East African Medical Journal

October 2014

347

East African Medical Journal Vol. 91 No. 10 October 2014
ASSESSMENT OF THE LIVING CONDITIONS OF RURAL BASED PEOPLE LIVING WITH HIV/AIDS WITH CLINICAL
PRESENTATIONS IN NIGERIA
S. A. Olowookere, MBChB, MSc, FWACP, Department of Community Health, College of Health Sciences, Obafemi
Awolowo University, Ile-Ife, Nigeria, A. A Fatiregun, MBBS, MSc, FWACP, S. A. Adebowale, PhD, Department of
Epidemiology, Medical Statistics and Environmental Health, Faculty of Public Health, College of Medicine, University
of Ibadan, Ibadan, Nigeria, O. O. Aluko, BSc, MPH, Department of Community Health, College of Health Sciences,
Obafemi Awolowo University, Ile-Ife, Nigeria, M. M. A. Ladipo, MBBS(Ib), FWACP(FM), FMCGP, Department of Family
Medicine, University College Hospital, Ibadan, Nigeria and I. F. Adewole, MBBS, FMCOG, FWACS, IDS Prevention
Initiative in Nigeria (APIN) Plus Anti-retroviral Clinic and Department of Obstetrics and Gynaecology, College of
Medicine, University of Ibadan, Ibadan, Nigeria
Request for reprint to: Dr. Samuel A. Olowookere, E-mail: sanuolowookere@yahoo.com

ASSESSMENT OF THE LIVING CONDITIONS OF RURAL BASED PEOPLE
LIVING WITH HIV/AIDS WITH CLINICAL PRESENTATIONS IN NIGERIA
S. A. OLOWOOKERE, A. A FATIREGUN, S. A. ADEBOWALE, O. O. ALUKO, M. M. A. LADIPO and I. F. ADEWOLE

ABSTRACT
Objective: To describe the living conditions of rural based people living with HIV/
AIDS (PLWHA) and their clinical presentations
Design: Descriptive cross-sectional study
Setting: University College Hospital, Ibadan
Subjects: PLWHA on anti-retroviral therapy
Results: One hundred and fifty PLWHA participated. The mean age of the respondents
was 28.7±8.9 years. Majority of the respondents visited had advanced disease (97%),
were poor (75%) and presented with opportunistic infections such as oral candidiasis
(92%), chronic diarrhoea (70%) and pulmonary tuberculosis (46%). Majority were treated
for malaria (72%) and anaemia (61%). All respondents lived in homes predisposed
to these opportunistic infections. They drink unsafe water and had poor disposal of
their domestic wastes.
Conclusion: PLWHA visited lived in homes that predispose them to various opportunistic
infections. Improved living conditions and economic empowerment will improve the
health conditions of PLWHA.
INTRODUCTION
The Human Immunodeficiency Virus/Acquired
Immune Deficiency Syndrome ((HIV/AIDS) has
spread to all the regions of the world and poses
significant challenges to residents of developing
countries, particularly in sub-Saharan Africa (1). The
sub-Saharan African region remains the most heavily
affected by HIV worldwide, accounting for over two
thirds (67%) of all people living with HIV/AIDS
(PLWHA) and also for nearly three quarters (72%)
of AIDS-related deaths in 2008 (1). While the rate of
new HIV infections in the sub-Saharan region has
slowly declined, the number of people living with
HIV has increased slightly in 2008 (2). About 2.98
million people are living with HIV/AIDS in 2009 with
a total AIDS death of 220,000 people in Nigeria, (3).

