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ABSTRACT

Background: The acquired immune-deticiency syndrome (AIDS) is a (atal iliness caused by a retrovirus
known as the human immune-deticiency virus (HIV) which breaks down the body’s ummune system,
leaving the victim vulnerable to a host of life threatening opportunistic infections, and as such
undermining the quality of life (QOL.) of PLLWHA and reversing the gains made in social and economic
developinent of both individuals and groups. However, there is little intormation from developing
countries on people living with HIV/AIDS attending anti-retroviral clinics in terms of soclo-demographic

characteristics, quality of life, and soctocconomic lactors influencing quality of lite.
Objective: 'To determine the quality ol life of people hiving with HIV/AIDS in Kogi State.

Methods: A Cross-Sectional study was used o assess the quality of life of PLWIA attending anti-
retroviral clinics in Kogi state. The sample consisted of 252 PELWA aged 18 years or older who were
interviewed using an interviewer administered questionnaire. Information collected included socio-
demographic charactertstics, occupation, individual income;.and social support from family and friends.

Quality of life was assessed using the 3 1-item WHOQOL-ITVbret questionnaire (scores range 4-20).

Results: Sixty-two percent of the participants werce lemales, mean age was 34 years, 38.9% had attended
or completed secondary school. Mean CD4 counit was 306.60/mm’. Thirty-nine percent were traders: (or
individual income, 41.7% reported having a source ol income. Forty-four percent reported a minimum
monthly income of N5000 and above. There were statistically significant ditlerences in mean scores ol
quality of life for the level of independence domain according to gender, with males having lower scores
(13.9) in the same domain. Men also-had the lowest scores lor the social relationships and environmental

domains. Women were seen o have higher overall quality ot lile in all domains except in the

spirttuality/religron/belief domain.,

Conclusions: Despite ditlerences in sex, occupation, income, C4' count and clinical infection status,
people living with HIV/ALS had better quality of tile in physical and psychological health domains but
lower quality in social relationships and environment domains. The latter domain could rellect
stigmatization and discrimimation associated to the ditticultics ol disclosimyg their HIV status in social
settings. The implication of this study hinged on the fact that the quality of life of PI. WA as important

as 1t 1s could be intluenced by some tactors which if known, could be appropriated o the advantage ol

improving the quality of life ot the PLWIIA in Nigeria.
viii
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CHAPTER ONE

INTRODUCTION

1.1 BACKGROUND

AIDS, the acquired immune-deficiency syndrome is a [atal illness caused.by a retrovirus
known as the human immunc-deficiency virus (H1V) which breaks down the body’s immune

system, leaving the victim vulnerable to a host of life threatening opportunistic infections,

neurological disorders, or unusual malignancics (Parks 2007).

Although only discovered in the early 1980s among -homosexuals in the United States of
America, AIDS has become the world's greatest threats-to health and communities, as i1t has
killed :aillions of pcople of all ages and cthnicitics (Duh, 1991; Kalichman, 2003; [.achman,
Lachman and Buticrficld, 1979; Olapcgba, 200S). Aggleton and Homans, (1988) agued that
AIDS is not a discase of a particular class and 1t has affected and killed heterosexuals and
homosexuals, women and men, black andavhite, young and old, rich and poor, the promiscuous

and the incxperienced.

It has been estimated that about 40 million people are infected in the world with the
developing countries accounting for about 90 per cent of infections. Of the developing countries,
Sub-Saharan Alrica accounts for about 67 per cent of the global victiins ( UNAIDS, 2007). An
cstimated 21.8 million pecople have died from AIDS since the epidemic began; 17.5 million were
adults, including 9-million women; 4.3 million were children under 15 years (Adetokunbo and
IHerbert, 2003):AIS cases and deaths have only recently reached the epidemic levels in many

scvercely allected countrics. 'The joint United Nations Programme on HIV/AIDS and the World
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Ilealth Organization (2006) estimates that of the 39.5 million people currently infected with
11V, 28 million live in sub Saharan Africa and as such the increasing pandemic has undermined
the quality of life (QoL) ol people living with HIV/AIDS in this area.

Globally, the greatest mortality impact is on people between the ages of 20 and 40 years
which have dramatically changed the life expectancy in most aftected parts of the world (Parks,
2007). Perkel (1992) mentioned that from the time AIDS was first recognized as a distinct
syndrome, 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 of the AIDS pandemic on the world

econoiny and the social relations are dire and expected 10 reverse the gains made in social and

economic development with the tendency to aflect individuals and groups.

Women and young people increasingly appear to bear the brunt of the burden of discase
and female infection rates are rising worldwide. ‘Today’s youth uar¢c the most numerous
generations of young people ever to encounter an epidemic like HHIV/AIDS. Young people aged
1 5-24 make up half ot the live mtllion new 1V inlections cach year and it is estirnated that 5-
6,000 young people throughout the world become inlected each day (UNAIDS 2004). While
women accounted for approximately half of all HIV cases worldwide at the end of 2003, in sub-
Saharan Alrica, 57% 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 HIV/AIDS epidemic. Oflen, women who do not have
control over resources and are less able to exert control over their lives and bodies, are more
susceptible to sexual abuse and violence. When their livelihood options are nacrow, poverty also

pushes many women in risky situations, such as commercial sex work (CSW), human traflicking
2
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and migration which increase women’s HIV vulnerability to IHIV/AIDS. In Mumbai, for
example, 72% of CSWs under the age of 18 are IV positive and 50% of Nepali women who
have worked there as CSWs, have been tested to be 1V positive (Oberhauser, 2004; Family

Health [ntemational, 2000). In Nepal and elsewhere, many young women engage in CSW in

exchange for school or college fees.

in | ' norms
It has been observed also that certain factors such as social values and cultural

play an important role in women’s vulnerability and exposure to the HIV virus. For example, 1n
many [.atin American countries such as Brazil, homophobia -and the machtsmo 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 the virus (UNIFEM).

Researchers have also argued that significant social changes in the 1970s made changes
In pattems 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 1IV/AIDS could rapidly spread. Globally
unprotected heterosexual route is the predominant route ol transmission of the virus. Other
modes of transmission include unprotected penetrative sex between men, injecting drug use and
unsafe blood transfusions and“injections (Parks 2007). According to Doka (1997), when it
emerged in the 1970s in/Western Liurope, North America, Australia, New Zealand, and urban
areas of Latin America, the discase primary inlected gay men, drug users, and persons infected
through blood products. lle also mentioned that heterosexual and prenatal transmission :
represented 4 small but increasing proportion ol those inlected. In Sub-Saharan Alrica, parts of
l.atin America, and the Caribbean, 11IV was recognized about the same time, but it pr;marily
spread through heterosexual intercourse, use of blood, and unsterile needles (Doka, 1997).

Prenatal transmission 1s more common in Sub-Saharan Africa, {-atin America, and the Caribbean
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because both genders are aftected equally. In the Eastern Europe, the Middle East, North Africa,
Asia, and the Pacific the disease is beginning to emerge among those engaged in high-risk
behaviors (Doka, 1997). For instance, Ukraine is the country with the hardest hit by HIV/AIDS
in the Eastern European region with nearly 1% of the country's population currently living with
HIV. Of these, more than 70% are injecting drug users (IDU), but [V infe(;iion Is also rising
sharply among the general population. Lack of awareness of the right information regarding HIV

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

1.2 HIV/AIDS EPIDEMIC IN AFRICA

The most explosive growth of HIV/AIDS epidemic occurred in mid 1990s, especially in
Africa. In 2003, Atrica was home to two-thirds ot the world’s people living with FIIV/AIDS,
about one 1n 12 African adults having the disease (Parks 2007). This pandemic has reversed
decades of gradual gains in life expectancy. in. Sub-Saharan Africa, which reached 49.2 years
during the late 1980s is projected to drop just under 46 years in the period 2000-2005 (WHO,

2004). Rwanda 1s one of the ten countrics in Alrica that have been identified by the WHO as
most severely aftected by HIV/AIDS with an estimated adult prevalence of between 4-11%
among women attending antenatal care services und 3% in the general population ( Moll, 2005;

WHO, 2005). It is facing a generalized epidemic, which hus undermined the QOL of many

people who are either infected with HIV or aflected by family members who are 1ll (Uwimana

(=]

and Struthers, 2007).

In South Atrica, the statistics indicated that HIV infections and deaths associated with
AIDS have rapidly increased in the past 15 years. According to UNAIDS (2004), that it is

estimated that up to 1500 new infections occur in South Africa cach day and i1t 1s believed that as

4
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many as 600 people die in an AlIDS-related illness each day. According to a 2002 national
seroprevalence study, the overail HIV prevalence in the South African population was 1 1%, with
the highest rate (21%) occurring aniong people living in townships and informal settlements
(Shisana and Simbayi, 2002). This clearly shows the seriousness ol the burden ol the disease in
South Africa.

The inlection rate of HIV/AIDS in Tanzunia has also been steadily increasing since the
first AIDS patient was discovered in 1983, However o cope with this pr()blc;ll, the Tanzanian
government announced a National HIV/AIDS Policy in 2003-and requested that nol only the
healthcare and medical care lields but all fields, including education, agriculture and local
administration, get involved and cope with the problem at each level ol state, region, district,
division and village. As a result of this eflort, the estimated HIV/AIDS inlection rate in Tanzania
has been i a gradual decline from 9.6% in 2002, (o 8.8% in 2003; to 7% in 2004 (all are
infection rates in 15 — 49-year-old people). The rate, however, is still high and the pandemic is
the second highest reason lor adult mortality.

