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Health-related quality of life (HRQoL) is one of the most important indicators in assessing the health and well-being of HIV-
positive patients. The present study investigated the HRQoL of HIV patients referred to Abadan’s Voluntary Counseling and
Testing (VCT) center in 2019. In this cross-sectional study, a total of 134 HIV+ patients referred to Abadan’s VCT center were
selected through convenience sampling. Demographic information was collected through a researcher-made checklist; the
patients’ status and health information were collected through electronic medical records of HIV+ patients and their records at
the VCT center. The HRQoL index was assessed using the World Health Organization (WHOQOL-BREF) questionnaire. Data
analysis was carried out using simple and multiple linear regression as well as a t-test in SPSS software. A P value< 0.05 was
considered as the significance level in all tests. The mean of the HRQoL in all the participating patients was 56:42 ± 22:66. The
highest and lowest mean scores of HRQoL domains were related to social relationships (57:53 ± 24:73) and environmental
health (53:68 ± 19:07). There was a positive significant relationship between the marital status, residency, years of education,
duration of infection, transmission route, and antiretroviral (ARV) therapy with the score of the HRQoL. The results showed a
moderate score for the mean HRQoL and its domains. The present study revealed the necessity of improving HIV+ patients’
living conditions, employment status, health education, and mental health care.

1. Introduction

Quality of life (QoL) has a wide range of contexts and is a
complex concept that is affected by physical health, mental
status, personal beliefs, social relationships, and environ-
mental factors [1]. The World Health Organization (1974)
defined QoL as an individual’s perception of his/her position
in life in the context of the culture and value systems in which
he/she lives and their goals, expectations, standards, and
basic issues [2]. According to another definition, health-
related quality of life is assessed based on the impact of defi-
ciencies, person’s performance and feeling about him/herself,
and social opportunities [3].

Studies have shown how social conditions, individual and
cultural values, and clinical factors affect QoL [4, 5]. Assess-

ment of health-related quality of life (HRQoL) is an impor-
tant indicator in people with chronic diseases [6]. HRQoL
has been the focus of many clinical researches in recent years.
It also plays an important role in evaluating the effect of
chronic disease and its treatment on the patients [7]. QOL
is also one of the key factors to evaluate the health status of
PLWH, and its improvement is one of the important goals
of treatment. Assessing the QOL can provide an accurate
assessment of how patient life is affected by diseases and
treatments [8].

The presence of chronic diseases such as AIDS has a
negative impact on HRQoL [9]. AIDS is a disease that
affects not only the physical health but also the mental
and social conditions of the patients, due to the negative
attitude of the society, discrimination, and stigma,
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especially in developing countries [10]. Evidence suggests
that in addition to the underlying infection, social circum-
stances, relationship issues, comorbidities, and stigma may
have an impact on the HRQoL of people with HIV [11].
Stigma is a complex social process of prejudice and negative
attitudes towards PLWHA [12]. Despite numerous efforts
to reduce the negative effects of HIV-related stigma on the
QOL among PLWHA, patients are still facing stigma as a
common phenomenon in a variety of contexts, including
family, society, workplace, and healthcare settings [13].

Usually, to assess the QoL, a 26-item WHOQoL-BREF is
being applied which is translated in different languages
including Persian [14]. This questionnaire evaluates three
domains of individual health comprising physical, social,
mental, and also environmental through 7, 3, 6, and 8 ques-
tions, respectively. In addition, it has two more questions that
evaluate the individual perception about her/his health status
and quality of life in general [15].

The results of a study implemented in Tehran using
WHOQoL-BREF showed that patients with HIV are faced
with many problems when trying to get medical treatment
for the disease and other conditions because of stigma,
lack of awareness, incomplete information on how the dis-
ease is transmitted, or intense fear of personnel and health
professionals [16]. Experiencing HIV-related stigma and
discrimination among PLHIV is associated with a number
of adverse health outcomes including feelings of anxiety,
fear, frustration, depression, stress, shame, rejection, and
self-isolation as well as limited access to treatment and
healthcare services [17]. Improving the quality of life is cen-
tral to the care and support of PLHIV [18]. HRQoL assess-
ment, in fact, shows how the disease and comprehensive
treatment have affected the quality of life of HIV+ patients
[6]. The results of a meta-analysis of 28 studies showed that
comprehensive treatment strategies and provision of diverse
and continuous care models including treatment, physical,
mental, and psychological rehabilitation services and home-
based services can improve the outcomes of the disease and
have a positive effect on HRQoL of these patients [19].

Poor quality of services or lack of access to services in
PLHIV facing treatment problems can produce challenges
related to adherence, potentially increase the risk of disease
transmission, and reduce HRQoL [20]. The results of previ-
ous studies have shown that providing comprehensive treat-
ment measures, including psychological and physical
rehabilitation as well as home-based care, yields a good out-
come for these patients and also plays an effective role in
their HRQoL [6].

