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Introduction
Estimates from the UNAIDS report on global AIDS epidemic 2010 

show that 33.3million people were living with HIV (PLHV) by the end 
of 2009 and 67.5% of whom reside in sub-Saharan Africa. Uganda has 
over 1.2 million PLVH and with current evidence which has earned 
antiretroviral therapy (ART) a slot among the prevention interventions 
[1-3]; coverage of ART will be expected to increase from 43% among 
adults and 18% among children since a concerted focus is on prevention. 

A number of other benefits have been attributed to the introduction 
of antiretroviral drugs such as prolongation of life and the reduction 
of mortality [4-7], despite the various limitations associated with HIV 
and its co-infections [8-11]. Unlike in developed nations, relatively 
little is known about the impact of antiretroviral therapy (ART) on 
health-related quality of life (HRQoL) in developing countries [12], 
particularly whether HRQoL is assessed and its overall utility in a 
developing country clinical setting. 

HRQoL focuses specifically on QoL as it relates to health with 
the major domains of functioning such as physical, social, emotional 
and cognitive function; mobility and self-care; patient perception; and 
symptoms [13-15]. HRQoL is broadly measured using disease specific 
health status instruments or preference-based instruments. 

HRQoL is vital to clinical practice because it is used to track 
changes in functional status over time for chronic illness, evaluate and 
monitor treatment effects, improve patient-provider communication 
and adherence to medications [16]. Few studies have been conducted 
in rural Uganda on HRQoL among persons on ART and none in urban 
parts of Uganda, where ART provision has continued to expand. Hence 
there is currently a very small knowledge base on HRQoL in Uganda to 
direct policy yet most of the HIV treatment facilities are located within 
the urban setting. Secondly, evidence shows that there are cultural and 
socio-demographic differences between people living in rural settings 
compared to those living in urban settings [17,18]. 
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Abstract
Health-related Quality of life (HRQoL) measures remain largely excluded from routine health assessment of 

of HIV infected individuals in care.The objective of this study was to measure the HRQoL and determine factors 
associated with HRQoL among adults attending an urban HIV clinic in Kampala, Uganda. This cross sectional study 
recruited 188 participants (both ART-experienced and ART-naive) using simple random sampling. The translated 
and validated MOS- HIV tool adopted from the Rakai Health Sciences Program was administered via face to face 
interview. Raw scale scores were then linearly transformed into a 0-100 scale to permit comparison across the 
different scales. Factor analysis of the MOS-HIV scale scores with a two-factor oblique rotation was used to estimate 
physical and mental health factor scoring coefficients (weights). The dimensions of HRQoL were compared using 
t-tests for both ART experienced and ART-naїve adults. Multiple linear regression analysis was used to determine 
factors associated with HRQoL for the two patient groups. Overall, ART experienced patients had higher HRQoL 
scores than ART-naïve patients (2.8; 95% C.I 0.6- 5.0; p<0.012 and 4.9; 95% C.I 2.1-7.7; p=0.005) in the physical 
and mental health summary components respectively. Low HRQoL scores were associated with low education level, 
unemployment and presence of symptoms. We recommend that clinicians caring for HIV infected persons should 
endeavor to measure HRQoL as this would help identify persons in need of psychosocial support, thereby promoting 
holistic HIV care.
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Identifying strategies that improve the wellbeing and functionality 
of HIV-infected adults is imperative in the provision of care, given the 
chronic nature of HIV/AIDS. This study therefore measured Health-
related quality of life and determined associated factors among ART 
experienced and ART naїve adults in an urban HIV clinic in Kampala, 
Uganda. 

Materials and Methods
This study took place at Joint clinical research center (JCRC), an 

HIV/AIDS treatment centre of excellence located in Rubaga Division 
in Urban Kampala, which pioneered the use of antiretroviral drugs 
in Uganda in 1992 and which currently offers free HIV care services 
to over 6,000 adults. This cross-sectional study recruited 188 adults 
receiving HIV care from JCRC, majority of who were residents of 
Kampala. The data analyzed was for adults who sought care at JCRC in 
the month of December 2009.