The increasing feminization of THV epidemic in Senegal is evident in the differing
prevalence rales between men and women with 0.4% and 0.9%, respectively (CNLS, 2006).
Prevalence rales are estimated to be significantly higher among high risk groups, such as sex
workers (19 to 29%) and men who have sex with men (22%). Regions marked by sociopolitical

.strife also tend to have higher HIV prevalence rates. l‘'or example, in Kolda and Ziguinchor in the

south, the Casamance contlict has led to a breakdown of the health care system, increased
. poverty, and mass migration ol local populations. Thosc (wo 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. The prevalence rate is 0.8% among men and 3.4% among women

5

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



(CNLS, 2004).

1.2.1 THE SITUATION IN NIGERIA

Following the first reported case of HIV infection in Nigeria in 1986 in‘a 13 year old girl,
,the country has continually witnessed rising level of prevalence with the spread involving all age
group (Nasidi and Harry, 2006). In Nigeria, HIV infection was inttially limited to people with

risky behavior such as commercial sex workers, adolescents and youths, prisoners, people with

o
b
rnultiple sexual partner and among others (Arowojolu er ul, 2002; Ajuwon et al, 2002). However,

available evidence suggests that this infection has pcrmeated all the strata of the Nigerian

population to the extent that the prevalence is accountable tor about 20% of the total disease

burden (World AIDS Day 2006).

Nigeria’s epidemic is chuaracterized by one of the most rapidly increasing rates of new
[ LIV/AIDS cases in West Africa. Adult HIV prévalence increased trom 1.8 percent in 1991 to 5.8

percent in 2001. This infection rate, although lower than 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 Programme on HHIV/AIDS (UNAIDS) estimates that 3.5
million Nigerian adults and’ children were living with HIV/AIDS by the end of 2001. HIV
prevalence among women attending antenatal clinics in 1999 ranged from less than | percent to
21 percent. Among sex workers in l.agos, HIV prevalence rose from 2 percent’in 1988-89 to 12
percent In [990-91. By 1995-96, up to 70 percent of sex workers tested positive. Current
projections show an increase in the number of new AIDS cases {rom 250,000 in 2000 to 360,000
by 2010. As a result ot the epidemic, the crude death rate in Nigeria was about 20 percent higher

in 2000 than in 1990. In 2001 alone, 170,000 adults and children died of AllI)S. At the end of

2001, UNAIDS estimated that 1 million children orphaned by AIDS were living in Nigeria
b
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(Sentinel Survey 2005). Results from the sentinel survey also showed that the prcvalence of HIV
varies with states/region within the country with L:kiti state having the lowest rate of 1.8 percent
while Benue state had 10.0 percent prevalence. Kogi stale was reported as having a prevalence of
5.5 percent. These results however, have been a subject of controversy arnongst researchers both
within and outside the country. The main subject of the controversy is that the survey conducted

was not representative of the huge burden of the disease (The ENHANSI: Project, 2006).

Several factors have contributed to the rapid spread ‘of 1TV in Nigeria. These include
sexual networking practices such as polygamy, a high. prevalence of untreated sexually
transmitted infections (STIs), low condom use, poverty, low literacy, and poor health status, low
status of women, stigmatization, and denial of LIV tnfection risk among vulnerable groups.
Nigeria is a complex mixture of diverse ethnic groups, languages, cultures, religions, and
regional pohlitical groupings, all of which _are major challenges for HIV prevention programs

(Sentinel Survey 20095).
1.3 JUSTIFICATION

The joint United Nations Programme on HIV/AIDS and the World Health Organization
(2006) estimates that of the 39.5 million people currently intected with HIV, 28 million live in
sub Saharan Africa and as such the increasing pandemic has undermined the quality of life
(@ol.) of people living with HIV/AIDS in this area. Therefore this research will focus on the

quality of life among PLLWHA in Kogi state where the prevalence in the general population is 5.7

(FMOI Nigeria; 2003).
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CHAPTER TWO
LITERATURE REVIEW
2.1 INTRODUCTION

The term quality of life (QOL) is applied in everyday language and in several different
areas of knowledge and work although it is a complex concept that is difficult to detine and
measure. However, various conceptual and operational definitions have been used in QOL (Gill

and Feinstein, 1994; Jones, 1991).
2.2 DEFINITIONS OF THE TERM ‘QUALITY OF [IFE’

Kohli er al (2005) collected several delinitions. QOL 1s a term that is popularly used to
convey an overall sense ot well being and includes aspects such as happincgg and satisfaction
with life as a whole. The World lHealth Organization has also defined QOIl. as ‘individuals’
perceptions of their position in life in the context of the culture and value systems iﬁ which they

live and in relation to their goals, standards, expectations and concerns (WHQOQOL, 1998).

Quality of life has recently been scientifically defined and it has been employed as
synonymous of health status, functional status, psychological well-being, lile happiness, need
satisfaction and assessment of one’s own life (Elisabete ¢r al; 2007). Quality of life relates both
to adequacy of material circumstances and to personal leelings about these circumstances. |t
includes overall subjective feelings of well being that are closely related to morale, happiness

and satisfaction. Further as health is generally cited as one of the most important determinants of

overall quality of life, it has been suggested that quality of life may be uniquely aftected by
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specific disease process such as AIDS (Watchel ¢t al, 1992; Fanning, 1994).

Studies on people living with HIV/AIDS (PLLWHA) have used the term health-related
quality of lite (HRQOL) to assess the impact ol health on social activities and mobility focusing
whether there are or not signs and symptoms and eflects of new drugs or health interventions
(Hulley et af 2001; Marins ef al 2003). Also assessment of QOL. in individuals living with HIV/
AlDS is becoming crucial to research and evidence basced practice which is currently considered
essential for clinical trials in HIV infection, as commonly used end-points (C1)4 level, viral load,
and opportunistic discases) are inadequate o catch the Complexity of treatment outcomes.

There is lack of clarity in delining Quality of life and concomitant operational difliculties
in it (Cleary ef al, 1993) but becausce the patient is the best source of information about his or her
FIRQOL, many practical tools have been developed that rely on patient setf-ratings especially in
evaluating the quality of life in H1V inlected individual. Since 1989, more than ten health related
quality of life (HHRQOL) instruments have been used in research with 1H1V infected individuals
(Woltensberger, 1994) one of which is that which the World Health Organization has developed.
it is a standardized set of Instruments used o asses subjective QOL in difterent medical
conditions, including HIV infection. Starace er al (2002) have reported evidence for the
acceptability, reliability-and validity of the ltalian version of the WHOQOL-I1V (WHOQOL,

2003).
The WHOQOIL.-H1Vbref is also a standardized set of instruments developed by the World

Health Organization which comprises of 31 items whose variables are divided into six domains:
Physical Health, Psychological Health, lL.evel of Independence, Social Relationships,
bEnvironment and Spirituality/Religion/Personal Beliefs. The physical health domain measures

pain and discomfort; encrgy and fatigue; sleep and rest. The psychological health domain
10
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measures positive feelings; thinking, learning, memory and concentration; self-csteem; bodily
image and appearance; negative leelings. The level of independence 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; health and social care: accessibility and quality, opportunities for acquiring new
information and skills; participation in and opportunities for recreation and leisure activities;
physical  environment  (pollution, noise, traltic, climate and transport). The
spirituality/religion/pcrson{z{,l belicts domain measures torgiveness and blame, concerns about the
)
future and death and dying (Fleck; 1998).
2.3 QUALITY OF LIFE OF PEOPLE LIVING WITH HIV/AIDS
Assessing mdividuals lLiving. with HIV/AIDS 1s crucial in determining their
quality of life. In a research conducted to explore the quality of life ot people living with
o HIV/AIDS in Sao Paulo, Brazil using the WHOQOL-bref, Llisabete e/ «f/ (2007) observed that
People living with HHIV/AIDS had quality of lite scores in the physical and psychological health
domains close to the highfevel (between 15 and 20) while their scores 1n the social relationships
and environment domains {€ll in the intermediate level (between 10 and 14.9). Elisabete argued
that the social relationships domain could reflect stigmatization and discrimination associated to
the diffrculties of disclosing their HIV status in social settings (work, family, and friends). Also
in a study conducted in Casa da by Fleck ez al (2000), AIDS patients had better quality of life,
j.e., physical and psychol(;gical health, but worse quality ot lite in the social relationships

domains. The study findings indicated that distinctive features of people living with HIV/AIDS

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

11
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support and sexual activity). However in Belo Horizonte and Taiwan (Fang er al, 2002; Hsiung

el al, 2005) studies, lower results were tound In the physical and psychological health domains

with scores in the intermediate level.

Researchers have suggested the need for empowerment as a strategy for attaining better
health and improving the QOL. especially among women living with IV ((Zoerilla and Santiago
1999). A US based study showed that women and |l V-infected individuals reported the poorest
QOL scores (Wisniewski et al 2005). In another US based study, gender differences in Health
Related QOL. (HRQOL) were evaluated among participants in a large randomized trial
comparing antiretroviral regimens. Nine QOL. domains werc assessed using the ACTG QOL 601
— 602 Health Survey at 3 points in the trial. At baseline, females reported lower HRQOL. scores

than males in all the domains except soclal functioning and overall health (Mrus ef al, 2005).

2.4 SOCIO - DEMOGRAPHIC CHARACTERISTICS OF P1.WIIA
Research examining the potential impact of gender and other socio-demographic
characteristics on quality ot life in HIV/AILDS is limited (Mrus ¢f al 2005; Smith er al 1997). The
National Academy 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 PLWHA, there are gender ditferences in access to treatment, care,
U economic, income, and social and personal power. Studies on QOL. and gender albeit limited,

have shown several commonalities across countries and continents (Zoerilla and Santiago 1999).

