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I) 

Background: The acquired 11n1nt1ne-dcliciency synJro111e (AIDS) is a fatal illness caL1sed by a retrovirtas 

known as the human immur1e-deticie11cy virt1s ( J-l l V) which brea�s Jown the body's i1nrnune syste111, 

0 leaving tl1e victirn vulnerable to a l1ost of Ii fe 1hreatc11ing opportl111isl ic in feel ions, an<.t ns such

t1ndern1ini11g tl1e quality of life (QOI�) of· PL ,, WHA a11d reversi11g tl1c gains made in social and economic 

develo1J1ne11t of botl1 individt1als ancl grol1ps. 1 lowt!ver, there is little infonnati<>n from developi11g 

cou11trit!s 011 pt!ople livi11g with 1 11 V /AI l)S allcndi ng anli-relrovi ral cli11ics in terms ot· s<1cio-der11ograpl1ic 

cl1aracteristics, qltality ot· life, ar1d sociocco1101nic factors inflt1cnci11g quality t)f. life. 

Objective: 't·o dcten11ir1e tl1e quality of· Ii fe ot· people Jiving with 1-11 V /AIDS i11 Kogi State. 

Metl1ocls: /\ Cross-Seclio11al st,1cfy w,1� useJ to assess the c1uality ot· Ii fc of· J>I..J WI IA attendi11g nnti

relroviral clinics i11 Kogi state ... fhc sa111ple consisleli (lf 252 PLW A aged 18 years or older wl,o were 

interviewed using ar1 i11terviewer adn1i11istered questionnaire. lnforn1ntion collected included soci<.)

demograpllic characteristics, occup11tio11, i11diviclual i r1con1e, and social support from family and friends. 

QL1ality of· Ii fe was assessed tJsing tl1e 11-1tc111 WI l()QOl ,-111 Vbret· c1ucstion11aire (scores ra11ge 4-20). 

Results: S ixty-t W<.l percent ot· the 1l,111ici11u111s \Vc!rc fe111ule�, 111�a 11 age was 34 years, 38. 9o/o t1ad utlended 

or co11,pleted secorldary schl)ol. Mean l'l)4 cou111 was l()6.6(J/111m 1• 'fhirty-11ir1c percent were traders: for 

individual i11co1ne, 41. 7o/o reporte<.f l1,1vi11g u source <ll. ir1co111e. Forty-four pe1 cent reported a mi11imur11 

monthly income c>f' N5000 a11d 11bovc. l'l1cre were slatistici1lly significu11l ditlerences itl mean scores of 

quality of life for the level of i11depe11de11ee do111ai11 accordi11g tt1 gc11dcr, witl1 1l1ales t1aving lower scores 

( 13.9) i11 tl1e same don1uin. Me11 also ha<.i tl1e lowest sc<>res ft)r tt1e social relal1<>nsl1i[)S and cnvironn1ental 

llon1ui r1s. Wome11 were seen to l1ave l1igher over,1ll CJLt,1lity ot· lile in all don1ai11s excepl in the 

1 s1>irit,1,1I ity/re) igiorllbcl ict· dc.>111ui11. 
• 

• 

Conclusions: Despite (litlercr1ces ir1 sex, occupation, ir1co111c, CD4
1 

cott,1t a11d clinical i11fection status,

people livi11g with I IIV/All)S had better qL1ality of tile in pl,ysical a11d psycl1ological l1ealtl1 do1nains but 

lower quality in social relationships a11d e11vir<.)1i1nenl <l<->mai11s. 1�1,e latter do1nain could retlect 

stig111atizatio11 and discrin1i1iati<>tl a.sso�iatcd l<J tl1e clitlict1ltics <Jt· <fiscl<>si11g tl1cir I IIV status in social 

settings. "r'l1e ir111>licali<->n oJ· tl iis stt1dy l1ir1ged <)O ll1e f�tct tl1,1t the <Jttality of life ot· Pl WI IA as 1111porta11t 

as it is cottld be i1 1tlue11ce(i by S(>111t: ti:1ctors wl1icl1 if k11ow11, cc>ultl he ,11)pro1>rit1teJ to th� advantage ot· 

1,11proving tl,c quality ot· liJe ot· tl1e t•LWI IA ir1 Nigerit1. 

• • •
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CllAPTER ONE 

I Nl'RODUCTION 

1.1 BACKGl{OUNIJ 

• 

A I OS, the acqu irc<l i,111nur1c-dcficier1cy syndrome is a fatal i 1 lness caused by a retrovirus

know11 as tl1c l1t1mnn in1mu11c-dcficicncy virus (HIV) wl1icl1 breaks down tl1e body's immune 

systern, leaving the victim vulnerable lo n host of life threatening opportunistic infections,

net1r<>logical (lisor<lcrs� or t1nt1st1al rnnligna11cics (Parks 2007). 

Altl,o,1gl1 or1ly discovered i11 tl1e early 1980s among homosexuals in tl1e United States of 

America, J\ll>S l1as l}cccl111e tl,e w<.>rld's greatest tl1rcals to health and communities, as it has 

killc,J ;itilli<)llS ot· pcc>plc <lf nll ages a11tl ctl1nicitics (l)uh, 1991; Kalichman, 2003; Lachman, 

L,acl1ma11 ar1<.I fJ,1ttcrficld, 197<); Ol,1r1cgha, 2005). Agglcton and 1-lornans. ( 1988) agued that 

/\iDS is nc>l ::t c.lisctisc t>f i1 r�11ticttlt1r cl,,�s and it t1as affected and killed heterosexuals and 

I10111c,sex t1als, ,vu111en a11<.I 111<.'.n� lllack <1r1<l \.vl1 ite, yot1ng and old, rich arid poor, tl1c promiscuous 

ar1d tl1e i11cXJlcric11ccd. 

IL 11�<; bccr1 estir11atcd thnt af>ot1t 40 million people are infected in the world witl1 the 

dcvel<.>ping cour1tries accclu11tir1g for t1l1ot1l 90 per cent of infections. Of the developing countries, 

Sut,-Sahara,1 Africa acco,1r1ts fclr all<>t1t 67 per cent of the global victi1ns ( UNA IDS, 2007). An 

cstin1ated i 1.8 mill ion pc<>JJlc l1avc died frc,111 AIDS since the epidemic bega11; 17.5 million were 

adults, including 9 rnillio11 W(l1nen; 4.3 n1illion were children under 15 years (Adetokunbo and

J lcrbcrt, 200.1): /\ I TJS cases n11d <lcatl1s llavc ()11ly rece11tly reached tl1e epidemic levels in many 

severely afTcctccJ C<)t1ntrics. ·1·1,e j<>i11t lJ,,itcd Nflf.ions Programme on })IV/AIDS and the World 

1 

• 

-,-

• 

l 

...,,. ,  

, 

•

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

UNIV
ER

SI
TY

 O
F 

IB
AD

AN
 L

IB
RAR

Y



• 

.. 

• 

•• 

• 

l-lealth Organization (2006) estimates that of the 39.5 million people currently infected with 

HlV, 28 million live in sub Saharan Africa and as such the increasing pandemic has undcrr11ined 

the quality of life (QoL) ol' people Ii ving with 1-11 V /AIDS in tl1is area. 

Globally, the greatest mortality impact is on people between the ages of 20 and 40 years 

wl1ich have dramatically changed the life expectancy in most affectt!d parts of the world (Parks, 

2007). J>erkel ( 1992) mentioned that from the tin1e AIDS was first recognized as a distinct 

syndron1e, it became increasingly evident that it was spreading at an alarming rate. The 

prevalence and spread of, this disease has led to critical developmental issues. According to 

Nelson-Twakor (2003) the developmental implications ot' the AIDS pandemic on tl1e world 

eco11orny a11d tJ1e social relations arc <lire and expected co reverse the gains n1ade in social and 

economic development with tl1e tendency to uflecl individuals and groups. 

Women and yot1ng people i11creasi11gly appear to bear the brunt of t11e burden of· disease 

and temale infectio11 rates are rising worldwidt!. 'I oday's youtl1 ure ll1e most numerous 

generations of young people ever to encounter an epidemic Ii ke I II V /AIDS. Young people aged

15-24 make up half of' tt1e five million new I IIV infections eacl1 year and it is estimated that 5-

6,000 young people throughout the world bccon1e infected eacl1 day (UNAIDS 2004). While 

women accounted for approximately half of all 1-l l V cases worldwide at tl1e end of 2003, in sub-

Saharan Africa, 57o/o of all cases were female (Baden and Wach, 1998). 

In June 2001 the UN General Assembly Special Session (UNGASS) on HIV/AIDS 

emphasized the gender dimension of the l-llV/AIDS epide1nic. Otlen, women who do not have 

control over resources and are less able to exert control over their lives a11d bodies, are 1nore 

susceptible to sexual abuse and violence. When their livelihood options are niltrow, poverty also 

pushes many women in risky situations, such as commercial sex work (CSW), hun1an trafficking 
,· 2 
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• 

and migration which increase women's HIV vulnerability to I IIV/AIDS. In Mumbai, for 

example, 72% of CSWs under the age of I 8 are I IIV positive and 50% of Nepali women who 

have worked there as CSWs, have been tested lo be 111 V positive (Oberhauser, 2004; Family 

Health Inremational, 2000). In Nepal and elsewt1ere, many young women engage in CSW in 

exchange for schoo l or co llege fees. 

It has been observed also tl1at certain factors sucl1 as social values and cultural no1·111s

play an important role in women's vulnerability and exposure to the 1-11 V virus. For example, in 

many Latin American countries such as Brazil, homophobia and the machismo culture leads 

many men who have sex with men (MSM) to define themselves as heterosexual by also having 

.. sex with women, which increases women's exposure to tl1e vin1s (UNIFEM). 

Researchers have also argued that significant social changes in the 1970s made changes 

. in patterns of mobility as well as in sexual behaviors, drug use and blood use and collection 

created a context in which a viral disease such as l llV /AIDS could rapidly spread. G lobally 

unprotected heterosexual route is the predominant route of transmission of the virus. Other 

modes of transrnission include unpr()tccted per1elrative sex bel\-vec11 1nc11, injecting Jrug use and 

unsafe blood transfusion� and injections (Parks 2007). According to Do�a ( l 997 J, when it 

emerged in the 1970s in Westt:rn Europe, North A1ncncu, Australia, New Zealand, an<l urban 

areas of Latin America, the disease primary infected gay men, drug users, and pt:n,ons infected 

through blood products. I le abo mentioned that hetero�exual and prenatal transmission 

represented II small but increasing proportion of those infected. In Sub-Sahanin Africa, parts of 

Latin America, and the Caribbean, 1 IIV was recognized about the same time, but it primarily 

spread through heterosexual interl.ourse, use ol b lood, and un�terile needle� (l)oka, 1997). 

Prenatal transmission is more common in Sub-Saharan Africa, I 11tin An\er1ca, and the Caribbean 

•
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because both genders are affected equally. In the Eastern Europe, the Middle East, North Africa, 
• 

Asia, and the Pacific the disease is beginning to emerge an1ong those engaged in high-risk 

behaviors (Dok.a, 1997). For instance, Ukraine is the country with the hardest hit by HIV/AIDS 

in the Eastern European region with nearly I% of the coL1ntry's population currently Jiving with

' 

HIV. Of tl1ese, more than 70% are injecting drug users ([DU), but I IIV infection is also rising 

sharply among the general population. Lack of awareness of tl1e right infor1nation regarding HIV 
• 

infection has been observed to be a major contributing factor (SalLtnke et al, 1998). 

1.2 HIV/AIDS EPIDEMIC IN AFRICA 

The most explosive growth of 1-IIV/AIDS epiden1ic occurred in mid l 990s, especially in 

Africa. In 2003, Africa was home to two-thirds of the world's people living with 1-IIV/AIDS, 

about one 1n 12 African adults having tl1e disease (Parks 2007). Tl1is pandemic has reversed

decades of' gradual gains in life expectancy in Sub-Saharan Africa, which reaclled 49.2 years 

during the late 1980s is projected to drop just under 46 years in the period 2000-2005 ( WHO, 

2004). Rwanda is one of the t�n countries in Africa that have been iclcntified by the WHO as 

most severely affected by 1-IIV/AIDS with an estimated adult prevalence ot� between 4-l 1% 

among women attending antenatal care services und 3o/o in the general population ( Mol-l, 2005; 

WHO, 2005). It is facing a generalized epiden1ic, which hos ltn<lermined tl1e QOL of many 

people who are eilher infected with HIV or 111Tcctcd by family 1ne1nbcrs who an� ill (Uwin,ana 

and Struthers, 2007). 

In South A fi-ica, the stat isl ic� ind 1cate<l tl1ttl 111 V in fcl,l ions und deaths ru,sociated with 

AIDS have rapidly increased in the past 15 yeur�. According tu UNAIOS (2004), that it is 

estimated thot up to 1500 new infections occur in South A fricu cuch day and it is believed that as 

4 
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many as 600 people die in an AIDS-related illness each day. According to a 2002 national 

seroprevalence study, the overall I-II V prevalence in lhe South African population was I I%, with 

the highest rate (21 %) occurring an1ong people living in to\vnships und informal settlements 

(Shisana a11d Simbayi, 2002). 1'his clearly shows tl1e seriousness ot· tl1e burden ot· the disease in 

SotJth Africa. 