Data collection

Two groups of patients were considered; ART experienced and 
ART naïve. Patients’ information which is routinely entered and 
stored in Navision database at every clinic visit provided the sampling 
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frame on which random selection was based; numbers were assigned 
to clients in the system and the internet was used to generate a set of 
random values. The first 188 internet-based random values comprised 
the sample size. The study recruited all HIV infected adults aged ≥18 
years seeking care at JCRC, both inpatients and outpatients and at all 
stages of HIV disease. Trained interviewers introduced the study and 
obtained written informed consent prior to conducting the face to face 
interviews. Adults who were unable to consent to the study, those with 
dementia and those who could not communicate in the study languages 
were excluded.

Both English and Luganda versions of the culturally adopted, 
translated and validated MOS-HIV tool, adopted from the Rakai 
Health Sciences Program [19-21] were used. The version of the 
tool was determined by the language for which the participant felt 
comfortable to be interviewed in. This tool was administered via face 
to face interview. The dimensions were measured on a likert scale and 
mainly quantitative data was collected. A number of additional items 
were included in the tool to meet the objectives of the study other 
than the HRQoL items. Data collection was done in a quiet secluded 
environment to ensure privacy. Socio-demographic characteristics data 
including age, sex, religion, education, employment and marital status 
was also collected. Data on other individual factors like duration of 
awareness of HIV status, duration on HAART, HIV status disclosure. 
Clinical data including CD4 count, type of ART regimen was obtained 
from medical records.

Statistical analysis

Data was entered in Epi Info 2008 version 3.5.1, CDC statistical 
software and and exported to Stata (StataCorp. 2007. Stata Statistical 
Software: Release 10. College Station, TX: StataCorp LP) for analysis.

Comparison of health-related quality of life scores: Raw 
scale scores were linearly transformed into a 0-100 scale to permit 
comparison across different scales using the formula;Y=[100/(Max-
Min)]*[(RS-MIN) Where: MIN=minimum possible raw scale value 
if all items are answered, Max=maximum possible raw scale value if 
all items are answered, R.S=participant’s raw score for a given HRQoL 
dimension and Y=participant’s transformed score for a given HRQoL 
dimension. This transformation facilitated a ready interpretation and 
comparison between tools, dimensions and studies given that the 
primary outcome was continuous [22]. Factor analysis of the MOS-
HIV scale scores with a two-factor oblique rotation was used to estimate 
the physical and mental health factor scoring coefficients (weights). 
PHS scores were then constructed by multiplying each z-dimension 
or scale score by its respective physical factor scoring coefficient and 
summing their products. Similarly, MHS was obtained by multiplying 
each z-dimension or scale score by its respective mental factor score 
coefficient and summing their products. The component summary 
scores (Physical and mental health summary scores) were then 
standardized so that each had a mean of 50 and a standard deviation of 
10 [23,24]. The differences between ART-experienced and ART-naïve 
adults based on the 11 dimensions of health-related quality of life were 
compared using t-tests. 

Factors associated with health-related quality of life: Multiple 
linear regression analysis with stepwise selection was used to build 
a parsimonious model that could describe factors associated with 
HRQoL among HIV-infected adults. Ethical clearance to conduct 
the study was sought from Uganda National Council of Science and 
Technology (UNCST) and the Joint Clinical research center. 

Results 
Socio-demographic characteristics the study population

Respondents who had never married were 48(25.7%), currently 
married were 79(42.3%) and those who had been previously married 
were 60(32%). In the sample, 69(36.4%) had pre-secondary education, 
85(45.5%) had secondary education and 33(17.6%) had post secondary 
education. Other demographic characteristics are summarized in the 
table 1.

Table 2 shows the comparison of baseline characteristics for both 
ART-naïve and ART-experienced among study participants. Variables 
such as age groups, education, marital status and occupation were 
comparable while as sex, CD4 counts and presence of symptoms were 
not. 

Results showed that in both ART-experienced and ART-naive 
participants, there were more females than males, 78.35% and 62.22% 
respectively. However, the proportion of females was significantly 
higher among ART experienced than naïve patients (p=0.016). Majority 
of the participants were 40 years and older. There were no significant 
differences by age distribution.