In a cohort study conducted by Prabha ¢ al (2008) to examine gender difterences in
Quality ot Life (QOL) among people living with L{IV/AIDS in South India using the locally

validated version of the WHQO Quality of Life Instrument for HIV (WHOQOL-1IIV 120), 109

12
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Participants were involved. There was no gender difference in CD4 counts or usc of

antiretroviral therapy. Of the six domains of QOIL., men reported better quality of life in the

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

beliefs domain.

In another study conducted in Southwest Lthiopia to determine Predictors of adherence to
antiretroviral therapy among HIV-inlected persons, Alemayehu ef «f (2008) tound that out of the
383 subjects who participated in the study, subjects’ age ranged from 19 (0 58 years with a
median age of 30 years. Most were females which accounted for 239 (59.8%). The majority 389
(97.3%) were from Jimma, were Oromo 161 (40.3%) by Lthnicity and Orthodox 231 (57.8%) by
religion. one hundred and cighty (45%) were married, 143 (35.8%) had no job and 148 (37%) of

the survey participants had no monthly income.

Adedimejt and Odutolu (2000), in a research conducted in southwest Nigeria on Care
support and quality of life outcomes among persons living with 111V accessfng HAART, they
observed that more Iemales (70%) participated in the study. Respondents’ age ranges from 18 to

56 years with those aged between 31-35 years in the majority. 48% reported being s;alf-employcd
and 32% were unemployed. Although, less than half (46%) were married, 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 conducted by Mumba (2004) on pceople living with
HIV/AIDS, study showed that 87 (41.6%) ol the participants were married and 61 (29.2%) were
widewed. The reason explaining this occurrence i1s that because of the high mortality among

people with HIV/AIDS their spouses may be dying due to AIDS.
13
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2.5 SOCIAL AND ECONOMIC FACTORS INFLUENCING THE QUALITY

OF LIFE OF PLWHA

Certain factors have been identifled to influence the quality-of life of people
living with HIV/AIDS. Psychosocial and €conomic factors have been observed to be one of these

factors.
Adedimeji and Odutolu (2000) were able to identity and rank issues that they consider
most important in terms of improving the quality of lite of people living with HIV/AIDS. The
Issue rated highest was availability of care and social support from tamily members and close
) * friends (93%). Other highly rated concerns include: financial pressures (89%) stigma and

discrimination (87%) health concerns and counseling (83%), access to drugs and treatment

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

According to them, although accurate information on income could not be obtained, most
participants involved in the study reported an equivalent income of less than $1 a day. The study
findings further confirm ecarlier studies that psychosocial factors and social support influence
health outcomes of HIV infected individuals (Berkman & Syme, 1990; Stanfeld, er al 1998).
There is evidence that social support affects health outcomes either through its effects on the
function of the immune system (Antoni et al, 1990) or through its effects on selt-care activities
and other illness behaviours (Lutgendort ¢f al, 1994). Obtaining social support may however be
problematic for some persons because of AIDS-related stigma. The findings about psychosocial
eftects of testing positive for HIV are important considering that psychological and existential
iIssues impact heavily on QOL of PLLWHA. Constant worry, stress and anxiety contribute to poor
QOIL., but these could also become catalysts for adopting health enhancing behaviour as

demonstrated by some participants. Similarly, continued stigima and social isolation still pose
14
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considerable barriers to disclosure of IV status. [t has implications for access to treatmeit
facilities (Carr & Gramling, 2004), compliance with medications (C'rosby, I'loltgrave et al, 2004)
and generally hinders prevention efforts directed at HIV/AIDS. Contrastingly, expectations of

economic and social benefits considerably influenced individual’s willingness to disclose 111V

status.

Iducation and employment status can also be scen as a factor influencing quality of lifc
of people living with HIV/AIDS. This is based on previous studies on quality of lite in relation to
education and cmployment. A study conducted to ascertain the employment status, level of
income and quality of life of people living with | HV/ATDS which was conducted in Calgary,
Alberta reported 91% of participants were male, mean age was 41 years, 59% had attended or
completed college/university. 58% were employed while Mcan monthly household income was

$3,922. The research also showed that mployment appeared to be a stronger predictor of quality

of life than either level of household income or objective hcalth measures (Catherine and

" Hartmut, 2007).

Education is vital in building people’s skills and abtlity to process information for
livelihood choices including issuces related to IHIV/AIDS prevention (The Millennium
Development Goals Report, 2003). According to Mumba (2004) in his study, the low level of
education among the participants may have led to low employment rates among this group. Most
of the respondents in the study (52 %) only attained a primary school c¢ducation, followed by 72
(34%) participants with a secondary school education. Alemayehu ¢/ </ (2008) also showed that
of the 383 subjects who participated in the study to deterinine Predictors of adherence (o

antiretroviral therapy among HIV-infected persons, only 50.3% had attended secondary

15
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education a result similar to that which was obtained by Adedimeji and Odutolu (2000) in their

study on care support and quality of life outcomes among persons living with H1V accessing

HAART in which only 55% had secondary education.

16
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CHAPTER THREE
3.0 METHODOLOGY
. 3.1 INTRODUCTION
This chapter discusses the rescarch study design, the setting ol the study, targel
population, sample size, the development and pre-test of the instruinent and the procedure for

data collectlion.

3.2 STUDY AREA

Kogi is a state in the north-central zone of Nigeria with a population of about 3,595,789
million people. It covers a geographical area of about 29,833km* and comprises of 21 local

government areas with Lokoja being the capital. 'The study was carried out in the five healthcare
facilitics providing anti-retroviral therapy for PLLWHA namely; The Federal Medical Centre
l.okoja, MT'N Foundation PAAC (Partners: Against AIDS in the Community), @bangede, St

John’s Catholic Hospital Kabba, Grimard Hospital Anyigba and the EC WA llospital Egbe.

3.3 STUDY DESIGN

A descriptive cross-sectional study. This is a study design, in which the investigator
selects a single sample of people.and assesses the whole cohort for exposure (o possible causal

factors and for the presence ol the outcoines of interest simultaneously (Bamigboye, 2006).

3.4 STUDY POPULATION

Subjects were all consenting individuals living with HIV/AIDS, 18 years or older,

attending antiretroviral clinics in Kogl state. Subjects were drawn from the five healthcare

facilities providing care for HIV/AIDS patients within the state.

3.5 SAMPL.E SIZE

A total of 252 consenting PL.WIHA registered with the five healthcare facilities were

17
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enrolled in the study. Forty seven PL.WIIA were Irom the Federal Medical Centre, 60 from the
MTWN Foundation PAAC, 56 from St. John’s Catholic Hospital, 53 from Grimard Hospital and

36 from the ECWA Hospital Egbe. Informed Consents were sought from these healthcare
facilities and each participant.
3.6 PRE-TEST STUDY

A pretest was conducted at the St Camillus Hospital Uromi, Edo state to assess the face
validity of the instrument.

3.7 DATA COLLECTION PROCEDURE

Data collection was with the aid of an interviewer-administered questionnaire divided
into two sections (sections A and B). Section A comprised of demographic data and information
on patient’s medication some of which were -collected from patient’s medical records. The
WHOQOI.-HIVbrel was adapted for sectionB.

3.8 DATA MANAGEMENT

Data was checked manually 10-assess data quality and highlighted problems with the data
collection. Dala entry and statistical Analysis was performed using statistical package for social
science (SPSS) software version 14.0.

3.8.1 DATA SCORING

Each item from-the domain on medications were scored using the HIV/AIDS Targeted
Quality of Life (HATQOL) standards. This domain was scored so that final domain score is
transformed 10 a-linear 0-t0-100 scale, where 0 is the worst score possible and 100 is the best
score possible. Obtaining this final, translormed domain score, was done in three steps:

|. Impute a value for all subject responses, item by item, as noted below with 1 being the

lowest score possible and 5 the highest score possible. .

18
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“a

Response Option Code

a. "All of the time" |
b. "A lot of the time" 2
c. "Some of the time" 3
d. "A little of the time" 4
e. "None of the time” 5

2. Add the imputed values of all items from the domain to get a total imputed value score

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

by the term “MED”.

3. Transform each dimension's total imputed value score to the 0-t0-100 scale using the
following formulae: MED 100 = (100 /(25-5)) (MED-S) Where MED is total imputed
value score for medication domain.

y Section B consists of items from the six domains of the WHOQOL-HIV bref. Individual
items was rated on a 5 point Likert scale where | indicates low, negative perceptions and S

s indicates high, positive perceptions. Domain and tacet scores were scaled in a positive direction
where higher scores denote higher quality of life. Some facets (PPain and Discomtort, Negative
Feelings, Dependence on Medication, Death and Dying) were not scaled in a positive direction,
meaning that for these facets higher scores do not denote higher quality of life. These were
recoded so that high scores retlected better quality of life. This was done by reversing the 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 questions to positively framed questions. Mean scores
were then calculated. The mean score of items within cach domain was used to calculate the

domain score. Mean scores were then multiplied by 4 so that scores range between 4 and 20 i.e.
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| Domain 1 =(Q3+ Q4+ Ql4+Q21)/4*4

2 Domain2=(Q6+QIl1+QI5+Q24+ Q31)/5 *4

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

4 Domain 4 = (Q27 +Q26 + Q25 + Q17)/4*4

5 Domain5=(QI12+ QI3+ QI6+ QI8+ Q19+ Q28 + Q29 + Q30)/8 *4

6 Domain6 = (Q7 + Q8 + Q9+ Q10)/4 *4

3.8.2 DATA ANALYSIS

Descriptive statistics such as mean and standard deviation was used to summarize the
scores of quality of lite. For the analysis of potential differcices between mean scores of quality
of life of men and women, t-Student test was uscd. Further more, in other to determine some
tactors that were significantly associated with the quality of lite of respondents F-test, T-student
test and muluiple lhinear regression were used. i‘or the sake of interpretation of quality of life

results 1n section 3, scores between 4 and 10 was considered as low level; between 10 and 14.9
as intermediate level; and between 15 and 20 as high level.

