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Abstract

Introduction: Acquired immunodeficiency syndrome (AIDS) is one of the biggest health challenges 
in the world, affecting both men and women not only physical but also psychological health. The aim 
of this study was to determine whether spiritual health was effective in reducing the experience of suf-
fering in men and women with human immunodeficiency virus (HIV)/AIDS. 
Material and methods: In this cross-sectional study, 112 female and 112 male HIV-positive patients 
were selected at the Shiraz Behavioral Disease Counseling Center, using convenience sampling me
thod. To compare spiritual health between women and men, demographic specifications question-
naires, i.e., Schulz scale of experience and perception of suffering and Paleotezian and Alison spiritual 
health, were used. Data were analyzed using SPSS software, with p-value < 0.05 considered statistically 
significant. 
Results: There was a significant relationship between existential suffer (p < 0.016), existential domain 
(p < 0.0001), and total spiritual (p < 0.005) with educational level. Also, there was a statistically significant 
relationship between dimensions of physical suffer I and II with sex (p < 0.045) and age (p < 0.019). In 
addition, dimensions of suffering and those of spiritual health in terms of gender had a significant rela-
tionship with p < 0.005, except for religious domain and physical suffer (dimension I and II). 
Conclusions: Findings of the present study strengthen the importance of religious and spiritual health  
in the reduction of experience of suffering in patients with HIV/AIDS. Therefore, the use of spirituality  
as a strategy to deal with suffering caused by illness should be followed by healthcare providers. 
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optimism are recognized as important psychological factors. 
Recent studies have specifically shown that spirituality is 
associated with improved cognitive safety indicators, and 
helps to reduce the disease progression [11]. Research has 
also reported that religious-spiritual adjustment has led to 
psychological well-being and a sense of life satisfaction in 
AIDS patients [17] and non-AIDS patients [18-20]. There-
fore, examining a  relationship between their suffering and 
spiritual health improves to provide health services and so-
cial services to these patients. Depressed patients often ex-
perience body-mind problems and may suffer from spiritual 
crises, particularly during acute stage of  a disease, due to 
low self-esteem, and negative attitudes towards life goals. 
However, psychical care is the main treatment for patients 
with depression; spiritual health is a component of holistic 
care, and spiritual interventions could be effective [21]. 

Spiritual health is a significant factor in life that helps 
people adapt to serious illnesses, reduce their mental suffer-
ing, and increase their quality of life [22]. Research has also 
shown that feeling comfortable and empowered by religious 
beliefs can contribute to health and well-being. Although re-
ligious practices may not cure a patient, they can help a per-
son feel better, and can prevent some health problems [23]. 
On the  other hand, since technical interventions have in-
completely dealt with issues encountered in life-threatening 
illnesses, other parameters including religion and spirituali-
ty have been considered in many societies [24]. 

In Rippentrop’s study, more than 90% of people believed in 
a  ‘superior existence’ [25]. In Strawbridge’s study, people who 
attended religious centers more than once a  week were 24% 
less likely to die [26]. Furthermore, for internalizing spiritual 
beliefs, broadening one’s inner self via introspective activities, 
and developing one’s external self through relationships with 
other worship services, can internalize spiritual beliefs through 
frequent private prayers. Also, a relationship with oneself has 
been explained as discovery of spirituality, one’s inner self, and 
liberation from material and bodily desires [27]. 

Considering the limitations of studies in Iran, it is neces-
sary to pay attention to this important issue in order to cope 
with psychological and spiritual problems caused by the dis-
ease. It is also important to internalize spiritual religious be-
liefs and strengthen them in patients because it causes them 
to be more receptive of their problems, and increases their 
self-confidence and self-esteem, all of which ultimately lead 
to reduced sensitivity of the patients’ experience of suffering. 

The aim of this study was to determine whether spiritual 
health was effective in reducing the experience of suffering 
in men and women with HIV/AIDS at the Behavioral Dis-
ease Counseling Center in Shiraz. 