The proportions of participants who had attained pre secondary 

Total Population N=187 (n) (%)
Sex

Male 55 29.4
Female 132 70.6

Age
20-24 12 6.4
25-29 25 13.4
30-34 38 20.3
35-39 35 18.7
≥40 77 41.2

Religion
None 13 6.9

Catholics 82 43.9
Protestants 67 35.8

Pentecostals 5 2.7
Muslims 19 10.2
Others 1 0.5

Education
Pre-secondary 69 36.9

Secondary 85 45.5
Post-secondary 33 17.6
Marital status     
Never married 48 25.7

Currently married 79 42.3
Ever married 60 32.0

Occupation
Unemployed 110 58.8

Employed 77 41.2
Presence of Symptoms

Yes 117 62.6
No 70 37.4

Table 1: Baseline demographic characteristics of respondents.

A sample of 187 adults 20 years of age and older with a mean age of 
37.6 years, standard deviation (SD) 9.55 and a medium age of 38years 
(IQR:31-43) were interviewed. Response rate was 93.5%..There were 
97(51.9%) ART-experienced and 90(48.1%) ART-naïve adults with 
more females, 132 (70.6%) than males 55(29.4%).
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naïve. The graph shows that ART-experienced adults had higher 
HRQoL scores than ART-naïve adults. The highest scores among 
ART-experienced adults were observed in Social functioning, Health 
transition and lowest score was observed in role functioning.

The highest scores among ART-naïve adults were observed in the 
social functioning dimension and lowest score was observed in role 
functioning dimensions. There were significant differences in the 
General health, Health transition and Quality of life dimension as 
indicated in the graph and table 3. 

Factors associated with HRQoL among HIV infected adults

The adjusted R-squared values were between 0.33 and 0.37, meaning 
that only 33%-37% of the variability of HRQoL summary components 
was explained by the variables in the model.

Table 4 shows both crude and adjusted linear regression coefficients 
for the PHS scores in both ART-experienced and ART-naïve adults. 
There was an additional 0.52 scores in the PHS among ART-naïve 
adults for every year lived, controlling for other variables in the model. 
In other words, an ART-naïve adult who had lived for 5 years would be 
expected to have a PHS score of approximately 3 higher than the value 
when first measured, assuming all other variables in the model were 
held constant. 

After controlling for other variables, the expected average difference 
in the PHS score between an ART-experienced patient who had attained 

and those with secondary education between ART-experienced and 
ART-naïve were comparable. However, only 10% of the ART- naïve 
participants compared to 24% of ART-experienced had attained post 
secondary education.

Among the ART-naïve participants, only 9% had their CD4 counts 
below 250 cells per milliliter compared to 45.36% of ART-experienced 
who had their CD4 counts less than 250 cells per milliliter.

In both groups (ART-experienced and ART-naïve), majority of 
the participants were unemployed; 61.86% for ART-experienced and 
55.56% for ART-naïve with no statistically significant difference.

Comparison of scores of HRQoL scales between ART-
experienced and ART-naїve individuals attending an urban 
HIV clinic

Results in table 3 show a significant difference in general health 
(difference [diff]: 27.4, 19.4-35.4, p<0.001) quality of life (difference 
[diff]: 25.9, 18.5-33.2, p<0.001) and health transition (difference [diff]: 
25.7, 18.5-33.3, p<0.001). There was also a significant difference of 
2.8; 95% C.I 0.6-5.0; p<0.012) and 4.9; 95% C.I 2.1-7.7; p=0.005 in the 
physical and mental health components of HRQoL respectively for 
ART experienced and ART naïve adults.

There were no significant differences in other HRQoL dimensions 
like pain, physical functioning, role functioning, social functioning, 
mental functioning, vitality, health distress, and cognitive functioning 
in both ART experienced and ART naive adults attending an urban 
HIV treatment clinic in Kampala. 