Regarding the diverse sociocultural context of Iran and
the effect of this diversity on HRQoL on the one hand and
our limited knowledge about the QoL of PLHIV in Abadan
with different sociocultural contexts on the other hand, this
study is conducted for the first time to assess this important
health indicator. Through this study, we sought to determine
not only the physical and therapeutic needs of PLHIV but
also their psychological, social, environmental, and spiritual
needs. Determining these needs can help the physicians
choose the best and effective treatment [21]. Hence, the aim
of this study was at evaluating the quality of life and its deter-

minants amongst PLHIV referred to the VCT center in Aba-
dan, southwest of Iran. It also examined the association
between HRQoL and their health status.

2. Materials and Methods

2.1. Study Context and Sampling Method. This descriptive
analytical cross-sectional study was performed on HIV+

patients referred to the VCT center of Abadan in 2019. Aba-
dan is an oil city located in the southwest of Iran with around
298090 population. There is one VCT center in Abadan with
281 registered patients who are receiving regular health care.
The expected sample size was calculated to be 137 individuals
using Cochran’s method. After data collection, three incom-
plete questionnaires were deleted and these people were
excluded from the study and the final sample size was 134
cases. The sample size was calculated using equation (1) as
follows:

N = t2pqn
� �

n − 1ð Þd2 + t2pq
,

N = 1:962 × 0:5 × 0:5 × 281
� �

281 − 1ð Þ0:062 + 1:962 × 0:5 × 0:5
� � = 137:

ð1Þ

The participants were selected using the convenience
sampling method in the sense that the research tools were
performed on all patients who referred to the VCT center
of Abadan until the samples reached 137. Three participants
have not answered to more than half of the questions. So, the
investigator called them two times to invite them to complete
the questionnaire or ask the questions by telephone, but they
denied. Therefore, the three incomplete questionnaires,
which may affect the results of the study, were omitted.

2.2. Inclusion and Exclusion Criteria. The inclusion criteria
were patients aged over 18 years, having a positive Western
blot test from the beginning of 2004 to the end of 2016, hav-
ing two consecutive positive ELISA tests from the beginning
of 2017 (fourth generation), and having a medical case and
code in the VCT center. Exclusion criteria also included
unwillingness to participate in the study or severe cognitive
impairments such as mental retardation confirmed by a
psychiatrist.

3. Data Collection Tools and Method

To assess the relationship between HRQoL and its contrib-
uting factor in PLHIV, we used a two part tool. The first
part included demographic and health status information.
Demographic information included age, sex, place of resi-
dence, marital status, level of education, and occupation.
Health status information, included disease duration, route
of transmission, initiation of ARV therapy, CD4 count at
the time of the study, history of injecting drug use, current
drug use, and clinical stage of the disease. To gather these
information, we used electronic medical records of the
PLHIV in Abadan’s VCT center.
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The second part included HRQoL information. To
gather this information, a 26-item WHOQOL-BREF was
applied. It encompasses 4 areas including physical, psycho-
logical, social, and environmental health. The developers
of this scale reported acceptable reliability by the internal
consistency method and reported Cronbach’s alpha coeffi-
cient of 73%–98% [22]. This questionnaire was also trans-
lated into Persian by Iranian researchers and its validity
and reliability were confirmed by Nedjat et al. [23] for
the first time [23]. In the present study, the reliability of
the whole questionnaire and physical health, psychological
health, social relationships, and environmental health of
the QoL was 0.94, and 0.83, 0.79, 0.75, and 0.84, respec-
tively. The total score and scores for physical health, psy-
chological health, social relationships, and environmental
health were assigned based on a Likert scale. Initially, a
raw score is obtained for each domain, which must be con-
verted to a standard score between 0 and 100 or 0 and 20
through a special score conversion formula or table. A higher
score indicates a higher HRQoL [15]. However, based on the
instrument’s guideline, questions number 3, 4, and 26 asked
about negative feeling so they are not scored in a positive
direction, i.e., higher scores do not denote a higher quality
of life.

To collect the required information in this part, we
provided a private room in the VCT center and let the
PLHIV to fill the self-administered 26-item WHOQOL-
BREF. The information was completed with the coopera-
tion of the skilled staff of the VCT center due to more
trust of the patients in them and their previous communi-
cation and contacts. In case of illiteracy of the participants,
it is completed by the VCT staff through an interview with
them.

