Quali ty o f Li fe o f P eople L iVi n g Wi th American Journal of Social Sciences and

Humanities
HIV/AIDS: The Roles of Clinical and Vol. 4 No. 1, 253-245, 2019
Demographic Factors @i

Bamidele Emmanuel OSAMIKA'™
Olusegun MAYUNGBO?

“Department of Psychology, Faculty of Environment, Management and Social Sciences, Lead City University
Ibadan, Nigeria.

:Email: bamifedd (@ gmarl com Tel- +2348168825629

A Corresponding Author) ‘Email: doctormayungbo@gmail.com Tel: +23481361 74435

ABSTRACT

The study examined quality of life of people living with HIVAIDS and the roles of clinical and
demographic factors. A purposive sample of 210 (59 males and 151 females) PLWHA with age
ranged between 18 and 90years participated in the study. A structured questionnaire format was used
to gather data and analysed using descriptive and correlation analyses, Analysis of Variance
(ANOVA) and Post-hoc analyses. The results revealed that educational qualification and HIV-
Serostatus significantly have negative correlation with quality of life. Additionally, physical
psychological, level of independence, social relationship, environment and spirituality domains and
general health perception significantly have positive correlation with general quality of life.
Conversely, age, gender, tested HIV-Positive, consideration of illness, risk factors and CD4 medical
outcome have no significant correlation with general quality of life. Specifically, educational
qualification negatively related with physical, level of independence, spirituality domains and general
quality of life. Similarly, HIV—positive status negatively related with physical and spirituality
domains of quality of life. Likewise, HIV-Serostatus significantly have negative relationship with
psychological, level of independence and environment domains of quality of life. In addition, risk
factors significantly have negative correlation with psychological domain of quality of life. ANOVA
showed that participant’s educational qualification and HIV-Serostatus significantly influenced
quality of life whereby participants with postgraduate degrees and AIDS significantly difference on
quality of life. The study concluded that clinical and demographic factors correlated with quality of
life of people living with HIV/AIDS and hence should be taking into consideration when assessing
PLWHA.
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Highlights of this paper
® The study examined quality of life of people living with HIVAIDS and the roles of clinical and
demographic factors.

® The results showed that educational qualification and HIV-Serostatus significantly have
negative correlation with quality of life. There are correlation among domains of quality of life,
general health perception and general quality of life.

® Age, gender, tested HIV-Positive, consideration of illness, risk factors and CD4 medical outcome
have no significant correlation with general quality of life.

e ANOVA showed that participant’s education and HIV-Serostatus influenced quality of life where
participants with postgraduate degrees and AIDS significantly difference on quality of life.

1. INTRODUCTION

Quality of life of people living with human immunodeficiency virus (HIV) and Acquired Immunodeficiency
Syndrome (AIDS) has been found to be affected (Webb and Norton, 2004; Riiiitel ez al., 2008; Imam ef al., 2011; Reis
et al., 2013; Osamika, 2019). Despite the prevalence of people living with HIV/AIDS in the world, with about 35
million (World Health Organization (WHO), 2015) annual mortality of about 210, 00 people are found in sub-
Sahara Africa (UNAIDS, 2016). Since 2010, the estimated prevalence rates of people affected with HIV/AIDS have
been reported to be more than 3.1 million Nigerians (Federal Ministry of Health, 2010). This condition only not
affects the individual’s serious health and socioeconomics (Department of Health and Human Services, 2012) but
has ruined the social framework and system of many communities and countries especially in the affected countries
(Imam et al., 2011). This continues to spread and affect the lives of millions of people in these areas.

However, the expansion of the assessment and diagnosis identification of the chronic nature and impact of the
disease has created influences on the quality of life of these people which invariable leads to an increase in the
survival rate (Domingues and Waldman, 2014). Monitoring of the clinical factors of PLWHA has been found to be
one of the most important tools for following the progress and efforts needed to improve their life and care
(Handajani et al, 2012; Reis et al, 2012; Ministério and Sadde, 2015; Nomoto et al, 2015). Particularly,
antiantiretroviral therapy increases the survival of PLWHA, through the improvement in their clinical factors and
as such becomes very important for concurrent assessment as it maintains their Quality of life (Almeida et al., 2014
Cunha et al., 2015).