Figure 1 show the variation in the HRQoL mean scores across 
the various HRQoL dimensions between ART-experienced and ART-

ART-Experienced
n=97(%)

ART-naïve
n=90(%) P-value

Sex
Male 21 (21.65) 34(37.78) 0.016

Females 76(78.35) 56(62.22)
Age

20-24 5(5.15) 7(7.78 0.050
25-29 8(8.25) 17(18.89)
30-34 15(15.46) 23(25.56)
35-39 20(20.62) 15 (16.67)
≥40 49 (50.52) 28(31.11)

Education
Pre-secondary 33(34.02) 36(40.00) 0.300

Secondary 40(41.24) 45(50.00)
Post-secondary 24(24.74) 9(10.00)
Marital status     
Never married 20(20.62) 28(31.11)

0.259
Currently married 44 (45.36) 35(38.89)

Ever married 33 (34.02) 27(30.00)
CD4 counts

≥250 53 (54.64) 82(91.11) 0.000
<250 44(45.36) 08(8.89)

Presence of Symptoms
Yes 53 (54.64) 64(71.11) 0.020
No 44(45.36) 26(28.89)

Occupation
Unemployed 60 (61.86) 50(55.56) 0.382      

Employed 37(38.14) 40(44.44)

Table 2: Comparison between ART-Naïve and ART-Experienced.

HRQoL dimensions D 95% C.l p-value
General health 27.4 (19.4, 35.4) <0.001

Pain 5.6 (-2.6, 13.7) 0.180
Physical functioning 2.2 (-5.6, 9.9) 0.580

Role functioning -5.6 (-17.2, 6.1) 0.346
Social functioning 1.7 (-5.2, 8.59) 0.624

Mental 0.8 (-4.4, 5.9) 0.768
Vitality/energy 5.6 (-0.5, 11.7) 0.007

Distress 3.0 (-2.3, 8.2) 0.262
Cognitive 1.8 (-3.4, 7.0) 0.500

Qol 25.9 (18.5, 33.2) <0.001
Health transition 25.7 (18.2, 33.3) <0.001

Physical health summary 2.8 (0.6, 5.0) 0.012
Mental health summary 4.9 (2.1, 7.7) 0.005

D-Mean differences for ART-experienced and ART-naïve adults. 

Table 3:  Mean differences between HRQoL dimensional scores.

Figure 1: A graph showing HRQoL mean scores among HIV-infected adults.
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post secondary education and one with pre secondary education was 
4.78 and this was not so different from the crude coefficient of 5.66.

The expected average difference in the PHS score between an 
ART-naive patient who had employment and one who did not have 
employment was 4.01 assuming that all other variables in the model 
were held constant. Similarly, the adjusted coefficient was not so 
different from the crude coefficient.

The model showed that the expected average difference in the PHS 
between an ART-naïve patient who did not present with symptoms and 
one who presented with symptoms was 6.5. It further showed that the 
expected average difference in the PHS between an ART-experienced 
patient who did not present with symptoms and one who presented 
with symptoms was 5.94 holding other variables constant.

Table 5 shows crude and adjusted linear regression coefficients for 
the MHS scores in both ART-experienced and ART-naïve adults. A 
bivariate analysis of time lived with the HIV and MHS scores among 
ART-experienced shows significant increase of 0.64 per year lived. 
However, this changes when other variables are held constant. 

The MHS model shows the expected average difference in the 
MHS score between an ART-experienced patient who had attained 
post secondary education and one with pre secondary education was 
5.42 holding all other variables in the model constant. This value is 
consistent with results from the bivariate analysis on the other hand the 
coefficients of an ART-naïve adult (4.34) are statistically insignificant 
upon adjustment for other variables. 

The expected average difference in the MHS score between an 
ART-naive patient who had employment and one who did not have 
employment was 4.47 controlling for all other variables in the model.

Further still, the model showed that the expected average difference 
in the MHS between an ART-naïve patient who did not present with 
symptoms and one who presented with symptoms was 8.09. The 
expected average difference in the MHS between an ART-experienced 
patient who did not present with symptoms and one who presented 

with symptoms was 8.44 holding other variables constant. These results 
to some extent were consistent with those in the bivariate analysis.