3.9 LIMITATIONS OF THE STUDY

Having sought informed consent from the participants, most of them still were
inaccessible as they insisted they had other engagements which aftected the initial sample size of
our study. However, a few cooperated but demanded for incentives. To have this issue addressed,

LS

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

research. Incentives were given in torm ol tood materials.

(4]
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CHAPTER FOUR
s 4.0 RESULTS
4.1 INTRODUCTION

This chapter presents the lindings of the study. The first section outlincs the socto -
demographic and descriptive characteristics of the respondents. “FThis is followed by section B
which presents the findings on quaklity of life, social and economic factors influencing quality of

life of PLWHA.

SECTION A
4.2 SOCIO-DEMOGRAPHIC AND DESCRIPTIVE CHARACTERISTICS OF
THE RESPONDENTS

A total of 252 people living with HIV/AILDS participated in this study, out of which
62.7% were females and 37.3% were males. The ethnicity of the responden(s: cut across Yoruba
(23.8%), Ebira (25.8%), lgala (25.8%), Bassa (5.2%) and other tribes (19.4%). The married oncs

(51.6%) constituted about half of the entire sample size, while the singles were about 24%.

The highest educational status attained by majority (38.9%) of the patients was secondary
school education, while 17.5% ot them never had any formal education. Majority (53.1%) of the

patients were Christians, out ol which 20.6% were catholic and 32.5% were Protestants; while

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

Variables

Gender (n=252)

Tribe (n=252)

" Marital status (n=252)

Educational status

(n=252)

Religion (n=252)

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

Eategories N %
Male 94 37.3
Female 158 62.7
Y oruba 6O 23.8
I:bira 65 25.8
zala 65 25.8
Bassa I3 5.2
others 49 19.4
Married 130 51.6
Single 6() 23.8
Widowed 26 10.3
Divorced 16 6.3
Separated 12 4.8
Co-habitation 8 3.2
Primary 72 28.6
Secondary 98 38.9
l'ertiary 38 15.1
Not at all dd 17.5
Roman catholic 52 20.6
Protestant 82 32.5
Islam | 14 45.2
Traditional 2 0.8
Others 2 0.3 -
22



The socio-economic status of the patients as assessed based on occupation and income is
shown in the table below. With respect o occupation, majority (39.7%) of the patients were
traders, while very few (5.6%) werce larmers. Only 216 patients gave information about their
income status, out of which 90 (41.7%) had income and the rest had no income. Among the 90
patienls who having income, few (11.1%) earned less than N1000, while those who earned above

dN5000 had similar proportion (44.4%) with those who earncd between N 1000 and N 5000

(Table 2).
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Table 2. Socio-economic status of the patients

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

Variable Categories N Yo
Occupation "~ Teaching 16 6.3
(n=232) Civil service 24 9.5
Trading 100 39.7
Farming | 4 5.6
Housewife 28 1.1
Students 34 13.5
Others 36 14.3
Individual income Income 90 41.7
(n=216) No income 1 26 58.3
" MM income earned <1000 10 11}
(Naira) (n=90) 1000-5000 40 44.4
>5000 4() 44 .4
MM: Minimum Monthly Income
24
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The medication status and the clinical infections status of the patients are described in the
table below. Out of the 252 patients who responded, 214 (84.9%) 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 tor between one and two years.

With respect to the patients’ clinical intections status, majority (41.0%) of the patients
described their status as being symptomatic, while 22.1% did not even know_ what their clinical
infections status was. Therefore the CD4" cellssfmm® counts of more than half (52.8%) of the

patients were found to be between 200 and 250 (Table 3).
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Table 3. Medication and Clinical infections status of the patients

— T e

Variable Categories N Yo
Medication On medication 4 o 84.9
(n=252) Off medication 38 5.1
Medication Length <lyears S4 27.6
(n=196) |-2years 130 66.3
>2years |2 6.1
Clinical infections Asymptomatic 90 36.9
status (n=244) Symptomatic 100 41.0
Don’t know 54 22.1
CD4* Cells/mm’ <200 44 24.7
(n=178) 200-250 94 52.8
>350 40 22.5
26
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Tﬂb"t: 4 Distnibution of means, standard deviations and runge according to respondents’
descriptive characteristics.

T e o
: I —  p—— -_——

Miui;num - Maximum

Characteristics N Mean(SD) | Median

Age (in years) 248 3480 (9.1) L“fs__im | 18.00, - 58.00
Weight (kilograms) 290 | 6040 94 | 6000 IR0~ B0.00 1

Height (meters) T 162 164 (0.10) | 1.0 50 - 01.98 J
BMI (kg/m?) ‘ 160 | 2227406) | 2250 _F7 0 0.00 - 2930 -

CD4" Count (cellymm®) | 178 | 306.60 (149.1) | 292.00 |- 73.00 _ £40.00 1
1 Number of children : |n4—‘__fﬂ)' (18] ) | 3.00 .00 7.00 J

SD: Standard Deviation

Mcan age of the 252 intervieweces was 34 8 ycars (S ~ 9. years), with the ages mnging
from 18 vears to 58 years The mean weight andvheight ot the study sample were 60 . 40kg and

|.64dm respectively On the other hund, the'medan 1M1 of the respondents was 22 27kgm : (4.06)

A lthough not all the respondents that participated in the study ottercd 1o disclosce therr

CD43 count, the mecan C4+ cell count was 306 6 cells/smm’. with a muntmum of 73 0 cellymm'’

and maximum 840 U cells/inm.’

With respect to fheg namber ol children, 65 1% (164) reported having at least a child

Mcan number of childrei™aas 3 40 (SD= 1 ¥1), with a munimum ot 1 child and 8 m@8mam ot 7

children
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SECTIONB
4.3 FINDINGS ON QUALITY OF LIFE

Table 5 shows scores of quality of life domains. It can be noted that mean scores in Physical
Health, Psychological health, Social Relationships Environment, Spirituality/Religion/Beliefs

domains were similar.

Table 5. Distribution of means, standard deviations and range of raw scores obtained from the
quality of life questionnaire (WHOQOL.-HIV bref) by domain.

Domain : l{ Mean (SD) Minimum — Maximum J
1. Physical Health “ 15.2(2.5) 9.0 — 20.00
2. Psychological health 15.0(2.8) f 8.0 - 20.00 ’
| 3. Level of Independence 14.2 (1.9) 9.0 - 19.00 _
4. Social Relationships 13.2 (2.5) 7.0 - 19.00 |
| S. Environment 13.1 (1.9) | 8.0-17.50
6. Spirituality/Religion/Beliefs 15.7 (3.4) 4.0 - 20.00
. |

Raw score ranging from 4 to 20

u SD: Standard Deviation
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4.3.1 FACTORS ASSOCIATED WITH THE QUALITY OF LIFE OF PEOPLE LIVING

WITH HIV/AIDS

Soclo-demographic factors

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

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

Table 6. Gender influence on Quality of Lifc

—

Domain Male Female
meanzstd meantstd P value
Physical health 15.212.7 152425 0.834
Psychological 14,7128 ['5.2%2.7 0.204
Level of independence 13.941.7 |4.441.9 0.028
Social relationship 13.0+2.5 13.242.6 ).354
Environmental 13.041.9 13.2+1.9 ().383
Spiritual 6. 14:3. ] 15.4+3.6 0.137

~—Tndependent Sumples Test
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Using the Analysis of Variance F test, the tribe of the respondents was significantly

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

o

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

health (Table 7).

Table 7. Tribal influence on Quality of L.ife

Domain Yoruba Ebira [gala Bassa Others
meantsd meantsd meantsd meantsd meanzsd P value
Physical health 14.5£2.2  16.5:2.3  14.6x2.6 . 157+3.4  15.082.3  0.000
Psychological 14.2+2.4 16.6+2. | 14.2+2.8 14.5+£3.3 15.0£2.8 0.000
Level of 13.6t1.8 14.8+1.6 [4.4+£2.2 [3.8+1.8 14.2+1.6 0.012
independence
Social 12.9+£2.2 14.1£2.3 12.1+2.4 13.4+3.2 12.7+2.1 0.018
relationship
Environmental [3.1£1.7 |13.4+1.8 13.1+£2.0 13.3£1.6 12.8+2.0 0.582
Spiritual 15.2+3.4 17.942.5 13.9+3.5 15.544.0 15.6+2.8 0.000
~ZAnalysis of Variunce - -
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Also. the rvesults of the ANQOQVA test showed that the cducational status of the
respondents was significantly (p<0.05) associated with thrce of the dimensions of the

respondents’ quality of life t.e. their physical health, psychological health and social relationship

(Table 8).

Table 8. Influence ol education on Quality of L.ife

e T—

Domain Informal Primary Secondary  Tertiary
meantsd meantsd meantsd meantsd P value

Physical health 15.742.6  15.6:2.6  153t2.4 13.5¢2.0 _ 0.000

Psychological 14.9+2.3 15.3+£3.0 15.3+2.8 13.8+2.4 0.027

L.evel of 14.3+1.9 14.5+2.1 4. 1418 13.8+1.4 0.241

independence

Social 12.242.0 [3.5£3.1 13.3£2.0 13.3+£2.8 0.045

relationship

Environmental 12.8+1.5 13.242.0 13.2+1.8 L 32k 2 0.561

Spiritual 15.7+£4.0 16.1+3.6 15.4+£3.3 15.41+2.8 0.519
~ Kl srs of Varance
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With the exception of environmental dimension of the quality of life, the respondents’

religious slatus was significantly (p<0.005) associated with their physical health, psychological

health, independence level and spiritual health status (Table 9).