Most studies have shown that socio-demographic factors such as age, gender, education, employment status
and income strongly connected with the quality of life of PLWHA (Wachtel ez al., 1992; Cowdery and Pesa, 2002;
Murr et al., 2003; Mcdonnell et al., 2005; Hipolito et al., 2017), no published studies focused on the influence of the
levels of education and clinical factors on general quality of life among Nigerian samples, except the few ones that
looked at social, environment and physical and psychological domains (Odili et al, 2011; Raji et al, 2017).
Specifically, male gender, asymptomatic, occupation, income per capita, religion, a longer time since diagnosis and
absence of HIV related symptoms positively correlated with quality of life (Blalock et al., 2002; Worthington and
Krentz, 2005; Odili et al, 2011; Oliveira et al., 2015; Testaye et al., 2018). Clinically, asymptomatic patients have
reported better QoL than those with symptoms or AIDS diagnosis, as those with advanced HIV disease and low
QoL scores have been correlated (Cohen et al., 1998). HIV/AIDS stages have been discovered to significantly have
influence on overall quality of life (George et al., 2016; Osamika and Mayungbo, 2017) with low viral load and AIDS
significantly difference from other groups (Folasire et al, 2012; Reis et al, 2013). Similarly, illness consideration
negatively associated with overall quality of life, as those who do not considered themselves as ill score high on
quality of life (Raji et al., 2017; Tesfaye et al., 2018). Moreover, domains of WHO quality of life including physical,
psychological spiritual, level of independence, social and environment have been found to correlate with general
quality of life in Nigerian sample but with patients who have and have not started anti-retroviral therapy (Odili et
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al, 2011; Raji et al, 2017) coupled with the fact that the use of the WHO-BREF instrument in HIV studies in
Nigeria is limited (Fatiregun et al., 2009) and the inconsistency findings of relationship among domains, clinical and
demographic factors on overall quality of life of people living with HIV/AIDS. Therefore, this study is set to
achieve whether domains of quality of life will significantly correlate with their general quality of life, whether
clinical and demographic factors will significantly correlates with quality of life and levels of clinical and educational
qualification of the PLWHA will significantly different in quality of life. To achieve the mentioned purpose, the
following hypotheses were raised.

1. There will be a significant relationship among the domains of quality of life and general quality of life

among PLWHA.
2. Clinical and demographic factors will significantly correlates with quality of life among PLWHA.
3. Levels of clinical and educational qualification of PLWHA will significantly different in quality of life.

2. METHOD
2.1. Participant Characteristics

Two hundred and ten (210) PLWHA were sampled for the study with the age ranged between 18 and 90 years.
The participants have been diagnosed with HIV/AIDS, attending antiretroviral in Pathology and Haematology
Clinic of State Specialist Hospital Akure (SSHA), can read and write in English Language forms their inclusion
criteria for the participation in the study. The mean age of 44.46 and standard deviation of 15.74, 59(28.1%) males
and 151(71.9%) females, 34 (16.2%) were single, 136 (64.8%) claimed to be married, 28 (13.3%) widowed and 12
(5.7%) had divorced at the time of the study. Sixteen (7.6%) were students, 36(17.1%) unemployed, 99 (47.1%)
workers, and 59 (28.1%) involved in business/others involved in the study. Thirty three (15.7%) respondents were
primary leaving certificate holder, while 91 (43.3%) were SSCE holder, 46 (21.9%) NCE/OND, 38(18.1%) were
HND/BSc holder, no professional certificate holder while 2 (1%) Postgraduates participated in the study.

2.2. Sampling Procedures

At the onset of the research, a proposal was written, submitted and approved by the appropriate authorities.
Afterward, the need to apply for ethical committee approval at the research settings arose that lasted for about five
weeks before the formal approval of the study in the research setting. A purposive sampling technique was adopted
to recruit the participant into the study haven identified the prevalence HIV/AIDS among the participants and the
setting, about two hundred and twenty (220) questionnaires were administered (taken to the field) while two
hundred and ten (210) questionnaires were retrieved and good for analysis after data collection for about five weeks
in the research setting, after the consent of the respondent has been informed coupled with proper information and
guidelines on the purpose of the study has been disseminated to the respondent. The names and personal details of
the respondents were excluded from the questionnaire in an attempt to ensure them of anonymous and
confidentiality of their responses. Each section of the questionnaire was in likert point format response except some

of the demographic variables.

2.2.1. Sample Size
At the time of the study, there was no documented prevalence of people living with HIV/AIDS at the clinic.
However, the researcher made use of Krejcie and Morgan (1970) sample size determination table to arrive at 210

sample size with an assumed population of about 450 of people living with HIV/AIDS.
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2.2.2. Measure

The research instrument was a single pencil and paper questionnaire which was adopted for the collection of
data. The questionnaire was divided into two sections which included: Section A consists of eight items that seek
information on the respondents’ demographic information which includes age, gender, educational qualification and
clinical factors: tested HIV-Positive, HIV Sero-status, consider ill, risk factors, medical outcome CD4 count.

