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Abstract

Background: Health-related quality of life reflects a patient’s general subjective perception of the effect of an illness or intervention on physical, psychological and social aspects of daily life. HIV infection is a major public health problem especially
in developing countries where poor health infrastructure and poverty are prevalent. This paper addresses the quality of life in
patients with chronic HIV infection in South East Nigeria and addresses issues that may help improve the current situation.
Methods: A cross-sectional survey was carried out at the University of Nigeria Teaching Hospital, Enugu, to assess patients
with HIV receiving antiretroviral therapy (ART) using a validated structured questionnaire (WHOQoL-BREF). Ethical clearance
for the study was obtained. Study period was from October - December, 2017. Data obtained was analysed.
Results: A total of 389 HIV patients consented to the study. Over 70% were aged 18- 45 years and majority were females.
Females had a higher quality of life score with respect to the domain of psychological health while males had a higher score with
respect to the environmental domain. Older age and presence of co-morbidities were significantly associated with affectation of
physical health while younger age was associated with affectation of psychological health domain.
Conclusion: HIV impairs the quality of life for affected individuals in South East Nigeria especially across the domains of
physical and psychological health. No age group is spared. The presence of co-morbidities significantly reduces quality of life in
these patients. Younger patients may require mental health services in the management of their disease.
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Introduction
Human immunodeficiency virus (HIV) infection is a
chronic disease but advances in treatment over the past
three decades have favorably improved its outcome as a
chronic disease1. The HIV epidemic in Nigeria affects
all population groups and geographic areas of the country; it is said to be the second largest epidemic globally2.
Although the prevalence of HIV infection in Nigeria is
currently estimated at 3.2%, this figure is high consider-
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ing that Nigeria is a very populous nation3. Enugu state,
where the study was conducted, has prevalence between
4.1% and 6.0%3.
HIV infection is a major public health problem especially
in developing countries where poor health infrastructure
and poverty are prevalent. In Nigeria, health care is financed through different sources including but not limited to tax revenue, out-of-pocket payments (OOPS), donor
funding, and health insurance4. Out-of-pocket spending
(OOPS) is the major payment strategy for healthcare, not
only in Nigeria but also in developing countries5,6. These
out-of-pocket spending expenses include over-the-counter payments for medications and fees for consultations
and procedures7. The World Health Organisation (WHO)
in 2010 estimated that approximately 100 million people
are pushed below the poverty line each year by payments
for healthcare6.

