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Introduction
HIV infection is a chronic illness that has been ranked among the 
top leading causes of year of life lived with disability [1]. In Nigeria, 
HIV infection has been found to have relatively high prevalence 
of 4.6% [2, 3]. The high rate of complications and mortality 
associated with this chronic medical condition has equally generated 
enormous public health concern [4, 5]. Also of concern is the fact 
that HIV infection is associated with high level of stigma and social 
discrimination [6-11].

HIV infection is mainly acquired from infected persons or objects 
[12-15]. Severe emotional trauma can predispose an individual to 
acquiring HIV due to poor sense of judgment, leading to sexual 
indiscretion and other risk bearing practices [16]. HIV infections 
is characterized by chronicity with subsequent need for long 
term medications, effects on the central nervous system (CNS), 
high rate of mortality and morbidity and impact on emotion (the 
component that is often neglected) [17-31]. In addition, patients 
with the conditions need extensive education, attitudinal change; 
coping and healthy lifestyle includes diet [45-49]. The need for these 
adjustments is imperative considering the immediate changes that 
usually accompany the diagnosis of this medical condition. They 
include burden of the diseases, regular hospital visits, complications 
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Abstract
Background: HIV, a viral infectious disease, predominantly affects the physical, social and psychological well-being of 
PLWHIV which further affect their quality of life. A number of socio-demographic and clinical factors may play important roles.

Aim: The aim of this study, therefore, was to determine the relationship between some socio-demographic and clinical factors 
and quality of life among PLWHIV.

Methodology: Following ethical approval from the appropriate committee of the hospital and informed consent from the 
participants, 230 subjects (PLWHIV), were recruited through a systematic random sampling method based on the study’s 
inclusion and exclusion criteria. Subjects were administered with the study’s instruments including the socio-demographic 
questionnaire, the brief version of the WHO Quality of Life instrument (WHOQOL-Bref). The data were analyzed using the 
SPSS version 20 statistical package. Confidence interval was set at 95% while P- value of less than 0.05 was considered 
statistically significant.

Results: The study found PLWHIV domain scores quality of life as follows; 60.71±15.57, 62.34±26.32, 61.57±25.04, 55.15±14.00 
and 65.81±21.84 for physical, psychological, social relationship, environment domains and general health facet respectively. 
Age group below 20 years, tertiary education, married with high to average monthly income, no stigmatization, with less 
emotional reaction were associated with the best quality of life. The only significant relationships were that(i) those who 
indicated no feelings of stigma had significantly higher quality of life than those who admitted having stigma in the physical 
domain(p=0.017); (ii) those who were widowed or divorce had significantly lower quality of life than all the other marital 
groups in the social domain(p=0.002).

Conclusion: The findings in this study indicate some socio0demorgraphic and clinical factors may play significant role in 
the degree to which HIV infection affects quality of life of the sufferers. It is therefore important that the management of HIV 
should include attention to factors in order to enhance the quality of care and hence their quality of life.
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arising from the primary illness, stigma and job adjustment [32, 33].

Worldwide, over 36 million people have contracted HIV infection 
and 16 million people have now died of the disease [34, 35]. In 
Nigeria, an estimated 3.6 percent of the population is living with 
HIV and AIDS [36]. Although HIV prevalence is much lower in 
Nigeria than in other African countries such as South Africa and 
Zambia, the size of Nigeria’s population (around 162.5 million) 
means that by the end of 2009, there were an estimated 3.3 million 
people living with HIV. 

The measurement of health and the effects of health care must 
include, not only an indication of changes in the frequency and 
severity of diseases, but also an estimation of well- being, and this 
can be assessed by measuring the improvement in the quality of 
life related to health care. WHO, with the aid of 15 collaborating 
centers all over the world, has therefore developed two instruments 
for measuring quality of life; one is the WHOQOL-Bref [37]. 