Section B contained WHO-BREF Quality of life scale developed by World Health Organization’s Quality of
Life Instrument (Whoqol Hiv Group) (2003). The scale was designed to measure domains of quality of life in terms
of physical, level of independence, social relationships, environment, psychological and spirituality; general quality
of life, and general health perceptions. The scale consisted of 31 items reflecting in 5-point Likert-type format,
example of the item include “How would you rate your quality of life? How much do you enjoy life? How satistfied
are you with your health?”. The responses ranged from not all, A little, Moderate Amount, Very Much, and An
extreme amount and were scored 1 2 3 4 and 5 respectively. The scale produced six domain scores, that includes
Physical (item 3, 4, 14 and 21), Level of Independence (items 5, 22, 23, and 20), Social Relationships (item 27, 26, 25,
and 17), Environment (item 12, 13, 16, 18, 19, 28, 29, and 30), Psychological (item 6, 11, 15, 24 and 31), and
Spirituality (item 7, 8,9 and 10), while item (1) measured overall quality of life and item (2) measured general health
perception with their response format were: very poor, poor, neither poor or good, good and very good. In addition,
items (8, 4, 5, 8, 9, 10 and 31) were reversed negatively, while others are directly scored. The Test —Retest

Reliability of the scale was 0.99. In this study, the Cronbach alpha was 0.73.

The study employed a cross sectional survey research design. The factors examined are clinical factors
(included tested HIV-Positive: < 8months, < 6 months, <12 months, 2years, 3years, 3years and above; HIV Sero-
status: HIV positive Asymptomatic, HIV positive-Symptomatic, AIDS; consider ill: yes and no; risk factors:
injection, sex with others, from husband/wife, blood transfusion; medical outcome CD4: <200, >200), demographic
factors are age which in measured in continuous form, gender (male and female), educational status (primary, SSCE,
NCE/OND, BSC/BA/BEng, MSc, PhD, Professional) and World Health Organization BREF quality of life
(domains included: physical, psychological, level of independence, social relationship, environment, spirituality and a
session for general health perception). The was carried out in Pathology and Haematology Clinic at the State

Specialist Hospital, Akure South Local Government, Akure, Ondo State, Nigeria.

2.2.4. Ethical Approval

The permission to conduct the study at the Pathology and Haematology Clinic of SSHA, Ondo State, Nigeria,
was granted by the Health Research Ethics Committee of State Specialist Hospital, Akure (Private bag No. 603). A
representative of the Review Board monitored and evaluated the research work to ensure compliance with the
research ethical regulations of international, national and institutional guidelines. Both written, verbal informed
consents and permission were obtained from each participant of the study before the administration of the

questionnaire.

3. RESULTS
3.1. Recruitment
Participants were recruited into the study on the clinic days, which were Mondays and Thursdays. The study

including the collection of data lasted for about five weeks in the setting, which was between the first week of July
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to the second week of August 2015. Patient’s responses to the standardized and structured questions were the sole
source of information from the participants of study. The participants of study were people living with HIV/AIDS
attending antiretroviral in Pathology and Haematology clinic of the SSHA.

3.2. Participants Flow

Moreover, participants who are tested HIV-Positive: < 3months are 26(12%), 28(18%) are < 6 months, 29(14%)
are <12 months, 32(15%) are 2years, 16(8%)are 3years while 16(8%) participants have been diagnosed for 3years
and above; On HIV Sero-status: 66(31%) had HIV positive Asymptomatic while 138(66%) had HIV positive-
Symptomatic and 6(3%) participants had AIDS at the time of the study. About 144(69%) participants considered
themselves ill will 66(31%) did not. Similarly, on the risk factors of the HIV/AIDS, 44(21%) participants claimed
they contacted the illness through injection, 69(38%) participants claimed it was through sex with others, 41(20%)
participants claimed it was through from husband or wife, while 56(27%) participants claimed through blood

transfusion; on medical outcome CD4 counts: 85(40%) participants claimed <200 while 125(60%) claimed >200.

3.3. Statistics and Data Analysts
The data were subjected to descriptive analysis, Pearson Product Moment Correlation analysis for hypotheses
one and two, while hypothesis three was subjected to one-way analysis of variance. All data analysis was done using

IBM SPSS 20.0. The further results are shown below.

Table-1. Showing the frequency analysis of the clinical factors of people living with HIV/AIDS (PLWHA).

Clinical Variables Groups N (%)
Tested HIV-Positive <8mths 26(12)
<6mths 28(13)
<12mths 29(14)
2yrs 32(15)
3yrs 16(8)
3Yrs and above 79(88)
HIV sero-status HIV positive-Asympt. 66(31)
HIV positive-Sympt. 138(66)
AID 6(3)
Consider ill Yes 144(69)
No 66(31)
Risk Factors Injection 44(21)
Sex with Others 69(33)
From Husband/Witfe 41(20)
Blood transfusion through CS 56(27)
Medical Outcome CD4 <200 85(40
>200 125(60)

Source: Field survey 2015.