1"'he infectio11 rate ot· 1-IIV/All)S in Tanw11ia has also been steaJily increasing since the 
.. "' 

1irst AIDS patient was discovered i11 1983. 1-lowt!ver to cope witl1 this problen1, tl1e Tanzanian 

government announced a Natio11al 1-IIV/AIDS J >olicy in 20()3 and requested that not only the

healthcare a11d 1nedical care tields but all fields� incllJding eJl1cati<)n, agriculture and local 

administratilln, gel i11volved and cope witl1 tl1e proble111 ut eacl1 level of' stale, region, district, 

di vision and village. As a resu It of· tt1 is etl<>rt, the csli1nat...:d 111 V /AI OS in feet ion rate in Ta11zan ia 

has bee11 l,,1 a gradual decline fr<)m t)_()% in 2()()2, to 8 .8% in 2()03; to 7% in 2004 (all are 

inf'ecli<>n rates i11 15 49-year-old pc<.>plc). l'hc rate, l1owever, is still high and the pandemic is 

the second l1ighest re,1so11 for adult mortality. 

The increasing feminization <)f� 111 V epidemic in Senegal is evident i11 the differing 

prevalence rates between men and wome11 with ().4o/o a11d 0.9o/o, respectively (CNLS, 2006). 

Prevalence rates are estimated to be sig11ificantly l1igher among high risk groups, such as sex 

workers ( 19 lo 29%) and men who l1ave sex will1 men (22%). Regions marked by sociopolitical 

, Strite also tend to have higher HIV prevalence rates. l�or example, in Kolda and Ziguinchor in the 

south, the Casamance conflict has led to a breakdown of the l1ealtl1 care systen1, increased

0 
poverty, and mass migration ot· local populations. 'l'hosc two areas have recorded HIV

prevalence rates of 2.8% and 2.3%, respectively. The disproportionate impact on women is also 

more marked in these regions. 1
"'
11e prevalence rate is 0.8% an1or1g n1e11 a1,d 3.4% among women 
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(CN LS, 2004). 

1.2.1 THE SITUATION IN NIGElllA 

Following the first reported case of I IIV infection in Nigeria in J 986 in a l 3 year old girl, 

� the country l1as continually witnessed rising level of prevalence with the spread involving all age 

group (Nasidi and 1-lan·y, 2006). In Nigeria, HIV infection was initially limited to people with 

4 risky behavior such as commercial sex workers, adolescents und youths, prisoners, peopl e  with 

rnultiple sexual partner and among others (Arowojolu el ul, 2002; Ajuwon et al, 2002). I lowever, 

available evidence suggests tl1at tl1is ir1tection has permeated all tl1e strata of tl1e Nigerian 

population to the extent that the prcvalc11ce is account,1hle f<)r ubolll 20% of the total disease 

bl1rde11 (World AIDS Day 2006). 

Nigeria's epidemic is chur,1clcrized by 011c (>f tl1e mo�l rapidly i11creasing rates of new 

1--llV / AIDS cases in West Africa. Adult Ill V prevalence i11crea.scd from 1.8 percent in 1991 to 5.8 

percent in 2001. This infection rate, although lower tha11 that of neighboring African countries, 

should be considered in the context of'Nigeria's relatively large population of approximately 140 

million; the Joint United Nations 1>rogramme on I IIV/AlDS (UNAIDS) estimates that 3.5 

million Nigerian adults and children were living with l-IIV/AIDS by the end of 2001. HIV 

prevalence among women attending antenatal clinics in 1999 ranged from less than I percent to 

21 percent. Among sex workers in Lagos, HIV prevalence rose from 2 percent 'in 1988-89 to 12 

percent in 1990--91. By 1995-96, up to 70 percent or sex workers tested positive. Current 

projections show an increase in the nun1ber of new AIDS cases front 250,000 in 2000 to 360,000

by 20 J o. As a resu It of the epidemic, the crude death rate in Nigeria was about 20 percent higher

in 2000 than in 1990. In 200 I alone, 170,000 adults and children died of AIDS. At the end of 

2001, UNAIDS estimated that I million children orphaned by AIDS were living in Nigeria 
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(Sentinel Survey 2005). Results from the sentinel survey also showed that the prevalence of HIV 

varies with states/region within the country with Ekiti slate havi11g the lowest rate of l .8 percent 

while Benue state had ) 0.0 percent prevalence. Kogi stale was reported as t1aving a prevalence ot' 

5.5 percent. These results however, have been a subject of controversy amongst researchers both 

within and outside the country. --rt1e mai,1 subject of the controversy is that tl1e survey conducted 

was not representative ot· the huge burden of the disease (The l�NI-IANSE 1�roject, 2006). 

Several factors have contributed to the rapid spread of 111 V in Nigeria. These include

sexual networking practices such as polygamy, a f1igh prevalence of untreated sexually 

transmitted infections (STls), low condom use, p()verty, low literacy, and poor health status, low 

status of wome11, stign1atizatio11, a11<l denial of· 1 11 V i11fccti()11 risk among vulnerable groups. 

Nigeria is a complex mixture of diverse ethnic grol1ps, languages, cultures, religions, and 

regional political groupings, all of whicl1 are major challenges for 1-flV prevention programs 

(Senti11el Sl1rvey 2005). 

1.3 JlJS
r

fIFICATION 

The joint United Nations Programme on 1-lIV/AIDS a11d tl1e World l-lealth Organization 

(2006) estirnates that of the 39.5 million people currently infected with HIV, 28 million live in 

sub Saharan Africa and as sucl1 the increasing pa11demic 11,ts und�rrnined the quality of life 

(QoL) of people living with I-IIV/AIDS in this area. Therefore this research will focus on the 

quality of Ii f e among PL W HA in Kogi state where the prevalence in the general population is 5. 7 

(FMOH Nigeria; 2003). 
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CliAPTER TWO 

LITERATURE REVIEW 

• 

2.1 INTRODUCTION 

Tl1e term quality of' life (QOL) is applied in everyday language and in several different 

areas of k11owledge and work although it is a con1plex concept that is difficL1lt to define and 

measure. I lowever, various conceptual and operational definitio11s have been used in QOL (Gill 

and Feinstein, 1994; Jones, 1991 ). 

2.2 DEFINITIONS OF Tl-IE TERM 'QlJALITY OF l.lFE' 

Kol1li el ti/ (2005) collected several definitions. QOL is a term tl1at is popularly used to 

., -

convey an overall sense ot· well being and includes uspects such as ha1)piness and satisfaction 

with life as a whole. l
"'
he World itealtll Organization l1as ulso detined QOL as 'individuals' 

perceptions of their positio11 in life i11 the context of the ct1lture and value systen1s in which they 

live and in relation to their goaJs, standards, expectations and c<>ncerns (WI-IOQOL, 1998). 

Quality of life has recently bee1l scienli fically defined a11d it has been en1ployed as 

synonymous ot· l1ealth status, lunctional status, psycllological well-being, life happiness, need 

satisfaction and assessment of one's ow11 life (Elisabete el t1I; 20()7). Quality ot' life relates both 

to adequacy of material circumstances and to personal leelings abotlt tl1esc circu111stances. It 

includes overall subjective feelings of well being tl1at are closely related to morale, happiness 

and satisfaction. Further as health is generally cited as 011e of tl1e most i1nportant deter1ninants of 

overall quality of life, it has been suggested that quality of life may be uniquely affected by 

9 

0 

" 

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

UNIV
ER

SI
TY

 O
F 

IB
AD

AN
 L

IB
RAR

Y



r 

• 

specific disease process such as AIDS (Watchel el al, 1992; Fan11ing, 1994). 

Studies on people living with �llV/AIDS (PLWIIA) have used the term health-related 

quality of life (1-IRQOL) to assess the impact ot· health on social activities and mobility focusing 

whether there are or not signs and symptoms and efTecls of' new drugs or health interventions 

(1-lulley el al 2001; Marins et al 2003). Also assessment of Q()L in individuals living with 1-IIV / 

AIDS is becoming crucial to research and evide11ce based practice wl1ich is ctJrrently considered 

essential tor clinical trials in 1-IIV i11fection, as con1monly used end-points (CD4 level, viral load, 

and opportunistic diseases) are inadequate to catcll Lhe ('omplexity of· treatment outcomes. 

There is luck of clarity in defining Quality ot· life and c<111comit,,11l operational difliculties 

in it (Cleary el al, 1993) but because the patient is the best s0L1rce of i11fom1alion about his or her 

1-IRQOL, 111any practical tools l1ave been develop�d tl1ul rely on pnticr,t self-ratings especially in 

evaluating tl1e quality of life in 1-IIV infected individtial. Since 1989, more than ten health related 

quality of life (l lRQOL) instrt11nenls have been ltsed in researcl1 witl1 l llV infected individuals 

(Wolfensberger, 1994) one of which is that whicl1 tl1e World I leallh Organization has developed. 

It is a standardized set of Instru111ents used to asses subjective QOL in different medical 

conditions, i11cluding 1-11 V in tection. Starace el al (2002) have reported evidence for the 

acceptability, reliability and validity of' the ltalia11 version ot· the WI-IOQOL-1-IIY (WI-lOQOL, 

2003). 
., .. 

The WI-IOQOL-HlVbref is also a standardized set of instruments developed by the World 

Health Organization which comprises of· 3 l items whose variables are divided into six domains: 
• 

Physical t lealth, Psychological Health, Level of Independence, Social Relationships, 

Environme11t and Spirituality/Religit)n/Personal 13eliets. 1
--

l1e physical health don,ain measures 

pain and discomt'on; energy and tatigt1e; sleep a11d rest. '"fhe psychological health domain
10 
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measures positive feelings; thinking, learning, memory and concentration; self-esteem; bodily 

image and appearance; negative feelings. The level of i11depe11dence domain measures mobility; 

daily life activities; dependence on medications or treatments; and work capacity. The social 

relationships domain includes personal relationships; social support; and sexual activity. The 

environment domain measures physical safety and security; home environment; financial 

resources; t1ealth and social care: accessibility and qt1ality, opportu11ities for acquiring new 

in(ormatio11 and skills; participation in and opportunities fclr recrealion and leisure activities; 

physical environn1ent (pollution, noise, traffic, climate and transport). The 

spirituality/religion/perso11aJ beliefs don1ain meast1res f<)rgiveness w1d blame, concerns about the 
t, 

future and deatl1 and dying (Fleck; l <)98). 

2.3 QUALITY OF LIFE OF PE()t>LE LIVIN(; WITII 1-IIV/AIDS 

Assessi11g i-ndividuals livi11g witl1 HlV/AlDS is crucial in determining their 

quality ot· life. In a research co11ducted to explore the quality of life of people living with

o HIV/AIDS in Sao P,tulo, Brazil using tl1e WI IOQOL-bret: l�lisabete el al (2()07) observed that

P�ople living with I IIV/AIDS l1ad <1t1ality of lite scores i11 the Jlhysical and psycl1ological health 

domains close to the high 4fevel (bet\.veen 15 and 20) wl1ile their scores in tl1e social relationships

and enviro11ment domains tell in the inte1·1ne(tiatc level (between l O a11d 14. 9). Elisabete argued 

that the social relationships -domain could reflect stign1atizatio11 a11d discriminatio11 associated to 

the difficulties of disclosing their HIV status in social settings (work, family, and friends). Also 

in a study conducted in Casa da by Fleck el al (2000)., AIDS patients had better quality of life, 
• 

i.e., physical and psychological health, but worse quality or life in the social relationships 

domains. The study findings indicated thnl distinctive teatures of people living with HIV/AIDS 

can negatively affect issues in the social relationships domains (personal relationships, social 

11 
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support and sexual activity). 1-Iowever in Belo J-lorizonte and Taiwan (Fang el al, 2002; 1-Isiung 

el al, 2005) studies, lower results were found in tl1e physical and psychological t1ealth domains 

with scores in the intermediate level . 
• 

Researchers have suggested the need tor empower1r1ent as a strategy for attaining better 

health and improving the QOL especially among women living with I IlV ((Zoerilla and Santiago 

1999). A US based study showed that women and l lIV-infected individuals ruported the poorest 

QOL scores (Wisniewski el al 2005). In another US based study, gender differences in Health 

Related QOL (1-IRQOL) were evaluated among participants in a large randomized trial 

comparing antiretroviral regimens. Nine QOL domains were assessed using tl1e ACTG QOL 60 I 

- 602 l-lealth Survey at 3 points in the trial. At baseline, fen1ales reporled lower 11 RQOL scores

tl1an males in all the domains except s<.>cial fu11cti()ning and overall t1ealtl1 (Mrus et ,,I. 2005). 

2.4 SOCIO - DEMOGRAPHIC CHARAC .. l'ERISTICS OF PLWllA 

Research examining the pt1tential impact of gender and other socio-de1nographic 

characteristics on quality ot"lite in 1 -llV/AIDS is limited (Mrus et al 2005; Smith et al 1997). The 

National Acaderrjy of Sciences recently recommended that studies concerned with health related 

research include males and females, and that researchers analyze their data for gender differences 

(IOM, 2000). Among PLWl-lA, there are gender ditferences i11 access to treatment, care, 

_ economic, income, and social and personal power. Studies on QOL and gender albeit limited, 

have shown several commonalities across countries and continents (Zoerilla a11d Santiago l 999). 