4. Statistical Analysis

Data analysis was performed using descriptive statistics.
Qualitative variables were described as the number and
percentage, and quantitative variables were reported in
terms of mean and standard deviation. Statistical t-test
was used to determine the difference between the score
of each dimensions of the questionnaire in the subgroups
of treatment (yes or no), the duration of the disease (less
than 5 years or higher than 5 years), and the route of
transmission (sexual or injection). In order to determine
the contribution of the demographic variables and health
status as a predictor of HRQoL (criterion variable) in HIV-
positive patients, linear regression analysis was used. First,
simple linear regression analysis was used to determine the
factors associated with QoL of HIV-positive patients, and
then, the variables that were P ≤ 0:2 in simple analysis were
entered into the multiple linear regression model.

It should be noted that before performing the above
process, the assumptions associated with a linear regres-
sion model were tested by Spearman correlation analysis
to check the correlation and the independence of errors
using the Durbin-Watson test. To examine the correlation,
which indicates that an independent variable is a linear func-
tion of other independent variables, we calculated the toler-

ance parameter and the variance inflation factor (VIF).
Data were analyzed by STATA software version 12 and SPSS
software version 24. In all tests, a P value< 0.05 was consid-
ered as the level of statistical significance.

Table 1: Characteristics of HIV+ patients referred to Abadan’s VCT
center.

Characteristics
Total

(n = 134)
Men

(n = 90)
Women
(n = 44)

Age 37:86 ± 9:02 39:52 ± 9:03 34:45 ± 8:06
Age (years)

≤30 30 (22.4) 13 (14.4) 17 (38.6)

31-40 57(42.5) 39 (43.3) 18 (40.9)

41-50 37 (27.6) 32 (35.6) 5 (11.4)

51≤ 10 (7.5) 6 (6.7) 4 (9.1)

Marital status

Never married 34 (25.4) 34 (37.8) —

Married 66 (49.2) 40 (44.8) 26 (59.1)

Widowed/divorce 34 (25.4) 16 (17.8) 18 (40.9)

Residency

Urban 114 (85.1) 82 (91.1) 32 (72.7)

Rural 20 (14.9) 8 (8.9) 12 (27.3)

Years of education

0 8 (6.0) 6 (6.7) 2 (4.5)

1–5 22 (16.4) 12 (13.3) 10 (22.7)

6–8 56 (41.8) 46 (51.1) 10 (22.7)

9–12 40 (29.9) 20 (22.2) 20 (45.5)

>12 8 (6.0) 6 (6.7) 2 (4.5)

Employment status

Unemployed 32 (23.9) 30 (30.3) 2 (4.5)

Employed 62 (46.2) 60 (66.7) 2 (4.5)

Housewife 40 (29.9) — 40 (90.9)

Duration of infection

Less than 5 years 88 (65.7) 62 (68.9) 26 (59.1)

More than 5 years 46 (34.3) 28 (31.1) 18 (40.9)

Transmission route

Injection 70 (52.2) 70 (77.8) —

Sexual 44 (32.8) 10 (11.1) 34 (77.3)

Unknown 20 (14.9) 10 (11.1) 10 (22.7)

Antiretroviral therapy 124 (92.5) 80 (88.9) 44 (100.0)

CD4 cell count

Less than 350 54 (40.3) 42 (46.7) 12 (27.3)

More than 350 80 (59.7) 48 (53.3) 32 (72.7)

Drug use 22 (16.4) 22 (24.4) —

History of drug injection 80 (59.7) 76 (84.4) 4 (9.1)

Clinical stage

Asymptomatic 98 (73.1) 64 (71.1) 34 (77.3)

Symptomatic 24 (17.9) 18 (20.0) 6 (13.6)

AIDS 12 (9.0) 8 (8.9) 4 (9.1)

Qualitative variables are reported as a number (percentage) and quantitative
variables as mean ± standard deviations.
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5. Ethical Consideration

All steps of the research process were performed confiden-
tially without mentioning the patient’s name and using a
patient-specific code. The patients were also informed about
the objectives of the research, confidentiality of their infor-
mation, and voluntary participation and after completing
the informed consent that they received to respond to the
questionnaire. This study was approved by the ethics com-
mittee of the research deputy for Shiraz University of Medi-
cal Sciences with the code of IR.SUMS.REC.1397.974.

6. Results

In the current study, 134 patients with HIV were enrolled; of
them, 99 (67.2%) were male. The mean age of the partici-
pants was 37:86 ± 9:02 years. Demographic characteristics
and disease status of the patients were stratified by sex, as
listed in Table 1.

Results showed that the mean of HRQoL in all partic-
ipating patients was 56:42 ± 22:66. Regarding the HRQoL
domains, the mean score of all domains is as follows:
social relationships (57:53 ± 24:73), environmental health
(53:68 ± 19:07), physical health (55:80 ± 20:20), and psy-
chological health (54:37 ± 19:30); the highest and lowest
mean scores were related to social relationships and envi-
ronmental health, respectively. Figure 1 demonstrates a
comparison of the overall mean scores of HRQoL and its
domains among women and men. Women had higher scores
in the HRQoL in the four domains of physical health
(62:81 ± 16:87), psychological health (61:18 ± 13:13), envi-
ronmental health (59:54 ± 12:96), and social relationships
(66:13 ± 17:54) than men.