Table 1, illustrates the frequency analysis of the clinical factors of the people living with HIV/AIDS. From the
results, about most of the participants 79 (38%) have been tested positive on HIV for about three years and above,
while about 26(12%) were tested positive on HIV for less than three months at the time of the study. Also, about
138 (66%) participants were on HIV positive symptomatic stage of HIV sero-status while 66(31%) were on HIV
positive asymptomatic stage at the time of the study. Most of the participants 144 (69%) considered themselves ill at
the time of the study with 69 (88%) of them contacted the virus through sex and 125 (60%) above 200 CD4 medical

outcome.
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Table-2. Showing the descriptive analysis of the domains and general of quality of life of PLWHA.
Quality of Life Domains Min.-Max. X SD
Physical 7.0 - 56 13.6 3.8
Psychological 5.0-19 12.8 3.2
Level of Independence 10.0 - 63 15.1 4.0
Social Relationship 8.0 -20 13.9 2.3
Environment 18.5 - 37 26.5 4.0
Spirituality 6.8 -23.2 16.5 2.7
General Quality of Life 68.0 - 159 108.5 13.0

Source: Field survey 2015.

From Table 2, the descriptive analysis of the domains of WHO quality of life were shown, the results shown
that participants scored lowest on psychological domain of quality of life with score ranged between 5.0-19, with
12.8 £ 3.2. However, the participants have the highest score on environmental domain of WHO quality of life with
the score ranged between 13.5 -37, 26.5 & 4.0.

From the Table 3, the result revealed that educational qualification (r(210)=-.192, p<.05), HIV-Serostatus
(r(210)=-.150,p<.05) significantly have negative correlation with World Health Organization quality of life. This
simply mean that, the more the patients educational status and HIV-Sero Status the poorer their quality of life.
However, physical (r(210)=.593,p<.01), psychological (r(210)=.747, p<.01), level of independence (r(210)=.456,
p<.01), social relationship (r(210)=.558,p<.01), environment (r(210)=.770, p<.01), spirituality (r(210)=.512, p<.01)
domains and general health perception (r(210)=.516, p<.01) significantly have positive correlation with World
Health Organization quality of life. This implies that the better the patient’s domains of quality of life including
their physical, psychological, spirituality, social relationship, environment, level of independence domains and their
perception of health the better their quality of life.

Hence, age (r(210)=.004, p>.05), gender (r(210)=-.042, p>.05), tested HIV-Positive (r(210)=-.091, p>.05),
consideration of illness (r(210)=.032, p>.035), risk factors (r(210)=-.031, p>.05) and medical outcome CD 4
(r(210)=.045, p>.05) significantly have no correlation with World Health Organization quality of life.

Specifically, educational status negatively related with physical (r(210)=-.176,p<.05), level of independence
(r(210)=-.190,p<.05) and spirituality (r(210)=-.151,p<.05) domains and general quality of life (r(210)=-.192,p<.01).
Similarly, HIV —positive status negatively related with physical (r(210)=-.175,p<.05) and spirituality (r(210)=-
.174,p<.05) domains of quality of life. More so, HIV-Serostatus significantly have negative relationship with
psychological (r(210)=-.222,p<.01), level of independence (r(210)=-.141,p<.05) and environment (r(210)=-
.285,p<.05) domains of quality of life. Additionally, risk factors (r(210)=-.158,p<.05) significantly have negative
correlation with psychological domain of quality of life. From these results, hypothesis one and were confirmed and
accepted, as there was a significant relationship among the domains of quality of life and general quality of life. Also,
clinical factors (HIV Sero-status) and demographic factor (educational qualification) significantly associated with

general quality of life.
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Table-3. Showing the multiple correlation analysis of clinical, demographic factors and quality of life of people living with HIV/AIDS.

Variables 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 x SD
1. Age 1 44.46  15.74
2. Gender 074 1

3. Educational qualification -.093 -.046 1

4. Tested HIV-Positive 220" -.028 118 1

5. HIV Sero-status 117 .086 -.008 .081 1

6. Consider ill -101 -010 .198"  .098 -.204™ 1

7. Risk Factors 1827 151F -124 114 197 2647 1

8. CD4 d14 -.041 014 .198™ .033 099  .320™ 1

9. Physical -068 -.055 -.176" ~-.175" .040 -129 -014 -.056 1 18.567  8.77
10. Psychological -044 -050 -030 -059  -.222" 082  -158" 002 .259" 1 16.52  2.69
11. Level of Independence 049  .085 -.190"  .021 -.141" 054 016  .058  .129  .200" 1 15.14  3.97
12. Social Relationship 036 048  -049  -.035 .002 109 -112 026 .077 .510"  .075 1 13.94  2.33
13. Environment 082 -.018 -.065  .023 -.285" 112 -008 .104 .220"" .648™ .162" 497" 1 26.53  3.98
14. Spirituality -061 -050 -.151" -.174" 013 -024  .104 -001 .381" 252" -063 .134 .284™ 1 12.81  3.22
15. Health Perception -017 -.164" -072  .040 -.038 074  -077 .084 .808™ .316™ 279" 229" 411" .091 1 3.69 0.94
16. Quality of Life 004  -.042 -.192"" -.091 -.150" 0382  -081 .045 .598" 747" 456" 558" 770" 512" 516" 1  108.54 13.01

##*_Correlation is significant at the 0.01 level (2-tailed). *. Correlation is significant at the 0.05 level (2-tailed). N= 210.