Discussion
Our study showed that overall, ART-experienced adults had higher 

HRQoL scores in both physical and mental health summary than naïve 
adults and this difference was statistically significant. This further 
provides evidence for the additive benefits of antiretroviral drugs on 
both mental and physical health of HIV infected individuals, although 
the extent of their impact on mental and physical health status differs as 
demonstrated in our results. These finding were consistent with Stangl 
et al.

experienced and ART-naïve participants indicates that women may 
have better health seeking behaviors than males. This may also be an 
indicator of the general level of HIV susceptibility and prevalence 
levels between males and females in this setting. A high proportion of 
participants (91.11%) with greater or equal to 250 cells per milliliter 
among ART-naïve individuals were probably indicative of an early HIV 
infection. It could, likewise be attributed to proper management of 
patients on prophylactic treatment with the result that the progression 
of HIV disease, marked by a decline in CD4 count, was slow. Conversely, 
the proportion of participants with CD4 levels below 250 and those 
with CD4 levels above 250 was comparable in both groups of patients, 
suggestive of a likely delay in enrollment of patients on ART. It is also 
worth noting that these low cutoffs indicate a high need to have all HIV 
infected adults with CD4 less than 350 cells per milliliter on ART as 
per the new WHO treatment guidelines. In both ART-experienced 
and ART-naïve patients, it was not clear why there were a significant 
number of participants who presented with disease symptoms in the 
study as indicated in table 2. But that presence of disease symptoms 
lowers both the mental and physical health summary scores in both 
groups of individuals. 

ART-naïve ART-experienced
Crude Adjusted Crude Adjusted

Age
20-24 1 1
25-29 0.96 1.73 -3.37 -0.55
30-34 -2.09 -2.29 -7.00 -3.44
35-39 1.48 2.54 0.66 1.67
≥40 -2.91 -2.12 -3.64 -0.47

Time lived with HIV 0.52 0.52* -0.34 0.28
Education

Pre-secondary 1 1
Secondary 3.11 0.59 0.15 -0.38

Post secondary 2.15 0.77 5.66** 4.78*
Employed

Not employed 1 1
Employed 4.30** 4.01*** -1.44 -1.11

Presence of symptoms
Yes 1 1
No 7.96*** 6.5 *** 5.94*** 6.77***

*** p<0.001
** 0.001<p<0.01
*   0.01<p<0.05
Coef- regression coefficients 

Table 4: Crude and adjusted linear regression coefficients for PHS score.

ART- Naïve ART-Experienced
Crude Adjusted Crude Adjusted

Age
20-24 1 1
25-29 4.01 5.47 -6.72 -2.16
30-34 3.70 4.12 -7.20 -1.07
35-39 7.06 9.04 -0.05 1.96
≥40 1.86 4.37 -2.14 2.60

Time lived with 
HIV   -0.304 0.17 0.64* 0.53

Education
Pre-secondary 1 1

Secondary 4.34* 2.11 1.48 1.66
Post second-

ary 3.21 2.43 5.56* 5.42*

Employed
Not employed 1 1

Employed 5.13** 4.47* -3.56 -3.83
Presence of symptoms

Yes 1 1
No 9.61*** 8.09 *** 8.857*** 8.44***

*** p<0.001
** 0.001<p<0.01
*   0.01<p<0.05
Coef- regression coefficients 

Table 5: Crude and adjusted linear regression coefficients for MHS score.