In a cohort study conducted by Prabha el al (2008) to exan1ine gender differences in 

Quality Of Life ( QO L) wnong people Ii v ing with I ll V /AIDS in South India using the locally 

validated version of the WI-IO Quality of Life Instrument for I IIV (WI IOQ()L-1 llV 120), I 09

12 •
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Participants were involved. 1 .. here was no gender difference in CD4 counts or use of 

antiretroviral therapy. ot· the six domains of QOL, me11 reported better quality of life in the 

environmental domain while women had l1igher scores on the spirituality/religion and personal 

beliefs domain. 

In a:,nott1er stL1dy co11ducted in Southwest l�tl1iopiu to dclcnnine l'rediclt)rs of' adherence to 

untiretroviral therapy among 1-11 V-in fected persons, A le1nayel1u el ,,/ (2008) found tt1at out of the 

383 subjects who participated in the study, subjects' age ranged from 19 to 58 years with a 

median age of 30 years. Most were females which accounted tor 239 (59.8%). The majority 389 

(97.3%) were from Jimma, were Oromo 161 (40.3%) by Ethnicity and Orthodox 231 (57.8%) by 

religion. 011e l1l1ndred and eighty (45o/o) were married. 143 (35.8t¼) had no job and 148 (37o/o) of 

the survey participants had no rnontl1ly incon1e. 

Adedimeji and 0(iutolu (20()0), in a research �onductcd in s<>t1thwest Nigeria on Care 

\ ,, 

support and quality of life outcon1es an1011g persons living witl1 1 IIV accessing I IAART, they 

observed that more females (70o/o) participated in tl1e SllJdy. Respondents' age ranges from I 8 to

• 

56 years with those aged betwee11 31-35 years in tl1e rnajority. 48°/o rep<)rted being self-employed

and 32o/o were unemployed. Allhot1gl1, less than half (46o/o) were ma1Tied, one in four reported

having biological children. 

Lawrence (2004) indicated that marriage in itself does not protect partners from 

HIV/AIDS infection. According to a study co11<lucted by Mun1ba (2004) on people living with 

l lIV/AIDS, study showed that 87 (41.6%) of'the participants were married and 61 (29.2o/o) were 

widowed. --rhe reason explaining this occurrence is that because of the higl1 n1ortality among 

people witl1 l-lIV/AIDS tl1eir spouses may be dying due to AIDS. 

13 
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2.5 SOCIAL AND ECONOMIC FACTORS INFLUENCING "l
"'

HE QUALITY 

OF LIFE OF PLWHA 

Certain factors have been identified to influence the quality of life of' people 

living with I IIV/AIDS. Psychosocial and econon1ic factors have been observed to be one of these 

factors. 

Adedimeji and Odutolu (2000) were able to identify a11d rank issues that they consider 

most important in terms of improving the quality ot, life ot' people living wilh J-llV/AIDS. The 

issue rated highest was availability of care and social support from family members and close 

frie11ds (93%). Other higl1ly rated concerns include: fina11cial pressures (89%) stigma and 

discrimination (87%) healt}1 concer11s und cou11seling (85%), access to drugs and treatment 

(83%), use of AR Vs (65o/o).

According to them, althl)t1gl1 ucc1Jr<1le in tonnat ion on i11con1e cou Id not be obtained, most 

participants involved in the study reported an eqt1ivalent inco111� ot· less tl1an $ I u day. 'fhe study 

findings further confirm earlier studies thal psycl10s<)cial factors ru1d social support influence 

health outcomes of 1-IIV i11fected individuals (Berkman & Syme, l 990; Stanfeld, el al 1998). 

There is evidence that social support affects health ot1tcomes either through its effects on the 

function of tl1e immune system (Ar1toni et al, 1990) or through its effects on self-care activities 

and other illness behaviours (Lutgendorf et al, l 994). Obtai11ing social support may however be 

problematic for some persons because of AIDS-related stigma. The findings about psychosocial

efl'ects of testing positive for 1 -IIV are i,nportant considering that psychological and existential 
. ., 

issues impact heavily on QOL of PL Wl--lA. Constant worry, stress and anxiety contribute to poor 

QOL, but these could also become catalysts for adopting health enhancing behaviour as 

demonstrated by some participants. Similarly, continued stign1a and social isolation still pose 
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considerable barriers to disclosure of I I JV status. It has implicatior1s for access lo treatmer,t 

facilities (Carr & Gramling, 2004), compliance with medications (Crosby, I loltgrave et al, 2004) 

and generally hinders prevention efforts directed at 111 V /AIDS. Contrasti11gly, e�pectations of 

economic and social benefits considerably influenced individual's willingness to disclose I IIV

status. 

Educatio11 a11d en1ployment statL1s can alsc) be seen as a factor influe11cing quality of life 

of people living witt1 IIIV/AIDS. ·r·t1is is based on previt>us stLtdies on quality of lite in relation to 

education and cmployme11t. A study conducted to ascertair1 the employment status, level of 

inco1ne and quality of life of people living witl1 1 IIV/AlDS wl1ich was conducted in Calgary, 

Alberta reported 91 % of p,trticipa11ts were n1ale, 1nean age \-Vas 4 l years, 59% had attended or 

completed college/university. 58% were employed while Mea11 n1onthly l1ousehold inco,ne was 

$3,922. The research also st1owed tl1at 12mployment appeared to be a stronger predictor of quality 

of life tl1an eitl1er level of l1ousehold incon1c or obJective healtl1 rneasures (Catherine and 

1-lartmut, 2007). 

EdLJCation is vital in buildi11g people's skills and al)ility t() process info1111ation for 

livelihood choices including issues related to I IIV/AIDS prevention (The Millennium 

Development Goals Report, 2003). Accordi11g to Mumba (2()()4) in his study, the low level of 

education a,nong tl1e participants may l1ave led to low e111ploy1n�nl rates among this group. Most 

of the respondents in the study (52 o/o) only attai11ed a prirnary school cducatio11 � followed by 72 

(34%) participants with a secondary school educi1tion. A len1ayehu el ,,/ (2008) also sl1owed that 

of the 383 subjects who participated in the Sllady to deler1ni11e Predictors of adherence to 

antiretroviral therapy among HIV-infected persons, only 50.3% had attended seco11dary 
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education a result similar to that whicl1 was obtained by Adedimeji and Odutolu (2000) in their 

study on care support and quality of life outcomes among persons living with 1-)IV accessing 

HAART in whicl1 only 55% had secondary education. 

'• .. 

• 

C, 
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3.0 METI-IODOLOGY 

3.1 INTRODUCTION 

CIIAI>TER THREE 

This chapter discusses the research study design, the setting of the study, target 

population, sample size, tl1e development and pre-test of· the instrurnent and the procedure for 

data Cl)lleclion. 

3.2 S1 .. UDY AREA 

Kogi is a state in the north-central zone ot· Nigeria with a populati<1n ot' about 3,595,789

million people. It covers a geogr,1phical area ot· about 29,833km2 and comprises of 21 local 

govemmer1t areas with Lokoja lJeing the capital. 'J'he study was carried out in the five healthcare 

facilities providing unti-retroviral therapy for PL WI-IA 11an1ely; The ... ederal Medical Centre 

Lokoja, MTN Foundation PAAC (J>artners Against AIDS in tl1e Cornmunity), Obangede, St 

John's Catholic 1-lospital Kabba, Grimard l-lospitul Anyigba and tt1e ECWA I lospital Egbe. 

3.3 STUDY DESIGN 

A descriptive cross-sectional study. 1·11is is a stL1dy design, in whict1 the investigator 
._ .,, 

selects a single sample of' people and assesses the whole cohort for exposure to possible causal 

factors and for tl1e presence of the outcornes of interest simultaneously (Bamigboye, 2006). 

3.4 STUDY POPULATION 

Subjects were all consenting individuals living witl1 1-1 l V /AIDS, 18 years or older, 

attending a,1tiretroviral clinics in Kogi state. St1bjects were drawn from the five healthcare 

facilities providing care for HIV/ A I OS patients within tl1c state. 

3.5 SAMPLE SIZE 

A total of 252 consenting PL Wl�A registered with tl1e five healthcare facilities were 
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• 

enrolled in the study. Forty seven PL WI-IA were from the Federal Medical Centre, 60 from the 

MTN Foundation P AAC, 56 from St. Jol1n 's Catholic I lospital, 53 from Grimard 1-lospital and 

36 fro1n the ECWA Hospital Egbe. Informed Consents were sought from these healthcare 

facilities and each participant. 

3.6 PllE-l"EST S'fUDY 

A pretest was conducted at the St Camillus 1-lospital Uro1ni, Edo state to assess the face 

validity of tl1e instrume11t . 

• 

0 

3.7 DA1'A COLLECTION J>ROCEDUll.E 

Data collection was with tl1e ai<l of' ru1 inlervie,,vtr-a<lministcred qL1eslionnaire divided 

into two sections (sections A and B). Section A comprised of· de1nographic data and information 

on patient's medication some of wl1icl1 were collected fron1 patient's medical records. The 

WI-IOQOL-HIVbref was adapted for sectio11 B. 

3.8 DATA MANAGEMEN1' 

Data was checked mantJally to assess data quality and highlighted problems with the data 

collection. Data entry and statistical Analysis was pertbrmed using statistical package tor social 

scie11ce (SPSS) software version 14.0. 

3.8.l DATA SCORING 

Each item t·rom the domain on n1edications were scored usi11g the 111 V /AI OS l�argeted 

Quality 01· Life (1-lA
,.
f'QOL) standards. This domain was scored so that final domain score is

' 

transformed to a linear 0-to-l 00 scale, where O is the worst score possible and I 00 is the best 

score possible. Obtaining this final, transtorrned don1ain score, was done in three steps: 

l . lmpttte a value for all subject responses, iten1 by item, as noted below witt1 I being tl1e

lowest score possible and 5 the highest score possible .. 

18 
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Response Option 

a. "All of the time0

b. "A lot of the time"

c. ''Some of the time''

d. "A I it tie ot· the time"

e. "None of tl1e time"

Code 

I 

2 

3 

4 

5 

•• 

• 

2. Adel tl1e imputed values of all iterns fron1 the dc>ntain to get a total in1puted value score

for the domain. The total imputed value score for the medication domain will be denoted 

by the term '"MED''. 

3. Transfor1n each dimension's total imputed value score to tl1e 0-to-l 00 scale using the

following formulae: MED I 0() = ( I 00 / (25-5)) (MED-5) Where MED is total imputed 

value score for medication do1nai11. 

Section B consists of items trom the six domains of the WI IOQOL-1--IIV bref. Individual 

items was rated on a 5 point Likert scale wl1ere I indicates low, negative perceptions and 5

o indicates higl1, positive perceptions. l)omai11 and facet scores wer� scaled in a positive direction

"Where higher scores denote higher quality ot· life. Some facets (Pain and Discomfort, Negative

Feelings, Dependence on Medication, Death a11d Dying) were not scaled in a positive direction, 

meaning that for these f'acets higher scores do 11ol denote l1igl1er quality ot· life. These were 

recoded so that high scores reflected better quality of life. This was done by reversing tl1e scale 

for the 6 negatively phrased items i.e. questions 3,4,5,8,9, 10 and 31 to (1=5) (2=4) (3=3) (4=2)

(5=1). This transforms negatively framed questio11s to positively framed questions. Mean scores 

were then calculated. The mean score of items within each domai11 was used lo calculate the 

domain score. Mean scores were then multiplied by 4 so that scores range between 4 and 20 i.e. 

19 

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

UNIV
ER

SI
TY

 O
F 

IB
AD

AN
 L

IB
RAR

Y



I 

• 

I Domain I= (Q3 + Q4 + Ql 4 + Q2J)/4 * 4 

2 Domain 2 = (Q6 + QI I + Q 15 + Q24 + Q3 I )/5 *4 

3 Domain 3 = (Q5 + Q22 + Q23 + Q20)/4 • 4 

4 D01nain 4 = (Q27 +Q26 + Q25 + Q 17)/4 *4 

• 

5 D01nain 5 = (Q12 + QI3 + Q16 + Ql 8 + Ql 9 + Q28 + Q29 + Q30)/8 *4 

6 Domain 6 = (Q7 + Q8 + Q9·-t- Q 10)/4 *4 

•, , 

3.8.2 DAT A ANALYSIS 

Descriptive statistics such as mean and standard deviatio11 was used to st11nmarize the 

scores ot· qt1ality of lite. f'<)r the analysis of
:-

potential difTcr(!11ces bctwee11 mean scores of quality 

of life of me11 and wome11, t-Stt1de11t test was used. 1''t1rther n1ore, in other to determine some 

tactors that were sig111ficantly ussoc,�ltcd ,vith tl1� tJuality of lite ot· respondents f'-test, T-studer1l 

test and n1ultiple linear regressio11 ,vere used. 1-'<)r the sake t)f' interpretatio11 of quality of' life 

results in section B, scores between 4 and IO was co11sidered as lo,v level; between l O and 14.9 

as intermediate level; ru1d between 15 and 20 as higl1 level. 