The focus of medical practice has always tended towards relieving 
physical symptoms, in this case HIV infection, which often neglects 
the huge impact on the psychological well-being, psychiatric co-
morbidity and the overall quality of life, often occasioning untoward 
health consequences [38, 39]. Most patients with serious, progressive 
illness confront a range of psychological challenges, including the 
prospect of real and anticipated losses, worsening quality of life, 
the fear of physical decline and death, and coping with uncertainty. 
HIV infection and/or AIDS are one such illness that brings additional 
challenges due to the rapidly changing treatment developments and 
outlook. 

In addition, this disease is unusual in the extent of stigma associated 
with it and the fact that HIV is both infectious and potentially fatal. 
Because of the risk of transmission, major and permanent changes 
are called for in sexual behavior and risk bearing life styles which 
may not be easily modifiable. However, while treatment success 
maintains its primary positions in such evaluations, researchers have 
been making efforts to assess the degree to which chronic clinical 
disorders and their treatments affect patient’s functional capacity, 
overall sense of well-being, psychological and social health [40-46]. 
Quality of life assessment measures changes in physical, functional, 
mental and social health in order to evaluate the human and financial 
costs and benefit of new programmers and interventions [47-50].

Methodology
Following ethical approval from the appropriate committee of the 
hospital and informed consent from the participants, 230 subjects 
(PLWHIV), were recruited through a systematic random sampling 
method based on the study’s inclusion and exclusion criteria. Subjects 
were administered with the study’s instruments including the socio-
demographic questionnaire, the brief version of the WHO Quality 
of Life instrument (WHOQOL-Bref). The data were analyzed using 
the SPSS version 20 statistical package. Confidence interval was set 
at 95% while P- value of less than 0.05 was considered statistically 
significant.

Results
Table 1: Socio-demographic and Clinical Characteristics of 
People Living with HIV (PLWHIV) 
Variables HIV = 230 Statistical

 Analysis
Age Freq

X2 = 150.83
df = 4 p=0.001

<20 yrs 6(2.6%)
20-29 56(24.3%)
30-39 101(43.3%)
40-49 59(25.7%)
≥50 8(3.5%)
Gender

X2 = 0.73
df = 1 p=0.39Male 82(35.7%)

Female 148(64.3%)

Marital status

X2 = 41.72
df = 4 p=0.001

Married 121(52.6%)
Single 61(26.5%)
Divorced 13(5.7%)
Separated 6(2.6%)
Widowed 29(12.6%)
Educational

X2 = 20.64 df = 3
 p=0.001

None 5(2.2%)
Primary 32(14.0%)
Secondary 121(52.8%)
Tertiary 71(31.0%)
Tribe

X2 = 17.97
df = 6

p=0.006

Hausa 10(4.3%)
Ibo 103(36.1%)
Yoruba 4(20.0%)
Ijaw 46(20.0%)
Ogoni 23(10.0%)
Ikwerre 28(12.2%)
Others 10(4.3%)
Occupation

X2 = 64.47
df = 10
p=0.001

Managers 2(0.9%)
Professionals 2(0.9%)
Technicians and Associates 
professionals

3(1.3%)

Clerical support workers 9(2.9%)
Services and sales workers 14(6.1%)
Skilled agricultural forestry 
and fishery workers

26(11.3%)

Craft and related trade 
workers

27(11.7%)

Plant and machine operators
and assemblers 

31(13.5%)

Elementary 
occupation

77(21.4%)
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Armed forces
 occupation

0(0.8%)

Unemployed 22(6.1%)
Ave. Income

X2 = 20.86
df = 4

p=0.001

≤ 10,000 50(25.9%)
10,000 – 30,000 75(38.9%)
30,000 – 50,000 34(17.6%)
50,000 – 100,000 26(13.5%)
> 100,000 8(4.1%)
No income 9(4.3%)
Unable to estimate 16(8.2%)
Rxn to diagnosis

