to unsuppressed viral load and 21.4% were tested 

to monitor their VL. Furthermore, of the 33 clients with viral load results, 14 (42.4%) had very low-

level viremia (<50 copies/ml), 10 (30.3%) had low-level viremia (50–1000 copies/ml), but 9 (27.3%) 

still had high-level viremia (>1000 copies/ml). 42.9% enrolled for EAC because of pill burdens, 31.0% 

due to irregular dosing frequency, 19.0% because of pill social problems, and 2.1% were people lost 

to follow-up returned.. 
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Introduction 

Enhanced adherence counselling (EAC) is a 

continuous and repeatable process that includes 

a structured assessment of current adherence, 

exploration of specific barriers the patient must 

overcome, assistance in identifying solutions 

and addressing barriers, and development of an 

individualized adherence interventional plan that 

improves viral load suppression and reduces 

subsequent treatment failure (1). EAC’s 

objective is to assist clients in identifying and 

gaining insight into their unique adherence 

hurdles, exploring strategies to overcome these 

barriers, and developing a thorough adherence 

plan to improve ART adherence (2,3). Enhance 

adherence counselling program’s objective is to 

increase ART adherence to maximize treatment 

outcomes. 

The EAC package includes an assessment of 

patients’ specific needs, education sessions, and 

adherence counselling, as well as the 5As 

Access, Advise, Agree, Assist, and Arrange 

application when providing adherence support to 
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people with detectable viral loads (4). If ART is 

not adhered to, the viral load will increase above 

1000 copies/ml. A persistently high viral load 

indicates non-adherence. When patients are 

started on ART, they are watched and assisted in 

improving their adherence. To increase viral 

suppression, enhanced adherence counselling is 

needed (5,6). 

The primary goals of drug adherence 

counselling are as follows:(a) Assist patients in 

making informed treatment decisions based on 

their unique circumstances, (b) Assist the patient 

in developing a habit of medication adherence, 

(c) Strengthen the patient’s ability to manage 

and maintain the therapy. 

Treatment adherence has evolved into a 

critical medical, financial, psychosocial, and 

health policy concern today. Before initiating 

ART, the WHO recommends a period of 

education and preparation targeted at 

maximizing adherence. 

It is critical to design a practical procedure or 

program that optimizes patient goals, increases 

medication adherence to ART, and guides 

patients through the many stages of drug 

adherence counselling. Promoting treatment 

adherence in HIV patients requires a systematic 

approach. 

A 2017 study conducted in Western Nigeria 

discovered that 86.5 percent of the individuals 

experienced viral load suppression after 

thorough adherence counselling (7,8). The 

results of a 2017 study conducted in Western 

Nigeria on the 90-90-90 ambitious targets found 

that 787 (86.5 percent) of the individuals 

experienced viral load suppression of less than 

1000 RNA copies per ml over the time of 

observation after thorough adherence 

counselling (7,8). This study examines the effect 

of EAC on viral load suppression. 

Materials and Methods 

The Federal Capital Territory (FCT), also 

known as Abuja Federal Capital Territory, was 

established as an administrative territory in 

central Nigeria in 1976. The Federal Capital 

Territory consists of 6 different area Councils: 

Abaji, Abuja Municipal, Bwari, Gwagwalada, 

Kuje and Kwali. These six councils cover a total 

land area of approximately 7,290 km² (9). 

According to world population review statistics, 

Abuja has a population of 3 464,123 (10). 

According to the National Agency for the 

Control of AIDS (NACA), Abuja has a total 

HIV/AIDS prevalence rate of 1.5% (11). The 

study population comprised HIV seropositive 

clients initiated on ART in Defence 

Headquarters Medical Center, Abuja, Nigeria, 

from January 2019 to December 2021. A 

structured data extraction template was designed 

using Microsoft Excel to extract clients’ data 

involved in EAC from the hospital database. A 

trained abstractor was employed to conduct the 

data extraction and reviews. The researcher 

checked for completeness, clarity, and 

consistency of data. Data quality assurance was 

also carried out to ensure quality and reliable 

data extraction. The extracted data were 

exported into IBM-SPSS version 28.0 data 

analysis. Descriptive statistics were performed, 

presenting outcomes as frequency tables, 

percentages, pie, and bar charts. 

Results 

The demographics of PLWHIV included in 

EAC, whose file reviewed at the defence 

headquarters medical centre, Abuja shows that 

of the 42 cases, 22 (52.4%) were males and with 

age group 31 – 50. A higher proportion attained 

secondary (45.2%), 32 (76.2%) were married, 

and 19 (45.2%) were employed (Table 1). 
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Table 1. Background Characteristics of HIV Clients Enrolled for EAC in Defence Headquarters Medical Centre 

Abuja 

Characteristics Frequency (n=42) Percentage 

Gender 

Male 20 47.6 

Female 22 52.4 

Age category 

10-30 7 16.1 

31-50 22 52.4 

Above 50 13 31.0 

Highest level of education  

Primary 8 19.0 

Secondary 19 45.2 

Tertiary 15 35.7 

Marital Status 

Married 32 76.2 

Single 8 19.0 

Separated 2 4.8 

Occupation 

Students 5 11.9 

Unemployed 5 11.9 

Employed 19 45.2 

Business 13 31.0 

Almost half of the PLWHIV enrolled in EAC 

have been on ART for 6-10 years (20, 47.6%), 

18 (42.9%) for more than ten years, and 9.5% 

have been on ART for 1 – 5 years, as shown in 

Figure 1. 