Source: Field survey 2015.
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Table-4. Showing the one-way analysis of variance of the influence of educational qualification on quality of life of people living with

HIV/AIDS.
Sources Sum of Squares df Mean Square F P
Between Groups 2054.856 4 518.714 3.159 <.05
Within Groups 83387.26 205 162.621
Total 85392.11 209

Source: Field survey 2015.

From the Table 4, the results revealed that educational qualifications significantly influenced quality of life

people living with HIV/AIDS (F[4,2097]=3.14; p<.05). This shows that the level of learning and education acquired

by the participants significantly have impact on their quality of life. The post hoc analysis in Table 4.1 shows which

level of the educational qualification responsible for the significance.

Table 4.1. Showing the multiple comparisons of the levels of educational qualification on the quality of life of people using least significant

difference analysis.

(I) Education Qualification (J) Education Qualification Mean Difference (I-J) Sig. P
Primary O'level -.343832 .895 >.05
NCE/OND 1.57378 .589 >.05
HND/BSc 5.92504 052 >.05
PG 23.03030" 014 <.05
O'level Primary .34332 .895 >.05
NCE/OND 1.91710 407 >.05
HND/BSc 6.26836" 012 <.05
PG 23.37363" 011 <.05
NCE/OND Primary -1.57378 589  >.05
O'level -1.91710 407 >.05
HND/BSc 4.85126 121 >.05
PG 21.45652" 021 <.05
HND/BSc Primary -5.92504 052 <.05
O'level -6.26836" 012 <.05
NCE/OND -4.35126 121 >.06
PG 17.10526 .066 >.05
PG Primary -23.03030" 014 <.05
O'level -23.97363" 011 <.05
NCE/OND -21.45652* .021 <.056
HND/BSc -17.10526 .066 >.05

*.The mean difference is significant at the 0.05 level.

Source: Field survey 2015.

The Table 4.1 on the multiple comparisons of the significant levels of educational qualification on quality of life;

the results showed that, participants with postgraduate (PG) educational qualification (MD=23, p<.05) significantly

difference from other groups of the educational qualification on quality of life. This may probably due to the highest

or advance educational qualification which always comes with more knowledge, enlightenment and advancement;

this therefore influenced their quality of life. From this result, hypothesis three was confirmed and accepted;

educational qualification of the participants significantly influenced their general quality of life.

Table-5. Showing the one-way analysis of variance of the influence of HIV-serostatus on quality of life.

Sources Sum of Squares df Mean Square F p-
Between Groups 1765.154 2 882.577 5.438 <.01
Within GFOUpS 33626.96 207 162.449
Total 35392.11 209

Source: Field survey 2015.
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From the Table 5, the results showed that HIV-Serostatus significantly influence quality of life people living
with HIV/AIDS (F[2,2097=5.4; p<.05). This shows that the levels HIV-Serostatus of the participants significantly
have impact on their quality of life. The post hoc analysis in Table 5.1 shows which level of the HIV-Serostatus

responsible for the significance.

Table-5.1. Showing the multiple comparisons of the significant difference of the groups of HIV-Serostatus on quality of life.

(I) HIVserostatus (J) HIVserostatus Mean Difference (I-J) Sig. P
HIVpositive-Asympt. HIVpositive-Sympt. 1.78524: 0.35 >.05
AIDS 17.89394" 0.001 <.05
HIVpositive-Sympt. HIVpositive-Asympt. -1.78524 0.35 >.05
AIDS 16.10870" 0.003 <.05
AIDS HIVpositive-Asympt. -17.89394" 0.001 <.05
HIVpositive-Sympt. -16.10870" 0.003 <.05

Source: Field survey 2015.

From the Table 5.1 on the multiple comparisons of the significant groups of HIV Serostatus on quality of life;
the results showed that, participants with AIDS (MD=17.8, p<.05) significantly difference from other groups of
HIV-Serostatus on quality of life. This may probably due to the fact that these participants have already
degenerated in general health and as such has affected their quality of life. Therefore, from the result, hypothesis
three was confirmed and accepted as levels of HIV Serostatus of the participants significantly influenced their

general quality of life.

4. DISCUSSION

The first hypothesis was confirmed as domains of quality of life significantly correlated with the general quality
of life. The result showed that physical, spirituality, social relationship, environment, level of independence and
psychological domains significantly have positive correlation with the overall quality of life of people living with
HIV/AIDS. This outcome consistent with the findings of Raji et al. (2017) and Odili et al. (2011) findings from their
cross sectional study, that domains of WHO of quality of life correlated with the overall quality although among
PLWHA who have and have not been listed for antiretroviral therapy. In this study, the quality of life domains
were found to be associated with the overall scores among those attending antiretroviral treatment, as most of the
participants scored more on the psychological and level of independence domains. This simply showed that
participants were effective on their level of independence and even fair psychologically despite their health
condition.