3.9 LIMITATIONS OF THE STUDY 

Having sougl1l informed consent from the participants, n1ost of them still were 

inaccessible as they insisted they had other engagements whicl1 al'tected tt1e initial sample size of 

our study. I-lowever, a few cooperated but demanded f<lr incentives. To l1ave this issue address�d, 

participants were addressed on the likely benefits they would gain from the findings of this 

research. Incentives were given in tor111 of· tood materials.
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CHAPTEf� FOlJR 

" 4.0 RESULTS 

4.1 INTRODUCTION 

• 

This chapter presents tl1e findir1gs of the study. TI1e first section outlines the socio -

demographic a11d descriptive characteristics of the respondents. This is followed by section B 

which presents tJ1e findings on quality ot· life, social and economic factors ir1f1u�ncing quality of 

lite of· PL WI-IA. 

SECTION A 

4.2 SOCIO-DEMOGRAJ>.HJC ANI) DESCRIP1'1VE CHARACTERISTICS OF 

THE RESPONDENTS 

A l<)tal of 252 people living witl1 HIV/AIDS participated in this study, out of which 

. � 

62.7o/o were females and 37.3o/o were males. The eth11icity of the respo11dents cut across Yoruba 

(23.8°/o), Ebira (25.8%), lgala (25.8%), 13assa (5.2%) and other tribes ( l 9.4%). The married ones 

(51.6%) co11stituted about halt· of' tl1e entire san1ple size, while the singles were about 24%. 

Tl1e higl1est educational statt1s attained by majority (38.9o/o) of ll1e patients was secondary 

school education, while 17.5% ot'then1 never l1ad any tormul �ducatio11. Majority (53.1%) of the 

patients \\!"'re Christians, out ot· whict1 20.6°/o were catl1olic a11d 32.5°/o were i>rotestants; while 

the Muslims among them were about 45.5% ('['able I) . 
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Table 1. Socio-demographic status of the patients 

Variables Categories N 
O/o

Gender (n=252) Male 94 37.J

Female 158 62.7 

Tribe (n=252) Yoruba 60 23.8 

Ebira 65 25.8 

lgala 65 25.8 

Bassa 13 5.2 

others 49 19.4 

" Marital status (n=252) Married 130 51.6 

Single 60 23.8 

Widowed 26 I 0.3 

• 6.3 0 Divorced 16 

Separated 12 4.8 

Co-habitall<>n 8 3.2 

Educational status Primary 7'2 28.6 

(n=252) Seco11dary 98 38.9 

'l�ertiary 38 l 5. I

Not at all ,14 17.5 

Religion (n=252) l{on1u11 catholic 52 20.6 

Protestant 8'2 32.5 

lslan1 I 14 45.2 

Traditional , 0.8 -

Others 2 0.3 

• 
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• 

, 

The socio-economic status of the patients as assessed based on occupation and income is

' .

shown in tl1e table below. With respect to occupation, majority (39. 7%) of the patients were

traders, while very few (5.6%) were farmers. Only 216 patients gave information about their 

income status, out of which 90 (4 I .7°/o) had incorne and the rest l1ad no i11con1e. Among the 90 

patients who having income, few ( 11.1 o/o) earned less than WI 000, while those who earned above 

W5000 had similar proportio11 (44.4%) with those wht) earned between W I 000 and W 5000 

(Table 2) . 

• 

23 
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Table 2. Socio-economic status of the patients 

Variable 

Occupation 

(n=252) 

Categories 

Tet:1ching 

Civil service 

Trading 

Furn1ing 

1 -Iousewi f e

Students 

Others 

Individual i11come Incon1e 

(n=216) No incon1e

u MM income earned < I 000 

(Naira) (11=90) l 000-5000

0 

>5000

I\IJM: Minimum Montl1ly lncon1e 

N 

16 

24 

100 

14 

28 

34 

36 

90 

126 

IO 

4() 

40 

24 

• 

O/o 

6.3 

9.5 

39.7 

5.6 

I I . I 

l 3.5

14.3 

41.7 

58.3 

t I . I 

44.4 

44.4 

' ..

• 

\ .,
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• 

• 

The n1edication status and tl1e clinical infections status of the patjents are described in the 

table below. Out of the 252 patients who responded, 214 (84. 9o/o) were still on medication, while 

the other 38 patients (15.1%) were not on medication; and majority (66.3%)of the patients 

reported to have been on the medication for between one and two years. 

Witt1 respect to the patients' clinical inftctions status, majority (41.0%) of the patients 

described their status as being symptomatic, while 22.1 o/o did not even kno�' .. what their clinical 

infections status was. Tl1erefore the CD4
+ 

cells/mm3 counts of more than half (52.8%) of the 

patients were found to be between 200 and 250 (l'able 3). • 

• 

25 
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• 

Table 3. Medication and Clinical infections status of the patients 

Variable Categories 

-
--------------------------------------

Medication 84.9 

C, 

On medication 

(n=252) OfT medication 

Medication Length < 1 years 

(n=l 96) l-2years

Clinical infectio11s 

status (11=244) 

CD4
+ 

Cells/m111
3

(n=l 78) 

>2years

Asymptomatic 

Symptomatic 

Don ,t k.J1ow 

<200 

200-250

>350

214 

38 

54 

130 

12 

90 

100 

54 

44 

94 

40 

26 

I 5. I 

27.6 

66.3 

6.1 

36.9 

41.0 

22. l

24.7 

52.8 

22.5 

•
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Table 4. Distributi<)ll t)f 111cr111<,, stor,uurd tlcv iol t(ltl r1,1d ru11gc according to responden s' 
dcscr1pti\'C cl1n.rn tcr1stic�.

b ra rer· ti� 1 Ct) ll ( � I ) ) Mcdi11r1 Mini,nurn - NI ximum 

etght (kilogram ) 

Height (meters) 

-

Rl\11 (kg/m ) 

co-i· ouot (c I mm ) 

'umber of children 

0. St.andard I )c\. i1:t11on

248 

24() 

162 

I <l(l 

178 

J4 R() ( t) I ) 

6().40 (() 4) 

I 6 S ( (). I C)) 

---

22 27 (4.()()) 

JC)b.()() ( I ·I <J I ) 

---- -

I 64 ) 4 () ( I X I ) 

3 5 ()() I k.()0 - 58.00

(10.()() 4 I. 8<> 80.00 

I <> I 1.50 f) I. 98

22.5() ().00 2<J.J0 

292.00 73.()0 8·SO.OO 

J.00 1.()0 7.00 

f\1ew1 age of the 2 2 inlt:rvicwcc� w� )� 8 ycar:s (Sr) (J. I yc::urs), with the itges ranging 

frorn 18 ) e� tu 58 ) e� Inc n1ean weight ttnd hcigl1t ot the study "t«Jmpl\! were: 60 40kg ond 

I .�nl rc�pccll\cl) (Jn t}ic other ha11d. tile mean ll'vtl ut'thc rc�pl>11dc:11t� wa:-, 21 27kgm 2 (4 Oo,

A Jtt 1oug.t1 nol all t.hc rc!>punJ�r,l!) that pan1c1pc.1lc::d 1rl the study t,tlc:rcd to dasclusc their 

C[)4 cou,,t, U\c 11\can L ()41 l;CII t.::t>ur1t Vwc1.:, 306 t, t.::cll�111m •. "�1tt, a rr11n1r11um l>t 71 0 �ell 

and 1rlax1n1um 840 U cc:11� 11lr11' 

I 
mn1 

l\i<:Wl ,iumlx:.r of <.·tiildren "'� 3 40 (SI)- I MI) \4-tlll � 11ltn1nlur11 ot I child w1J ll1 :-i.1111u11, ut 7 

27 
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iJ 

I 

SECTION B 

4.3 FINDINGS ON QUALITY OF LIFE 

Table 5 shows scores of quality of life domains. IL can be noted tl1at mean scores in Physical 

I-lealtJ1, Psychological health, Social Relationsl1ips Environrnent, Spirituality/Religion/Beliefs 

domains were similar. 

Table 5. Distribution ot· means, standard deviations and range of, raw scores obtained from the 
quality of· life question11aire (WI-IOQOL-1 IIV bref) by domain. 

Domain 

1. Physical 1 -lealth

2. Psychological heult·l1

3. Level ofJndependence

4. Social Relationsl1ips

5. Environment

6. Spirituality/lteligion/Beliefs

Raw score ranging fro1n 4 to 20 

SD: Standard Deviation 

Meun (SD) 

15.2 (2.5) 

15.0 (2.8) 

14.2 ( 1.9) 

13.2 (2.5) 

13.1 (1.9) 

15.7(3.4) 

28 

• 

Mininium - Maximum 

9.0 - 20.00 

8.0 - 20.00 

9.0 - 19.00 

7.0- 19.00 

8.0 - 17.50 

4.0- 20.00 

11 

• 

" 
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• 

4.3.1 FACTORS ASSOCJA TED WITH THE QUALITY OF LIFE OF PEOPLE LIVING 

WITH HIV/AIDS 

Socio-demograph le fa cl ors 

The gender status of the people living with 1-IIV/AIDS in this study was found to be 

significantly associated (p<0.05) onl y with their level of independence (Table 6). 

Table 6. Gender influence on Ql1ality of Life 

D011111in Male �'cn1ale 

Physical healtl1

Psycl1olog1cal 

Level of independence 

Social relationship 

Environn1ental 

Spiritual 

Independent Surnples 
0

1'c!sl 

n1eao±std 

15.2J_2.7 

14.71.2.8 

13.9-i.l.7 

13.0±2.5 

I 3. 0.:L I . 9 

16.l:l].l 

mean±std 

15.2±2.5 

15.2±2. 7 

14.4±1.') 

l J .21-2.6

13.2± l. 9 

15.4±3.6 

29 

t> value

0.834 

0.204 

0.028 

0.354 

().383 

0. I 37

•
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0 

J 

... 

Using the Analysis oJ' Variance F tesl, the tribe of the respondents was significantly 

associated (p<0.05) witl1 five out of the six domains (dimensions) of tl1e quality of life i.e. their 

physical heollh, psychological health, level of independence, social relationship and spiritual 

health (Table 7). 

Table 7. Tribal influence on Quality ot� Lite 

D01nain Yoruba Ebiru 

n1ean±sd mean±sd 

Physical l1ealth 14.5±2.2 

Psycl1ological 14.2±2.4 

Level of 13.6± I .8 

independence 

Social 12.9±2.2 

relationship 

Environmental 13. l± l. 7 

Spiritual 15.2±3.4 

-

Analysis of Voriunce 

• 

• 

.. 

16.5±2.3 

I 6.6±2. l 

14.8±1.6 

l4.1±2.3 

13.4±1.8 

17. 9:L2.5

lgula 

mean±sd 

J 4.6±2.6 

14.2±2.8 

l 4.4±2.2

12.1 ±2.4 

l 3.1 ±2.0

13. 9±3.5

30 

llussa Otlaers 

111eun±sd mean±sd P value 

15. 7±3.4

14.5±3.3 

l 3.8± 1.8

13.4±3.2 

13.3±1.6 

l 5.5±4.0

15.0±2.3 

15.0±2.8 

14.2± 1.6 

12.7±2.1 

12.8±2.0 

15.6±2.8 

• 
., 

• 

0.000 

0.000 

0.012 

0.0 l 8 

0.582 

0.000 

" 
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• ,, 

• 

Also.. tl1e results of' the ANOV A test sf1owcd tf1al tl1c educational status of the 

respondents was significantly (p<0.05) associated with tf1rce of' the dimensions of the 

responde11ts' quality of Ii fe i.e. tf1eir physical heal 1l1, psychological hea Ith and social relationsh i P 

(Table 8). 

Table 8. Innuence of education on Quality of Life 

Domain Inforn1al Prin1ary Secondary Tertiary 

mean±sd mean±sd 

Physical health 15. 7±2.6 

Psychological 14.9±2.3 

Level of 14.3± 1.9 

independence 

Social 

relationship 

Environmental 

Spiritual 

Analysis of Varu11)ce 

12 2±2.0 

12.8± I .5 

15.7±4.0 

I 5.6±2.6 

15.3±3.0 

14.5±2.1 

l 3.5J::3. l

13.2J..2.0 

16.1±3.6 

mcan±sd 

l 5.3±2.4

15.3±2.8 

14.1±1.8 

13.3±2.0 

13 .2± I .8 

15.4±3.3 

31 

mcan±sd 

13.5±2.0 

I 3.8±2.4 

13.8± l .4 

13.3±2.8 

l J.2±2. l

15.4±2.8 

P value 

0.000 

0.027 

0.241 

0.045 

0.56 l 

0.5 I 9 

' .
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• 

, 
I 

With the exception of environmental dirnension of the qualily of life. the respondents' 

religious status was significantly (p<0.005) associated with their physical heaJLh, psychological 

health, independence level and spiritual health status ('('able 9). 