around the time of diagnosis may cause persistent adjustment disorders that may lead to serious consequences14.
Both mental and physical HRQoL decrease with more
advanced stage of the disease15,16 and with lower socioeconomic status17.
Several HRQoL studies in HIV patients have been carried out in different climes. In a cross-sectional baseline
survey of the HPTN 071(PopART) trial, the ability of
ART in successfully reducing the inequalities in HRQoL
between HIV-positive and HIV-negative individuals in
a general population sample was demonstrated18. While
Mafirakureva et al19 observed that income, education and
employment were positively and significantly associated
with HRQoL in HIV/AIDS patients on antiretroviral
therapy at a tertiary care facility in Zimbabwe, Akinboro
et al, in Southwestern Nigeria, found that high CD4
count, adherence to ART, being in a marital relationship
and absence of concomitant tuberculosis impacted posApart from reducing the risk of HIV transmission, com- itively on the quality of life of their study participants20.
bination antiretroviral therapy (cART) improves health
and prolongs the life of affected individuals. When used UNTH, Ituku-Ozalla is a tertiary center for healthcare
properly, ART leads to rapid control of HIV and par- in the south-east and in the early years of HIV care and
tial restoration of immune function. However, treatment treatment, was one of the largest centers for care under
does not fully restore immune health; rather, some in- the AIDS Prevention Initiative in Nigeria (APIN). It is
flammatory and/or immunodeficiency complications assumed that similar factors may affect the quality of life
may occur as a consequence1. These HIV-associated among HIV patients on treatment in other centers as well
complications which include cardiovascular diseases, can- as in this facility. However, no study has been carried out
cers and complications from cumulative toxic exposure on HRQoL among HIV patients in the University of Nito antiretroviral drugs, among others, lead to new chronic geria Teaching Hospital, Ituku-Ozalla. This study aims to
diseases that may span for several decades in some of bridge that gap.
these patients.
Although evidence indicates that people diagnosed with Justification for the study
HIV, not only in resource-rich countries but also in Africa With the discovery of highly active combination antiretand are receiving suitable treatment with cART have a roviral drugs, HIV infection is no longer a death sentence
life expectancy that is almost comparable to that of peo- but rather a chronic, life-long disease. It is therefore imple without HIV, people living with HIV have significant- portant to identify factors that may worsen the quality of
ly lower health-related quality of life (HRQoL) than the life of patients living with HIV/AIDS and measures that
general population8,9. HRQoL is an essential health care will improve their overall wellbeing.
indicator for people living with chronic illnesses; studies
usually show two major dimensions of HRQoL: physical Aims and Objectives
Aim: To determine the health related quality of life of
and mental10,11.
HRQoL is characterized by feelings of wellbeing, control HIV patients accessing treatment and care in the HIV
and autonomy, a positive self-perception, a sense of be- Clinic of University of Nigeria Teaching Hospital,
longing, participation in enjoyable and meaningful activ- Ituku-Ozalla, Enugu
ity and a positive view of the future12. While anxiety and
depression are major factors affecting HRQoL13, the stig- Objectives:
ma of becoming HIV positive and the significant loss- 1. To assess the quality of life of HIV patients accessing
es of self-esteem, friendships, family support and help, care in UNTH, Ituku-Ozalla, Enugu in four domains 103
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physical health, psychological well-being, social relationships and interactions with their immediate environment .
2. To explore the association between sociodemographic
variables of study participants and the domains of quality
of life.
3. To explore the association between sociodemographic
characteristics and clinical predictors of quality of life in
the four domains among people with HIV/AIDS.
Materials and Methods
Study Site: This study was a single-site cross-sectional
survey conducted at the University of Nigeria Teaching
Hospital (UNTH) HIV clinic situated at the permanent
site of UNTH at Ituku-Ozalla, Enugu, and the prime
public tertiary hospital in South East Nigeria. This clinic
commenced services in 2002 as part of the Federal Government of Nigeria response to the HIV infection. When
the PEPFAR initiative was introduced, the clinic became
the largest center for HIV Care and treatment for adults,
pregnant women and children in the South-Eastern part
of Nigeria receiving patients from all over the south-east
and environs. Presently, the clinic has over 4,000 clients
enrolled in care, excluding children and adolescents.
Study Participants
Adult (≥ 18 years of age) patients with HIV infection accessing care at the HIV clinic were consecutively recruited
over a 12 week-period from October to December 2017,
after giving both oral and written informed consent.
Ethical clearance for this study was given by the institution’s health research and ethics committee.

Study procedure
Consecutive subjects with confirmed HIV infection and
on ART, being managed at the HIV clinic of the University of Nigeria Teaching Hospital were recruited over
twelve weeks. Informed consent, socio-demographic
and some basic clinical data were collected. This included
information on prior hospitalizations, presence of comorbidities and history of HIV infection in any family
member.
This information was considered to be relevant as prior
hospitalizations may be indicative of patient’s immunological status since the researchers did not have access to
patients’ CD4 count and HIV Viral load assays. Presence
of comorbidities may worsen patients’ clinical condition
significantly. A family history of HIV infection was also
explored as having other family members may indicate
worsening of family’s socioeconomic status.
Variable baseline was at study entry. All patients had been
on antiretroviral therapy for at least one year prior to the
study.
The WHOQoL-BREF instrument was interviewer-administered and transformed scores calculated for the
overall quality of life and for the four domains of quality of life. The study instrument was selected because it
has been used in other studies and has been validated in
the south western part of Nigeria21-23. All interviews were
face-to-face and carried out by two trained researchers in
order to reduce bias.
A score below 78 was considered poor; this being the
mean cut-off score predicting poor quality of life among
apparently normal typical Nigerian adults.20

Study design
This cross-sectional and descriptive study employed the
World Health Organization Quality of Life Questionnaire –short version (WHOQoL-BREF) instrument
comprising 26 questions drawn from four quality of life
(QoL) domains.