In tables 1 and 2, the high proportion of females in both the ART-
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The graph in figure 1 demonstrates significant differences in general 
health, quality of life scores, and health transition in the two groups 
much as there were relative similar HRQoL scores in the other number 
of dimensions. Generally ART-naïve adults have lower scores probably 
because of stigma, denial and self condemnation in the first years of 
infection as compared to the ART-experienced adults. The low HRQoL 
scores among ART-naïve adults further suggests of routine visits instead 
of clinicians seeing these patients on a monthly basis. These visits 
should be scheduled at least twice in a month. However, we should not 
ignore the fact that this has some cost implications and probably calls 
for another study to be addressed. On a different note, most of the HIV 
treatments centres have support groups but as already indicated studies 
need to be conducted to answer questions regarding the effectiveness of 
their strategies and the kind of HIV infected people who actually take 
part in these groups especially in the urban setting. For instance, results 
show low proportions of men who seek care as compared to females just 
as it has been reported by other studies. This window of opportunity 
is not fully utilized and yet social groups are believed to be one of the 
ways to improve quality of life among HIV infected adults [25]. Other 
channels may also be utilized to improve HRQoL among ART-naïve 
adults such as involvement of family members in the management of 
these patients, continuously training of counselors, routine nutritional 
teachings and so on. 

The study also provided evidence of some factors significantly 
associated with the health components of HRQoL such as presence 
of symptoms and education level. These findings were consistent with 
findings from Honiden et al. [26], Lubeck and Fries [27], Magafu et al. 
[28].

The time lived with HIV in the PHS model showed borderline 
significance in both the bivariate and regression analysis among ART-
naïve adults. This value may not be reliable given that the study was 
not longitudinal but it gave us a glimpse on the relationship between 
components of HRQoL and time lived with HIV. Both PHS and MHS 
model indicate that attainment of a post secondary level of education 
and was consistently associated with HRQoL in both the bivariate and 
regression analysis for ART-experienced adults. The coefficients for 
employment status in the two analyses were also consistent among 
ART-naïve adults. One would imagine that attainment of a higher 
level of education would probably make you have an edge over your 
contemporaries in regard to employment status however; this was not 
the case in the urban settings of Uganda as demonstrated by the results 
in the two groups. Secondly, the consistency was also observed for 
presence of symptoms among both ART-experienced and ART-naïve 
adults in the two models, suggesting that attainment of post secondary 
education among ART-experienced, employment status among ART-
naïve and presence of symptoms among both ART-experienced 
and ART-naïve adults were neither likely to be effect modifiers nor 
confounders. 

The study utilized quantitative methods and not qualitative 
methods. This implies that a deeper understanding of factors associated 
with lower HRQoL in HIV-infected adults was not obtained as methods 
like focus grouped discussions and key informant interviews were not 
used. Probably this is why the models could only explain 37% of the 
variation in the two component health summary scores.

Another limitation was the self-reported nature of health-related 
quality of life data, which is to a reasonable extent subjective and as such, 
prone to reporting biases. A number of factors are likely to influence 
participants’ reported data given the prevailing circumstances. For 
instance, the loss of a loved one can cause depression and this would 

impact on the perception of HRQoL of an individual at the time of 
an interview, therefore some degree of information bias, specifically 
reporting bias is likely to be encountered. Randomization to some 
extent makes the two groups comparable as a way of minimizing such 
effects. Bias was also reduced by carefully paying attention to the various 
stages of the study. This sampling procedure was suitable for identifying 
the sample size since an estimate of the sampling frame could easily be 
established from the database hence minimizing selection bias.

From this study we recommend that all physicians treating HIV-
infected adults should endeavor to measure the health-related quality 
of life for their clients as this would facilitate them to provide holistic 
care. This improves the quality of services provided by physicians and 
increases the willingness and health seeking behaviors among patients 
in care.

Acknowledgement

The project described was supported by ICOHRTA-AIDS/TB, Award Number 
U2RTW006879 from the Fogarty International Center. The content is solely the 
responsibility of the authors and does not necessarily represent the official views of 

References

1. Quinn TC, Wawer MJ, Sewankambo N, Serwadda D, Li C, et al. (2000) Viral 
load and heterosexual transmission of human immunodeficiency virus type 1. 
Rakai Project Study Group. N Engl J Med 342: 921-929.

2. Montaner JS, Hogg R, Wood E, Kerr T, Tyndall M, et al. (2006) The case for 
expanding access to highly active antiretroviral therapy to curb the growth of 
the HIV epidemic. Lancet 368: 531-536.

3. Granich R, Gupta S, Suthar AB, Smyth C, Hoos D, et al. (2011) Antiretroviral 
therapy in prevention of HIV and TB: update on current research efforts. Curr 
HIV Res 9: 446-469.