Table 9. Association between the respondents' religion and their Quality of Lile

Don1ain Catholic Protestants Mu�li,ns "fraditionul 

naean±sd 

Physical health 14.4±2.0 

Psychological 14.5±2. 7 

Level of 14.2:t 1 . 7 

indepen(Jc11ce 

Social 

relationship 

12.4±2.6 

Environn1ental 13.0±2.2 

Spiritual 14.9±2.9 

Analysis of Variance 

mean±sd 

14.7±2.7 

14.]:i.3.3 

l3.5J:l.8 

12. (}±2.5

12.8± l .8 

15.2±3.4 

mean±sd 

15.8±2.4 

15.7±2.2 

14.7±1.8 

I J.7±2.4 

13.4±1.7 

16.3±3.6 

32 

n1can±sd 

18.0±0.0 

16.8±0.0 

14.()±0.0 

16.0±0.0 

14.0.J:0.0 

20.()±0.0 

Others 

• 

me�111±sd P value 

20.0±0.0 

16.8±0.0 

17 .0±0.0 

14.0±0.0 

13.5±0.0 

16.0±0.0 

0.000 

0.004 

0.000 

0.009 

0.19 l 

0.033 

" 

... 
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• 0

• 

• 

• 

• 

So�loeconomic factors 

The association between the respondents' occupation and their quality of life was tested 

with ANOV A, the results obtained showed tl1al with exception of spiritual health don1ain, the 

occupational status of tl1e respondents was sig11ificantly associated (p<0.05) with all the other 

dimensions of quality of life ( .. fable I 0). 

V 

Table 10. Associati<)n between the respondents' occupation and their Quality of Life 

Domain 

Pbysiclll 

l1ealth 

Teaching 

mcsn±..4,d 

13.5±1.2 

Psycbologicul 13.2±2.0 

Level of 

independence 

Social 

relationship 

l 3.3:i. l .4

12.5±2. 9 

Environment 11.9±1.9 

al 

Spiritual 

Analysis of Vil.f1ance 

15.7±2.5 

Civil service Trading 

meu11+sd 

15.0.i.2.5 

14. 7.i.2.3

l 4.01. 1.4

l 3.5.l2.3

13.81.l 8 

l 6.6J..2.0

n1ea11±sd 

15.7..t:2.4 

15.8.12.<) 

l 4.6J.2.0

13.5.128 

13.3:i.2.0 

15.8:t.3.6 

33 

Farming 

111ean±s<J 

14. 9.12. 7

14.2.1.1 5 

14 2 l 1.5 

13.212.0 

12. 9:.L2.0

14.6±3.7 

I louscwife Student Others 

1ncun±sd 

16 5.l:2.7 

I 6.6J: I .8 

14.JJ.. I .2 

14.0±1.6 

l 3.9:i.0.8

16.5±4.0 

1neso±sd nteno±:sd P value 

I 6.5±2. 7 I 3. 7± 1.8 0.000 

16.6±1.8 13.7±2.6 0.000 

14.3± l .2 13.)J: 1.6 0.003 

14.1±1.6 11.8±2.0 0.005 

13.9±0.8 12.5±1.4 0.000 

16.5±4.0 14.7±2.4 0. 142

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

UNIV
ER

SI
TY

 O
F 

IB
AD

AN
 L

IB
RAR

Y



, 

• 

• 

The association between tl1e respondents, incon1e and their quality of life was significant

(p<0.05) for five (physical health, psychological health, independence level, social relationship

and spiritual health) out of the six domains, leaving out tl1e environr11ental domain (Table I I). 

o Table I 1. Association betwet!n tl1e respondents' income status a11d their quality of life

Domuin Below NIOOO NlOOO-NSOOO Above NSOOO 

Physical health 

Psychological 

Level of indepencle11cc 

Social relationship 

Environmental 

Spiritual 

Analysis of" Vanoncc 

• 

n1eun±sd 

17.4± I. 7 

17.8±0.8 

15.2.±:2.4 

14.6.J:2.2 

13.4± 1.3 

19.6±0.5 

mean±s<I 

16.0±2.2 

15.2±2.8 

13.9±1.7 

J 3.2±2.3 

12 .8J:2.() 

17.0±3.0 

34 

n1can±sd 

13.4±2.2 

13.6±3.0 

13. I± I .5

12.2..!.2. I 

12.8±2.0 

14.5±3.8 

•• 

J> value

0.000 

0.000 

0.00 I 

0.005 

0.732 

0.000 

•
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4 

• 

Medication and Clinical infectio11s stat,6
• 

The association between the respondents' medication status and their quality of Ii fe was

only significant (p<0.05) for the psychological l1ealth of the respondents, while other domains

were not significantly associated with the repondents' medication status .
• 

Table 12. Association between the respondents' medication status and their quality of life

Domain 

.. 

Physical health 

Psychological 

Level of 

independence 

Social relationship 

Environmental 

Spiritual 

Indepcndcnt Samples 'l'est 

On medication Off medication 

mean±sd 

t 5.2±2.5 

14.9-±2.8 

14.2±2.0 

13.2±2.5 

13.1±1.9 

15.7±3.3 

mea11±sd 

15.4±2.5 

15.8±2.4 

14.5± 1.3 

l3.)J2.6 

13.3±1.8 

15.3±3.9 

35 

P value 

0.544 

0.045 

0.235 

0.728 

0.643 

0.483 

' 

.. 
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• 

• 

Among the six dimensions measuring the quality of healtl1, the psychological heaJth and

the level of independence of the respondents were significa11tly associated (p<0.05) witl1 the 

length of time the respondents have been on medication. 

Table 13. Association between the respondents' length of medication and their quality of life

Domain 

Physical l1ealth 

Psycl1ological 

Level of independence 

Social relationship 

Environmental 

Spiritual 

Analysis of' Vor1uncc 

Less than lycar 

mean±sd 

15.4±2.5 

16.0±2.5 

15.3± I. 7 

13. 9J:2.4

l 3.6:L2.0

15.2:LJ.6 

1-2ycars 

n1ca11±sd 

15.0±2.5 

14.5±2.C.) 

1 3 .8..l 1. 9 

l 3.0:L2.6

12.9±1.8 

15.9:l.3.3

36 

Above 2 yeitrs 

n1ear1±sd 

14.8±3.6 

14.8.J:2.8 

13 .5± 1.6 

12. 7± 1.6

13.6±2.0 

16.0J:3. 7 

1� value 

0.372 

0.004 

0.000 

0.069 

0.065 

0.446 
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0 

I 
The CD4

+ 

counts of the respondent was also significantly associated (p<0.05) with all of

the Qi mens ions of' quality of· Ii fe with the exception of· the pl1ysical healtl1 domain (Table 14).

Table 14. Association between the respondents' ('f)4
1 

('<)unt and their quality ot· life

Domain 

Physical health 

Psychological 

Level of independence 

Social relationsl1ip 

Environmental 

Spiritual 

Analysis of Variance 

• 

Less than I year 

n1cu11±s<l 

14.6±2. l 

13.5±2.6 

13.0.J:2.4 

11.6±2.2 

12.4± I. 9 

14.51:3. I 

l-2ycars

111cun±sd 

15.0J:2.8 

15. l ±2. 7

14 .4± I .6 

13.5±3.4 

13.6.J: 1.7 

I(,. I ±3 .CJ 

37 

Above 2 years 

mcan±sd 

14.9±2.5 

14.8±2.9 

14.6± 1.5 

12. 9± 1.4

12.5± I .8 

14.9J:3.9 

.. "

P value 

0.618 

0.005 

0.000 

0.000 

0.000 

0.015 

• 

" 
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• 

.. The clinical infections status of Lhe respondents was significantly associated (p<0.05)

with the quality of life of the respondt!nts in the areas <)f' physical hea)tf1, psychological healtf1, 

social relationship a11d spiritual healtl1 (
rfable 15 ). 

Table 15. Association between ll1e respondents' clinical intections status and tl1eir quality of life

�oomai11 

0 Physical hcaltl1 

P�ychological 

Levelofi11dependencc 

Social relationsl1ip 

Environn1en tal 

Spiritual 

Analysis of Var1once

• 

Asy111ptor11atic Sy11111ton1atic 

mean±sd 

14.3±2.4 

14.0-J:3.() 

l 4.3:L2.()

l 2.5:i2.2

13.1±1.7 

14.5J:3.4 

111cun±sd 

15.0J:2.3 

15.IJ:2.6

I J. <)±I. 9 

I J.4±2.5 

11.().12.() 

15.JJ:3.2

38 

Do 11ot know 

n1ean±sd 

16.9±2.5 

16.3±2.2 

14.6± I .6 

14.2±2.6 

l3.4J:l.9 

17 .8±3.0 

• • 

P value 

0.000 

0.000 

0.085 

0.000 

0.399 

0.000 

• 

V 
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Social factors 

• 

As sl1own in the table below, the ANOV A results sho\.ved that the frequency of social 

support received by the respondent� frorn friends and family me1nbers was found to have a 

significant association with the physical t1ealtl1, the level of indepe11dence, the social relationship 

and tl1e environmental health of the respondents (p<0.05). 

Table 16. Association between the responde11ts' frequency of �ocial support and their quality of 
life 

Domain None of the time 

naean±sd 

Physical hcultla 15.1±3.0 

Psychologicul 14.6±1.8 

Level of 15.lll 9

0 indcpe11dence 

Social rel11tionsl1ip 13.6..!::3.5 

Environme11tal 12.8±2.2 

Spiritual I ';.61.3.5 

Anulysis of" Vor1unce

Some of the time A lot of the ti111c All of the time 

mean±..sd n1eao±stl 111ea11±sd 

15 )1.2.5 12.9ll.4 16.0±2.1

l5.0:l2.7 13.8±2 6 16.3±3.8 

14.IJ.I 8 11.ltl.2 15.7:i:l.5 

13.0±2.J 12.81-2. l 15.4.:i.3.4 

13.0±1.8 13.41-1 3 14. 7±2.3

15.8..L 1.6 14.8J:2.3 15.0± I. 7 

39 

., 'I> 

P value 

0.001 

0.064 

0.000 

0.001 

0.002 

0.565 

., 
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0 

I 

Discrimination played a significant role on the quality of Ii f e of the respondents, as it was

significantly associated (p<0.05) witl1 all the six domajns measuring the qu"-1ity of life of the

respondents (Table l 7). 

Table 17. ltlfluence of discrimination on tht respondents' quality of life

Domain 

Physical l1eu Ith 

Psycl1ological 

Level of independence 

Social relationship 

Environ me11 tal

Spiritual 

tnaependcnt Sun1p1es 'l'est 

Discrin1ir1utcd 

111ean±sd 

14.3±2.4 

13.9±2.6 

13.5±1.8 

12.2±2.0 

12.6± 1.5 

J 5. l±J.2 

Never discriminated 

mcan±sd 

40 

16.()±2.5 

15.9±2.7 

14.8±1.7 

14.0±2.6 

lJ.6±2. t 

16.1±3.6 

• 

P value 

0.000 

0.000 

0.0()0 

0.000 

0.000 

0.035 

\I 
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4.4 FINDINGS ON Tl-IE SOCIAL AND ECONOMIC FACTORS INFLUENCING

QUALITY OF LIFE. 

Multivariate a,,alysil· of tl1e Ol'Sol·iated wit/1 the q11ality of life of tl,e re�po11de11ts

Eacl1 of the six do1nains measuring the quality of' life c>t' tl1e respondents was subjected to 

a multivariate analysis using tl1e multiple linear regression analysis to actually determine tl1e 

factors tt1at were significantly associated with (}uality of life of tl1e respo11dents. 

l'he multiple linear regression correlatio11 co-ef'ficienl for tl1e n1odel <)n physical health 

was 0.679, while ll1e adjllsled 1�2 was 0.386 i11dicating tl1at 39% of� tt1c variance in the model 

could be predicted from tl1e indepcn<ler1t variables in tl1c model sl10\v11 in ll1e table below. Tl1e 

combinatic)n of tt1e ir1depe11dent variables 1n the tal)le below significa11tly (p<0.05) predicted the 

physical health of tl1e respo11dents. ·r·11t.,.refore, lactc)rS that were tl1en significantly associated 

(p<0.05) with the respo11dents' physical health were <f iscri1n inati()Jl, tribe, religion, educaticn, 

occupatio11, and trequency of' social support received by the res�1c)n<lcnts fron1 friends and family 

members. 