Data analysis
The questionnaire assessed QoL of the patients in
four domains - physical health (domain 1); psychological well-being (domain 2), social relationships (domain
3), and interactions with their immediate environment
(domain 4). Patients rated all items on a 5-point Likerttype scale, based on their individual perception. Domain
scores were then calculated, after transforming the scores
Sampling
Sampling was by convenience sampling. All patients who recorded for negative perception and scaled in a positive
consented to participate in the study were consecutively direction, with higher scores representing a higher QoL
recruited within the targeted study period between Oc- and vice versa. Mean scores were subsequently equated to
tober and December, 2017. A total of 399 patients were scores obtained from the initial WHOQoL-100 questioninvited to participate but only 389 consented, a response naire (by multiplying scores by 4), from where the shortened WHOQoL-BREF was adapted.
rate of 97.5%.
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Data was analyzed using the International Business Machine-Statistical Package for Social Sciences (IBM-SPSS
version 23) Illinois, Chicago. Data were first scrutinized
for incorrectly filled information and cleaned using frequencies. Group comparisons were done using one-way
analysis of variance and independent t-test were appropriate (continuous variables). Socio-demographic and
clinical predictors of health-related quality of life were
analyzed using multiple regression analysis. All test were
two-tailed and the level of significance was set at p<0.05.

Results
Table 1 shows the sociodemographic characteristics of
the study participants. The highest age frequency was between ages 18- 45 years (73.3%). Majority of the subjects
were females and about half of them were married. Only
17.5% of participants were professionals; half were traders and artisans while only 27% had attained a tertiary education. About half of these patients earn NGN10, 000
($30 equivalent) or less monthly. Study participants had a
mean number of 3.4 dependants and the average number
of hospitalizations in the past year was 1.7 times.

Table 1: Socio-demographic characteristics of the participants with HIV/AIDS
N=389

Variables
Age Group
18-25
26-35
36-45
46-55
56-65
>65
Gender
Male
Female
Marital Status
Single
Married
Divorced
Separated
Widowed
Occupation
Trader/artisan
Housewife
Student
Professional
Others
Religion
Christianity
Islam
Others
Level of education
None
Primary
Secondary
Tertiary
Income/month(Nigerian naira)
None
<10000
>10000 ≤50000
>50000 ≤100000
>100000
Number of Dependents
HIV/AIDS

105

N

Percentage (%)

29
113
143
71
29
4

7.5
29.0
36.8
18.3
7.5
1.0

120
269

30.8
69.2

83
199
7
9
91

21.3
51.2
1.8
2.3
23.4

208
3
22
68
88

53.5
0.8
5.7
17.5
22.6

385
4
0

99.0
1.0
0.0

23
92
169
105

5.9
23.7
43.4
27.0

61
197
91
21
19

15.7
50.6
23.4
5.4
4.9

N
389

Mean ±S.D
3.4±2.6
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Among the study participants, 33.4% had family mem- co-morbid medical conditions was seen in 13.6% of parbers who were also seropositive (Table 2). Presence of ticipants and only 5.7% of patients had medical insurance
coverage (Table 2).
Table 2: Clinical characteristics of the participants with HIV/AIDS
N=389

Variables
Family History
Yes
No
Presence of Co-morbidities
Yes
No
Medical Insurance
Yes
No
Type of health insurance
Federal
State
Not applicable
No. of Hospitalization
HIV/AIDS

N

Percentages (%)

130
259

33.4
66.6

53
336

13.6
86.4

22
367

5.7
94.2

21
5
363

5.4
1.3
93.3

N
389

Mean ±S.D
1.7±2.6

Table 3 shows the sociodemographic characteristics of
participants’ care givers. Almost all the participants had
care givers (91.8%) and these were mostly their spouses,
children or sibling.
Tables 3 to 5 explored the association between sociode-
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mographic variables (gender, age, occupation, and marital
status, level of education and presence of co morbidities)
with the domains of quality of life for study participants.
The domains of quality of life assessed were physical
health, psychological health, social relationships and environmental.
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Table 3: Association of gender and age with the scores of the domains of quality of life among
patients with HIV/AIDS
N=389
Domains of Quality of
Life

Gender

N

Mean ± S.D

t-stat

Physical Health

Male
Female
Male
Female
Male
Female
Male
Female

120
269
120
269
120
269
120
269

74.7 ± 16.2
75.9 ± 13.4
70.7 ± 13.9
74.2 ± 13.4
74.7 ± 17.4
71.5 ± 18.8
65.5 ± 14.0
61.1 ± 15.5

-0.8

Domains of Quality of
Life

Age

N

Mean ± S.D

F-stat

Physical Health

18-25
26-35
36-45
46-55
56-65
>65
18-25
26-35
36-45
46-55
56-65
>65
18-25
26-35
36-45
46-55
56-65
>65
18-25
26-35
36-45
46-55
56-65
>65