The HIV/AIDS epidemic has tremendously reduced
the life expectancy. In 1991 when the disease was
just beginning to manifest in Nigeria the average
life expectancy was 54 years for women and 53
years for men. By 2009 when HIV had diffused
into the population, the life expectancy had fallen
to 48 for women and 46 for men (4). If this trend
continues in Nigeria, it will pose a serious threat to
the survival chances of the entire populace hence
making realisation of Millennium Development
Goals and the vision to make Nigeria one of the
top twenty industrialised countries in year 2020 a
mirage. However due to availability and scale up
of highly active anti-retroviral therapy, PLWHA are
living longer (2).
Most Nigerians lived in the rural areas (64% of
men and 62% of women) which lack basic amenities
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such as electricity, drinkable water and good roads
among other services (5). The places where people
living with HIV/AIDS live affect their health. Tropical
diseases including HIV/AIDS and other common
illnesses are often exacerbated by environmental and
household living conditions (4,6). This is because
filthy environmental conditions predisposes PLWHA
to opportunistic infections which they were more
predisposed to because of their lower immune status
(7). Furthermore the interaction between HIV/
AIDS, malaria, tuberculosis, diarrhoea diseases,
other opportunistic infections and poverty causes
high morbidity and mortality among these patients
(7,8). People diagnosed with HIV in malaria infested
areas such as sub-Saharan Africa had poorer quality
of life and more rapidly progress from HIV infection
to AIDS (7,8).
A recent study carried out at the clinic where the
respondents in this survey were recruited revealed a
total mortality rate of 3.2% among the PLWHA and
identified wasting disease as the major determinant
of mortality (9). The policy implication of the study
outcome included provision of day care treatment,
home based care and creation of support groups in
the adult clinic. In order to explore the effectiveness
of these programmes, the homes of PLWHA receiving
care at the HIV/AIDS Treatment (ARV) Clinic were
visited to assess their living conditions and determine
factors predisposing them to opportunistic infections
and develop strategies for improvement in quality
of care provided.
MATERIALS AND METHODS
The study clinic: The study was carried out among HIV
positive rural dwellers who were receiving care at
the ARV Clinic, University College Hospital Ibadan.
The ARV Clinic is one of the 25 clinics established
by the Federal Government of Nigeria in 2002 to
provide qualitative support to PLWHA (10). Since
2004, President Emergency Plan for AIDS Relief
(PEPFAR) had provided immerse support for the
scale up of the anti-retroviral treatment programme.
Since then, free care and treatment are given to HIV
Positive patients. The ARV Clinic opens daily from
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8:00 a.m. to 5:00 p.m. Monday through Thursday (10).
PLWHA were usually given monthly appointment
to pick up drugs in the clinic (10).
Study Design: The study adopted a descriptive cross
sectional study design. List of home addresses of rural
dwelling PLWHA was retrieved randomly using the
Microsoft Excel 2003 random number generator from
the register with the list of daily clinic appointments.
These patients were contacted. Majority (97%) of
eligible respondents consented and participated in
the study. An interviewer administered questionnaire
containing socio-demographic information, income,
living conditions, presence and type of opportunistic
infections, was administered by the researchers
when each patient was visited. WHO clinical stage
classifications, immunological, virological status
at baseline were retrieved from the patients’ clinic
records.
The data collected were checked and cleaned by
the researchers for internal consistency and accuracy.
Subsequent analysis was performed using SPSS
version 16 software. Summary statistics using mean,
median, standard deviation, range for continuous
variables and frequency/percentages for categorical
variables were generated.
Ethical Considerations: This included taking informed
consent before visiting the respondents, using serial
numbers instead of names and using unmarked
vehicle while visiting to maintain confidentiality. Also
permission to conduct the study was granted by the
University of Ibadan/University College Hospital
Ethics and Research Committee.
RESULTS
A total of 150 consenting rural dwelling PLWHA
participated in the study. Their mean age was 28.7±8.9
years with a range of 20-59 years. The respondents
included females (74%) and males (26%). Also 45%
of the respondents were married while 32% had
secondary education. Seventy-five percent earned
below 4500 naira (US$1) while 31% were artisans
(Table 1).
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Table 1
Sociodemographic characteristics of study participants
Socio-demographic characteristic

Frequency (N=150)

%

20-29

42

28

40-49

31

21

Age group
30-39
50-59
Sex

Male

60
17

40
11

39

26

Single

24

16

Divorced

26

17

Female

Marital status
Married

Widowed

Highest education level

111

68
32

74

45
22

None

21

14

Secondary

48

32

Primary
Tertiary
Income

High (> 4500/month)

64
17

43
11

38

25

Trading

46

31

Farmer

35

23

Low (≤ 4500/month)
Occupation
Artisan

Civil servant
Unemployed

112

38
21
10

75

25
14
7

350

East African Medical Journal

October 2014

Table 2
Characteristics of residence of study participants
Characteristic

Frequency

%

Self

27

18

Family

20

13

Ownership
Rented
Residence

Outside Ibadan

103

69

104

69

112

75

Window only

51

34

None

56

37

Within Ibadan
Overcrowding
Yes
No

Mosquito net

Window and door
Drainage

46

38

43

31

25

29

Clean

42

28

None

26

17

Dirty

Type of toilet

82

55

Water closet

16

11

None

85

66

Latrine

Room ventilation
Good

49

33

30

20

123

82

119

79

Untreated well water

78

52

Rain water

32

21

Poor

Refuse disposal
Open dumping
Burn

Bush around the house
Yes
No

Source of drinking water
Stream/river

Others (pure/table water)

120

27

31

32
8

80

18

21

21
6
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Table 3
WHO Clinical Stage and Opportunistic Infections Diagnosed among the Study Participants
Variable

Frequency

%

Stage 3/4 (advanced)

145

97

Oral candidiasis

138

92

Pulmonary tuberculosis

69

46

WHO Clinical stage
Stage 1/2 (early)

Opportunistic infections*
Oesophageal candidiasis
Extrapulmonary tuberculosis
Chronic diarrhoea
Other diagnoses*
Malaria