X2 = 109.83
df = 1

p=0.001

Normal 12(5.2%)
Sad 43(18.7%)
Very Sad 133(57.8%)
With to die 42(18.3%)
Mode of getting drugs

X2 = 483.53
df = 2

p=0.001

From government 228(99.1%)
Self Purchase 2(0.9%)
Both 0(0%)
Source of Support

X2 = 9.87
df = 3
p=0.02

CharityOrganization 11(4.8%)
Friends 9(3.9%)
Relatives 46(20.0%)
None 164(71.3%)
Stigma X2 = 153.62

df = 1
p=0.001Yes 91(39.6)

No 139(60.4%)

Domestic situation
(Live With)

X2 = 73.63
df = 3

p=0.001

Partner 44(19.1%)
Family 136(59.1%)
Friends 1(4%)
None 49(21.3%)
Partner 44(19.1%)
Family 136(59.1%)
Friends 1(4%)
None 49(21.3%)
Age of onset of Illness

X2 = 185.75
df = 23
p=0.001

< 20 years 4(1.7%)
20 – 29 years 93(40.4%)
30 – 39 years 96(41.7%)
40 – 49 years 37(16.1%)
> 50 years 0(0.0%)
Duration of Illness
5 years and below 194(84.3%) X2 = 10.29

df = 2
p=0.0056 – 10 years 34(14.8%)

11 years and above 2(0.9%)

Duration of Treatment
< 1 year 38(16.5%) X2 = 8.59

df = 2
p=0.031 – 5 years 159(69.1%)

6 – 10 years 31(8.6%)

> 10 years 13(3.6%) X2 = 7.79
df = 1
p=0.04Missed Treatment

Yes 43(18.7%)
No 187(81.3%)
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Quality of Life of PLWHIV
Quality of life was statistically significantly highest for GHF and lowest on social and psychological domains.

Table2: Quality of life of PLWHIV
QOL PLWHIV t-test
Domain 1 (Physical) 62.71 + 15.565

t = 7.69 df = 228 P <0.001Domain 2 (Psychological) 62.34 + 26.315
Domain 3 (Social relationship) 61.57 + 25.04
Domain 4 (Environment) 63.15+ 14.00
General Health Facet(GHF) 65.81+ 21.84
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Table 3: Association of quality of life with socio-demographic and clinical factors in PLWHIV
PLHIV

VARIABLES D1
(Physical)

D2
(Psychological)

D3
(Social)

D4
(Environment)

General Facet

Age
<20 57.17+20.60 59.02+26.39 50.83+33.66 56.77+14.70 70.08+18.40
20.29 57.53+15.91 55.88+17.72 56.99+25.17 51.68+13.54 70.24+20.73
30-39 62.73+14.90 67.14+34.12 60.26+24.69 55.17+13.63 65.47+21.15
40-49 61.81+16.19 62.48+15.47 66.39+24.77 57.51+14.49 62.50+23.21
>50 52.16+11.40 48.42+26.31 61.70+20.63 50.55+15.76 54.69+24.94

F=1.694 F=2.322 F=1.419 F=1.614 F=1.882
df = 4/225 df =4/225 df = 4/225 df = 4/225 df = 4/225
p=0.132 p=0.056 p=0.229 p=0.172 p=0.114

Gender
Males 61.26+15.77 64.22+17.48 66.16+22.66 55.33+15.29 67.65+23.45
Females 60.42+0.50 58.63+29.93 59.03+25.99 55.05+13.29 62.56+20.77

t = 0.386 t = 1.777 t = 2.053 t = 0.148 t = 1.638
df = 288 df = 288 df = 288 df = 288 df = 288
p= 0.700 p= 0.077 p= 0.038 p= 0.887 p= 0.103