29
113
143
71
29
4
29
113
143
71
29
4
29
113
143
71
29
4
29
113
143
71
29
4

75.0± 12.7
78.9 ± 13.2
75.5 ± 13.8
73.6 ± 15.5
68.5 ± 16.9
73.2 ± 4.6
69.1± 13.2
75.8 ± 12.8
72.9 ± 13.8
71.7 ± 14.8
69.7 ± 11.8
84.4 ± 11.5
69.3± 21.4
72.5 ± 19.5
71.6 ± 17.8
74.2 ± 19.0
75.6 ± 12.8
72.9 ±18.4
61.6± 15.0
63.1 ± 16.2
60.9 ± 15.6
63.3 ± 13.7
64.1 ± 12.6
78.9 ± 10.3

3.0

Psychological Health
Social Relationships
Environmental

Psychological Health

Social Relationships

Environmental
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df
387

-2.4

387

p-value
0.42
0.01

1.6

387

0.11

2.7

387

0.007

df
5, 383

p-value
0.01

2.55, 383

0.03

0.6

0.76

5, 383

1.45, 383

0.22
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Table 4: Association of marital status with the scores of the domains of quality of life among
patients with HIV/AIDS
N=389
Domains of Quality of Life

Marital Status

N

Mean ± S.D

F-stat

Physical Health

Single
Married
Divorced
Separated
Widowed
Single
Married
Divorced
Separated
Widowed
Single
Married
Divorced
Separated
Widowed
Single
Married
Divorced
Separated
Widowed

83
199
7
9
91
83
199
7
9
91
83
199
7
9
91
83
199
7
9
91

76.6 ± 14.5
76.3 ± 14.7
74.5 ± 17.8
67.1 ± 14.0
73.7 ± 12.6
71.4 ± 13.6
73.5 ± 14.1
76.8 ± 17.5
75.5 ± 11.3
73.3 ± 12.7
68.7 ± 22.7
76.5 ± 15.9
70.2 ± 22.0
63.0 ± 18.2
68.3 ± 17.4
64.8 ± 15.4
63.6 ± 15.4
51.3 ± 24.9
59.7 ± 14.9
59.0 ± 13.1

1.4

4, 384

0.6

4, 384

Psychological Health

Social Relationships

Environmental

df

p-value
0.22

0.68

5.24, 384

<0.001

3.0

0.02

2, 117

Table 5: Association of level of education and presence of co-morbidities with the scores of the
domains of quality of life among patients with HIV/AIDS
N=389
Domains of Quality of Life

Level of Education

N

Mean ± S.D

F-stat

Physical Health

None
Primary
Secondary
Tertiary
None
Primary
Secondary
Tertiary
None
Primary
Secondary
Tertiary
None
Primary
Secondary
Tertiary

23
92
167
105
23
92
167
105
23
92
167
105
23
92
167
105

68.8 ± 17.9
74.3 ± 13.0
76.4 ± 14.2
76.7 ± 14.4
75.5 ± 13.8
73.5 ± 12.6
72.7 ± 14.3
73.0 ± 13.6
74.3 ± 13.0
75.7 ± 14.9
71.6 ± 20.1
70.6 ± 19.3
64.1 ± 10.7
62.6 ± 15.6
62.1 ± 14.9
62.6 ± 16.3

2.4

3,385

0.07

0.3

3,385

0.81

1.5

3,385

0.21

0.1

3,385

0.94

Psychological Health

Social Relationships

Environmental

df

Domains of Quality of Life

Co
morbidity

N

Mean ± S.D

t-stat

df

p-value

Physical Health

Yes
No
Yes
No
Yes
No
Yes
No

53
336
53
336
53
336
53
336

71.1 ± 15.9
76.3 ± 13.9
70.4 ± 14.6
73.5 ± 13.5
72.3 ± 18.3
72.3 ± 18.5
63.7 ± 13.9
62.3 ± 15.4

2.2

387

0.01

1.5

387

0.11

0.1

387

0.95

-0.7

387

0.51

Psychological Health
Social Relationships
Environmental
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p-value

108

Females had a higher score with respect to the domain
of psychological health while males had a higher score
with respect to the environmental domain. These findings were significant (p value 0.01 and 0.007 respectively).
Participants aged 18-45years had a higher score with respect to physical health while age 26-45years had a higher
score for psychological health. Thus, age showed significant affectation across the domains of physical and psychological health.
Although housewives had a higher score for social relationships, they had a low score for psychological health.
Being married was positively associated with participants
social relationships while the presence of co morbidities
affected participants’ physical health significantly. There
was no significant association between participants’ level
of education and quality of life.