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

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

“Domain Catholic Protestants Muslims Traditional  Others
meantsd meantsd mcantsd mecantsd meanzsd P value
Physical health 14.412.0 14.712.7 15.842.4 18.0+0.0 20.0+0.0 0.000
Psychological 14.5+2.7 14.343.3 5. 7£2.2 16.840.0 16.8+0.0 0.004
Level of 14.211.7 [3.5+1.8 |4.7+1:8 14.0+0.0 17.0+0.0 0.000
independcence
Social 12.44£2.6 12.942.5 | 3.712 .4 16.0+£0.0 14.0+£0.0 0.009
relationship
Environmental 13.0:2.2 12.8+1.8 13.411.7 14.02£0.0 13.5+0.0 0.191
Spiritual 14.942 9 15.2+3.4 16.3+£3.6 20.0x0.0 16.0+£0.0 0.033
—Analysis ol Variance
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Socioeconomic factors

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

with ANOVA, the results obtained showed that with exception of spiritual health domain, the

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

dimensions of quality of life (‘I'able 10).

Table 10. Assoclation between the respondents’ occupation and their Quality of Life

| ———

Domain Teaching Civil service  Trading Farming llousewife Student  Others
mesntsd meuntsd menntsd meantsd meunntsd meunnisd meantsd P value
Physical 13.5¢1.2  15.042.5 157:2.4 149127 165427  16.5¢2.7 13.711.8 0000
health
Psychological 13.242.0 14.74:2.3 15.81:2.9 14.241.5 16.6£1.8 16.6£1.8 13.7£2.6 0.000
L.evel of 13.3121.4 14.04.1.4 14.642.0 14 2¢1.5 {4.3¢1.2 14.3+1.2 13.3:£1.6 0.003
independence
Sacial 12.542.9 13.512.3 13.542.8 13.2£2.0 14.0+1.6 14141 6 11.8£42.0 0.005
relationship
Environment 11.9+1.9 13.811.8 13.312.0 12.942.0 13.940.8 13.940.8 [12.5x1.4 0.000
al
Spiritual 15742 5 16.642.0 15.843.6 14.643.7  16.544.0 16.5£4.0 14.742.4  0.142
—"Analysis of Variance -
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The association between the respondents’ income 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 the environmental domain (Table 11).

» Table 11. Association between the respondents’ income status and their quality of life

Above NS000

Domuain Below N1000  N1000-N5000
meantsd meantsd meantsd P value
Physical health 17.4£1.7 16.0£2.2 13.442.2 0.000
Psychological | 7.8+0.8 15.242.8 13.6£3.0 0.000
Level of independence 15.2+2.4 3.9+ 1.7 13.1+1.5 0.001
Social relationship 14.6+£2.2 AN 3 12.242.1 0.005
Environmental 13.421.3 12.8.£2.0 12.842.0 0.732
Spiritual 19.6+£0.5 1 7.0+3.0) 14.5+3.8 0.000
= Xnalysis of Vanance
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Medication and Clinicql infections statqs

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

Domain 6!1 medication  Off medication

meantsd meantsd P value
Physical health 15.242.5 15.412.5 0.544
Psychological 14.9+£2.8 15.8+2.4 0.045
Level of 14.24+2.0 14.5+1.3 0.235
independence
Social relationship 13.242.5 13:1+2.6 0.728
Environmental 13.1£1.5 13.3£1.8 0.643
Spiritual 15.743.3 15.3£3.9 0.483

~Indepcndent Samples Test
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Among the six dimensions measuring the quality ol health, the psychological health and
the level of independence of the respondents were significantly associated (p<0.05) with the

length of time the respondents have been on medication.

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

—— W

Domain

——
 —

Less than lyear 1-2ycars Above 2 years
meantsd mcantsd meantsd P value
Physical health 15.442.5 15.042.5 14.8+3.6 0.372
Psychological 16.00£2.5 14.5£2 .9 14.842.8 0.004
L.evel of independence 15.3£1.7 | 3.84:1.9 | 3.521.6 0.000
Social relationship 13.9+2.4 1 3.0£2.6 12,7+ 1.6 0.069
Environmental 13.6£2.0 [2.911.8 13.61£2.0 0.065
Spiritual 15.243.6 15.94:3.3 16.0:£3.7 0.446
—Analysis of Vanance
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The CD4" counts of the respondent was also significantly associated (p<0.05) with all of

the dimensions of quality of life with the exception of the physical health domain (Table 14).

Table 14. Association between

—_—

the respondents’ CD4" Count and their quality of life

Domain Less than lyear [-2ycars Above 2 years
meantsd meanzsd meantsd P value
Physical health 14.6+2. | 15.042.8 14.942.5 0.618
Psychological 13.542.6 15.142.7 14.8+2.9 0.005
Level of independence 13.012.4 |4.4+1.6 14.611.5 0.000
Social relationship | 1.6+2.2 [ 3.5+3.4 12.91 1.4 0.000
Environmental 12.4+1.9 13.641.7 12.5+ 1.8 0.000
Spiritual 14.5+3. 1 ['6.14£3.0 14.9£3.9 0.015
—Analyss oT Variance
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The clinical infections status of the respondents was significantly associated (p<0.05)

with the quality of life of the respondents in the areas of physical health, psychological health,

social relationship and spiritual health (Table 15).

Table 15. Association between (he respondents’ clinical infections status and their quality ol life

"Domain

— —

Asymptomatic  Symptomatic Do not know
meanisd meunzsd meantsd P value

* Physical health 14.3£2.4 15.0£2.3 16.942.5 0.000

Psychological 14.0£3.0 15.1£2.6 16.322.2 0.000

Level of independence 14.31:2.0 1 3.9 149 |4.611.6 0.085

Social relationship 12.542.2 1 3.4+2.5 14.242.6 0.000

Environmental 13.121.7 1 3.0£2.0 13.4+1.9 0.399

Spiritual 14.5¢3.4 15.323.2 17.8+3.0 0.000
= Redlssis o Vardnee
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Social factors

As shown in the table below, the ANOVA results showed that the frequency of social

support received by the respondents (rom friends and {amily members was found to have a

significant association with the physical health, the level of independence, the social relationship

and the environmental health of the respondents (p<0.0S5).

Table 16. Association between the respondents’ frequency of social support and their quality of

life
Domain None of the time Some of the time A lot of the time  All of the ime o
meantsd meuantsd nieantsd meantsd > value

Physical health 15.1£3.0 15.342.5 12.9¢1.4 16.0t2.1  0.00!

Psychological 14.611.8 15.0+.2.7 13.8+2.6 16.3+£3.8 0.064

Level of 15.2%1.9 14.1+1.8 13.3+1.2 15.7+1.5 0.000
> independence

Social relationship 13.6£3.5 13.0£2.3 12.812.1 15.413.4 0.001

Environmental 12.8+2.2 13.0411.8 13.411.3 14.712.3 0.002

Spiritual 15.61£3.5 15.8403.6 14.8£2.3 15.0£1.7 0.565
— Analysts of Variunce
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Discrimination played a signilicant role on the quality of life of the respondents, as it was

stgnificantly associated (p<0.05) with alt the six domains measuring the quality of life of the

respondents (Table | 7).

Table 17. Influence of discrimination on the respondents’ quality of lite

o C— T
—

Domain

Discriminated  Never discriminated
meantsd mcantsd P value
Physical health 14.3+2.4 16.0£2.5 0.000
Psychological 13.9+2.6 15.9+2.7 0.000
Level of independence 13.5+1.8 14.8+1.7 0.000
Social relationship 12.2+2.0 14.0£2.6 0.000
Environmental 12.6x1.5 13.61£2.1 0.000
Spiritual 15.11£3.2 16.1£3.6 0.035

~Indepcndent Samples Test
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4.4 FINDINGS ON THE SOCIAL AND ECONOMIC FACTORS INFLUENCING
QUALITY OF LIFE.

Multivariate analysis of the associated with the quality of life of the respondents

Each of the six domains measuring the quality of lile of the respondents was subjected (o
a multivariate analysis using the multiple linear regression analysis to actually determine the

factors that were significantly associated with quality of life of the respondents.