The results of simple linear regression analyses showed
that the factors, as shown in Table 2, including sex, marital
status, employment status, duration of infection, transmis-
sion route, antiretroviral therapy, and history of drug injec-
tion, were associated with the QoL score. Women, married

and widowed/divorce patients, housewives, people with a
duration of infection of more than 5 years, sexual and
unknown transmission route, and treatment with antiretro-
viral had statistically a positive relationship with higher
scores of QoL, but the history of drug injection was associ-
ated with lower scores of HRQoL.

Results showed higher scores of social relationships
and environmental health domains (P < 0:05) among anti-
retroviral treatment recipients. However, there was no sig-
nificant difference between the two groups in terms of
physical and psychological health (P > 0:05). Moreover,
investigation of the difference in the disease duration
showed higher scores of the four domains in HIV-infected
people up to 5 years and this difference was significant in
all domains except environmental health (P < 0:05). The
HRQoL score was significantly lower among patients getting
HIV through injecting drugs than those having sex and its
four domains in people with a history of injecting drugs than
those without such a history (P< 0.05).

According to multiple linear regression, there was a
statistically significant relationship between the marital sta-
tus, residency, years of education, duration of infection,
transmission route, antiretroviral therapy, and HRQoL score.
Married patients compared to single, people with university
education compared to illiterate, rural patients compared to
urban patients, people with a duration of infection of more
than 5 years compared to less than 5 years, and unknown
transmission route compared to injection and treatment with
antiretroviral compared to no treatment had a statistically
positive relationship with higher scores of HRQoL (Table 3).

7. Discussion

The mean HRQoL score of all participants was moderate
(56.42) which is comparable with the general population of
less or partially developed areas of Abadan [24]. The highest
and the lowest mean scores were obtained in the social rela-
tionships and environmental health domains, respectively.
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Figure 1: Mean of total scores of quality of life and its four domains based on HIV+ patients’ gender.
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The present study showed that women had higher scores in
HRQoL in the four domains of physical health, psychological
health, environmental health, and social relationships than
men; this is inconsistent with previous studies by Cederfjall
et al. in Sweden [25], Sabermanian et al. in India [26], and
Nojoomi et al. in Iran [27]. However, the questionnaire used
in Sederfjal et al.’s and Sabermanian et al.’s studies was differ-
ent from the one used in the present study. Another study
carried out in Tehran revealed that women had higher scores
in physical and social domains. The possible interpretation of
this finding could be the effect of addiction on the QoL. As
our results showed being in line with Seresht et al.’s study,
the rate of addiction and its history in female are significantly
lower in comparison with those in men. [28].

As mentioned in the study in Tehran, HIV-infected drug
users had lower HRQoL than non-HIV addicts [29]. A study
in Massachusetts also found ample evidence suggesting that
addiction alone had increasing negative effects on HRQoL
of healthy individuals and that these problems were more
prevalent in HIV-infected patients [30]. Noticeably, in the
present study, 100% of the current drug users were men.
Also, 95% of men reported the history of injecting drug use,
which may have a great impact on their HRQoL, thereby
reducing their mean HRQoL score. In line with the present

Table 2: Factors associated with the quality of life in HIV+ patients
referred to Abadan’s VCT center; simple analysis.

B SE P value

Age 0.07 0.22 0.749

Sex

Male 1

Female 14.89 3.97 0.001∗

Marital status

Never married 1

Married 15.04 4.63 0.002∗

Widowed/divorce 10.97 5.33 0.041∗

Residency

Urban 1

Rural 10.02 5.44 0.068

Years of education

0 1

1–5 5.47 9.25 0.555

6–8 7.16 8.47 0.400

9–12 16.22 8.68 0.064

>12 15.75 11.21 0.162

Employment status

Unemployed 1

Employed −5.02 4.72 0.289

Housewife 11.51 5.14 0.027∗

Duration of infection

Less than 5 years 1

More than 5 years 18.25 3.82 0.001∗

Transmission route

Injection 1

Sexual 14.77 4.18 0.001∗

Unknown 11.31 5.51 0.042∗

Antiretroviral therapy

No 1

Yes 25.96 7.13 0.001∗

CD4 cell count

Less than 350 1

More than 350 3.22 3.99 0.421

Drug use

No 1

Yes −2.41 5.30 0.650

History of drug injection

No 1

Yes −13.89 3.82 0.001∗

Clinical stage

Asymptomatic 1

Symptomatic -6.30 5.15 0.223

AIDS -8.38 6.91 0.227
∗Significant at 0.05 level.

Table 3: Factors associated with the quality of life in HIV+ patients
referred to Abadan’s VCT center; multiple analysis.