There was also a significant association between level
of education and presence of co-morbidity with participants’ physical health.
In the multiple regression analysis, those variables that
were significantly correlated with the dependent or criterion variable (for example, physical health domain), age,
presence of comorbidities, no of hospitalization, no of
dependents, were entered as predictors into the regression using the standard method (Enter). A significant
model emerged: F(4, 608)=6.66, p<0.001. The model
explains 16.5% (adjusted R square=0.165). Table 6 gives
information about regression coefficients and the variance for the predictor variables entered into the model.
Age of participants, number of dependents, number of
hospitalization, presence of comorbidities were significant predictors of health-related quality of life-physical
health domain, with positive relationship to number of
dependents and the others negative relationship

Table 6: Summary of regression result of the socio-demographic and clinical predictors of
quality of life in the four domains among people with HIV/AIDS
Dependent variable

Significant predictors

Standardized
β coefficient

t-stat

pvalue

Variance (%)

-0.18

-3.15

0.002

2.1

0.14

2.63

0.009

3.3

Number
hospitalization

of -0.13

-2.50

0.013

4.5

Presence
comorbidities

of -0.11

-2.24

0.026

5.5

Total Physical Health Age of participants
Domain Score
Number of dependents

F-stat. = 6.66; df = 4, 384
Dependent variable

Significant predictors

Total Psychological Gender
Health Domain Score No of dependents

Prob(F-stat.) = 0.000
Standardized
β coefficient

t-stat

pvalue

Variance (%)

0.15

2.99

0.003

1.2

0.15

2.95

0.003

3.1

F-stat. = 7.27; df = 2, 386
Dependent variable

Significant predictors

Total
Social No of dependent
Relationship Domain Marital status
Score
Level of education

Prob(F-stat.) = 0.001
Standardized
β coefficient

t-stat

pvalue

Variance (%)

0.14

2.85

0.005

1.7

-0.14

-2.69

0.007

2.6

-0.12

-2.33

0.020

3.7

F-stat. = 8.57; df = 3, 385
Dependent variable

Significant predictors

Total environmental Gender
domain Score
Marital status
No of hospitalization
F-stat. = 11.75; df = 3, 385
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Prob(F-stat.) = 0.001
Standardized
β coefficient

t-stat

pvalue

Variance (%)

-0.11

-0.05

0.041

7.7

-0.15

-2.86

0.004

1.9

0.23

4.70

0.000

6.9

Prob(F-stat.) = 0.000
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The overall quality of life score in response to the ques- p-value 0.04, 95%CI 4.01-4.09) based on a Likert scale
tion about satisfaction with life was 4.05(Range 1-5, of 0-5(Table 7).
Table 7: Domain scores and overall quality of life scores of people living with HIV/AIDS
Domains

N

Domain 1

389 11100
389 21100
389 0-100
389 9-100
389 1-5

Domain 2
Domain 3
Domain 4
Overall QoL

Range Mean Standard
Deviation

95%Confidence Interval

75.55

14.28

74.83-76.27

73.11

13.65

72.42-73.80

72.47
62.46
4.05

18.44
15.20
0.04

71.53-73.41
61.69-63.23
4.01-4.09

Discussion
In our study, proportion of patients by gender showed
more females with HIV (69.2%) than males (30.8%) and
majority were married (51.2%). Although some researchers opine that high risk sexual behavior is more common
among young men24, data from other sources have indicated that Black/African American women are disproportionately affected by HIV, compared with women of
other races/ethnicities25 and a recent study carried out in
the Nigerian Institute of Medical Research ART Clinic
lends credence to this26.
The reasons for this disparity are not far-fetched. Generally, receptive sex is riskier than insertive sex thereby
creating a higher risk for getting HIV during vaginal or
anal sex for women than their sex partners. Furthermore,
because some women may be unaware of their male partner’s risk factors for HIV (such as injection drug use or
having sex with men), they may not use condoms.
In Nigeria specifically, certain factors fuel the relatively
high prevalence of the HIV/AIDS epidemic among vulnerable groups which include women. These include poverty, migration, harmful traditional practices, social status
of women, unwholesome marriage practices, sanctity and
sacredness of sex, idol marriage or cult prostitution, infertility or sterility factor, sexual violence, communal conflict and wars, unemployment, holding brief, and illiteracy
and most of them were related to poverty27.
Participants aged between 18 and 45 years constituted
over 70% of the patients with HIV and this finding is
consistent with epidemiological studies on the disease
where HIV has been documented to affect young people
disproportionately28. This age group represents a critical
African Health Sciences Vol 20 Issue 1, March, 2020