Education
None 56.30+10.43 58.34+14.13 33.32+22.92 44.38+14.04 52.00+31.13
Primary 60.14+17.29 58.58+56.08 61.14+26.10 53.94+14.36 64.97+22.41
Secondary 60.34+15.82 59.99.+18.30 62.94+24.54 56.61+14.37 67.13+21.62
Tertiary 61.37+14.82 63.84+15.85 65.16+24.54 56.59+12.72 68.66+21.22

F=0.166 F=1.039 F=2.888 F=2.434 F=1.374
df = 3/226 df = 3/226 df = 3/226 df = 3/226 df = 3/226
p=0.919  p=0.379 p=0.036 p=0.066 p=0.252

Marital Status
Married 60.76+15.14 63.93+32.14 64.69+24.12 56.25+14.56 63.53+21.38
Single 59.37+16.00 58.726+18.05 57.51+23.01 52.15+13.61 71.11+22.42
Divorced 58.52+15.12 59.30+16.85 40.37+28.25 52.88+13.40 67.31+26.78
Separated 57.75+21.25 61.12+20.04 51.37+11.06 54.17+13.92 64.58+20.03
Widowed 65.01+15.60 64.93+17.16 68.67+26.88 58.07+12.26 63.79+19.86

F=0.784 F=0.511 F=4.270 F=1.298 F=1.317
df = 4/225 df = 4/225 df = 4/225 df = 4/225 df = 4/225
p=0.538 p=0.728 p=0.002 p=0.271 p=0.264

Stigma
Yes 57.71+18.00 59.37+37.75 61.90+26.05 52.61+14.67 65.70+22.56
No 62.69+13.45 64.29+14.50 61.35+24.45 56.81+13.34 65.91+21.43

t = -2.397 t = -1.390 t = 0.163 t = -2.247  t = -0.085 
df = 288 df = 288 df = 288 df = 288 df = 288
p = 0.017 p = 0.166 p = 0.871 p= 0.026 p = 0.932

Income
Low 59.73+14.58 68.05+45.11 60.99+24.89 57.19+14.30 70.25+19.38
Average 61.53+16.12 61.43+18.56 58.89+26.02 53.38+13.48 64.57+22.41
High 61.89+16.55 63.57+16.48 65.45+24.97 58.73+15.38 62.87+23.73

F=0.270 F=0.987 F=0.860 F=2,474 F=1.508
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df = 2/190 df = 2/190 df = 2/190 df = 2/190 df = 2/190
p=0.764 p=0.377 p=0.425 p=0.087 Pp=0.224

Reaction To illness
Normal 67.57+92.20 95.78+84.53 71.52+19.61 59.11+11.88 75.00+20.64

Sad 61.29+18.18 60.94+21.21 66.09+27.42 53.48+15.38 65.12+22.42
Very sad 61.49+15.33 62.74+15.40 61.43+25.03 55.46+13.98 64.75+22.66

Wish to die 55.72+13.91 52.97+17.54 54.56+22.57 54.75+12.91 67.26+18.71
F=2.385 F=9.171 F=2.233 F=0.552 F=0.888

df = 3/226 df = 3/226 df = 3/226 df = 3/226 df = 3/226
P=0.07 P<0.001 P=0.085 P=0.647 P=0.448

Discussion
Among PLWHIV, age group below 20 years with tertiary education, 
married or widowed with high to average monthly income, which 
reported no stigmatization, with less emotional reaction to their 
diagnosis of the medical conditions had the best quality of life 
generally. Quality of life gradually increased with age and began 
to decrease with advancing age. The middle age group generally 
had the best Quality of life score. This age group is the period of 
less dependence on others when the individual may still be able 
to provide for and take quick and meaningful decisions by him or 
herself. Secondly, immunity may still be developing at younger age 
and equally waning with advance age. These may have contributed 
to the better quality oflife among middle aged PLWHIV.