Material and methods 
Participants 

This cross-sectional (analytical and descriptive) study 
was conducted with 112 female and 112 male patients with 
HIV, who were referred to the  Shiraz Behavioral Disease 

Introduction 
Acquired immunodeficiency syndrome (AIDS) changes 

lives of  people with the  disease, and increases their vul-
nerability. Human immunodeficiency virus (HIV) infec-
tion is one of the biggest challenges in the field of health in 
the world; unfortunately, its’ dimensions are increasing ev-
ery day. This disease affects patients’ quality of life not only 
physically but also mentally [1]. Diagnosis of AIDS causes 
considerable emotional and physical suffering, especially re-
garding treatment restrictions that include a  lack of access 
to antiretroviral drugs. Emotional trauma caused by HIV/
AIDS also increases suffering of  these patients through 
shame and stigma [2]. Suffering caused by AIDS spreads be-
yond the  experience of  physical pain, and includes loss of 
financial, familial, psychological, and spiritual dimensions 
in life [3]. Moreover, suffering is different from pain as it is 
a  set of  responses that occurred in the past and will affect 
a person’s future [4]. 

Suffering is often associated with mental health problems 
that are experienced physically (pain, illness, and eventually 
death) and psychologically (sadness, fear, anxiety, and frus-
tration) [5]. Religion is a  special type of  emotional experi-
ence, and it means surrendering to superior power [6, 7]. 
Therefore, religion and spirituality are one of the main sourc-
es used to overcome suffering  [8]. Some scholars believe that 
suffering makes people aware of the existence of God; in this 
way, they use religion and spirituality as a way to deal with 
pain and suffering [7]. 

Generally, religion involves an  organized entity with 
practices about the power of God, while spirituality can be 
globally defined as ‘humans’ search for meaning in life’ [9]. 
Positive religious coping was significantly associated with 
positive effect and life satisfaction. However, negative reli-
gious coping was significantly associated with high levels 
of depressive symptoms, and low levels of quality of life and 
life satisfaction [10, 11]. 

In a  study, most of  32 HIV-positive patients, for more 
than 10 years reported that meditation, church services, and 
religious activities helped them to accept and pursue a nor-
mal life [12]. In Pinho’s study, positive coping was used more 
than negative one in patients, who lived with AIDS diagnosis 
for an average of 9.92 ± 6.34 years [13]. It seems that religion 
and spirituality are one of the main strategies for adapting to 
severe diseases in Iran, in which most events are interpreted 
based on religious beliefs [14]. 

People who live with AIDS, experience a number of phy
sical, mental, and social problems, including personal suffer-
ing, feeling of discomfort caused by the disease progression, 
and consequences of dealing with diagnosis of  the disease 
[15]. In a  study by Imasiku’, 120 people living with HIV 
were investigated to examine a relationship between mental 
health and physical illness. This study showed a lower cop-
ing with the disease in patients with mental health problems 
than others; also, they experienced lower health and quality 
of life [16]. Providing strategies to reduce suffering of these 
patients is a significant goal [15], and also spirituality and 
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20 to 120. Answers to these questions are classified on 
a 6-point Likert scale, ranging from ‘totally disagree’ to ‘totally 
agree’. In the end, people’s spiritual health is divided into three 
categories of  ‘low’ (range, 20-40), ‘medium’ (range, 41-99), 
and ‘high’ (range, 100-120). Estimated Cronbach’s a value for 
this questionnaire was obtained (0.82) by Abbasi [30]. 

Statistical analysis 

Measurement of  a  significant relationship between the 
variables and spiritual health was performed using Mann- 
Whitney, Kruskal-Wallis, and Spearman tests, and for non- 
normal distribution of variables, Kolmogorov-Smirnov test 
was applied. Non-parametric correlation analysis was per-
formed using SPSS 23 software. 

Ethical considerations 

Before starting of  the  project, the  volunteers were in-
formed of  the  objectives and methods of  implementation 
of  the  study. Their private and personal information were 
protected and if any disturbances occurred, necessary guid-
ance was provided. After obtaining written informed con-
sent, HIV-positive individuals filled the  questionnaire in 
a  solitary confinement environment, with any additional 
questioned answered. 

Results 
In total, 224 patients were enrolled in this study. Most 

men had primary-middle school education (47%), and most 
were self-employed (89.3%). The  majority of  women with 
HIV had secondary school education (30.4%) and were 
housewives (80.4%) (Table 1). According to Table 2, there 

Counseling Center, with the  approval of  ethics committee 
of  the  Shiraz University of  Medical Sciences, project No. 
15355, ethics code: IR.SUMS. REC.1396.S735. 