Similarly, the second hypothesis was also supported. Among demographic and clinical factors of the people
living with HIV/AIDS, educational qualification and HIV-Serostatus significantly have negative correlation with
their overall quality of life. This result confirmed the research findings by Wachtel ez al. (1992). The author stated
that various demographics associated with the quality of life as education among other factors impact their
perceived quality of life. Also, the result was in line with Murr ef al. (2003) who established that education,
employment status, and income been a demographic variables connect with quality of life, besides personal
background including their educational status contributes to quality of life. Likewise, the result explains the
advantages that come with education such as improvement, enlightenment and information which invariable impact
the quality of life of individual. In Hipolito et al. (2017) and Mcdonnell et al. (2005) studies, social-demographic
factors including educational qualifications were emphasized to influence perceived quality of life of people living

with HIV/AIDS.
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However, age, gender, being tested HIV-Positive, consideration of illness; risk factors and medical outcome
CD4 have no significant correlation with quality of life. This result negate the findings of Blalock et al. (2002) and
Worthington and Krentz (2005) who revealed in their study that some demographics such like gender associated
with quality of life. The variation in the findings possibly was due to the set of participants that involved in the
study. In this study, PLWHA who routinely attend antiretroviral clinic, within eighteen and ninety years were
used, which may slightly different from Blalock et al. (2002) and Worthington and Krentz (2005) findings and as
such responsibly for the difference in results. Specially, educational qualification negatively related with physical,
level of independence, spirituality and general quality of life among participants that involved in the study. This
result underscored the fact that the more individual is scholastic, enlightened and believe in the efficacy of their
knowledge and ideals, the less physical, level of independence, spirituality and general quality of life. In the same
way, HIV—positive status negatively related with physical and spirituality domains of quality of life.

Additionally, HIV-Serostatus significantly have negative relationship with psychological, level of independence
and environment domains of quality of life. This result established the findings of Cohen et al. (1998) who stated
that serostatus of a patients living with HIV/AIDS determines their life quality, which was also emphasized in
Osamika and Mayungbo (2017) results from their study, that stages of HIV/AIDS influenced the quality of life,
those who have been progressed in their stages of HIV/AIDS seems to experience poor and negative psychological,
environment and independence domains of their quality of life. This is not unconnected with their deterioration in
their health status which may conspicuously show in their status.

Furthermore, risk factors significantly have negative correlation with psychological domain of quality of life.
The result inconsistent with Oliveira et al. (2015) who indicated that some risk factors such like asymptomatic, time
of diagnosis and absence of HIV related symptoms related with overall quality of life, however, the result from this
study disconfirmed their findings, this may be connected with the fact that this present study basically explored the
dimensions of WHO quality of life among PLWHA while the formal doesn’t, However, the result supported (Raji et
al, 2017) and Tesfaye et al. (2018) study’s outcome, that illness consideration which is one of the risk factors
negatively associated with overall quality of life, as those who do not considered themselves as ill score high on
quality of life.

The third hypothesis was also confirmed. Educational qualification and HIV-Serostatus significantly influenced
overall quality of life as participants with postgraduate degrees and AIDS significantly difference from other
participants respectively. This result retained the findings of Mcdonnell et al. (2005); Cowdery and Pesa (2002). The
authors discovered that among socio-demographic factors, educational status strongly linked with quality of life of

PLWHA, their levels of education interrelated with their life quality.

5. CONCLUSION

The study showed the influence of the clinical and demographic factors in relation to quality of life of people
living with HIV/AIDS. The study therefore concluded that educational qualification and HIV-Serostatus
significantly have negative correlation with quality of life. Though, the domains of WHO quality of life including
physical, psychological, level of independence, social relationship, environment, spirituality domains and general
health perception significantly have positive correlation with quality of life of people living with HIV/AIDS. On the
other hand, age, gender, tested HIV-Positive, consideration of illness; risk factors and medical outcome CD 4 have
no significant correlation with quality of life. Furthermore, educational qualification negatively related with
physical, level of independence and spirituality domains and general quality of life. Similarly, HIV—positive status
negatively related with physical and spirituality domains of quality of life. More so, HIV-Serostatus significantly
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have negative relationship with psychological, level of independence and environment domains of quality of life.
Additionally, risk factors significantly have negative correlation with psychological domain of quality of life.
Likewise, educational qualification and HIV-Serostatus significantly influenced quality of life whereby participants
with postgraduate degrees and AIDS significantly difference from other participants respectively. The study
concluded that clinical and demographic factors correlated with quality of life of people living with HIV/AIDS and
further recommends that clinical and demographic factors should be taking into consideration when assessing

PLWHA.

6. LIMITATION
This study is not without limitation as this was a cross sectional study. Information was retrieved from
participants that were available at the time of the study and the study was an hospital based. As such, generalization

should be done with caution.