4. Murphy EL, Collier AC, Kalish LA, Assmann SF, Para MF, et al. (2001) Highly 
active antiretroviral therapy decreases mortality and morbidity in patients with 
advanced HIV disease. Ann Intern Med 135: 17-26.

5. Messeri P, Lee G, Abramson DM, Aidala A, Chiasson MA, et al. (2003) 
Antiretroviral therapy and declining AIDS mortality in New York City. Med Care 
41: 512-521.

6. van Sighem AI, van de Wiel MA, Ghani AC, Jambroes M, Reiss P, et al. (2003) 
Mortality and progression to AIDS after starting highly active antiretroviral 
therapy. AIDS 17: 2227-2236.

7. Van der Paal L, Shafer LA, Todd J, Mayanja BN, Whitworth JA, et al. (2007) 
HIV-1 disease progression and mortality before the introduction of highly active 
antiretroviral therapy in rural Uganda. AIDS 21 Suppl 6: S21-29.

8. Sahai J, Gallicano K, Swick L, Tailor S, Garber G, et al. (1997) Reduced plasma 
concentrations of antituberculosis drugs in patients with HIV infection. Ann 
Intern Med 127: 289-293.

9. Thomas BE, Rehman F, Suryanarayanan D, Josephine K, Dilip M, et al. (2005) 
How stigmatizing is stigma in the life of people living with HIV: a study on HIV 
positive individuals from Chennai, South India. AIDS Care 17: 795-801.

10. Breen RA, Swaden L, Ballinger J, Lipman MC (2006) Tuberculosis and HIV co-
infection: a practical therapeutic approach. Drugs 66: 2299-2308.

11. Yew WW, Leung CC (2006) Antituberculosis drugs and hepatotoxicity. 
Respirology 11: 699-707.

12. White SM, Wójcicki TR, McAuley E (2009) Physical activity and quality of life in 
community dwelling older adults. Health Qual Life Outcomes 7: 10.

13. Shumaker SA, Waughton MJ (1995) The international assessment of health-
related quality of life: a theoretical perspective. The International Assessment 
of Health-Related Quality of Life. 

14. Vanhems P, Toma E, Pineault R (1996) Quality of life assessment and HIV 
infection: a review. Eur J Epidemiol 12: 221-228.

15. Wu AW (2000) Quality of life assessment comes of age in the era of highly 
active antiretroviral therapy. AIDS 14: 1449-1451.

the Fogarty International Center or the National Institutes of Health.

http://www.ncbi.nlm.nih.gov/pubmed/10738050
http://www.ncbi.nlm.nih.gov/pubmed/16890841
http://www.ncbi.nlm.nih.gov/pubmed/21999779
http://www.ncbi.nlm.nih.gov/pubmed/11434728
http://www.ncbi.nlm.nih.gov/pubmed/12665715
http://www.ncbi.nlm.nih.gov/pubmed/14523280
http://www.ncbi.nlm.nih.gov/pubmed/18032935
http://www.ncbi.nlm.nih.gov/pubmed/9265429
http://www.ncbi.nlm.nih.gov/pubmed/16120496
http://www.ncbi.nlm.nih.gov/pubmed/17181373
http://www.ncbi.nlm.nih.gov/pubmed/17052297
http://www.ncbi.nlm.nih.gov/pubmed/19200385
http://www.ncbi.nlm.nih.gov/pubmed/8884187
http://www.ncbi.nlm.nih.gov/pubmed/10930161
http://dx.doi.org/10.4172/scientificreports.515


Citation: Sekabira R, Nankya-Mutyoba J, Makumbi F, Kiwanuka N, Kiweewa F, et al. (2012) Determinants of Health-Related Quality of Life among 
Adults in Routine HIV Care, Kampala-Uganda. 1:515. doi:10.4172/scientificreports.515

Page 6 of 6

Volume 1 • Issue 11 • 2012

16. Grossman HA, Sullivan PS, Wu AW (2003) Quality of life and HIV: current 
assessment tools and future directions for clinical practice. AIDS Read 13: 583-
590, 595-7.