B SE P value

Age 0.164 0.20 0.421

Marital status

Never married 1

Married 13.76 4.56 0.003∗

Widowed/divorce 6.47 5.12 0.209

Residency

Urban 1

Rural 11.97 5.39 0.028∗

Years of education

0 1

1–5 8.15 8.21 0.322

6–8 9.24 7.43 0.216

9–12 11.80 7.30 0.109

>12 22.05 9.75 0.026∗

Duration of infection

Less than 5 years 1

More than 5 years 22.02 3.56 0.001∗

Transmission route

Injection 1

Sexual 6.46 4.62 0.164

Unknown 10.71 5.09 0.038∗

Antiretroviral therapy

No 1

Yes 21.15 6.42 0.001∗

∗Significant at 0.05 level.
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study, other domestic or foreign studies also reported that
males outnumber females among drug users. Married peo-
ple had a higher HRQoL than single and widowed people
[26–28, 31]. These people also reported higher life pleasure
and sexual satisfaction. However, Razavi et al. reported no
relationship between the marital status and HRQoL [32].

According to our study, the ARV-treated group had
significantly higher HRQoL scores in social relationships
and environmental health domains than the untreated group.
Satisfaction with healthcare services was also higher in these
people. Likewise, studies implemented in Uganda, Morocco,
Zimbabwe, and Georgia showed similar findings [33–36].

There was a relationship between the disease transmis-
sion route and QoL, and people who were infected through
injection had a lower HRQoL than people infected through
sex; this was not consistent with similar studies conducted
in Iran or Brazil [28, 32, 37]. The reason for this difference
could be a higher number of women infected through sex,
which has a significant impact on this index, considering
higher HRQoL in women.

There is a controversy in the relationship between CD4
counts with HRQoL; on the one hand, our study, in line with
several other studies, did not find a significant relationship
[6, 38]. On the other hand, some evidence from Iran and
Uganda showed that this relationship was significant [27,
33]. Differences in the sociocultural context in terms of
stigmatization and healthcare settings in terms of quality of
care would be an interpretation for this controversy.

Furthermore, in line with other evidence in Iran, our
results revealed that employed people had a higher HRQoL
score than the unemployed ones and also the employed
people [6, 28]. Likewise, a direct and significant relationship
has been shown between the level of education and HRQoL
[6, 27]. It seems that good financing of patients with HIV,
due to their employment status, would improve their
HRQoL. Also, the level of education might be a worthy deter-
minant for better coping with their new life after receiving
HIV. A study performed in Italy found that economic prob-
lems and concerns about treatment costs are major concerns
of HIV-positive patients and the higher the level of concern,
the lower the HRQoL and the more severe the symptoms will
be [39].

Given that, in Iran, all healthcare delivered in the VCTs is
free, 62.7% of the participants had good and very good satis-
faction about healthcare services, which can be attributed to
the appropriate medical support of patients referred to this
center. Another study from Iran also reported that healthcare
satisfaction increased significantly in patients and this issue
played an important role in improving HRQoL scores of
patients [40]. Bangston et al. also stated in their study that
improving access to the necessary care will increase the
HRQoL among HIV-positive people [41].

Another controversy is found in the relationship
between the clinical stage of the disease and patients’
HRQoL. While some evidence from Iran and West Africa
revealed no significant relationship between the clinical stage
and HRQoL [6, 27, 42], other in-reach evidence from Iran,
Croatia, and Brazil, in line with our findings, approved a
significant relationship [28, 32, 43, 44]. Noticeably, special-

ized tests such as viral load, which is a good decision crite-
rion for determining the clinical stage of the disease, were
not performed for most patients in the present study.

Implemented studies in Iran [16, 45] revealed that stigma
would be a main barrier for utilization of healthcare services
by PLHIV and it might affect their quality of life. Hence,
reducing stigma could be an effective strategy to improve
their HRQOL. To approach, this strategy effectively, legisla-
tors, and policy-makers should be involved.

8. Strengths and Limitation

Although similar studies are published in different areas of
Iran, given cultural diversity and different levels of quality
of care delivered to HIV+ patients in Iran, implementing this
study in Abadan for the first time is one of its strengths.
However, it had some limitations such as hard direct access
to these patients, low level of education, and unwillingness
to participate for some of them. The researchers did their best
to solve these barriers through involvement of a skilled staff
of the VCT center in interviews and pay the participants
some money, to compensate their time and commuting cost
and to encourage them to participate.

9. Conclusion

The results of the current study revealed a moderate HRQoL
score for physical, social, and psychological domain and the
lowest scores for the environmental health domain. To estab-
lish effective strategies, an additional study considering the
findings of the current study and other similar studies and
with large samples is recommended. Also, a further study is
recommended to define the relationship between social
stigma and the patients’ HRQoL. Moreover, based on our
findings, improving psychological counseling services and
patients’ social relationship by including their families in
counselling services would be helpful to enhance their QoL.