The multiple linear regression correlation co-efficient for the model on physical health
was 0.679, while the adjusted R* was 0.386 indicating that 39% of the variance in the model
could be predicted from the independent variables in the model shown in the table below. The
combination of the independent variables in the table below significantly (p<0.05) predicted the
physical health of the respondents. Thercfore, lactors that were then significantly associated
(p<0.05) with the respondents’ physical health were discrimination, tribe, religion, educalicn,

occupation, and trequency of social support received by the respondents from friends and (amily

members.
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Table 18. Factors associated with 1he respondents’ physical health

Yormbis Categories Unstandardised Standardised T P value -
i coeflicients coeflicients
I3 Std error Beta

Constant 13.65 0.56 24.59  0.000
Marital status Single 0.18 0.57 0.03 0.32 0.748
Marricd -1.46 0.83 -0.10 2175 0.082
Co-habatation 0.41 0.7 0.04 0.57 0.566

d Divorced 1.12 0.60 0.1 1.86 0.065
Widowed 0.2] 0.49 0.03 0.43 0.666

Discrimination No 0.74 0.34 0.14 2.18 0.031
Tribe Y oruba 0.64 0.42 0.11 1.53 0.128
Ebira 1.37 0.42 0.23 3.28 0.001

Bassa 1.2 0:67 0.10 1.68 0.095

Others 0.59 0.44 0.09 1.34 0.182

Religion Catholic -0.10 .43 -0.02 -0.23 0.821
Mushm ().80 0.35 0.15 2.28 0.024

Traditional 3.51 1.69 0.12 2.08 0.039

Others 2.80 1.55 0.10 .81 0.071

Clinical infections Symptomatic -0.14 0.36 -0.30 -0.39 0.699
Don’t know 0.90 0.48 0.14 .89 0.061

Education None at all 0.46 0.47 0.07 1.00 0.319
Primary 0.50 0.38 0.08 1.31 0.191

Tertiary -1.27 0.55 -0.08 -2.30 0.022

Occupation Oth\es -1.18 0.48 -0.17 -2.45 0.015
Teaching -0.17 0.8Y -0.15 -0.19 0.846

Civil service -0.28 0.55 -0.02 -0.51 0.613

Farmer -0.91 0.69 -0.08 -1.32 0.118

L ousowif _0.42 0.5] -0.05 ‘-“0.83 0.405

1 04 .66 0.13 .58 0.116

Student

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Frequency of social None of the time 0.02 0 58 0.00 0.03 0.976
support
A lot of the time 209 0.66 _0.18 -3.19 0.002
All of the time 0.73 0.64 007 (.14 0.255

The multiple linear regression correlation co-efficient for the model on psychological
health was 0.799, while the adjusted R* was 0.532 indicating that 53% of the variance in the
model could be predicted from the independent variables in the model shown in the table below.

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

the psychological health of the respondents.

In this model for psychological health, tactors such as discrimination, tribe, religion, educational

and occupational status were signilicantly associated with the psychological health of the

respondents (p<0.05).
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Table 19. F: S associated wi
able actors associated with the respondents’ psychological health

= SR

Ve Cutegories Unstandardised Standardiscd T P value
o ——— cocflicients coefficients
3 Sud error Beta
C"“f‘“"‘ 13.83 .28 10.84°  0.000
B mesay Married -0.93 .14 0.15 0.82  0.417
Co-habitution -2.58 .62 -0.15 -1.62  0.109
Scparaled .66 1.58 -0.10 -1.06 0.293
Divoreed 0.18 .41 0.02 0.13 0.899
Widowed -1.47 .28 0.15 1,14 0.255
Discrimination No 725 051 0.22 2 44 0016
Tribe Fbira 16 0.60 0.16 1.94 0.055
lgala -1.61 0.58 (.23 -2.78 0.006
Bassa ().78 0.92 ().06 -().85 0.396
Others 0.05 0.63 0.01 0.08 0.936
Religion Cathohce 1.O5 .61 ().29 3.19 0.002
Muslim 2.02 (). 60 .33 3.36 0.001
‘T raditional 8.08 2.2 (.34 3.81 0.000
Others -1.59 .7} -0.07 -0.93 0.353
Clinical infections  Asymptomatic 0.17 0.54 0.03 0.32 0.753
Don’t know 0.40 0.6S 0.05 0.61 0.544
Education None at all -1.39 .80 -0.17 -1.75  0.084
Primary -0.25 0.61 0.04 -0.40 0.690
Tertidry -2.30 0).92 -0.29 2,50 0.014
Occupation Others -1.02 0.65 -0.13 160 0.119
Teaching 0.6Y .50 -0.06 .50 0.637
Civil service -1.20 0.74 -00. 14 -1.60 0.120
Farmer -4.40 )i 222 -0.32 -3.60 0.000
Housewife -1.54 0.67 -0.18 -2.31 0.023
- 2.56 .48 0.24 1.73 0.087
b coun —— 0.58 0.60 0.09 y.oo 0.293
Above 350 0.70 ().84 0.07 0.79 0.432
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m

Medication length Less than lyear 0.50 0.59 0.07 0.90 0.397
Above 2years 1.22 1 03 0.09 i 18 0.242

—

The multiple linear regression correlation co-eflicient lor the model on level of
independence was (1.846, while the adjusted R* was 0.638 indicating that 64% of the variance in

the model could be predicted from the independent variables in the model shown in the table

below. The combination ol the independent variables in the table below signilicantly (p<0.05)

predicted the level of independence level of the respondents.

Stmilar 1o the physical and the psychological-models, factors such as discrimination,

2= . q | N . 5 . = . e
religion, occupational status, CD4" counts, and [requency of social support received from [riends
and family members were significantly associated with the level of independence of the

respondents (p<0.09).
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Table 20. Factors associated with the respondents’ |

Pl

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

M Categoriey Unstandardised Standardised T P value
coefficients cocflicients
3 ~Std error Beta h
Constant
| | 13.32 0.46 20.28  0.000
Marital status  Single .20 .70 0.19 .79  0.077
Co-habitation -0.50 0.70 -0.04 .0.67  0.507
Separated -0.37 0.70 -0.03 ;0.52 0.603
Divorced -0.20 0.54 .0.02 0.35  0.725
Widowed 0.77 0.50 0.11 1,70, 0.092
Discrimination No 0.70 0 28 0.18 250 0.015
Tribe E:bira -0.02 0.33 -0.01 0.07  0.946
lgala -0.31 0.35 -0.07 -0.90  0.380
Bassa 0.28 060 0.03 0.51 0.615
Others 0.04 0.36 0.0l 0.12 0.909
Religion Catholic (.35 0.40 0.08 0.99 0.326
Mushim 1.7} 0.-40 0.42 $.87 0.000
T'raditional 1.60 .1 0.10 1.39 0.169
Others 3.40 0.10 0.21 3.40 0.001
Frequency of None ot the time .41 0.50 0.20 2.84 0.005
Social support
A Jot of the time -1.24 ().94 -0.15 -2.30 0.025
All of the time 1.30 0.61 0.14 2.09 0.039
Occupaiion Others ell, 13 0.36 -0.21 -3.10  0.003
Teaching -2.70 0.53 -0.40 -5.10  0.000
Civil Brvice 0.16 0.40 -0.30 041 0.682
e Naer -1.43 0.70 -0.15 2.04  0.044
Uadcewife -1.10 0.40 -0.20 2.80  0.006
Student -1.41 0.83 -0.20) -1.70 0.092
) 200-350 _0.80 0.32 -0.20 -2.40 0.019
Above 350 1.74 0.50 0.26 3.70  0.000
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| e—— _me— p— — —

Medication Less than | year 0.56 0.36 0.12 1.60 0.123
length

Above 2ycars 0.09 0.57 0.0 0.15  0.878

——

'The muluple linear regression correlation co-efticient for the model on social relationship
was 0.820, while the adjusted R® was 0.597 indicating that 60% of the variance in the model
could be predicted from the independent variables in the model shown in the table below. The
‘combination of the independent variables in the table below significantly (p<0.05) predicted the

social relationship of the respondents.

In this model, the factors that were significantly associated with the level of social
relationship of the respondents (p<0.05) included marital status, discrimination, religion,
educational and occupational slatus, CD4" counts, Clinical infecltions status and frequency of

social support received from friends and family members were.
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Table 21. Faclors associated with the re

B e B

——— e

spondents’ social relationship

Yosnbit Categories Unstandardised Standardised T P value
. i coefficients cocMicients
B Std crror Beta
S 14.30 0.49 29.17  0.000
Marital status Single 22 87 0.70 .0.50 413 0.000
Co-habitation -2.35 0.69 -0.20 -3.41 0.001
" Scparated -1.30 0.60) -0, 14 -2.14 0.034
Divorced -1.04 .63 -0.10 -1.70 0.099
Widowed -1.97 0.47 -0.27 -4.20 0.000
Discrimination No 0.61 0.30 0.13 2.04 0.043
Tribe [:bira 0.40 .40 0.10 1.10 0.287
Ipala -0.82 ().36 -().20) -2.30 0.024
BBassa .93 060 0.09 .60 0.124
Others -().60 .40 -0.10 -1.60 0.124
Religion Catholic -0.84 .37 -0.16 -2.30 0.023
I’rotestant -1.4(0) 0.33 -0.30 -4.13 0.000
Traditional 4.62 .34 0.23 3.44 0.001
Others -1.71 -0.12 -0.10 -1.45 0.150
Frequency of Social  None ot the 0.36 0.53 0.04 0.68 0.501
support tme
A lot. of the -0. 10 0.48 -0.01 -0.20 0.879
time
Aol the time 3 24 .65 0.31 5.02 0.000
Occupation Others -1.84 0.42 -0.30 -4.43 0.000
Teaching -2.33 0.85 -0.30 +2.80 0.007
b il service -0.90 0.44 -0.13 -2.01 0.047
Parmer -2.70) ).70 -0.26 -3.81 | 0.000
Housewile 2071 0.43 -0.t0 -1.64 0.104
Student -2.21 0.80 0.3 3.00  0.004
CD4 count 200-350 -0.20 0.35 -0.04 -0.55 ().584

e e T—
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———— o ——— - — o -
Above 350 0.90 0.40 0.20 2.18 0.031

Clinical infections Symptomatic 0.10 0.32 0.02 0.23 0.820
Don’t know 0.70 0.50 0.30 3.01 0.000

Education None at all -0.68 0.46 -0.11 -1.50 0.143
Primary 0.02 0.40 0.00 0.10  0.954

Tertiary 0.80 0.60 0.12 .34 0.183

The multiple linear regression correlation co-efficient for the model on environmental
health was (.585, while the adjusted R? was 0.268 indicating that 27% of the variance in the

model were predicted from the independent variables‘in the model shown in the table below.