Gender had some impact on quality of life among PLWHIV as male 
generally fared better. This may be because in most cultures, women 
received a lot of discrimination as women who have the illness are 
said to be due to their promiscus life styles. This may affect the 
social and psychological domains of quality of life. Furthermore, 
the emotional and psychological burden emanating from living with 
HIV tend to have more negative impact on the female than male and 
this may directly affect the psychological domain of quality. Again 
the issue of dependence on male particularly for marriage couples 
may contribute sometimes to lack affordability or poor compliance 
to management and this may ultimately affect their quality of life.
From the study, quality of life increases with increasing life of 
education. Having a good knowledge of the illness and being able 
to understand and follow instruction regarding management will not 
only enhance management outcome but will equally help to reduce 
the anxiety and depression associated with living with HIV, both 
may help to increase the quality of life. 

Having a gainful employment will not only afford psychological 
stability but will also help provide the financial ability to comply 
with management needs of the illness. In the study, those who were 
gainfully employed tended to have better quality of life than those 
had less viable occupation. In the ILO occupational classification, 
those at the top like managers and professional, receive more income 
than those at the lower part of the classification. This group of people 
will have more money to take care of the medical condition in terms 
of medications, investigations and transportation and even easy 
mobility to healthcare facility. There will also be more funds to feed 
well, travel for vacation and recreation which will provide alternative 
sources of happiness, and also be able to meet up other basic needs 
of life. Therefore, similar trend of observation influence of income 
on quality of life was made, where those with higher and average 
monthly income generally fared better in all domains of QOL. 

Education also had some impact on QOL among PLWHIV in the 
study. Those with secondary and tertiary education tend to have 
better QOL score compared to those with primary or no education. 
Education no doubt plays a pivotal role in understanding the 
provided explanation for the nature of illness as well as encouraging 
compliance to management instructions, and thereby reducing the 
anxiety and worry associated with chronic conditions. Ultimately, 
this may improve QOL.

The widowed scored better compared to those who were married 
and the single. HIV infection is a communicable disease with sexual 
intercourse serving as one of its most frequent routes of transmission. 
In this regard, the illness in one partner or both partners may course 
a lot of disaffection between the couple; this may even lead to 
separation or divorce. Furthermore, the single may be under intense 
worry and anxiety over been able to get married. All these may 
contribute additional emotional trauma which may further affect 
the QOL sufferers.

A strong relationship was observed between stigma and quality of 
life, with those who admitted to having experience social stigma 
and discrimination from the disease tending to have lower QOL 
compared to those who have not experienced stigma. Social stigma 
and discriminations negatively impacts QOL as is directly associated 
with psychological stress and trauma. It is true that the stress, adverse 
psychosocial factors, unfavorable socio-demographic factors and 
social support often may synergistically hastened the progression 
of HIV to AIDS, and may by so doing cause rapid deterioration in 
their psychological well-being and quality of life. 

In the presence of psychosocial stressors such as stigma, 
unemployment, low income, the quality of life in PLWHIV was 
significantly affected, particularly on the psychological and social 
domains. This suggests that the stigma and social rejection associated 
with PLWHIV may play a significant role in the development of 
psychological illness in PLWHIV, WHICH WILL FURTHER 
AFFECT THE QOL. Incidentally, many of the socio-demographic 
and clinical variables assessed in this study, had poor outcomes 
including employment, education, income, marital status, initial 
reaction to diagnosis, and source of support. 

These results are consistent with several studies [51, 52]. These 
suggested that a good number of psychosocial and clinical factors 
affected the outcome of HIV infection. The implication of this is that 
these factors have to be addressed in the holistic management of HIV 
infection and indeed, other chronic conditions, because when they 
are favorable, the rate of psychiatric co-morbidity tended to reduce, 
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which consequently improves the Quality of Life in both conditions.

Conclusion
The findings in this study indicate HIV infection is a chronic 
debilitating illness, associated with some socio-demographic 
characteristics which further affect the quality of life of sufferers. 
The results indicate that the management of HIV should include 
attention to their mental health status and subjective quality of life 
of these patients in order to enhance the quality of care.
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