Convenience purposive sampling method was used 
among those referred to the center during the sampling peri-
od from August to January, 2017. Participants’ met the inclu-
sion criteria of the study, such as positive HIV test, existence 
of  a  medical record in the  center, age over 18, and Iranian  
citizenship; informed consent was obtained from every par-
ticipant. Sample size was determined with a power of 90% and 
error of 5%. Study exclusion criteria were severe cognitive im-
pairment, such as mental retardation, and mental disorders, 
and genetic disorders, such as Down syndrome in patients 
who were unable to understand questions to be answered. 

Instruments 

Data collection tools included a demographic characteri
stics check list, experience and perception of suffering scale, 
and spiritual health questionnaire. 

Experience and perception 
of suffering 

Scale of experience and perception of suffering was de-
signed by Schulz et al. [28]. This scale measures three suffer-
ing dimensions, such as physical, psychological, and existen-
tial suffering experienced by patients during the last 7 days 
before the study. 

Existential suffering included nine statements (with the 
purpose of  life). Physical symptoms showed pain, nausea, 
shortness of breath, dry mouth, and lack of appetite. More-
over, psychological dimension indicated several symptoms 
related to distress, such as confidence, fear, irritability, de-
pression, hopelessness, and abandonment [28]. 

Domain of physical suffering consisted of 9 items (in two 
parts) that patients experienced during the last 7 days prior to 
the study: the first part showed only the experience of a per-
son with each physical pain symptom, and the  second part 
presented the level of anxiety of each symptom of the first part. 

Subjects had to determine their answer based on a four-
point Likert scale, ranging from ‘never’ = 0 to ‘always’ = 3. 
Psychological dimension was measured by 15 items, which 
were scored from zero to three. Existential suffering was 
measured by 9 items, based on a 5-point Likert scale, rang-
ing from ‘very low’  =  0 to ‘very high’  =  4 [28]. Reliability 
of this questionnaire in Iran was measured by Pirasteh Mot-
lagh and obtained Cronbach’s α value of 0.60 [6]. 

Spiritual health questionnaire 

Spiritual health questionnaire was designed by Palout-
zian RF, Ellison in 1938 [29]. This questionnaire consists of 
20 phrases, 10 questions of which measure religious health, 
and the  other 10 determine existential health (human exis-
tential philosophy in non-religious language), ranging from  

Table 1. Demographic characteristics of participants 

Variable Frequency – 
male (%) 

Frequency –
female (%) 

Age

18-28 4 (3.6) 30 (26.8)

29-39 49 (43.8) 52 (46.4)

40-50 42 (37.5) 26 (23.2) 

Education

Illiterate 6 (5.4) 3 (2.7)

Primary-middle school 42 )47.0) 32 (28.6)

High school 28 (25.0) 34 (30.4)

Diploma 20 (17.4) 26 (23.2)

High education 11 (9.8) 17 (15.2) 

Job status

Employed 10 (8.9)

Self-employment 12 (10.7) 12 (10.7)

Housewife 100 (89.3) 90 (80.4) 
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was a  significant relationship between educational levels 
and existential suffer, existential domain, and total spiritu-
al (p < 0.05). Job was not significantly associated with any 
of the study variables (p > 0.05). There was a significant re-
lationship between gender and age with physical suffering 
(dimension 1 and 2) (p < 0.05). 

In both genders, the  dimension of  existential suffering 
had a significant relationship with existential and religious 
dimensions of  spiritual health and overall spiritual health 
(r = 0.84, 0.61, 0.77, and r = 0.76, 0.29, 0.57, respectively, in 

females and males). In addition, in both genders, the dimen-
sion of psychological suffering had a significant relationship 
with existential and religious dimensions of spiritual health 
and overall spiritual health (r = 0.55, 0.37, 0.48, and r = 0.62, 
0.22, 0.44, respectively, in females and males). 