[

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

the environmental health ol the respondents.

In this model, the tactors that were signiticantly associated with the environmental health of the

respondents (p<0.05) included discrimination, occupational status, CDD4" counts, and frequency

of social support received from friends and family members were.
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Table 22. Iactors associated with (he respondents’ environmental health

Vanable Categories Unstandardised Standa-rdiscd T P value
i cocflicients cocflficients
B - Std c¢rror Beta
s ek 13.22 0.36 36.85  0.000
Marital status Single -0.30 0 64 010 413 0.000
Co-habitation -0.53 0.72 -0.10 -3.41 0.001
Scparated 0.26 0.60 0.03 -2.14 0.034
Divorced 0.53 0.64 0.10 21,70 0.099
Widowed 0.30 0.50 0.05 -4.20 0.000
Discrimination No 0.78 027 0.21 2.04 0.043
Frequency of None of the time -().52 0.51 -0.10 101 0.315
Social support A lot of the time 0.21 0.50 0.03 0.41 0.680
All of the me 1.70) 065 ().20 2.63 0.009
Occupation Others -1.70 0.41 -0.13 -1.65 0.102
leaching ) & 0.55 -0.17 -2.22 0.028
Civil service 0.16 0.43 -0.03 0.36 0.717
IFanuer -2.01 .64 -0.23 -3.12 0.002
lousewite -0.10 .50 -0.17 -2.21 0.029
Student 0.78 ().68 -0.14 1.20 0.252
CD4 count Below 200 -0.80 0.33 -0.18 -2.30 0.023
Above 350 -0.63 0.35 -0.14 -1.81 0.072
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The multiple linear regression correlation co-efficient for the model on spiritual health

was 0.639, while the adjusted R? was 0.334 indicating that 33% of the variance in the model

were predicled from the independent variables in the model shown in the table below. The

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

spiritual health of the respondents.

In this model, the factors that were significantly associated with the spiritual health of the

respondents (p<0.05) included their marital status, tribe, Chlinical-infections status, and religion.
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Table 23. Faclors jated wi
associated with the respondents’ spiritual/religion/personal beliefs

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

venils Categories Unstandardised Standardised T P value
N - coefhicients coefficicnts
B 13 Std error Beta da
Constaat 15.2 0.70 22.67 0.000
YRtlstabs  Single 10.23 0.72 .0.03 032 0.752
Co-habitation 031 1 23 0.0 20.26 0.799
Scparated 2.13 .05 .15 2.04  0.044
) Divorced -0.46 111 -0.03 0.41  0.680
Widowed -0.69 0.80 -0.10 -0.92  0.36]
Discrimination  No -0.17 0.54 -0.03 -0.31  0.757
Tribe [:bira 1.50 0.66 0.20 233 0.021
Igala -1.33 0.65 -0.17 2.04  0.048
Bassa 0.42 (.10 ().03 0.40 0.696
Others -00.20 ().69 -0.02 -0.28 0.78]1
Rceligion Catholic 0.60 .61 -0.10 -0.94  0.348
Protestant .20 ().58 -0.17 -2.01 0.047
T'raditional 3.78 2.04 0.12 .85 0.067
Others -3.09 2.20 -0.10 -1.43  0.154
CD4 count Below 200 20.63 (.59 -0.08 1,10 0.287
Above 350 -0.92 0.62 -0.11 -1.48  0.142
Clinical infections ~ Symptomatic 1.10 0.54 0.20 10 0.048
Don’t ki 1,17 0.80 0.50 5.34  0.000
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CHAPTER FIVE

DISCUSSION

The '
¢ present study showed that there were more female participants than male, with the

female constituting 62.7%. This result is in conformity with what Adedimeji and Odutolu (2000)

reported in their study on Care support and quality of life outcomes among persons living with

HIV accessing HAART in Ibadan and liesha in which 70% ol the parlicipants where females.
Again the present study on gender participation, is further backed by (indings of Alemayehu e¢
al (2008) who found that out of the 383 subjects who participated in the study, females
accounted for 239 (59.8%). According to the United Nation report (2001), HIV infection rate
among females has steadily increased exceeding the rate in males. The UN (2001) highlights that
this increase is attributed to the vulnerabilities of women and girls. In particular cultural practices
such as polygamy, sexual cocrcion and gender violence heighten their risk 10 HIV/AIDS
infection. In addition, social norms that deny women sexual health knowledge and practices to
control their bodies (e.g. sexual neégotiation) and which offer limited access to economic

opportunities, all enhance their vulnerability (UN, 2001). Behavioral factors did not explain the

' infect Ve ' suggest that the ctiect of
susceptibility of these womeii- 10 11V infection however one would suggest th

STls could have accounted for the inerease in HIV transinission among the women. (Population
C

: AUSES Can & ain the reasons for susceptibility
T oot : Several other causes can also explain
Council Epidemiology, 2002).

sexual partners ¢ tions of
- ve had several sexual partners and cultural percep
’ s when they have
marrying younger gir

why this group ic at a greater risk for being infected with HIV. (Garbus,
sex include reasons

2003).
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Although HIV/AIDS affects all ape

groups, those in the reproductive age seem to be most

vulnerable. A study in Sg sle
ul b J g
hwest Ethiopia on Predictors of adherence to antiretroviral therapy

among HIV-infected
PErsons, (Alemayehu er af, 2008) indicated that the prevalence of HIV "

Infeclion was more widec -
Widespread in both men and women in the 19-58 year.age group with the

median age of 30 ye: ind; ] B
5 years, a linding that is similar 10 the results of the present study. In the present

study the highest o :
y 5 humber of respondents was in the 18-58 years age group and with median age

of 35 years. This is also similar (o the findings of Adedimeji and Odutolu (2000) in which
respondents’ age ranged from 18 to 56 years with those aged between 31-35 years in the

majority.

The present study revealed that 51.6% of the participants were married. ThiS 1S seen o be
slightly difterent from the results obtamed by Alemayehu ¢f af in which 45% of the participants
were married and from those ot Adedimej and Odutoly (46%) and Mumba (41.6%). These
observed differences could be attributed (o traditional practice of polygamy in some parts of the
state a percetved reason that perpetuate HHIV/ALIDS infection in marriage (Lawrience, 200). This

study also revealed that 10.3% of those that participated were widowed.

This study conducted to assess the quality of life of people living with [ HIV/AIDS Kogl
state. showed that People living with HIV/AIDS had quality of life scores in the physical and

psychological health domains close to the high level (15.2 and 15.0 respectively) also the

Spirimali[y/]{eligion/BelielS domain showed a high level (15.7). llowever, their scores in the

* social relationships and environment domains fell in the intermediate level (between 10 and

' ips al ing 13.2 and the environment domain showing
14.9) with the social relationships domain showing

similarity with the findings ol [ilisabete et al (2008) in which
e

S 13.1. This results show som
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o

uality of life scores j :
o ' the physical ang psychological health domains were 14.6 and 14.9 while

that of the social rejay; e :
lonships and cnvironment domains were 14.2 and 13.S. The resulting low

level quality of |ife ; : .
Y In the social relationships  domain could reflect stigmatization and

discrimination faced b IC]
Y the participants. Also distinctive features of- people living with

HIV/AIDS such as : T .
personal relationships, social support and sexual activily can negatively atTect

Issues in the soci ionshins : .
1al relationships domains. In this present study, women showed a higher quality

of life scores wl : . N,
ien compared to men in all domain except the spirituality/religion/belief domain.

I'his contradicts reports from earljer studies by Wisniewski er.a/ (2005) and Mrus e al, (2005)
which iIndicated lower quality of life scores for womeén. The reason for this could be due to

differences in the study location and the environment iii which the study was conducted. Also
o

upon diagnosis, infected individuals tend o establish 4 closer relationship with God.

Some factors were identilicd as having significant association with the quality of lile of
people living with 1IIV/AIDS. These factors include: tribe, marital status, religion, occupation,
education, CD4' count, social support and discrimination. Ilowever, some of these factors
(employment, education status, income, social status and discrimination) have also been

observed by some other authors as lactors affecting quality of life of PLLWHA.

The three factors of employment, education and income are interconnected in some way

and can not be disassociated from each other. As will be observed, when people have less

education, their employment status can be affected, ultimately aftccting their incomes. This has

its own implications when people are living with 1IIV/AIDS. When people have AIDS,

d ding on the stage, they may have difficulty keeping & job because ot the recurrence of
epending :

\ 1nmistic infections may at times require hospitalization for
bl ' These oppollunlSlIC In
opportunistic infections.
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extended periods of : a : : . :
P ttime, which may jeopardize the ability to hold a job, particularly low income

employment. This could avent::. . . :
-mpioy eventually lead 10 unemployment and no income or benefits for survival

for PLWHA. The Millennium Development Goals Report (2003) illustrates that.almost three

quarters of Nigeria’s population live below the poverty line of US$1.00 a day. This may explain

cn 1S e | e e , L -
why €mployment is seen to have a stpnificant effect on the quality of life;among the participants

of this study.

]

The low level of education among the participants may. equally lcad to low employment
rales among the group in the present study. Most of the réspondents in the study (38.9 %) only
 attained a secondary school education, followed by 72 (28.6%) participants with a primary
school education. This study show a similar resultwith that obtained by Mumba (2004) in which
only 34% of participants had a sccondary school education. This study also showed that

education had an cffect on the genceral quality of lite of people living with HHTV/AIDS.