• 

• 
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• 

Table 18. Factors associat d · h I e wit t 1c respondents' pltysical health

Variable Categories U nsU111c..lardisccJ Standardised 

coefficients ct>cfficicnts 

B Std err<>r Beta 

Constant 
13.65 0.56 

Marital status Single 0.18 0.57 0.03 

Married -1.46 0.83 -0.10

Co-habitation ().41 0. 71 0.04 

0 Divorced J. 12 0.60 0. I I

Widowed 0.21 0.49 0.03 

Discrirninatiop No 0.74 0.34 0.14 

Tribe Yoruba 0.64 0.42 0. I I

Ebira 1.37 0.42 0.23 

BassLt 1.21 0.67 0. I 0

Others 0.59 0.44 0.()9 

Religion Cutt1<ll ic -0. I 0 0.41 -0 02

Musi i111 ().80 0.35 0. 15

l'radilional 3.51 1.69 0. 12 

Others 2.80 I .55 0.10 

Clinical i11fcctions Sympto111atic -0.14 0.36 -0.3()

Don't know 0.90 0.48 0.14 

Education Non� at all 0.46 ().47 0.07 

flrin1ary 0.50 0.38 0.08 

'l'ertiary -1.27 0.55 -0.08

Occupation Others - I . I 8 0.48 -0.17

Teaching -0.17 0.89 -0.15

Civil service -0.28 0.55 -0.02

Fanner -0.9 t 0.69 -0.08

1--lousewifc -0.42 0.51 -0.05

Student 
1.04 0.66 (). l 3 

42 

T P value 

24.59 0.000 

0.32 0.748 

-1. 75 0.082 

0.57 0.566 

1.86 0.065 

0.43 0.666 

2.18 0.031 

1.53 0.128 

3.28 0.001 

1.68 0.095 

1.34 0. I 82

-0.23 0.821 

2.28 0.024 

2.08 0.039 

1.81 0.071 

-0.39 0.699 

1.89 0.061 

1.00 0.319 

1.31 0.191 

-2.30 0.022 

-2.45 0.015 

-0.19 0.846 

-0.51 0.613 

-l .32 0.118 

-0.83 0.405 
\ .,

1.58 0.116 
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• 

0 

• 

Frequ�ncy of social 

support 

None of the tin1e 

A lot ot' the time 

All of tl1e tirne 

0.02 

-2.09

0.73

0.58 

0.66 

().64 

0.00 

-0.18

0.07

0.03 

-3. I 9

I . 14

0.976 

0.002 

0.255 

The multiple linear regression correlation co-efiicient tor the model on psychological 

health was 0.799, while tl1e adjusted ll2 was 0.532 indicating that 53% of the variance in tl1e 

model could be predicted from the independent variables in the model shc>wn in the table below. 

l"he combir1ation ot· the independent variables in the tabJe below significantly (p<0.05) predicted 

the psyct1ological healtl1 ot· the respondents. 

In this 1nodel for psychological health, factors st1ch as discriminatio11, tribe, religion, educational 

and occup,1lional statt1s were sigt1ilicantly associated with the psycl1ologi'cul health of the 

respondents (p<0.05). 

• 
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Table 19. Factors associated "th th , · Wt e respondent� psychc>log1cal health
Variable Ca teg<)ries U nstandurdiscd Standardised 

cocfficic11ts coefficients 

B Std errt1r Octa 
Constant 

13.83 1.28 
Marital status Married -0.93 I . 14 -0.15

Co-habitutio11 -2.58 1.62 -0.15
Separated I 66 I 58 -0. I 0

L)ivorced 0.18 I . 41 0.()2 

Widowed -1.47 l .28 0. 15 

Discrimi11ation No 1.25 0.51 0.22 

Tribe Ebira l. 16 0.(10 0.16 

lgala -1.61 ().58 ().23 

f3,\SSa (). 78 0.92 (). 0(, 

Otl1ers 0.()5 0.61 0.0 I 

Rcligio1 :1 C'11tl1ol ic I 95 0.() I ().29 

Mt1slin1 2.02 () (1() (). 33 

'I rad it i(lnal 8.08 2. 12 ().34 

Others -1.59 I . 71 -0.07

Cli11ical infections 
• 

Asyr11ptomat1c 0.17 0.54 0.03

l)on't k11ow 0.40 (). 6 .c; 0.0'i 

Education None at all -1.39 0.8() -0.17

f'ri1r1a1y -0.25 0.61 ().04

'"l'ertiary -2.30 ().92 -0.29

()ther., -1.02 0.65 -0.13
Occupation 

-().()6 'l each1r1g 0.69 l . 5l)

• 

Civil service -1.20 0.74 -(). 14 

Far1ner -4.40 1.22 -0.32

I lousewife -1.54 0.67 -(). 18 

2.56 l. 1l8 0.24 
Stude11l 

0.58 0.6() ().()9 
200-350 CD4 count 

0.84 0.07 0.70
Above 350 

44 

" 

,, T r vuluc 

I 0.84
. 

0.000 

-0.82 0.417 

-1.62 0.109 

-1.06 0.293 

0.1 J 0.899 

-1. I 4 0.255 

2.44 0.016 

I. 94 0.055 

-2.78 0.006 

-().85 0.396 

().08 0.936 

3. 19 0.002 

3.36 0.001 

3.81 0.000 

-0.93 0.353 

0.32 0.753 

0.6 l 0.544 

-1.75 0.084 

-0.40 0.690 

-2.50 0.014 

- l .60 0.11 <> 

0.50 0.637 

-1.60 0.120 

-3.60 0.000 

-2.3 l 0.023 

I. 71 {).087 

1.06 0.293 

(). 79 0.432 
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• 

Medication length Less than I year

Above 2years 

0.50 

1.22 

0.59 

1.03 

0.07 

0.09 

0.90 

I. 18

0.397 

0.242 

The multiple linear regressi(>ll correlation co-efficient for the model 011 level of 

independence wa<; 0.846, while the adjusted R2 was 0.638 indicating that 64% ot
9 

the variance in 

the model could be predicted from the independent variables in the rno<lel shown in the table 

below. The combination of' the independent variables in the table below sig11ificantly (p<0.05) 

predicted the level of independence level of' the respondents. \ ,.

Sin1ilar to tl1e pl1ysical an(I the psycl1ological mo(lcls, f11ctors suci1 as discrimination, 

religio11, occupational status, CD4 
1 

coL111ts, ,tr1d frequency C)f' social support received from friends 

a11d ta111ily rnembcrs were sig11i fit:,tr1tly usS()Citttcd will1 tl10 level ot· independence of the 

respo11denls (p<0.05) . 

• 

' 

0 

45 

1, 

• 

• 
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Table lO. Factors associated with the respondents' level of independence
Variable Categories

U nstanda,rdised Standurt.lised T P value 

coefficients coefficients 

B Std error Beta 
Constant 

I 3.32 0.46 29.28 0.000 
Marital status Single 1.20 0.70 0.19 1.79 0.077 

Co-t1abitation -0.50 0.7() -0.04 -0.67 0.507 
Separated -().37 0.70 -0.03 -0.52 0.603 
Div<)rced -0.20 0.5Ll -0.02 -0.35 0.725 

Widowc,i 0.77 0.50 0. I I -1.70 0.092 

Discri111ination No 0.70 0.28 0. I 8 2.50 0.015 

1,ribc Ebira -0.()2 0 33 -0.0 l -0.07 0.946 

lgala -0 31 0 JS -().07 -0.90 0.380 

l3assa ().28 0.6() 0.03 (). 5 I 0.615 

Others 0.()4 0.36 0.0 I 0. J 2 0.909 

Religio11 Catliol ic 0.15 0.4() 0.08 0.99 0.326 
• 

Muslim l . 71 l>.·lO 0.42 4.87 0.000 

"f ra<li tio11ttl 1.60 ,., .. , (). 10 1.39 0.169 

Others 3.40 0. l () 0.21 3.40 0.001 

Frequc11cy of None ot·tt1� tin1e 1.4 l 0 50 0.20 2.84 0.005 

Sociul su1lpt>rt 

A lot of· tl1e tin1e - l .24 (). 54 -0. IS -2.30 0.025 

All ot·the tinie 1.30 0.61 0.14 2.09 0.039 

Occupation Others -1. 12 0.36 -0.2 l -3. l 0 0.003 

,.r·eact1ing -2.70 0.53 -0.40 -5. l 0 0.000 
0 

Ci vi I servi�e -0.16 0.40 -0.30 -().4 l 0.682 

- l .43 0.70 -0.15 -2.04 0.044 Far1ner 

t Jousewite - l. l 0 0.4() -0.20 -2.80 0.006 
• 

-1.4 l 0.83 -0.20 -1.70 0.092 
Student l, .. 

-().80 0.32 -0.20 -2.40 0.019 
200-350 CD4 count 

0.000 0.50 0.26 3.70 l .74
Above 350 

46 

' 

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

UNIV
ER

SI
TY

 O
F 

IB
AD

AN
 L

IB
RAR

Y



I 

Medication 

length 

• 

.. 

Less than l year 

Above 2years 

0.56 0.36 

0.09 0.57 

• 

0. I 2 1.60 0.123 

0.0 I 0. I 5 0.878 

rfhe multiple linear rcgrt!ssion correlation co-efticient for the n1odel on social relationship 

was 0.820, while the adjusted 1{2 was 0.597 indicating that 60°/o of tl1e v,triance in the n1odel

could l1e predicted from the independent variables i11 the mocfcl show11 in the table below. The 

0

combination of' tt1e independent variables in the table below sigr1ificantly (p<0.05) predicted tl1e 

social relationsl1ip ot· tl1e r�spondcnts . 

In this model, the facl<>rs th,11 were sig11ificar1tly associated witl1 the level of social 

relationship ot· tl1e respo11dents (p,().05) inclL1ded n1arital stnlllS, discri1ni11ation, reJjgion, 

educational and occupational status, CD4-. counts, Clinical infections status and frequency of" 

social support received from friends a11d fan1ily men1bers were. 

47 • 
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, 

• 

I 

... 

Table 21. Factors associated witl1 the rc�pond l , · I I · h . .;, en s soc1a re at1ons 1p 

Variable 

¼onstant 

Marital status 

0 

Discrin• i 111t tio n 

Tribe 

Religio11 

Categories 

Single 

Co-habitation 

Separated 

Divorced 

Widowed 

Ne> 

El>ira 

lgala 

Others 

Catholic 

1>rotest�1nt 

l'ratiitional 

Others 

Non... ot· tl1e Frequency of Social v 

support time 

A lot ot· tt1c 

• 

time 

All ot�ttle ti1ne 

Occupati(>n Ott1ers 

l�eaching

Civil service

farmer 

J1ousewi le

Student 

CD4 count 200-350

• 

U nstundurdised 

cocfficicn ts 

n 

14.30 

-2.87

-2.35

-1.30

-1.04

- I. 97

0.61 

-0.82

0. <)l

-() 6() 

-0.84

-1 .4()

4.62 

- l. 71

0.36

-0. I()

3.24 

-1.84

-2.33

-0.90

-2.70

-0. 71

-2.2 l

-0.20

48 

Std error 

0.49 

0.70 

0.69 

0.60 

0.63 

0.47 

0.3() 

(). t1() 

0.36 

() 60 

().,t() 

(). 37 

0.33 

1.34 

-0.12

0.53

().48 

().65 

().42 

0.8) 

0.44 

0.7() 

0.43 

0.80 

0 35 

Stuodardisc<l 

coefficieo ts 

Beta 

-0.50

-l).20

-0 14

-0.10

-0.27

0 13 

(). l 0 

-().20 

().09 

-0 10

-(). 16 

-0.30

0.23

-(). l 0 

0.04 

-0.0 I

0.31 

-0.30

-().30 

-0.13

-().26 

-0. l 0

0.3 l

-().04 

T 

29.17 

-4. 13

-3.41

-2. 14

- I. 70

-4.20

2.04 

I . I 0 

-2.30

1.60

-1.60

-2.30

-4.13

3.44

-1.4.5

0.68

-0.20

5.02 

-4.43

�2.80 

-2.0 I

-1.8 l

- l .64

3.00

-0.55

P value 

0.000 

0.000 

0.00 I 

0.034 

0.099 

0.000 

0.043 

0.287 

0.024 

0. I 24

0.124 

0.023 

0.000 

0.001 

0.150 

0.501 

0.879 

0.000 

0.000 

0.007 

0.047 

0.000 

0.104 

0.004 

0.584 
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• 

• Abovt! 350 0.90 0.40 0.20 2. I 8 0.03 J 

·· Clinical infections Symptomatic 0. IO 0.32 0.02 0.23 0.820 

Don't know 0.70 0.50 0.30 3.61 0.000 

Education None at all -0.68 0.46 -0. 11 -1.50 0.143 

Primary 0.02 0.40 0.00 0. IO 0.954 

Tertiary 0.80 0.60 0.12 I .34 0.183 

"fhe multiple linear regression correlation co-et'f1cient for tl1e n1odel on environmental 

health was 0.585, while tile adjusted 1{2 was 0.268 indicating that 27% of the variance in the 

model were predicted fron1 the independent variables i11 the 111c><lel sl1own i11 the table below . 
• •  J 

The cc>mbination of' the independent variables in tl1c table below significantly (p<0.05) predicted 

tl1e environ111ental health ot· the respc1r1(le11ts. 
• 

In this model, the factors that \Vere significantly ,1ssociated witl1 the environme11tal health of the 

responder1ts (p<0.05) included discri111ination, ()Ccupatior1al staltas, CD4-• cot111ts, and frequency 

of soci,1 1 support received fi·om friends a11<l family rne111L1ers were . 

• 
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t 

0 

, ...

.. 

