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Gender differences in perceived health related quality of
life among persons living with HIV
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Abstract

In the era of HIV/AIDS and in the context of the developing world HIV/AIDS has led to a pandemic. HIV
antiretroviral drugs are inaccessible and unaffordable and the only choice that health care providers have
is to work towards improving the quality of life of individuals as long as they live with this dreaded disease.
This study on 203 seropositive individuals, 102 women and 101 men, was undertaken to find out the

differences in the quality of life perceived by women and men living with HIV/AIDS. The WHOQOL-BREF

scale was used to assess the quality of life.

The findings from this study reveal that men report a poor quality of life in the psychological domain (p<0.01)
while women in the sociological domain (p=0.03). The stage of illness does not seem to influence quality of
life among women and men. The findings emphasize the need for health providers to assess the QOL among
people living with HIV/AIDS. This information would be helpful in planning effective intervention strategies for

men and women living with HIV/AIDS in order to be ensured of a quality of life.
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Introduction of antiretroviral drugs. Although the virus and its

The scourge of HIV/AIDS in the developing world
has led to apandemic. On the one hand the numbers
of those infected are on the rise, families are being
wiped away, the psychosocial factors that
accompany the disease are many and the impact of
this diseases is felt not only by the individual, but
his family and in the larger context, society. On the

other hand is the inaccessibility and unaffordability
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concurrent maladies drain physical resources from
individuals, a psychological and social cost is also
incurred. The only choice therefore that health
providers have is to concentrate on improving the
quality of life of infected persons for as long as they
live with the dreaded disease. This could have a
positive ripple effect on their families and others who
are affected by this disease. Research on the
association of HIV and QOL, is still in its infancy. The
concept of health related quality of life (HRQOL) can
be traced to 1947 and the World Health
Organization's definition of health as a "state of
complete physical and mental and social well being
and not merely the absence of infirmty":. Health

care professionals therefore are encouraged to




become familiar with the predictors of HRQOL, which
may eventually contribute to the development of
multiple entry points for interventions in promoting

QOL. The term QOL is used synonymously with
HRQOL.

There have been studies on QOL which have
outlined the major aspects of QOL which include
physical, social, emotional and cognitive functioning:
mobility and selfcare: patient perception of health:
and symptoms 234, It has also been found that an
assessment of HRQOL has found to enhance
communication between patients and providers®. In
the developed world given the longevity achievable
with current prophylactic and therapeutic strategies
for persons with HIV infection, quality of life (QOL)
has emerged as a significant medical outcome
measure and its enhancement an important goal.
There have been afew studies that have examined
the construct of QOL within a HIV population most of
which have focused on gay and bisexual mens-.
There are other studies that have examined QOL in
diverse samples of people living with HIV/AIDSe#*

(PLWHA). However a negligible number of females
were represented in the samples in these studies.
There is dearth of information from India in this regard.
Since the importance of QOL has found to be
important in the managementof HIV it is important to
understand the quality of life among PLWHA. It is also
important to view it from a gender perspective in order
to evolve gender sensitive strategies in order to

improve QOL. It is with this objective that this study
has been planned.

Methods

This study was carried out in Chennai the capital of
Tamilnadu State, in south India. Chennaiisthe fourth
largest metropolitan city in Indiaand is located onthe
Eastcoast, and spreadsoveranareaof 216 sq. kms.

The study site wasthe Tuberculosis Research Centre
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(TRC) and the sexually transmitted diseases (STD)
outpatient clinic attached to the Government General
Hospital (GH).

The design used is a period cohort design, on a cohort
of patients attending the out patient clinic of the TRC
and the STD clinic of the GH, Chennai during March
2000 to July 2003.

Study population

The study population consisted of 203 of 220 HIV-
positive patients enrolled in a clinical trial on
tuberculosis chemoprophylaxis during the period
March 2000 to July 2003. There were 102 women
and 101 men. The study respondents were referred
for the clinical trial from the STD clinic of the
GovernmentGeneral Hospital, antenatal clinics and
Non-Governmental Organizations (NGOs). The

respondents were from the lower socio-economic

strata of society.
Inclusion criteria for the present study included:

(1) Documented evidence of HIV seropositive status,
(2) Ability and willingness to provide informed consent

and

(3) Willingness to spare the time for the interview.