In both genders, the  physical suffer (dimension I) had 
a significant relationship with existential dimension of spir-
itual health and overall spiritual health (r = 0.29, 0.24, and 
r = 0.41, 0.23, respectively, in females and males). Moreover, 
in both genders, the physical suffer (dimension II) had a sig-

Table 2. Relationship between demographic variables with experience of suffering dimensions and spirituality 

Variable Physical 
suffer 

(dimension 1) 

Physical 
suffer 

(dimension 2) 

Psychologic 
suffer 

Existential 
suffer 

Existential – 
domain 

Religious – 
domain 

Total spiritual 

Education

Illiterate 2.19 ± 0.61 0.80 ± 0.61 24.11 ± 6.37 15.22 ± 5.67 29.77 ± 11.04 36.12 ± 10.56 65.89 ± 19.83 

Primary-middle school 2.17 ± 0.55 0.82 ± 0.55 22.85 ± 6.36 19.04 ± 6.01 38.06 ± 8.14 44.95 ± 7.88 83.01 ± 14.76 

High school 2.35 ± 0.57 0.64 ± 0.57 25.62 ± 5.79 21.77 ± 6.10 39.05 ± 7.94 43.10 ± 6.44 82.15 ± 13.36 

Diploma 2.32 ± 0.44 0.67 ± 0.44 22.45 ± 5.23 21.06 ± 7.33 36.85 ± 7.97 40.26 ± 9.32 77.11 ± 15.33 

Higher education 2.30 ± 0.68 0.69 ± 0.68 23.89 ± 7.88 20.82 ± 6.40 38.42 ± 9.07 34.68 ± 11.74 73.11 ± 17.72 

p-value 0.294 0.294 0.81 0.016* < 0.0001* 0.051 0.005* 

Job status

Employed 2.18 ± 0.50 0.81 ± 0.50 24.35 ± 5.72 21.75 ± 7.17 37.36 ± 10.21 39.10 ± 12.56 76.46 ± 20.60 

Self-employment 2.27 ± 0.53 0.72 ± 0.59 24.09 ± 6.17 20.12 ± 6.15 37.67 ± 7.71 41.90 ± 9.54 79.58 ± 14.69 

Housewife 2.31 ± 0.59 0.68 ± 0.53 23.31 ± 6.40 20.86 ± 6.37 38.64 ± 8.39 43.18 ± 6.86 81.82 ± 14.33 

p-value 0.520 0.520 0.713 0.457 0.621 0.800 0.424 

Sex

Female 2.367 ± 0.53 0.632 ± 0.53 23.44 ± 5.99 20.27 ± 6.44 37.93 ± 8.07 41.67 ± 8.58 79.61 ± 15.43 

Male 2.208 ± 0.58 0.791 ± 0.58 23.97 ± 6.44 20.39 ± 6.47 37.59 ± 8.64 42.02 ± 9.56 79.62 ± 15.63 

P-value 0.045* 0.045* 0.669 0.952 0.853 0.595 0.966 

Age –0.156 (0.019*) 0.156 (0.019*) –0.042 (0.532) –0.105 (0.116) –0.037 (0.586) 0.122 (0.069) 0.056 (0.406) 
†Mean ± SD correlation (p-value). *Significant at 0.05 level. 

Table 3. Relationship between dimensions of suffering and those of spiritual health in terms of gender 

Index Spiritual health

Total spiritual Religious domain Existential domain

p-value p-value p-value

Male Female Male Female Male Female

Physical suffer
(dimension I)

0.235 0.248 0.072 0.167 0.419 0.295

0.012 0.008 0.449 0.079 0.01 0.002

Physical suffer
(dimension II)

0.235 0.248 –0.072 –0.167 –0.419 –0.295

0.012 0.008 0.449 0.079 > 0.0001 0.002

Psychological 
suffer

0.448 0.483 0.222 0.375 0.622 0.551

> 0.0001 > 0.0001 0.019 > 0.0001 > 0.0001  > 0.0001

Existential 
suffer

0.570 0.770 0.297 0.614 0.768 0.840

> 0.0001 > 0.0001 0.001 > 0.0001 > 0.0001 > 0.0001
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nificant relationship with existential dimension of  spiritu-
al health and overall spiritual health (r  =  –0.29, 0.24, and 
r = –0.41, 0.23, respectively, in females and males). 

In brief, it can be concluded (Table 3) that physical suf-
fering (dimension II) was inversely related to the religious 
and existential dimensions, and was directly related to other 
domains and total spiritual health score. 