Anaemia

5

58
22

105
108
92

3

39
15
70
72
61

*Multiple Diagnoses are possible
Table 2 showed that majority lived outside Ibadan
(69%), in rented apartments (69%), had no toilet
facilities (66%), poorly disposed wastes (100%) and
poorly ventilated (80%).
Table 3 showed the WHO clinical stage and
prevalence of opportunistic infections among the
PLWHA visited. Majority (97%) of the PLWHA
visited was classified into WHO stage 3/4. Common
diagnoses presented by the respondents included
oral candidiasis (92%), pulmonary tuberculosis (46%)
and chronic diarrhoea (70%). Majority were treated
for malaria (72%) and anaemia (61%). Majority (69%)
lived more than 20km from the ARV Clinic.
DISCUSSION
The residence and prevailing living conditions of
PLWHA remained one of the determinants of their
quality of life and survival (11). Supportive homes
certainly affect PLWHA care and support. A good
supportive home will delay progression of the early
stage of HIV infection to the late stage, AIDS while
a home without support will mostly result in early
appearance of opportunistic infections such as
Tuberculosis, diarrhea diseases which lead to poor
quality of life and high morbidity and mortality
(12,13).
Most respondents (69%) lived outside Ibadan.
The difficulty faced by these people can be reduced
by decentralisation of services through establishment
of satellite or mobile clinics and giving longer
appointments for those PLWHA who are on follow
up regimens. Community members can also be
identified and trained as health visitors. Previous
studies had showed that home care with community
based treatment partners improve quality of life and
could prolong survival of chronically ill patients
(12,13,14).

The ARV clinic is located in sub-Saharan Africa,
where endemic diseases such as malaria abound.
PLWHA had compromised immune status hence are
susceptible to malaria. Francesconi P. et al showed an
association between HIV infection and clinical malaria
(15). Malaria infection and fever rates are increased in
areas of stable transmission, especially for those with
low CD4 counts or high viral loads. In areas of unstable
transmission, HIV is associated with more severe
malaria and death. This malaria associated increase
in viral load could lead to increased transmission
of HIV and more rapid disease progression, with
substantial public health consequences. In addition,
HIV infection might reduce immunity to malaria
resulting in more frequent and severe infections;
conversely, malaria might enhance the progression of
HIV infection to AIDS (7,8). This study showed that
majority of PLWHA lived in homes where they were
not well protected against mosquito bites, thereby
predisposing them to become infected with malaria
further worsening their health status. Efforts were
made by the researchers to educate these patients on
need to sleep on insecticide treated nets every night.
These nets were procured and distributed free to the
participants. Studies had showed the usefulness of
these nets in preventing malaria (16,17,18).
In homes where potable drinking water is not
available in the immediate vicinity, opportunistic
infections that spread through faeco-oral route
of transmission, such as diarrhoea easily increase
morbidity and mortality (19). Majority of the people
visited used untreated sources of water such as well
and streams. This could explain the high percentage
of diarrhoea diseases (29%) in another study among
these clients (20). It has been established that improved
sanitation has an impact on health and reduces
diarrhoea morbidity by 32% (19,20). Sanitary facilities
as barriers to transmission of faecal pathogens to

East African Medical Journal

352

mouth, thereby interrupts the transmission of faecooral diseases. Studies suggest that adequate and safe
sanitation is at least as effective in preventing disease
as improved water supply (20,21). Indiscriminate
open defecation around living areas was found to be
associated with an increased incidence of diarrhoea.
The construction of latrines reduces diarrheal disease
due to the safe disposal of human waste and good
hygiene practices (20,21). Therefore, these PLWHA
were susceptible to chronic diarrhoea, through their
poor sanitary practices. This finding enabled the
researchers to educate these patients on sanitary
measures. They were provided with water treating
reagent (water guard®) and bucket with cover. These
patients were encouraged to change their sanitary
habits.
The interaction between tuberculosis and HIV
infection made it important that all HIV positive
patients are clinically screened for tuberculosis
infection while all tuberculosis patients must be
screened for HIV (9,13). A previous study in the
clinic reported that pulmonary tuberculosis was the
major cause of death (48%) among these patients (20).
These patients were therefore educated to improve
cross ventilation of their home and advised to refer
relatives and neighbours with suspected tuberculosis
for HIV/AIDS screening and early treatment.

7.

In conclusion, the study provided information about
the socio-demographic characteristics and home
conditions of PLWHA living in the rural areas. The
clients lived in homes that predisposed them to
various opportunistic infections. The need to train
and equip health visitors to visit PLWHA regularly
is very important in order to provide essential care
for these patients.

13.

8.

9.

10.

11.

12.

14.

15.