Table 22. Factors associated w"th th , · 1 e respondents environmental health 

Variable Categories 
U nstandardiscd Sta11dardised 

coefficients coefficients 

B Std error Beta 

Constant 13.22 0.36 

Marital status Single -0.30 0.64 -0. I 0

Co-habitation -0.53 0.72 -0. l 0

Separated 0.26 0.6{) 0.03 

Divorced 0.53 0.64 0. I 0

Widowed 0.30 0.50 0.05 

Discri111i11ation No 0.78 0.27 0.21 

Frequency (>f N()t'le of tl1e time -().52 0.51 -0. 1 (j

Social support A lot ot' ttle time () 21 0.50 0.03 

All ot' tl1e time I . 7() 0.65 (). 2() 

Occupation Others (). 70 0.41 -0. J 3

r·ec1c)1i11g - I . 2 I 0.5) -0.17

(
.,

i vi 1 service (). I (> ().41 -0.03

1-:an11er -2 () I ().64 -0.23

I lousew,t� -0. l 0 ().50 -0.17

SttJli�11t 0.78 () 68 -0. 14

CD4 count Oelo,v 200 -0.80 0.33 -0. 18

Above 350 -0.63 0.35 -0. 14

• 

50 

T P value 

36.85 0.000 

-4. 13 0.000 

-3.41 0.001 

-2.14 0.034 

' 
�I. 70 0.099 

-4.20 0.000 

2.04 0.043 

- I .0 I 0.315 

0.41 0.680 

2.63 0.009 

-1.65 0.102 

-2.22 0.028 

0.36 0.7 l 7 

-3. 12 0.002 

-2.21 0.029 

1.20 0.252 

-2.30 0.023 

- I .81 0.072 
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• 

The multiple linear regressio11 correlation co-efficient for the model on spiritual health

was 0.639, while the adjusted R2 was 0.334 ind icating that 33% of the variance in the model

were predicted from the independ�nt variables i11 the model shown in the t1:1ble below. The 

combination of the independent variables in the table below significantly (p<0.05) predicted the

spiritual health ot· the respondents. 

ln this model, tl1e factors that were significantly associated with the spiritual l1ealtl1 of the 

respondents (p<0.05) included their marital status, tribe, Clinical ir1fcctions status, a11d religion . 

51 
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• 

Table 23. Factors associated with th , · · · · · e respo11dents sp1r1 lt1al/rel 1g1011/personal bel 1efs

Variable Categories U nstan<lardised St»ndardised T 

... 

coefficients coefficients 

f3 St<l error Beta 

Constant 15.21 0 70 22.67 
Marital sti,tus Single -0.23 0 72 -0.03 -0.32

Co-habitation -(). 3 1 1.23 -0 02 -0.26

Separuted 2.13 1.05 -0.15 2.04 
0 

l)ivorced -0.46 I . I I -0.03 -0.41

Wido\ved -0.69 () 80 -0. I 0 -0.92

Discrimi111ltion No -0.17 0.54 -0.03 -0.31

'1'ribe Ebira 1.50 0.66 0.20 2.33

lgala -1.33 0 65 -0. l 7 -2.04

Bassa 0.42 I. I 0 ().()1 0.40

Otl1ers -(). 20 ().69 -0.02 -0.28

Rcligio11 Catt1olic 0.60 ().61 -(). 10 -0.94

l'rote�ta11t I .2() (). 58 -< >. I 7 -2.0 I

'I 'rad it i()r1a I 3.78 2.04 0.12 1.85 

()tl1ers -3.09 2.20 -0. l 0 -1.43

CD4 count Below 200 -0.63 0.59 -0.08 -1. l 0

Above 350 -0.92 0.62 -0. I I -1 .48

Clinical infcctio11s Sy111ptornatic I. 10 0.54 0.20 1. I 0

l)on't know 4.17 l). 8() 0.50 5.34 

• 

52 

P value 

0.000 

0.752 

0.799 

0.044 

0.680 

0.361 

0.757 

0.021 

0.048 

0.696 

0.781 

0.348 

0.047 

0.067 

0.154 

0.287 

0.142 

0.048 

0.000 
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CHAPTER FIVE 

DISCUSSION 

Tl1e present study s110 d I h we t 1at t ere were more female participants than male, with the

female constituting 62 7% Th· l 
· · - · · · · IS resu t 1s tn conformity with what Adedimeji and Odutolu (2000)

reported in their study on Care supp<)rt , d 1· f · · 
· 

· t an qua 1ly o life outcomes an1ong persons l1v1ng w1t 1 

1-IIV accessing 1-IAAR'f in Ibad d II h 
· · · · · an a11 es a 1n wl11ch 70% of the parl1c1pants where f�males. 

Again tile present stttdy on gender participation, is further backed by findings of Alemayel1u el 

al (20(}8) who found that out ot· the 383 subjects \.Vho p,11ticipated in the sttJdy, females 

accounted for 239 (59.8o/o). Accordir1g to the Unite{I Nation report (200 I), I IIV infection rate 

among females has steadily increased �xceedi11g tl1c rate i11 mules. ·r·hc UN (200 I) hig}1lights that 
., .. 

this increase is attribt1ted to the vulnerubilities of women ,ind girls. In particular cultural practices 

such as polyga1ny, sexual cocrci()11 ,,11J ge11dcr violt;11ce lleightcn tl1eir risk 19 1-IIV/AIDS

infection. In additior1, social norms tl1ut deny wome11 sext1al health knowledge and practices to

control their bodies (e.g. sexual negotiation) and wl1ich ofler limited access to econo1nic

opportunities, all e11hance their vulnerability (UN, 200 I). Bel1avioral factors did not explain tl1c

susceptibility ot' these wome11 to i II V infcctio11 l1(1wcvcr one would Sllggest tl1at the ellect of

• 

STls could have accounted for tl1e increase in 111 V tra11s1nissic)n among the women. (Population

. 
·d · I 2002) Several other causes ca11 also explain tl1e reasons for susceptibility

Counctl Ep1 em10 ogy, . 

· · n the aspect ()(' gender inequality in sexual negotiation, men
of women to 1-IIV transmissio , 

. h tl liave had several sexual part11ers and cultural perceptions of

marrying younger girls w en lCY

is at a greater risk tor bei11g infected with HIV. (Garbus,

sex include reasons why this group

2003). 
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Although HIV/AIDS affect I s a I age groups, those in the reproductive age seem to be most

vulnerable. A study in Southwest Eth. . . 1op1a on Predictors of adherence to antiretroviral therapy

among 1-llV-infected persons (Ale h ' maye u et al, 2008) indicated that the prevalence of HJV

infection was more widespread in both d . men an wome11 1n the 19-58 year age group with the

median age of' 30 years a find' ) ti " · · · , ing lat 1s s1m1lar lo tl1e results ot· the present study. In the present

study tl1e highest number ot· r , d.. · espon cnts was 1n tl1c 18-58 ycctrs age group and witl1 median uge

of 35 years. l"his is also similar to the findings of /\dedin1eji and Odutoll1 (2(>(>0) in whicl1

resporldcnts' age rariged from 18 to 56 years with those aged between 3 J-35 years in the

majority. 

l�hc present stl1dy revealed tl1,1t 51.6% of' tt1c particip,1nts were 111arried. "rhis is seen to be

slightly dit'terent frorn tl1e rest1lts ol)lai11ed by Ale111ayel1t1 el lll in whict1 45% of tJ1e par1icipa11ts 

were n1arried and t�rom tl1ose ot· A<lc<li111eji ar1li ()dt1l<)lt1 (46'¼) and Mumba (4 l .6o/o). l
"'
hesc

observed (Ii tlcrences could be attril,t1led l(> traditi<.)11al practice 01· 1)olygar11y in some parts ot� the 

stale a perceived reason that perpclt1,1te I llV/AIOS infcctior1 i11 111arriage (Lawrence, 200). This

study also revealed tllat I ().Jo/o ot· tl1(>se that participated ,-vere widowed.

l'his study conducted t(> assess tt1e qt1ality ot· lite of pct>ple living witl1 l IIY/AIDS Kogi

state, showed that People living with I llV/AlDS l1ad c1l1ality 01· life scores i11 the physical and

· 1 h Ith d mains close to tl1e higt1 level ( 15.2 and 15.0 respectively) also the
psycholog1ca ea o 

. . . 
· · n/B 1· t' d ain showed a higl1 level ( 15.7). 1 lowever, their scores in the

Sp1r1tual1ty/Rel 1g10 e ie s om 

social 
· l domai11s fell in tl1e interrnediate level (between l O and

relationships and environmen 

. l · d main sh<>wing 13.2 an<l the environment domain showing
14.9) with the social relations itps 0 

· I tt ti 11<lings ()f. 1�:lisabcte el al (2008) in whicl1

0 13 1 Th' Its st1ow some simi larily ,.v1t l ,c 
. . . 1s resu 
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quality of life scores in the ph · I d . . 
·1 

ysica an psycholog1cal health domains were 14.6 and 14. 9 wht e

that of the social relationships
l d · . 

J • I 
an env1ror1ment domains were 14.2 and J 3.5. The resu ting ow

level quality of life in the social relationships domain could reflect stigmatization and

discrimination faced by lhe participants. Also distinctive features of people living witl1

IIIV/AIDS Sllch as personal relationst1ips, social support und sexual activity can negatively affect

issues in the social relationships domains. 111 this present study, women showed a higher quality

of life scores wt1en C<)n1pared t<.) men in all domain except the spirituality/religion/belief doma;n.

This contradicts reports from earlier studies by Wisniewski el al (2005) and Mrus el al, (2005)

which indicated lower quality of life scores for women. ·rhe reason for this could be due to

differences in the stt1dy location ar1d tl1e environ111ent i11 which the study was conducted. Also

upon diagnosis, infected individt1als lend to establisl1 a clc>ser relationship with God.

So111e factors were identi tied its having signi ficanl �sociatio11 witl1 tl1e quality ot· life of

people livi 11g with 1 11 V /AI OS. 1"11csc factors incll1<le: tril)e, marital status, religion, occupation, 

education, co4·
1 

count, social sup(l<lrl and discrimination. I lo\vever, some of these factors 

(employrnent, education status, i11co1ne, social statL1.s and discrimination) l1ave also been 

observed by some other atathors as fuct()rs aflecti11g qL1ality of life ot· PL WI-IA. 

r.. f employment education and i11con1e are interconnected in sorne way The three 1actors o 

. · d t· each other As will be observed, when people have lessand can not be d1sassoc1ate rom

. be affected, ultimately at·tecting their incomes. l'his has 
education, their employment status can

1 living with I llV/AIDS. When people l1ave AIDS� 
its own implications when peop e are

h may have difficulty keeping u job because of the recurrence of
depending on the stage� t ey 

. . . . 
· · · 1··ctions ,nay ,ll ti111es require l1osp1taltzat1on for. l'hese opporlun 1st1c in t,; 

opportunistic infections. 
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extended periods of time w11ich · · ' may Jeopardize Ll1e ability to t1o)d a job, particularly low income

emp1oyme11t. This could evci1t 11 1 d ua Y ca to unen1ploymenl and no i11come or benefits for survival

for Pl., Wl-¾A. The Millen ·
D ntum evelop111ent Goals Report (2003) illustrates that almost three

quarters ofNigeria,s popul·t· 1· �( l a 1011 1ve Je ow the poverty line of· US$ I .OO a day. ·1·11is may explain

why ernployment is seen to have a si · ,- ,.,. h 
· · · · · gn111cant e 1ccl on l e qu,1l1ly of life a111ong the part1c1pants 

of this study. 

'"file low level of educati()n among the participants may et1t1ally lead to low en1ploymenl 

rates among the group in the present stt1dy. Most c)f the respo11d�nts in tl1e slt1dy (38.9 o/o) only

., attaine(I a seco11dary scl1ool education, followeJ by 72 (28.6o/o) participants witl1 a primary 

scl1ool educatio11. This sttady shc)w a si111il,1r rest1lt with tl1,1l obtained by Mumba (2004) in whicl1 

only 14% of participa11ts l1acl a scco11tlury scl1()<.ll e<lucali<)tl. 'l'ltis slt1dy also showed tl1at 

educ�1tio11 t1ad an c t·tcct 011 tl1e ge11cral <.1 ua I ity t) f Ii tc (>t· people l i vi11g witt1 111 V /AIDS. 

In tl1 is study, social facl()fS st1cl1 ,1s supp<)rt fr<)111 family a11d friends, and discrimination 

were see11 to be sigr1ifica11tly related t<.) <1uality ot· life <)t· (>LWI IA. ·1�l1is result is 1n line with that

obtai11ed in a stt1dy <l<)ne hy Adctli111cji and Odul<lll1 (2()00) wt1c) were able to identify a11d rank

issues that lliey consider most important in terrns <)f improving the quality of life of people living

with l-llV/AIDS of which stig,na ,1nd discrin1i11atio11. According to them, the study findings

c. rth t· - earli·er studies tl1at psychos<)cial factors and social support influence health
1u er con 1r111 

outcomes of I IIV infected individuals (Bcrkn1a11 & Syn1c, 1990; Stanfeld, et al 1998).

CONCLUSION 
•• #

. · 1· g the lluality <)I. lii� or pe()ple living with I IIV/AIDS in
The study aimed at ,nvcst1g11 an 

d .... 1·ng tile WI I()( \Ql.,-1 l l Vbrel·. l'llc study ider1ti tied that
. t· i·c. , meast1re us < 

Kogi state. Quality o tie was · 
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the participants had a high lev I , 1· - . . . · he qua ity of life scores 1n the physical and psych0Jog1cal healt 

domains close to the high level (b 1 15 · · · '· · I 1 · h. e ween and 20) while their scores 111 the sc,c1a re at1ons aps

and environment domains fell in the intermediate level (between JO and 14. 9).