Discussion 
Suffering is not an integrated concept; rather various defi-

nitions refer to the multidimensionality of its’ nature  [31]. 
The aim of this study was to determine the relationship be-
tween dimensions of spirituality and those of feelings of suf-
fering in men and women living with HIV. In this study, 
physical suffer in dimensions 1 and 2 had a  relationship 
with age in HIV patients. Various studies reported different 
correlation between socio-demographic characteristics and 
spiritual health and experience of suffering. Mekuria’s study 
reported that the average psychological domain and spiritual 
health scores in people under 37 was lower than in people 
over 37 years old [32]. Results of Degroote’s review pointed 
that people with HIV had a lower physical health at older ages, 
but younger people experienced better mental health [33]. 
Although older people may complain of more suffering than 
younger people, they implement more spirituality into their 
lives to cope with their illness [34]. Typically, older people 
find spirituality more effective than young people in coping 
with the  disease and associated suffering, pain, and stress, 
thereby feeling more comfortable and satisfied in life [35]. 
Moreover, a significant relationship was observed in educa-
tional levels with existential dimension of  the  experience 
of suffering as well as low level of education associated with 
more psychological suffering due to illness. Therefore, ed-
ucational and professional interventions are considered es-
sential factors for the success and acceptance of ways to cope 
with the illness, and improve mental and physical health [36]. 
The  research setting, location, population, culture, sample 
size, and participants religion beliefs and spirituality could 
explain differences in various studies. 

The result of  this study showed the  average physical 
suffering (dimension 2) in men was more than in women, 
the  average of  physical suffering (dimension 1) in women 
was more than in men. This result was somewhat similar 
to a  study conducted by Cronje [37]; however, Rzeszutek’s 
study pointed that the mean score of dimension 2 in women 
was more than in men [38]. The reasons for some differences 
in the results of these studies include community and con-
tributing roles of social, cultural, and environmental factors. 
In our culture, both genders may increase their spirituali-
ty in not good health conditions, and spirituality might be 
helpful in coping with suffering. 

There was a  significant relationship between the  expe-
rience of  physical suffering and existential dimension and 
overall spirituality among both genders. The results of  this 
study were consistent with those of Pirasteh Motlagh’s study 
conducted in Iran, in which a significant negative relation-

ship between the  experience of  suffering and spirituality 
(p < 0.05) was observed. Therefore it can be concluded that 
spiritual health is a predictor of physical and psychological 
suffering [5]. 

In addition, in Imasiku’s study, the correlation between 
physical suffering and spiritual health was lower than exis-
tential health and spiritual health. The correlation between 
existential dimension and physical illness was greater than 
the correlation between spiritual health and physical illness. 
Patients with better spiritual health had better disease com-
patibility than others; thus, they experienced better health 
and quality of life [16]. 

In Dalmida’s (2015) study on 292 patients, the psycho-
logical dimension of  women using spirituality and posi-
tive spirituality adaptation was r = 0.18, and in men it was 
r = 0.12. Female participants who were less engaged in wor-
ship during the day and had lower scores on spiritual health, 
also presented lower psychological and mental health scores 
(48.5 vs. 51.2), and the average physical health of women was 
42.8 compared with men (51/8) [39]. 

A cross-sectional study conducted by Lindayani, aiming 
to assess the quality of life of people living with HIV in In-
donesia, found that people living with HIV were more likely 
to suffer than others. Sixty-seven percent fatigue and 54.9% 
of sleep problems were among the most common symptoms 
that patients suffered from. Therefore, social support and 
spiritual interventions are among the  necessary measures 
for this vulnerable group [40]. Another study evaluating 
the quality of life and its’ dimensions in HIV patients, showed 
that the  mean score of  general health, physical health, and 
psychological health (dimensions of quality of life) in women 
were higher than that of men [41]. 