Abbreviations

QoL: Quality of life
HRQoL: Health-related quality of life
VCT: Voluntary counseling and testing
ARV: Antiretroviral
WHOQOL-BREF: World Health Organization
VIF: Variance inflation factor.

Data Availability

All data and materials generated in this study are included in
this article, but if necessary, other data will be made available
from the responsible author upon request.

Additional Points

Publisher’s Note. Springer Nature remains neutral with
regard to jurisdictional claims in published maps and institu-
tional affiliations.

6 BioMed Research International



Consent

Informed consent was obtained from all individual partici-
pants included in the study.

Conflicts of Interest

The authors declare that they have not any conflict of
interests.

Acknowledgments

The authors would like to express their gratitude to the per-
sonnel of Abadan’s VCT center for their sincere cooperation
in interviews and the patients who patiently answered the
questions. The authors would also like to express their thanks
to the Vice Chancellor for Research of Shiraz University of
Medical Sciences for the kind cooperation in the present
study. The research deputy of Shiraz University of Medical
Sciences has approved and funded this research.

References

[1] Group, W H, “WHOQOL-HIV for quality of life assessment
among people living with HIV and AIDS: results from the field
test,” AIDS Care, vol. 16, no. 7, pp. 882–889, 2004.

[2] Group W, “The World Health Organization quality of life
assessment (WHOQOL): position paper from the World
Health Organization,” Social Science & Medicine, vol. 41,
no. 10, pp. 1403–1409, 1995.

[3] T. C. Edwards, D. L. Patrick, and T. D. Topolski, “Quality of
life of adolescents with perceived disabilities,” Journal of Pedi-
atric Psychology, vol. 28, no. 4, pp. 233–241, 2003.

[4] S. Lee, C. Shiu, Y. Tuan et al., “Quality of life among injection
drug users living with or without HIV/AIDS in Taiwan: a case
control group design,” Journal of AIDS and Clinical Research,
vol. 4, no. 3, 2013.

[5] M. I. B. Nemes, T. M. D. Alencar, C. R. Basso et al., “Avaliação
de serviços de assistência ambulatorial em aids, Brasil: estudo
comparativo 2001/2007,” Revista de Saúde Pública, vol. 47,
no. 1, pp. 137–146, 2013.

[6] K. Vahdat, F. Hadavand, P. Rabieian, and L. Farhangpour,
“Study of daily quality of life in patients living with HIV in
Bushehr province,” ISMJ, vol. 15, no. 2, pp. 119–126, 2012.

[7] A. Abbasi, H. Asaiesh, S. A. Hosseini et al., “The relationship
between functional performance in patients with heart failure
and quality of life (QOL),” ISMJ, vol. 13, no. 1, pp. 31–40, 2010.

[8] M. Préau, M. Mora, C. Puppo et al., “Does quality of life and
sexual quality of life in HIV patients differ between non-
treated HIV controllers and treated patients in the French
ANRS VESPA 2 National survey?,” AIDS and Behavior,
vol. 23, no. 1, pp. 132–139, 2019.

[9] T. Wachtel, J. Piette, V. Mor, M. Stein, J. Fleishman, and
C. Carpenter, “Quality of life in persons with human immuno-
deficiency virus infection: measurement by the Medical Out-
comes Study instrument,” Annals of Internal Medicine,
vol. 116, no. 2, pp. 129–137, 1992.

[10] X. Li, C. Lin, Z. Gao et al., “HIV/AIDS knowledge and the
implications for health promotion programs among Chinese
college students: geographic, gender and age differences,”

Health Promotion International, vol. 19, no. 3, pp. 345–356,
2004.

[11] J. Drewes, B. Gusy, and U. v. Rüden, “More than 20 years of
research into the quality of life of people with HIV and
AIDS—a descriptive review of study characteristics and meth-
odological approaches of published empirical studies,” Journal
of the International Association of Providers of AIDS Care (JIA-
PAC), vol. 12, no. 1, pp. 18–22, 2013.

[12] M. Rasoolinajad, N. Abedinia, A. A. Noorbala et al., “Relation-
ship among HIV-related stigma, mental health and quality of
life for HIV-positive patients in Tehran,” AIDS and Behavior,
vol. 22, no. 12, pp. 3773–3782, 2018.

[13] M. E. Kalan, J. Han, Z. B. Taleb et al., “Quality of life and
stigma among people living with HIV/AIDS in Iran,”
HIV/AIDS - Research and Palliative Care, vol. 11, pp. 287–
298, 2019.

[14] A. E. Bonomi, D. L. Patrick, D. M. Bushnell, and M. Martin,
“Quality of life measurement Will we ever be satisfied?,” Jour-
nal of Clinical Epidemiology, vol. 53, no. 1, pp. 19–23, 2000.