There were statistically significant di f'Jerences in mean scores for the level of

independerice domain according lo gc11dcr, with n1ales t1aving lower scores ( 13. 7). Men also had

the lowest scores for the social relationships and environme111al <lon1air1s. Women were seen to

have highc1 overall quality of life in all dornai11s except i11 tl1e spirituality/religion/belief domain.

'"f'his study demonstrates tl1at low level ot· e<luc<1tion a111ong the participants may lead to 

low e1nployment rates amt)tlg tl1c groL1p and hence ,iflect tl1eir Lluality of life. 

Despite been infected by 111 V /AI OS, tl1is �lt1dy sl1ows h,1scd on results interpretation that 

people livi11g witl1 l--llY/AIDS l1avc l)�ttcr ttuality t)l. lifi! i11 tl1c pl1ysical and psychological healtl1 

domai 11 but lower qt1ality in social relationships do1nain. 'J'he latter domain could reflect

stig1nntizat ion and discrir11inati()11 faccct by them. 

RECOMMENDA'l�IONS 

Based on the findings of' tl1is research, it is rccom1ne11ded tl1at future studies should 

f dclerrni 11,,11ts ot· QOL i11 I IIV/AIDS especially such 
encompass the evalt1ation o more

supp<)rt and economy. 'fhe et·fccts of' social a11d econon1ic
determinants as culture, social

Of .. lt'"e can be done using this study as con1parison group tor similar

determinants on quality 1• 

population 
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APPENDIX t 

Department of Epidemiology, Medical Statistics and Environmental

Health, College of Medicine Ibadan 
Interviewer Administered Questionnaire 

Assessment of Quality of Life of People Living with HIV/AIDS in Kogi

State. 
Dear respo11dent, • 

My name is __________________ we are conducting a study on

the quality <>f life of people living with I IIV /AIDS in Kc>gi state and wl1at your opinion is

as regarQs this. Kindly participate in this study by filling the qucstionnni[C attached.

Participation in this study is voluntnry though we hope that you participate since your

contributions are important. Feel free to respond to the questions as your answers will be

treated with strict confidentiality 

Can I go ahead with tl1e questions'? ____ Respondc11t�s signature ______ _ 

Thank you for y<)ur cooperation. 
Client's I losp. No: _____ _ 

Section A: Al>out Y 011 

Before you begin we would like to ask you to answer a few general questions about

yourself: by ticking the correct answer or by filling in the space provided . 

1 tv1ale 

Sex; 

Age; ______ (Age in Years)

Weight (In Kilogram); ------

Height (In Meters); _____ _

() Residential address; --------------------------

1 Yortiba (Okt1n) 2 Ebira 

Tribe; 
3 lgala 

5 Otl1ers (Spec•fy)
4 Onssn 

• 

• 

" 
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• 

Marital Status, 

l-l1ghest level of edt1cat1on received 

Occupation, 

l Stngle

1 I .. 1 v1 r1g as M arr1ed 

<; l)1vc>rced 

J Nor1e at All 

3 Secondary 

J �reaching 

�> r rad er 

7 ()tf1er (S J)CLrfy) 

I l{ur11ai1 ( '�1rhol1c 

1 l\lt1sl1111 

Wl1at are your tc1tal n1ontf1ly n11r11n1L1111 \.vage/ 1r1cor,1e·> 
-

o I-low 1s you1 heaJ th? I Very J>oc>r 

1 Ne1 tl1e r f->oo r 110 r Good

Do you consider yourself currently ,ll'J Ye�/ No 

• 

2 Marned 

4 Separated D 
6 W1dowecl 

• > D
4 �r ert1ary 

2 C1 vii Servants 

(> St t1tler1 t 

2 l'rc>le5t,1nt 

2 i�oor 

4 Good D 

tli yt)ll wllal do yot1 tl1111I-. at,�·> _________ _
If there 1� someth1r1 g wrortg wi

" 

0 
<O 
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• 

·"te ,es pond to tl,e following qu ·t· 
.,., 

es zo,, ..... if th ur - . 

I 

ey e upp/ 1cah/e to Y"" .-

81 is your HIV serosta t11s?

ral toad, ___ ----

04 coun!:---- __ 

\Vhat year d1d you first test positive for 1 (IV?

what year do you think you were infected�>

1 Asyn1ptornat1c 

3 ATDS converted 

5 Don't know 

-------- --

,� 
I • • 

>wdo you believe you were infected wi•h IIIV? (T k • 1c orle only)

2 Syrnptomat 1c 

4 1-flV r1egat1ve 

I S�x Wl I 11 a l'v1an 

• 
J lnJect1ng Drt1gs 

2 Sex with a Woman 

4 Blood ProdL1cts 

5 Otl1er (Specify) 

D 

1whet year were you enrolled in to tJ11s programme? ----------

( 

I 

Tl,e fi,ll,1H1ing 1111e.\·ti,111.\· 11.\·k ,,h,,,,t .v,111r n1e1li£·11ti,,,, i,, tl1e /,1.\·t ht,,, 'H't�ek.\·.

Arc yot1 ct1rrently or1 �IIV rned1c,tttt)t1�·, Ye�/ 1\Jo 

1-fow long have you l)een 011 J IIV 111e<l1cut1ons'> - --- -

Have you taken 1-1 IV med icat1o11s 1n the last 2 weeks? Y cs/ No (If No go to sectior1 B)

• 

• 

., 
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• 

• 

• 

.. 

-

• 

- -
In the last two weeks, taking my rned1c1ne has
been a burden 

In the last two weeks, taking my rned1c1nc has 
made 1t hard to live a normal lafe 

All of 

the tinae 

I 

-

1 

-

A lot of Some of A little of None of

the time the time tl1e ti1ne the time · 

2 3 4 5 

- - --------4

2 3 4 5 

----- -I
-------. -- ------

ln t�e last two weeks, tak i11g my med1c1ne l1as 
____ , ____ ---

b.caused unpleasru1t side effects 1 2 3 4 5 

/ 

-

In the last two weeks, I've bee11 w�r,-1ed aboLJt 
the effects rny n1ed1c1ne 111ay have 011 n1y 1 2 3 4 

bod --
In the last two weeks, l 've beer1 unst1re .1b()t1t 
why J'm taking 111ed1c1ne I 2 3 4 5 

ln1·tr11ction.\· 

This assessment asks how )'OU feel about yotir Ctt1al1ty of life, health, or otJ1er areas of

your li fe. Please ar1swer nil tile questions. It' vou are unst1re about wl1icl1 respons� to

give to a <.1uest1011, please choose tl1e one tl1at appears most appropriate . Tl11s can ot1en

be your first response. Please keep 1n n11nd your stru1dards, hopes, pleasures and

concerns We ask that you think about your life in the last two weeks. 

Ple,1 .. \·e re11d e11<-·li que.\·ti,,,,, 11.\·.\·e.\'.\' y,,u r .feeling.\·, ,,,,,/ 1.:ir(·/e the 111,mher ,,,1

the �·cale for e11L·l1 q11el·ti,,n t/1,11 gi11e.\· tl,e be.\·t ,,n.\'li1er.f,,r .Y''''· 

---

--

. I How wo uld yotJ rate your

qua I 1 ty o t· I i f e '7 

-------------

--

2 

-----

How satisfied are you W1tl1

Ve1y 1>oor Pc>or 

--

I 2 

---

Very D1ssa t1sfied 
d1ssat1sfie(l 

--
- - --·-

I 2 

Nei tl1er p()O 1 Goo(i 
nor good -

� 

J 4 

Neither Satisfied 
satisfied nor 
cJ1ssatisfied 

3 4 

Very 
- �od

5 

Very 
satisfied 

5 

your heaJth? - -1....- --

.._ ----L-----

• 

- - - -- -

--
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The folloWtng questions ask about how much you have expenenced certain tl1ings 1n tl1e 
last two weeks. 

J 

4 

___ .._ To what extent do you feel that
physical prun prevents you from 
doin� what you need to do?
How mt1cl1 are you bothered by any 
physical problems related to your 
HIV 1n fect1on? 
I-low much do you need any medical

treatment lo function 1n your daily 
life? 

Not at all A little A Very An 
moderate n1uch extreme 
amount Amount --t------ - .:___1------t-

1 2 3 4 5 

-·-'-- - --.-----1 

l 2 3 4 

----t -------

1 2 3 4 5 

- - ----- - -�- . 
-----i- ----4---·---6 

• 

l�ow much do you enJoy life?
I 2 3 4 5 

---- - - - - -1--- ------7 To what extent do you feel your life 
to be r11eru11ngful? 

8 To wl1at extent are you bol11ered l)y 
people bla1111ng you for yot1r 1-11\/

status - -
_9_G __ .. _H_o_w_mt1cl1 do you tear tl1c future'> 

ti'} '

IO I-low much do you worry about 
death'? 

I 

I 

I 

I 

_.,__ ---- -

.__ l 1

12 

13 

( 

.J' 

-

--- -- --

- --
1-low well are you al)le 1<> 
concentrate? -- -
How safe do you feel in your da1 ly
life? •

How healthy is your phys teal
environment? --

-

• 

-·

Not at al I

I - -- --

I 

2 

2 

-

2 

2 

-

-
A l1ttle 

--

2 

2 

3 4 5 

3 4 5 

----

3 4 5 

----�-

3 

---· 

moderate 

an10tJnt 

3 

3 

4 5 

-____ .L.__ ______. 

Very Extremely 

much 

4 5 

4 5 

4 5 V 

• 

' 
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i 
f 

r 

I 

14 

. I 15

16 

17 

I 

18 

The following questions ask about certain thin s in the last two weeks
how completely you experience or were able to do

Not at all A little Moderately
Do you have enough ener!,ry for M ---everyda I I fe? 

ostly Completely 
Are you able to accept your bod,J -appearance'? Y 

Have you enough mo,,ey to rMctour needs? 
To what extent do you feel acce11tec.fb the eo le you know?
How available to you is tJ1e infor1t1at1011 tJ1at you need 10 YOllrda -:!O-�ay_ JI fer)

I 2 

2 
--

2
-- -- -

I 2 

I 2 

J 

3 

J 

3 

- -

4 

4 

4 

4 

4 

-

-

� -

- -

5 

s 

5 

- --

-·

19 To wf1at extent do yoL1 ha� the opportu111ty for Je1st1re act1v1t1es'J
------------

20 

f 

--

----

!-I ow well are you able to get
around? 

- - - --

I 

Very poor 

I 

2 3 

-
f->(><>r Nc1 tl1e r poor 

- - --+-

2 

'OO(f norg 

3 

4 

-

Good 

4 

- -

• 

5 

Very good 

5 

The fol lo\vtng qt1est1ons ask yota 110 w good
aspects of'yo_llf life over tl1e last twoweeks. _

or s,ttisfi�d yot, l1ave fell about var10L,s

Very 
<.I I ssat rs fi ed 

D1ssatisfie<tl Neither --
satisfied O()r

. 

2 ( I-low sat1s fi e<l are yo tJ w1 tl1 
your sleep? 

-
22 I-low satisfied are you with 

yot1r ab al 1ty toJ)erfc)rrn your 
druly J1v111g act1v1t1es?

23 How satisfied are you with 
your capacity for work? 

I 

I 

-+---

I 

2 

2 

2 

- -

<I 1�s,1t 1s tied 

3 

j 

3 
----- -- --¾---- ----'-------1--

24 How satisfied are you With 

25 

I 
J 

yourself? 

How satisfied areyou �i th 
h ') • 

your personal relat1or1s ,ps 
-----

I 2 3 
- -- --

I 2 3 

----------Satisfied Very 
Satisfied 

\ ., 

4 s 

-

5 

-

5 

5 
- - -----1

4 5 

-- -

" 
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' 

I 

-

I' 
I 

,-

• 1 

• 

• 

• 

• r 26 How satisfied are you witl1 ,, 
--

I 

27 

28 

29 

30 

your sex Ii fe? 
I 

How satisfied are you with the 

support you get from your 
friends? 

I-low satisfied are you witl1 th�
-

conditions of your l1v1ng 
place? 

-

How satJsfied are you w1tl1 

your access to heaJ th 
services? 

. -

How satisfied are you with 
your transport? I 

• -

• 

-

-

-,_ 

2 

2 

---

2 

-- ---

2 

2 

-------

3 4 

3 4 

3 

• 

3 4 

---� 

3 4 

The following CJL1est1on refers to 110w ofter1 yoL1 t1ave felt or exper1e11ced certain things 1n 

5 

5 

5 

5 

5 

the last two weeks 

Never Seldom Quite often Very often Always 
-�--___:;;_-"4

3 I 
I 2 3 4 5 

Ho\-V o tten do you have 11t.:gt1t1 ve 
feel111gs such as blue ,nood, desr>a1r, 

.__�an_x1ety, depress1011'? 
- ______ i...------' 

--- - ----Did someone l1elp you to fill out tl11s torrn? 

I-low long did It take to fiJ} this fort11 Ollt? __ - -- ---------------

Do vou have any comments about the assessn1e11t? 

---------

-� ------ ---

--- - -------------

- ---- -

'l'IIANK YOll FOR Y()lJR 111.:1,1»
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