ACKNOWLEDGEMENTS
The authors wished to thank the entire staff and
patients of the HIV/AIDS Treatment clinic for their
support during the period of the study.

16.

REFERENCES

17.

1.
2.
3.
4.
5.
6.

UNAIDS/WHO. AIDS epidemic update, December
2009; 21-36. http://www.unaids.org. Accessed
24/5/2010
Federal Ministry of Health. Guideline for the use of
ARV Drugs in Nigeria. Federal Ministry of Health,
Abuja 2007; 11-67.
Federal Ministry of Health. 2010 National HIV
seroprevalence sentinel survey technical report. 2010:
14-111.
Aniefiok J M. Focusing on environmental aspect of
HIV/AIDS prevalence in Abuja Nigeria. Afr Health
Sci. 2006; 6: 64.
National Population Commission. Nigerian
Demographic and Health Survey 2008. Nigerian DHS
full report.pdf. November, 2009: 4-661
Hammarskjöld M. The Environment, Natural
Resources and HIV/AIDS. SIDA Environment Policy
division. 2003. http://www.sida.se/publications
Accessed 5/5/2008

18.

19.

20.

21.

October 2014

Whitworth J. Malaria and HIV. HIV InSite Knowledge
Base Chapter. 2005. http://hivinsite.ucsf.edu/
InSite?page=kb-05-04-04 Accessed 11/4/2005
UNICEF malaria technical note # 6. Malaria and
HIV/AIDS. 2003. http://www.unicef.org/health/
files/UNICEFTechnicalNote6MalariaandHIV.doc.
Accessed 27/4/2007
Irabor A, Adetunji A, Omole F, Adedokun B, Mosuro
O, Muibi S, Odaibo G, Fayemiwo S, Aken`Ova Y,
Adewole I, Olaleye D. Determinants of mortality
in adult patients accessing care and support in the
University College Hospital, Ibadan ARV Clinic. AIDS
2008 - XVII International AIDS Conference: Abstract
no.CDB0019
Olowookere SA, Fatiregun AA, Akinyemi JO,
Bamgboye AE, Osagbemi GK Prevalence and
determinants of nonadherence to highly active
antiretroviral therapy among people living with HIV/
AIDS in Ibadan, Nigeria. J infect developing countries
2008; 2:369-372.
Oglethorpe J, Gelman N. HIV/AIDS and the
environment: Impacts of AIDS and ways to reduce
them. Fact sheet for the conservation community.
World Wildlife Fund Africa Biodiversity Collaborative
Group 2007. www.worldwildlife.org. Accessed 20/8/
2008.
Williams AB, Fennie KP, Bova CA, Burgess JD, Danvers
KA, Dieckhaus KD. Home visits to improve adherence
to highly active antiretroviral therapy: a randomized
controlled trial. J Acquir Immune Defic Syndr. 2006;
42:314-321.
Bowie C, Kalilane L, Cleary P, Bowie C. The pattern
of symptoms in patients receiving home based care
in Bangwe, Malawi: a descriptive study. BMC Palliat
Care. 2006; 5:1.
Ware NC, Idoko J, Kaaya S, Biraro IA, Wyatt MA, et
al. Explaining adherence success in sub-Saharan Africa:
An ethnographic study. PLoS Med. 2009; 6: e1000011.
doi:10.1371/journal.pmed.1000011
Francesconi P, Fabiani M, Dente MG, Lukwiya M,
Okwey R, Ouma J, et. al. HIV, malaria parasites,
and acute febrile episodes in Ugandan adults: a casecontrol study. AIDS. 2001; 15:2445-2450.
World Health Organisation. Global Malaria
Programme. WHO position statement on insecticide
treated nets. http://www.who.int/malaria/
publications/atoz/itnspospaperfinal.pdf Accessed
4/9/2012
Hill J, Lines J, Rowland M. Insecticide-treated nets.
Adv. Parasitol. 2006; 61: 77-128
Center for disease control and prevention. Insecticide
treated bed nets 2010. http://www.cdc.gov/malaria/
malaria_worldwide/reduction/itn.html Accessed
4/9/2012
Obi CL, Onabolu B, Momba MNB, Igumbor JO,
Ramalivahna J, Bessong PO. The interesting cross
paths of HIV/AIDS and water in Southern Africa
with special reference to South Africa. Water SA.
July 2006; 32(3): 1. Available at http://www.wrc.
org. Accessed 10/10 2009
Olowookere SA, Fatiregun AA, Fayemi AF. Hospital
based care of people living with HIV/AIDS in Ibadan,
southwestern Nigeria. Asian Pac J Trop Med. 2009; 2:
68-71.
Kasisi IE. The Impact of Water supply in HIV/AIDS
transmission in poor people in Africa. The case
of East Africa. Water and Environmental Projects
Maintenance Organization. 2001: 1-4.