[15] Organization WH, WHOQOL-BREF: introduction, adminis-
tration, scoring and generic version of the assessment: field trial
version, World Health Organization, 1996.

[16] N. Abedinia, M. Rasoolinajad, A. Noorbala, and B. M. Badie, “I
amHIV-positive, but I am a human being: qualitative study on
experiences of stigma in health care centres in the Islamic
Republic of Iran,” Eastern Mediterranean Health Journal,
vol. 25, no. 10, pp. 669–676, 2019.

[17] F. Tavakoli, M. Karamouzian, A. A. Rafiei-Rad et al., “HIV-
related stigma among healthcare providers in different
healthcare settings: a cross-sectional study in Kerman, Iran,”
International Journal of Health Policy and Management,
vol. 9, no. 4, pp. 163–169, 2020.

[18] V. Cooper, J. Clatworthy, R. Harding, and J. Whetham,
“Measuring quality of life among people living with HIV:
a systematic review of reviews,” Health and Quality of Life
Outcomes, vol. 15, no. 1, pp. 1–20, 2017.

[19] C. Handford, A. M. Tynan, J. M. Rackal, and R. Glazier,
“Setting and organization of care for persons living with
HIV/AIDS,” Cochrane Database of Systematic Reviews,
vol. 3, 2006.

[20] C. E. Zelaya, S. Sivaram, S. C. Johnson, A. Srikrishnan,
S. Suniti, and D. D. Celentano, “Measurement of self, experi-
enced, and perceived HIV/AIDS stigma using parallel scales
in Chennai, India,” AIDS Care, vol. 24, no. 7, pp. 846–855,
2012.

[21] P. K. Nicholas, I. B. Corless, A. Webster et al., “A behavioral-
medicine program in HIV: implications for quality of life,”
Journal of Holistic Nursing, vol. 21, no. 2, pp. 163–178, 2003.

[22] R. L. Schalock, I. Brown, R. Brown et al., “Conceptualization,
measurement, and application of quality of life for persons
with intellectual disabilities: report of an international panel
of experts,” Mental Retardation, vol. 40, no. 6, pp. 457–470,
2002.

[23] S. Nedjat, A. Montazeri, K. Holakouie, K. Mohammad, and
R. Majdzadeh, “Psychometric properties of the Iranian
interview-administered version of the World Health Organi-
zation’s Quality of Life Questionnaire (WHOQOL-BREF): a
population-based study,” BMC Health Services Research,
vol. 8, no. 1, p. 61, 2008.

[24] F. Parsaei, S. Besharatifar, and S. Piraesh, “Evaluation of
inequalities in quality of life of oil cities (case study: Abadan

7BioMed Research International



city),” Geography (Regional Planning), vol. 10, no. 3-1,
pp. 173–188, 2020.

[25] C. Cederfjäll, A. Langius-Eklöf, K. Lidman, and R. Wredling,
“Gender differences in perceived health-related quality of life
among patients with HIV infection,” AIDS Patient Care and
STDs, vol. 15, no. 1, pp. 31–39, 2001.

[26] T. Subramanian, M. Gupte, V. Dorairaj, V. Periannan, and
A. Mathai, “Psycho-social impact and quality of life of people
living with HIV/AIDS in South India,” AIDS Care, vol. 21,
no. 4, pp. 473–481, 2009.

[27] M. Nojoomi and K. Anbari, “A comparison of the quality of
life in HIV/AIDS patients and control group,” Razi Journal
of Medical Sciences, vol. 15, pp. 169–176, 2008.

[28] Z. Nikoo Seresht, S. Rimaz, S. Nedjat, S. A. Motevallian, and
N. Saeepour, “The relationship between quality of life and
social capital amongst people living with HIV/AIDS attending
the Imam Khomeini Hospital Consultation Center for clients
with risky behaviors in Tehran–2011,” Journal of School of
Public Health and Institute of Public Health Research, vol. 11,
no. 3, pp. 17–28, 2014.

[29] J. Katibaei, “Comparison of quality of life, stress and mental
health of addicts and non-addicts affected by HIV and healthy
individuals,” International Journal of Behavioral Sciences,
vol. 4, no. 2, pp. 135–139, 2010.

[30] K. W. Smith and M. J. Larson, “Quality of life assessments by
adult substance abusers receiving publicly funded treatment
in Massachusetts,” The American Journal of Drug and Alcohol
Abuse, vol. 29, no. 2, pp. 323–335, 2003.

[31] N. Khumsaen, W. Aoup-por, and P. Thammachak, “Factors
influencing quality of life among people living with HIV
(PLWH) in Suphanburi Province, Thailand,” Journal of the
Association of Nurses in AIDS Care, vol. 23, no. 1, pp. 63–72,
2012.