17. Weeks WB, Kazis LE, Shen Y, Cong Z, Ren XS, et al. (2004) Differences in 
health-related quality of life in rural and urban veterans. Am J Public Health 
94: 1762-1767.

18. Oguzturk O (2008) Differences in quality of life in rural and urban populations. 
Clin Invest Med 31: E346-350.

19. Wu AW, Rubin HR, Mathews WC, Ware JE Jr, Brysk LT, et al. (1991) A health 
status questionnaire using 30 items from the Medical Outcomes Study. 
Preliminary validation in persons with early HIV infection. Med Care 29: 786-
798.

20. Bullinger M, Alonso J, Apolone G, Leplège A, Sullivan M, et al. (1998) 
Translating health status questionnaires and evaluating their quality: the IQOLA 
Project approach. International Quality of Life Assessment. J Clin Epidemiol 
51: 913-923.

21. Mast TC, Kigozi G, Wabwire-Mangen F, Black R, Sewankambo N, et al. (2004) 
Measuring quality of life among HIV-infected women using a culturally adapted 
questionnaire in Rakai district, Uganda. AIDS Care 16: 81-94.

22. Sloan JA, Novotny PJ, Loprinzi CL, Clinic M (1998) Analyzing Quality of Life 
(QOL) Endpoints in Clinical Trials via the SAS System. Nashville, TN. 

23. Ware JE, Kosinski M, Keller SD (1994) SF-36 Physical & Mental Health 
Summary Scales: A User's Manual. Health Assessment Lab, New England 
Medical Center, Boston, MA. 

24. Wu (1999) MOS-HIV Health Survey. J H University, MPH. 

25. Bajunirwe F, Tisch DJ, King CH, Arts EJ, Debanne SM, et al. (2009) Quality 
of life and social support among patients receiving antiretroviral therapy in 
Western Uganda. AIDS Care 21: 271-279.

26. Honiden S, Sundaram V, Nease RF, Holodniy M, Lazzeroni LC, et al. (2006) 
The effect of diagnosis with HIV infection on health-related quality of Life. Qual 
Life Res 15: 69-82.

27. Lubeck DP, Fries JF (1997) Assessment of quality of life in early stage HIV-
infected persons: data from the AIDS Time-oriented Health Outcome Study 
(ATHOS). Qual Life Res 6: 494-506.

28. Magafu MG, Moji K, Igumbor EU, Hashizume M, Mizota T, et al. (2009) 
Usefulness of highly active antiretroviral therapy on health-related quality of life 
of adult recipients in Tanzania. AIDS Patient Care STDS 23: 563-570.

v
http://www.ncbi.nlm.nih.gov/pubmed/15451747
http://www.ncbi.nlm.nih.gov/pubmed/19032904
http://www.ncbi.nlm.nih.gov/pubmed/1875745
http://www.ncbi.nlm.nih.gov/pubmed/9817108
http://www.ncbi.nlm.nih.gov/pubmed/14660146
http://www2.sas.com/proceedings/sugi23/Stats/p225pt1.pdf
http://books.google.co.in/books?id=L5EuNgAACAAJ&source=gbs_similarbooks_r&redir_esc=y
http://www.ncbi.nlm.nih.gov/pubmed/19280404
http://www.ncbi.nlm.nih.gov/pubmed/16411032
http://www.ncbi.nlm.nih.gov/pubmed/9330550
http://www.ncbi.nlm.nih.gov/pubmed/19534603
http://dx.doi.org/10.4172/scientificreports.515

	Title
	Corresponding author
	Abstract
	Introduction
	Materials and Methods
	Data collection
	Statistical analysis

	Results
	Socio-demographic characteristics the study population
	Comparison of scores of HRQoL scales between ARTexperiencedand ART-naїve individuals attending an urbanHIV clinic
	Factors associated with HRQoL among HIV infected adults

	Discussion
	Acknowledgement
	Table 1
	Table 2
	Table 3
	Table 4
	Table 5
	Figure 1
	References