productive age group and working class population. HIV
may still impact negatively on economic prospects of
young people in the community.
About half of our participants earn 10,000NGN (about
$27USD) or less. This is the category of extreme poverty
(people living on <$1.9/day) for which Nigeria recently
topped the list as the country with the most population in
extreme poverty (44.2%)29. For a disease like HIV which
has potentials for complications and drug-drug interactions especially in the presence of co-morbidities and in a
country where payment for health is largely out-of-pocket, as supported by the fact that less than 6% of participants have medical insurance, morbidity and mortality for
these patients is a concern. This is because, although provision of anti-retroviral therapy is free from donors and
supported by the Nigerian government, these patients are
at greater risk of noninfectious comorbidities, including
cardiovascular and renal diseases30.
Our study showed that being married was associated with
a higher quality of life score for social relationships and
even on regression analysis, this finding was still significant. This finding is consistent with reports from a similar
study carried out in South-west Nigeria20. The family setting, especially in Africa where the extended family system still functions effectively, provides security, safety and
financial support. Thus, this finding may be explained by
the fact that people in a marital relationship are more likely to enjoy better social support and closer interpersonal
relationships. Stigma, discrimination and lack of support
have been reported to be more common in widowed or
separated women in a study carried out in rural India31.
Age significantly impacted on participants’ quality of
110

health across two domains, physical and psychological
helath. This is a key finding of our study. Older patients
had lower quality of health in the physical health domain
while younger patients were more affected in the psychological domain. The latter finding may be explained by
older patients being probably more affected by comorbid health conditions. HIV infected patients are at greater risk for noninfectious comorbidities (NICMs) such as
cardiovascular disease, hypertension, diabetes mellitus,
bone fractures and renal failure, compared with the general population32. In this study however, only 13.6% reported one or more co-morbid medical conditions.
HIV infected patients are also more likely to have polypathology (the concurrent presence of two or more NICMs)
and age was found to be an independent predictor for
polypathology32. It stands to reason, therefore, that older
HIV infected patients are more likely to have impairment
in their physical health. Infact, our study showed a significant affectation in the domain of physical health amongst
participants with co-morbidities. Conversely, younger
HIV patients are more likely to have psychological issues
as they are faced with problems of disclosure, fear of
an unknown future with possible complications from disease, financial worries and coping issues. Age of participants, presence of comorbidities, number of dependents
and number of hospitalizations, were socio-demographic
factors that significantly affected the domain of physical
health on regression analysis.

er in patients with HIV, despite good viral suppression.
Our study showed that adult patients with HIV infection
and receiving ART in Enugu, South East Nigeria, have
reduced quality of life in all domains. Females and young
people ≤ 45years of age carry the heavier burden. Age
and presence of comorbidities were significant predictors.
A major implication for policy making is the need to integrate mental health services in HIV care and treatment
especially with regards to the younger patients. Early detection of psychological problems and provision of appropriate therapeutic support for affected patients is vital
as part of the clinical decisions needed in the management of HIV patients. Older patients with HIV should
be monitored closely in order to identify and institute
treatment for non infectious comorbidities early in the
course of the disease.
Findings from this study may not be generalizable to HIV
patients in Nigeria but we hope this study will serve as a
background for further HRQoL studies in the south eastern part of Nigeria.
Study strengths
One strength of this study is that it assesses the quality
of life of HIV patients in our center and it is hoped that
findings from this study can be translated into policy.
Study limitations
Randomization was not carried out in the sampling design and so this may have led to sampling bias. No specific measures were taken to address any observed heterogeneity among study participants.
It was not possible to inculcate patients CD4 counts and
viral loads as components of this study due to logistic
constraints. This is a major limitation of our study as information from these values would have helped to understand our patient cohort on the basis of severity of
disease.

Using the average cut –off score of 78 obtained in South
West Nigeria, most of the HIV patients in this study
scored below the national average and thus have reduced
health related quality of life in all the domains assessed.
The deterioration in quality of life was least in physical
health domain but worst for environmental health domain. No reason can easily be adduced for this finding
but it may be related to poorer socioeconomic indices
in the South East region as well as overall poorer health
indices due to the primary infection, though CD4 counts Acknowledgments
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