7. ACKNOWLEDGMENTS

This study was a success because of the reception and relationship the researcher enjoyed from the Chief
Medical Director, Head and staffs of the Haematology and Virology Department of State Specialist Hospital Akure,
Ondo State Nigeria. I want to appreciate Dr Osho and the nurses specifically, am thankful for creating the enabling
environment for data collection at the time of the study. Also my appreciation goes to the staft of the Psychology
Department, of State Specialist Hospital Akure, the head Dr Busayo Tomoloju, thank you for your leadership,

teachings and encouragement; to the staft of the Department [ am very grateful.

REFERENCES

Almeida, M.B,, G.L. Gutierrez and R. Marques, 2014. Quality of life: Definition, concepts and interfaces with other areas of
research [internet]. Sdo Paulo: School of Arts, Sciences and Humanities.

Blalock, A.C,, J.S. Mcdaniel and E.-W. Farber, 2002. Eftect of employment on quality of life and psychological functioning in
patients with HIV/AIDS. Psychosomatics, 43(5): 400-404.Available at: https://doi.org/10.1176/appi.psy.43.5.400.

Cohen, C., D.A. Revicki, A. Nabulsi, P.W. Sarocco, P. Jiang and A.H.D.R.S. Group, 1998. A randomized trial of the effect of
ritonavir in maintaining quality of life in advanced HIV disease. Aids, 12(12): 1495-1502.Available at:
https://doi.org/10.1097/00002030-199812000-00012.

Cowdery, JE. and J. Pesa, 2002. Assessing quality of life in women living with HIV infection. Aids Care, 14(2): 235-
245.Available at: https://doi.org/10.1080/09540120220104730.

Cunha, GH.D., M.LT. Fiuza, E. Gir, P.D.S. Aquino, A.K.B. Pinheiro and M. T.G. Galviao, 2015. Quality of life of men with
AIDS and the model of social determinants of health. Latin American Journal of Nursing, 23(2): 183-191.Available at:
https://doi.org/10.1590/0104-1169.0120.2541.

Department of Health and Human Services, 2012. Health resources and services administration justification of estimates for
appropriations committees. U.S. Department of Health and Human Services Health Resources and Services
Administration. United State of America. pp: 1-10. Available from
http://www.hrsa.gov/about/budget/budgetjustification.pdf.

Domingues, C.S. and E.A. Waldman, 2014. Causes of death among people living with Sida in the pre-and pos-haart eras in the

city of sdo paulo, Brazil. Plos One, 9(12): 1-16.

243

URL: www.onlinesciencepublishing.com | August, 2019



American Journal of Social Sciences and Humanities, 2019, 4(1): 233-245

Fatiregun, A.A., K.C. Mofolorunsho and K.G. Osagbemi, 2009. Quality of life in people living with HIV/aids in Kogi State,
Nigeria. Benin Journal of Postgraduate Medicine, 11(1): 21-27.Available at:
https://doi.org/10.4314/bjpm.v11i1.48823.

Federal Ministry of Health, 2010. HIV sero-prevalence sentinel survey among the antenatal clinic attendees in Nigeria. Nigeria:
FMOH.

Folasire, O.F., A.E. Irabor and A.M. Folasire, 2012. Quality of life of people living with HIV and AIDS attending the
antiretroviral clinic, University College Hospital, Nigeria. African Journal of Primary Health Care & Family Medicine,
4(1): 294 —301.

George, S., C. Bergin, S. Clarke, G. Courtney and M.B. Codd, 2016. Health-related quality of life and associated factors in people
with HIV: An Irish cohort study. Health and Quality of Life Outcomes, 14(1): 1-12.Available at:
https://doi.org/10.1186/512955-016-0517-4.

Handajani, Y.S., Z. Djoerban and H. Irawan, 2012. Quality of life people living with HIV/AIDS: Outpatient in Kramat 128
Hospital Jakarta. Acta Med Indones, 44(4): 310-316.

Hipolito, R.1, D.C. Oliveira, T.L. Costa, S.C. Marques, E.R. Pereira and G. A'T., 2017. Quality of life of people living with
hiv/aids: Temporal, socio-demographic and perceived health relationship. Rev. Latino-am. Nursing, 25(1): 2874-2885.

Imam, M., M. Karim, C. Ferdous and S. Akhter, 2011. Health related quality of life among the people living with HIV.
Bangladesh Medical Research Council Bulletin, 37(1): 1-6.

Krejcie, R.V. and D.W. Morgan, 1970. Determining sample size for research activities. Educational and Psychological
Measurement, 30(3): 607-610.Available at: https://doi.org/10.1177/001816447003000308.

Mcdonnell, KA., A.C. Gielen, P. O'campo and J.G. Burke, 2005. Abuse, hiv status and health related quality of life among a
sample of hiv positive and hiv negative low income women. Quality of Life Research, 14(1): 945-957.

Ministério, D.A. and B.R. Satde, 2015. Health surveillance secretariat. Department of STD, AIDS and viral hepatitis.
Epidemiological Bulletin: AIDS and STD. [Internet]. Year iv, no. 01, until epidemiological week 26th. Brasilia:
Ministry of Health. pp: 95.