Tools for data collection

A semi structured interview schedule was used to
collect basic demographic information from the
respondents. Quality of life was measured using the
WHOQOL-BREF® (WHOQOLBREF, 1996) Thisis
a 26- item scale, which is a brief version of the original
WHOQOL-100, a 100- item scale and has four
domains. The main domains studied were a) physical
b) psychological c) sociological d) and environmental.

The domain scores are scaled in a positive direction

(higher scores denote higher quality of life). The mean

scores are thenﬂL_Jl_se(sJItltjo calculate the domain score.
The "~ y inthis was 0.89 (coefficient alpha).




The scores were classified as poor, moderate and
good. For the purpose of the analysis, moderate
and good was combined, as the number of those

who reported good was negligible. This tool has

been used in Indiat®,

The scale was translated to Tamil and given to two
professional social workers with sound knowledge of
Tamil, to assess if the items retained the essence of
the original items and based on their feedback the
items were modified. The questionnaire and scales
were pilot tested on HIV positive respondents
attending the STD clinic of the GH before the

commencement of the study.

The questionnaire and scale were administered after
getting informed consent from the participant and after
explaining the time required for the interview. The
interview was done in Tamil at the clinic both at the
Government Hospital and the TRC. Care was taken
toassure privacy and confidentiality. Each interview

lasted for 45 minutes to one hour.

Data was collected over a 6-month period from July

2003to December 2003.

Data analysis

The data was checked for accuracy and
computerized. All the statistical analysis was carried
out using SPSS 10.5 and Epi Info 6.0. Univariate
and multivariate analysis were done by gender. Chi
Square analysis was carried out to test the differences

in proportions of genders and association in
contingency tables.

Results

Base line characteristics of the respondents (102
women, 101 men):

The base line profile of the respondents is presented
in Table I.

Sixty seven percent of the women were in the age
group of 15-29 years compared to 26% of the men.
Twenty-two percent of the women were illiterates as
compared to 12% of the men. Eighty percent of the
women had an income of less than Rupees 1000 per
month as compared to 24% of the men. More than
half the women respondents were housewives and
not employed outside the home. Thirty one percent
of the men were truckers. Forty four percent of the

women and 7% of the men were widowed.

Seventy nine percent of the women and 50% of the
men had CD4 counts above 200/mm3. CD, was
reported as the absolute number (percubic millimeter

of peripheral blood) of CD4T Lymphocytes.
Quality of life of 203 respondents

Quality of life was measured under four domains:
physical, psychological, sociological and
environmental. While there were no significant
differences between the women and men
respondents in the physical and environmental
domains, a significantly higher proportion of men
(26%) compared towomen (12%) had a'poor' quality
of life in the psychological domain (p<0.01). A
significantly higher proportion of women (57%)
compared to men (40%) had a 'poor’ quality of life in

the sociological domain (p=0.03). (Table II)

Twenty-one (21%) of women and 51(50%) men had
CD. counts less than 200. Twenty (95%) of these
women had a moderate or above moderate quality of
life and 44 (86%) of the men had a moderate orabove
moderate quality of life. The difference is not

statistically significant. (Table III).

A multivariate analysis of the baseline characteristics

revealed thatfamily type, age, income, marital status
did not seem to influence QOL. (Data not tabulated).
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Table I: Baseline characteristics of the HIV positive respondents
(102women, 101 men)
Baseline characteristics Women Men
Number % Number %
Age*
15-29 68 67 26 26
30-44 33 32 67 66
>45 1 1 8 8
Education
Nil 22 22 12 12
Primary 21 21 17 17
Middle 36 35 42 42
Secondary 14 14 24 24
University 9 9 6 6
Income* (Rupees per month):
<1000 82 80 24 24
>1000 20 20 7 76
Marital status
Married 50 49 68 67
Widow/Widower 45 44 7 7
Single 2 2 24 24
Separated/Divorced 5 5 2 2
Occupation
Housewife/Unemployed 53 52 9 9
Drivers 0 0 31 31
Skilled 25 25 28 28
Unskilled 24 23 33 33
Religion
Hindu 85 83 83 82
Muslim 4 . 4 4 4
Christian 13 13 14 14
Stage of the disease
CD.<200 21 21 51 50
CD.>200 81 79 50 50
Type of family
Joint a7 46 45 45
Nuclear 55 54 56 55

* p <0.001
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Table II: Quality of life in four domains (102 women, 101 men)