A study conducted by Ironson used spiritual health ex-
ercises, and reported that they have led to more AIDS survi-
vors. It also prolonged first stage of the disease, and patients’ 
disease progressed to AIDS at a slower rate; this group was 
physically and mentally in a  better mood than those who 
did not use these exercises (p < 0.05) [42]. In this regard, in 
Rzeszutek ‘s study who investigated 206 men and 44 wom-
en to determine the amount of stress and anxiety symptoms 
associated with the  disease in Poland. This study showed 
that the  mean score of  stress and anxiety among women 
was higher than in men; there were some differences with 
findings of the present study [38]. Some studies also showed 
gender differences in religious beliefs. They showed that fe-
males presented higher grades in religiosity than males. One 
of  the  reasons for gender differences in religiosity was re-
lated to different socialization levels among girls and boys 
[43]. Gender differences in Li’s study showed significant as-
sociations between tangible support and coping only among 
illiterate HIV-positive males. Moreover, due to socio-cultur-
al values, such as low status of  women in some countries, 
women were more stigmatized than men [44]. Rural isola-
tion, environmental factors, and difficulties in coping with 
HIV diagnosis due to lack of  support in stigmatizing HIV 
across cultures increase stress. However, prayer can be de-
scribed as an essential support in managing medicines [45]. 

https://www.scopus.com/authid/detail.uri?authorId=57196439352&amp;eid=2-s2.0-85033226177
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It seems the acceptance of spirituality depends strongly on 
gender (women believe the spirituality more than men) [46]. 
In some cases, due to social differences between men and 
women, some behaviors were more challenging for women, 
and it was more socially acceptable for men to accept this 
challenge. Therefore, men use less spirituality to adapt to 
their bad habits [47]. Generally, females spend more time 
with their families and respect the  rules set. Furthermore, 
when they grow up, they follow spiritual pillars of the fam-
ily [48]. Gender differences were also visible in the general 
population, additionally to other chronic diseases. Women 
performed better than men in terms of psychological health. 
Although more pressure was imposed on women by the so-
ciety, in many contexts, men were more likely than women 
to be engaged in risky behaviors, such as drug abuse, unpro-
tected sexual relationships, etc. Possible reason was differ-
ent gender roles of men compared with women. Traditional 
role of women, which in many cultures is considered to be 
the only person involved in raising a child and the adher-
ence of the spouse to the family, makes women find a way 
to fight their disease in this type of society. Therefore, in so-
cieties where women are ignored and rejected, empowering 
of women is a necessary step [49]. 

Stigma is also rooted deeply in the culture, and is a fun-
damental determinant of health that directly affects a patient 
quality of  life and disease treatment outcomes. Stigma was 
more frequently experienced by patients who were poorer, 
employed, and those attending clinics at lower levels within 
healthcare system. HIV patients often lose their jobs due to 
negative perception of collaborators. It is difficult for these 
patients to earn money for their living [50]. 

Women in Hutson’s sample reported very high levels 
of religious well-being in comparison with men. Stigma may 
be perceived as higher if HIV patients experience punish-
ment. If they experience religion-based forgiveness, stigma 
may be perceived as lower [51]. In fact, it seems that in our 
study, religious dimension of spiritual coping did not have 
a relationship with physical suffering among both genders. 

One of the limitations of the present study was a problem 
with accessing patients in the  society. Therefore, sampling 
was performed among patients who referred to the center, 
which could be a barrier in generalization of the results in 
patients across the country. 

This study examined the dimensions of spirituality with 
all the  components of  suffering in terms of  gender. It also 
demonstrated the importance and application of spirituali-
ty as a way to deal with the suffering caused by the illness. 
Moreover, body literatures indicate that patients infected 
with HIV disease suffered pain and anxiety; therefore, they 
were required non-HIV-related health services, for instance, 
drawing on spirituality to coped with their disease. 

Conclusions 
In women and men, psychological and existential suf-

fering had a  significant relationship with two dimensions 
of spiritual health. However, in both men and women, there 

was not any relationship in the physical dimension with re-
ligious dimension of  spiritual health. In men, the  domain 
of physical suffering, which consisted of  the  level of anxiety 
of each symptom of the first dimension of physical suffering 
was higher than women, while among women, the first do-
main of  physical suffering (only the  experience of  a  person 
with each of  the  physical pain symptoms) was higher than 
in men. It is recommended that healthcare workers focus 
not only on the treatment of patients, but also on counseling 
sessions with a  solution to overcome the  pain and anxiety 
caused by the progression of the disease to greatly help the in-
ner peace of the patient. Due to pressures of  life and family 
management, women are more likely to be harmed; therefore 
effective planning is useful to improve their peace of mind. 
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