[32] P. Razavi, K. Hajifathalian, B. Saeidi et al., “Quality of life
among persons with HIV/AIDS in Iran: internal reliability
and validity of an international instrument and associated
factors,” AIDS Research and Treatment, vol. 2012, Article
ID 849406, 6 pages, 2012.

[33] F. Bajunirwe, D. J. Tisch, C. H. King, E. J. Arts, S. M. Debanne,
and A. K. Sethi, “Quality of life and social support among
patients receiving antiretroviral therapy in Western Uganda,”
AIDS Care, vol. 21, no. 3, pp. 271–279, 2009.

[34] E. Karkashadze, M. A. Gates, N. Chkhartishvili, J. DeHovitz,
and T. Tsertsvadze, “Assessment of quality of life in people
living with HIV in Georgia,” International Journal of STD
& AIDS, vol. 28, no. 7, pp. 672–678, 2017.

[35] I. Khachani, H. Harmouche, W. Ammouri et al., “Impact of a
psychoeducative intervention on adherence to HAART among
low-literacy patients in a resource-limited setting: the case of
an Arab country—Morocco,” Journal of the International
Association of Physicians in AIDS Care, vol. 11, no. 1, pp. 47–
56, 2012.

[36] T. N. Taylor, C. Dolezal, S. Tross, and W. C. Holmes, “Com-
parison of HIV/AIDS-specific quality of life change in Zimba-
bwean patients at western medicine versus traditional African
medicine care sites,” JAIDS Journal of Acquired Immune Defi-
ciency Syndromes, vol. 49, no. 5, pp. 552–556, 2008.

[37] R. Zimpel and M. Fleck, “Quality of life in HIV-positive
Brazilians: application and validation of the WHOQOL-HIV,
Brazilian version,” AIDS Care, vol. 19, no. 7, pp. 923–930,
2007.

[38] R. D. Hays, W. E. Cunningham, C. D. Sherbourne et al.,
“Health-related quality of life in patients with human immu-
nodeficiency virus infection in the United States: results from
the HIV cost and services utilization study,” The American
Journal of Medicine, vol. 108, no. 9, pp. 714–722, 2000.

[39] A. Tramarin, S. Campostrini, M. J. Postma et al., “A multicen-
tre study of patient survival, disability, quality of life and cost
of care,” PharmacoEconomics, vol. 22, no. 1, pp. 43–53, 2004.

[40] F. Babamahmoodi, G. Abedi, M. R. Haghshenas, A. Nadi
Ghara, N. Pedramfar, and F. Kohkan, “Effect of health, medi-
cal, and social care on quality of life in a group of HIV positive
patients in Mazandaran Province, Iran,” Journal of Mazan-
daran University of Medical Sciences, vol. 29, no. 181, pp. 94–
106, 2020.

[41] A. M. Bengtson, B. W. Pence, J. O'Donnell et al., “Improve-
ments in depression and changes in quality of life among
HIV-infected adults,” AIDS Care, vol. 27, no. 1, pp. 47–53,
2015.

[42] V. U. Odili, I. B. Ikhurionan, S. F. Usifoh, and A. C. Oparah,
“Determinants of quality of life in HIV/AIDS patients,” West
African Journal of Pharmacy, vol. 22, no. 1, 2011.

[43] S. Belak Kovačević, T. Vurušić, K. Duvančić, and M. Maček,
“Quality of life of HIV-infected persons in Croatia,” Collegium
Antropologicum, vol. 30, no. 2, pp. 79–84, 2006.

[44] J. Gaspar, R. K. Reis, F. M. V. Pereira, L. A. de Souza Neves,
C. de Castro Castrighini, and E. Gir, “Qualidade de vida de
mulheres vivendo com o HIV/aids de um município do inte-
rior paulista,” Revista da Escola de Enfermagem da USP,
vol. 45, no. 1, pp. 230–236, 2011.

[45] N. Zarei, H. Joulaei, E. Darabi, and M. Fararouei, “Stigmatized
attitude of healthcare providers: a barrier for delivering health
services to HIV positive patients,” International Journal of
Community Based Nursing and Midwifery, vol. 3, no. 4,
pp. 292–300, 2015.

8 BioMed Research International


	Health-Related Quality of Life in People Living with HIV in Southwest Iran in 2018: A Cross-Sectional Study
	1. Introduction
	2. Materials and Methods
	2.1. Study Context and Sampling Method
	2.2. Inclusion and Exclusion Criteria

	3. Data Collection Tools and Method
	4. Statistical Analysis
	5. Ethical Consideration
	6. Results
	7. Discussion
	8. Strengths and Limitation
	9. Conclusion
	Abbreviations
	Data Availability
	Additional Points
	Consent
	Conflicts of Interest
	Acknowledgments