In this study, social factors such as support from family and friends, and discrimination
were seen Lo be significantly related to quality of life of PLWIHA. This result is n line with that
obtained in a study done by Adedimeji and Odutolu (2000) who were able to identity and rank

issues that they consider mostimportant in terins of improving the quality of life of people living

with HIV/ALIDS of which stigma and discrimination. According to them, the study findings

further confirm carlier studies that psychosocial factors and social support influence health

outcomes of IV infected ndividuals (Berkman & Syme, 1990; Stanfeld, er al 1998).

CONCLUSION

: T ali I life ol people living with HIV/AIDS 1n
o : . stigating the quahty o
Ihe Sludy aimed 4t 1nves

£ life was meastired using the WHOQOL-111Vbret. The study idenxtiticd that
Kogi state. Quality ol 11t :
56

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



articipants had a hj : S
the p b4 ad a high level quality of life scores in the physical and psychological health

domains close to the hi . — : :
high level (between |5 and 20) while their scores in the social relationships

e 2 oy ¢ . L . . .
and environment domains fell in (he intermediate level (between 10 and 14.9).

There we G . \ -
cre  staustcally significant differences in mean scores. for the level ol

. nd - , . . .
iIndependence domain according to gender, with males having lower scores (13.7). Men also had
the lowest scores for the social relationships and environmental domains. Women were seen (o

have higher overall quality of life in all domnains except in the spirituality/religion/belief domain.

T'his study demonstrates that low level of education among the participants may lead to

low employment rates among the group and hence atiect their quality of life.

Despite been infected by HHIV/ALIDS, this study shows based on results interpretation that
people living with HIV/AIDS have better quality of life in the physical and psychological health
domain but lower quality in social relationships domain. The latter domain could reflect

stigmatization and discrimination faced by them.

RECOMMENDATIONS

Based on the findings. of this research, it is reccommended that future studies should

encompass the evaluation of more determinants of QOL in HIV/AIDS especially such

determinants as _culture, social support and cconomy. Fhe effects of social and economic

d : ts on ‘quality of life can be done using this study as comparison group tor similar
elerminants

population.
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1.!'

APPENDIX 1

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 respondent, :

My name Is we are conducting a study on

the quality of life of people living with HIV/AIDS in Kogi state and what your opinion 1s
ag regards this. Kindly participate in this study by filling the questionnaire attached.
Participation in this study is voluntary 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 ] go ahead with the questions? Respondent’s signature

E— ==

Thank you for your cooperation. .
Y Y P Client’s Hosp. No:

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

I Male 2 Female
Sex;
Age; (Age.n Y ears)
Weight (In Kilogram);
Height (1n Meters);
o Residential address; N -
- _ | Yoruba (Okun) 2 bbira '_]
Tribe; 3 Ipala 4 Bassa -

5 Others (Specity)
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Mantal Status;
| Single

3 Laving as Marned

S ivorced

st level of education received
Highes! * | None at All

3 Secondary

Occupation, | Teaching
3 Trader
\
S Housewtle
7 Other (Specity)
tehigion, I Roanan Catholic

3 Nlushim
S Other (Specify)

What are your total monthly msnimum wage/ income”

» How 1s your health? | Very Poor

3 Netsther Poor nor Good

S Very Good

. i Yes / No
Do you constder yoursclfc_urrcnlly 1l

: St)
If there 1s something wrong with you what do vou think it

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

2 Marned

4 Scparated l

6 Widowed

2 Primary

Ay

4 [ertiary

2 Civil Servants

4 Farmer E

6 Student

2 Protestant

4 Traditional E*]

2 Poor

4 Good D
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o P —

e
‘_\_‘__-——

Wrespond {O lllef()llOWing ‘lue&'ti.".,\' l:f[’;ey ar;;;,;[i(.able (o y”“.

‘ your HI1V serostatus?

Pl 15

I Asymptomanc 2 Symptomatic
3 AIDS converted 4 HIV negative
S Don’t know

1) load

M count

what year did you first test positive for F{[V?

what year do you think you were infected”

a

)Qdo you believe you were infected with HIV? (Tick one only)

I Sex with a Man 2 Sex with a Woman

3 Injecting Drugs 4 Blood Products [

S Other (Specify)

twhet year were you enrolled 1n to this programme?

61

y Jions ask sication in the last thwo weeks.
The following questions ash ubout your me

Are you currently o HIV medications” Yes / No

a ’ -1)
How lonyg have you been on {11V medications

7 weeks? Yes / No (If No ge to section B)

Have you taken HIV medications if the last
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In lhé_last tWO Weeks, taking my medicine has

been a burden I , 3 .

0 — — SERSE
Inthe last two weeks, taking my medicine has

made 1t hard to live a normal hte l ) 3 4
. + ‘,
In the last two weeks, taking my medicine has
mcaused unpleasant side effocts 1 y) 3 4
In the last two weeks, I've been worrted about |
the eftects my medicine may have on my | ») 3 4
body
"In the last two weeks. I've been unsure about |
| why I’m taking medicine ) 2 3 4
SECTION B
Instructions

This assessment asks how y
your life. Please answer all the questions.
give to a question, please choose the one that a

be your f{irst response

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

]

Please read each questiio

[ J e L) y ) - v y ’( 5
the scale for each queston thart gives the best answer for you

—

: - | | T \/cly'p(;or | Poor Neirther poon
I nor good
| - — i )
_IF’I How wo uld you rate your | ) \
quality of life? |
i - - [ Very Dissatisfied Neither
| dissatistied satisfied nor
dissatisfied
|
2 How satisfied are you with : y 3
your health” |

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

Please ‘keep in nund youy standards, hopes, pleasures

=i

All of Alotof | Some of | A little of
the time | the time | the ome | the fume

(30041

i |

e T ——

—_———

Satisfied | Very

None of
the time

‘h

h

N

ou feel about your quahty of life, health, or other areas of
If vou ate unsure about which response to
ppears most appropnate This can often
and
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i assess your feelings, and circle the number on
o)) L4 &P, R

o — — 1'

satisfied




'F-

The following questions ask about how much you have expertenced certain things 1n the

e —

|

— s T,

To what extent do you feel that
physical pain prevents you from
doing whaf you need to do?

—— ——

How much are you bothered by any
| physical problems related 10 your
HIV infection”

| How much do yz)u need any medical

treatment to function in your datly
life?
——

How much d'o__y(_)_u'enjoy life?

To what extent do you feel your hife
to be meaningtul?

2

To what extent are you bothered by

people blaming you for your HIV
Fstatus

9
6P

;| How much do you fear the tuture”

10

How much do you worry about
death”

-
| 1

How well are vou able to
concentrate”?

W)

How safe do ;'0_11 feel in your daily
life? v

{3

—Tﬁ

How healthy 1s your physical
environment?

= —
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Not at all

~ Not at all

19

[ A hLttle

A little

A

moderate
amount

3

A
moderate
amount

—

Very | An
much extreme
_Amoung
4 S
DR S
4 5
4 5
=l
4 5
4 5
4 5
4 )
4 5
]
Vorw T Extreroele |
ery Extremely
much
_—
4 ! — 5 —r
4 S J
4 5 y




The tollowing quesyions ack

about how comple te

ely

S
20 | H ow well are you able 1o pet

| | nor good

certain thine

I ~ES In the Jasi LWO weeks !y you expenience or were able to do

14 | Do you have | S - | Notatall | A e | ) T TEom

enough enero o AR U A Inttle | Moderayel [ M C let

I everyday |ifu? e 9 = ety Complel

15 | Are you able (o anrne, e 2

accept vo 3
appear ance” your bodily it 1 2 S
| 2
"16 [ H nough monev (. : 4 5
your needs?

17 | To what ¢
J - extent do you feel accepted 3 i 5
| | 2Y e people you know?
18 How availaple 10 you 15 the PA 3 | S
’ information (hat you need in your _

day-to-day | fe? F . . S
19 | To what ex - J
o what extent do you have the 1
opportunity for leisure aclivities” |
I 2 3 4 5
I _ _
3 : - | A
ery poor Poor | Netthey poor (;ood Very good

around?

Th » & ac ) o o
L he follo‘wmb questions ask you how good or satisfied you have felt about varnous
. aspects of your hfe over the last tiwdweeks |
Very Dissatisfied l Neither | Satisfied Very
dissatisfied satishied nor Satisfied
QP S— : dissatished
21 | How satsfied are you with =
your sleep”? i 2 3 4 S
i :
22 | How satisfied are you with
your ability toperform yout ] 2 3 4 <
__{ daily hving activittes? = |
23 | How satisfied are you with | j - -
your capacity for work” l 2 3 4 5
- = . — b— — — V| - -
24 | How satisfied are you with
yourself? [ 2 3 4 S
P ——e o — E ——f
25 | How satsfied are you with .
your personal relationships? ] 2 3 4 S

e
———
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26 | How satisfied are you with
your sex life? l 5 3 4 S
27 | How satisfied are you with the | | =
support you get from your | 2 3 4 S
‘ fnends?
/| 28 1 How satisfied are you with the — —
conditions of your tiving I 5 3 4 s
+place? B
29 | How sautisfied are you with I )
your access to health i 2 3 4 S
| | services? | ) | -
30 | How satisfied are you with
your (ranspor(? | 1 2 3 K| 5
. ' Ilh DU | i [ I———— e
The following question refers to how often you have felt or expenenced certain things in
the last two weeks )
4 Neverc«L Seldom | Quite often :L Very ofien [ Always
' 31 | How often do you have negative | |
feelings such as blue mood, despair, I 2 3 4 3
| anxiety, depression? !

D1d someone help you to fill out this torm?

How long did «t take to fill this form out?

Do vyou have any comments about the assessiment?.

THANK YOU FOR YOUR HIL.P
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