 

Figure 1. Length of ART of PLWHIV Enrolled in EAC 
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As shown in Figure 2, a high proportion of 

the PLWHIV enrolled in EAC (76.2%) was on 

the 1st line of the ART regimen, while 23.8% 

were on the 2nd line. 

 

Figure 2. EAC Enrolled Clients’ ART Regimen 

A significant proportion (97.6%) of clients 

enrolled for EAC were at the WHO stage I HIV 

infection, and only one (2.4%) was in stage IV 

(Figure 3). 

 

Figure 3. WHO HIV Stages of EAC Enrolled Clients 
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Figure 4. Reason for Viral Load Test 

As reported by PLWHIV clients enrolled for 

EAC, the majority (42.9%) were included in the 

program because of pill burdens, 31.0% due to 

irregular dosing frequency, 19.0% because of 

pill social problems, and 2.1% were people lost 

to follow-up returned (Figure 5). 

 

Figure 5. HIV Client’s Reason for EAC Inclusion 
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viremia (<50 copies/ml), 10 (30.3%) had low-

level viremia (50–1000 copies/ml), but 9 

(27.3%) still had high-level viremia (>1000 

copies/ml). 

Table 2. Viral Load of PLWHIV after Three Months in the EAC Programme 

VL status Frequency Percent 

Very low-level viremia (<50 copies/ml) 14 42.4 

Low-level viremia (50–1000 copies/ml) 10 30.3 

High-level viremia (>1000 copies/ml) 9 27.3 

Total 33 100.0 
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Discussion 

The findings of this study show that a larger 

number (47.6%) of HIV patients enrolled in 

EAC used ART consistently for 6-10 years, 

whereas the lowest percentage (9.5%) used it for 

one to two years. This indicates that most of 

them have been on ART for a long time. The 

possible reason for this could be because ART 

slows the progression of HIV to AIDS and 

reduces infections and mortality among those 

living with HIV (12). In addition, ART lowers 

viral load in HIV-infected individuals, thereby 

reducing the risk of onward HIV transmission 

(13–15). 

Some studies suggest that earlier initiation of 

ART may also improve retention rates in care 

and medication adherence and promote the more 

rapid achievement of viral load suppression 

(16,17). As a result of this evidence, the World 

Health Organization (WHO) now recommends 

immediate initiation of ART for all people 

diagnosed with HIV, regardless of CD4 count 

(18). This was similar to the findings by (19) and 

(20). 

However, the findings of this study were 

contrary to a study by (21), which discovered a 

lower rate among those who have been on ART 

for a long time. Based on the findings of this 

study, a high proportion of the PLWHIV 

enrolled in EAC (76.2%) was on the 1st line of 

the ART regimen, while 23.8% were on the 2nd 

line. The study also revealed that most HIV 

patients who joined EAC were at WHO stage I 

HIV infection, and a large percentage of these 

patients were on the first line of their ART 

regimen. 

The findings of this study were contrary to a 

study carried out by (20), who discovered that 

the majority of the participants were on the 

WHO clinical stage 2 and 3 and 2nd line ART 

regimen. 

This study shows that most participants had 

low viral load viremia levels after attending 

enhanced adherence counselling. This shows 

that EAC is very much effective in suppressing 

the HIV viral load to an undetectable level. This 

was consistent with a study by (22) and (23). The 

possible justification for this could be due to the 

timely completion of their EAC session, which 

might have contributed to better adherence and 

response to ART therapy (24,25). This could 

also be as a result of the patient taking ART for 

a long time, as recorded in this study. A person’s 

viral load is considered “durably undetectable” 

when all viral load test results are undetectable 

for at least six months after their first 

undetectable test result. This means that most 

people will need to be on treatment for 7 to 12 

months to have a durably undetectable viral load 

(26). 

Since poor adherence to ART is the most 

common reason for high viral load, WHO 

recommends enhanced adherence counselling 

(EAC) for 3–6 months for people with high viral 

load count before diagnosing first-line treatment 

failure (27). It also aids in adhering to ART 

treatment and suppresses viral load to an 

undetectable level (23). However, the findings 

from this study were contrary to the result of a 

study by (6) and (28) and (29) in which EAC 

does not influence viral load suppression. It may 

also be worth exploring strategies to address the 

pill burden, such as the use of combination ART 

drugs, to improve adherence and reduce the 

burden of taking multiple medications. Further 

research is needed to fully understand the factors 

contributing to viral blips and identify ways to 

mitigate this issue. 

Conclusion 

According to this study’s findings, most 

participants enrolled in EAC who have been on 

ART for 6-10 years were on their first line of 

ART regimen and WHO stage 1 infection level. 

Also, the findings of this study show that the 

majority of the HIV client had low viral load 

after three months on EAC. This show that EAC 

was effective in suppressing the viral load of 

HIV patient. Furthermore, pill burden was found 

to be a major reason for inclusion to EAC, 

likewise viral blip for viral load testing. 
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Overall, this study shows that EAC positively 

impacts viral load suppression among PLWHA. 

Given these results, it is recommended to 

continue promoting and expanding the EAC 

program to reach more HIV patients and improve 

their health outcomes. 
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