Murr, [.LR., M. Fantoni, B. Del, R. Visona, A. Barracco, A. Zambelli, L. Testa, N. Orchi, V. Tozzi, O. Bosco and A.W. Wu, 2003.
Determinants of health-related quality of life in HIV infected patients. Aids Care, 15(4): 581-590.

Nomoto, S.H., RM.P. Longhi, B.P. de Barros, J. Croda, E.B. Ziff and E. Castelon Konkiewitz, 2015. Socioeconomic disadvantage
increasing risk for depression among recently diagnosed HIV patients in an urban area in Brazil: cross-sectional study.
Aids Care, 27(8): 979-985.Available at: https://doi.org/10.1080/09540121.2015.1017442.

Odili, V.U,, LB. Ikhurionan, S.F. Usifoh and A.C. Oparah, 2011. Determinants of quality of life in HIV/AIDS patients West
African. Journal of Pharmacy, 22(1): 42-4:8.

Oliveira, F.B., M.E. Moura, T.M. Aratjo and E.M. Andrade, 2015. Quality of life and associated factors. Acta Paul Enferm, 28(6):
510-516.

Osamika, B. and O. Mayungbo, 2017. Stages of HIV/AIDS, marital status and perceived quality of life. Asian Journal of
Multidisciplinary Studies, 5(4): 1-11.

Osamika, B.E., 2019. Coping strategies predicting quality of life among people living with HIV/AIDS. People: International
Journal of Social Sciences, 4(3): 1689 —1711.Available at: https://doi.org/10.20319/pijss.2019.43.16891711.

Raji, M.O., HM. Liman, [.A. Raji and A.U. Kaoje, 2017. Health-related quality of life of people living with HIV/AIDS accessing
care in a tertiary health-care center in North West Nigeria. Sahel Medical Journal, 20(4): 149-154.Available at:
https://doi.org/10.4103/1118-8561.230261.

Reis, A., M.P. Guerra and L. Lencastre, 2013. Treatment adherence, quality of life and clinical Variables in HIV/AIDS infection.

World Journal of Aids, 3(3): 289-250.Available at: https://doi.org/10.4236/wja.2013.33032.

244

URL: www.onlinesciencepublishing.com | August, 2019



American Journal of Social Sciences and Humanities, 2019, 4(1): 233-245

Reis, RK., CB. Santos and E. Gir, 2012. Quality of life among Brazilian women living with HIV/AIDS. Aids Care, 24(5): 626-
634.Available at: https://doi.org/10.1080/09540121.2011.63034:5.

Riiiitel, K., A. Uuskiila, A. Minossenko and H.-M. Loit, 2008. Quality of life of people living with HIV and AIDS in Estonia.
Central European Journal of Public Health, 16(8): 111-115.

Tesfaye, T., J. Darega, T. Belachew and A. Abera, 2018. HIV positive sero-status disclosure and its determinants among people
living with HIV/AIDS following ART clinic in Jimma University Specialized Hospital, Southwest Ethiopia: A facility-
based cross-sectional study. Archives of Public Health, 76(1): 1-10.Available at: https://doi.org/10.1186/513690-017-
0251-3.

UNAIDS, 2016. Fact sheet, November, 2016. Communications and Global Advocacy. pp: 1-5. Available from aidsinfo.unaids.org.

Wachtel, T., J. Piette, V. Mor, M. Stein, J. Fleishman and C. Carpenter, 1992. Quality of life in persons with human
immunodeficiency virus infection: Measurement by the medical outcomes study instrument. Annals of Internal
Medicine, 116(2): 129-1387.Available at: https://doi.org/10.7326/0003-4819-116-2-129.

Webb, A. and M. Norton, 2004. Clinical assessment of symptom-focused health-related quality of life in HIV/AIDS. Journal of
the Association of Nurses in AIDS Care, 15(2): 67-81.Available at: https://doi.org/10.1016/51055-3290(05)60051-9.

World Health Organization (WHO), 2015. Joint united nations programme on HIV/AIDS (UNAIDS). The Gap Report; 2015.

World Health Organization’s Quality of Life Instrument (Whoqol Hiv Group), 2003. Initial steps to developing the world
health organization's quality of life instrument (Whoqol) module for international assessment in HIV/AIDS. Aids
Care, 15(3): 347-357.Available at: https://doi.org/10.1080/0954012031000105405.

Worthington, C. and H. Krentz, 2005. Socio-economic factors and health-related quality of life in adults living with HIV.

International Journal of STD & AIDS, 16(9): 608-614.Available at: https://doi.org/10.1258/0956462054944408.

Online Science Publishing is not responsible or answerable for any loss, damage or liability, etc. caused in relation to/arising out of the
use of the content. Any queries should be directed to the corresponding author of the article.

245

URL: www.onlinesciencepublishing.com | August, 2019