Quality oflife Women Men P
Domains Number % Number % value
Physical domain
Moderate 94 92 88 87
Poor 8 8 13 13 0.34
Psychological domain
Moderate 20 88 75 74
Poor 12 12 26 26 <0.01
Sociological domain
Moderate 44 43 60 59
Poor 58 57 41 41 0.03
Environmental domain
Moderate 73 72 78 77
Poor 29 28 23 23 0.45
Tablelll: CD, and QOL (102women, 101 men)
Quality of life
Women Men

Moderate or good Poor Moderate or good Poor
CD,count
<200/cmm 20 (95%) 1 (5%) 44(86%) 7 (14%)
>200/cmm 75(93%) 6 (7%) 49 (98%) 1 (2%)

Discussion

This study has brought out the differences in the
quality of life experienced among women and men
living with HIV. An examination of gender differences
revealed a difference in two domains of the quality of
life, the psychological and sociological domain.
Psychological domain addressed issues such as lack
of concentration, negative feelings of depression,
anxiety and despair. Sociological domain dealt with
issues related to satisfaction in personal relationships
and social support. Men significantly reported poor
QOL in their psychological functioning as compared
to women. This seems contradictory to what is
generally believed that HIV positive women report

more psychological distress than men+. A survey

in a group of largely poor, black and Hispanic women
showed that they were affected more by anxiety and

depression and both correlated with poorer quality of
lifex.

The reasons for this poor quality of life in their
psychological functioning among HIV positive men
could be many and need to be explored further.
Chronic illness and disease are sources of
tremendous amounts of stress that tend to fluctuate
over the course of time such that people living with
chronic illness experience distress along a number
of dimensions that impact quality of lifeze2:. The effects
of depression have also been reported in other
studies, which have documented the impact of
depression on quality of life for both men and
womenz22, Men infected with HIV, because of their
inability to work and support the family, their guilt,
their feelings of insecurity and dependence on
others, could experience psychological distress
leading to depression contributing to poor
psychological functioning. However more studies

are required to come to broad based conclusions.
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Women on the other hand significantly reported poor
functioning in the scciolcgical domain. The reason why
women have reported a worse social functioning could
be areflection ofthe stigmatheyface, whether actual or
perceived. This could prevent them from socially
networking with others, which is important in getting the
social support in handling the disease. An earlier study
from Mumbai, that reported that there was a gender
disparity in social support received from families for those
infected with HIV with men receiving more positive
supportz. The importance of social support networks in

maintaining overall psychological and physical health has

been brought out by several studies** Socialsupport

also acts as a resource providing encouragement to the
recipientand promotes health protection and feelings of
personal efficacy 3. Another study from India has
revealed that individuals who felt a stronger need to
disclose had a better QOL particularly in the social domain
reflectinggood social relationshipsinthisgroup. However
gender differences were not studied. The importance of
social networking leading to social support seems to be

an important factor influencing QOL among women living
with HIV/AIDS.

Another interesting finding of this study is that the
stage of illness measured by CD, did not seem to
influence QOL. Among those who had CD, counts less
than 200 cells/mm? the majority of the women and
men had a moderate or good QOL. This has not been
a focus of study in the management of HIVIAIDS and
needs to be explored further. It is not only important
to concentrate on the clinical management for those
living with HIV/AIDS but it is of crucial importance to
address psychosocial factors as well in order to
ensure a better QOL for PLWHA.

Conclusions

There are gender differences in the perceived health
related quality of life among people living with HIV/
AIDS. This difference is seen in two areas, the

psychological and sociological domain. Another

interesting finding is that the stage of illness does
not influence the quality of life.

These findings reiterate the fact that QOL of PLWHA
needs to be focused by all health providers
irrespective of the stage of illness. This calls for a
properteam functioning with clinicians, social workers,
psychologists, nurses and other paramedical workers.
QOL needs to be assessed at different time points in
order to assure that proper intervention strategies are
adopted at the right time, whether it be clinical or
psychosocial management of the infected individual.
This is important for PLWHA can be assured of afairly
good quality of life despite HIV.

Limitations

This study presents only an outline of the QOL among
women and men living with HIV/AIDS. Interpretations
of the results of this study are limited as it is a one-
point interview and this furthermore limits the ability to
make direct causality of the relationship of various
psychosocial factors to QOL. Future studies in this area
need to use a longitudinal research design to suggest
possible causal relationships of various psychosocial
factors influencing QOL. Another limitation is restricting
the study sample to those individuals who volunteered
to be a part of a larger research study. Therefore this

sample is not likely to be representative of all persons
living with HIV and AIDS.
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