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Purpose: To increase understanding of the meaning of quality of life for people living with
HIVIAIDS in four countries in sub-Sabaran Africa: Botswana, Lesotho, South Africa, and
Swwazgiland.

Methods: Using a cross-sectional design and convenience sample, we administered a sur-
vey and collected data on demographic characteristics, measures of severity of illness,
and perceptions of quality of life. The purpasefully selected sample (N=743) consisted
of community-based people living with HIVIAIDS in 2002, Based on the Wilson and
Cleary framewaork for organizing variables related to quality of life, a hievarchical multiple
regression was conducted with guality of life as the dependent variable.

Results: The sample of 743 persons was 61.2% female with a mean age of 34 vears. Ap-
proximately 62% of the sample reported having received an AIDS diagnosis. Ten predictor
variables explained 53.2% of the variance in life satisfaction. Those participants with higher
life satisfaction scores were less educated, had worries about disclosure and finances, did
not bave an AIDS diagnosis or other comorbid conditions, had lower symptom intensity,
had greater functioning, and had fewer health worries. None of these participants iwas
taking antiretrovival medications at the time of this study.

Conclusions: Several dimensions of the Wilson and Cleary model of quality of life were
significantly related to life satisfaction for people living with HIVIAIDS in sub-Sabaran
Africa. Quality of life for this sample was primarily defined as overall functional ability and
contral aver symptom intensity. These findings are similar to studies in developed countries
that have shown the significant relationships among functional abilities, symptom control,
and perceived quality of life. As antiretroviral medications become more available in these
areas, community members and care providers can help clients realize the possibility of
lving well with HIVIAIDS, and can work with clients to improve functional ability and
control symptom intensity to make living well a reality.
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ub-Saharan Africa is home to 29.4 million peo-

ple infected with HIV/AIDS; no other region of the

\"Drld hiis a higl‘ler prfvﬂlellce Of t]le dl SCASE. Ill i:D'Ur
sub-Saharan African countries, natenal adult HIV preva-
lence has risen higher than was once thought possible, ex-
ceeding 30% in Botswana (38.8%), Lesotho (31%), Swazi-
land (33.4%) and Zimbabwe (33.7%; UNAIDS, 2002). By
2010, the number of AIDS-related deaths is predicted to be
twice as large as that from all other causes of death com-
bined {Bradshaw, Schneider, Dorrington, Bourne, & Saub-
scher, 2002]. Although testimonies of the devastating effects
of HIV/AIDS are abundant, few studies have shown the ef-
fects of living with HIV/AIDS en a person's quality of life in
sub-Saharan Africa.

The quality of life of people with HIV/AIDS is a complex
constellation of disease, poverty, stigma, discrimination, and
lack of treatment combined with family Life, work, and so-
cial activiries. HIV/AIDS affects not only the infected per-
son, but also his or her family, community, and country.
Withour treatment, people experience accelerared losses. At
the household level, people have loss of companionship and
income. At the community and national levels, they experi-
ence loss of productivity because of absenteeism and death.
Many voung women and men are too ill to participate in
their schooling or work, few people are available to care
for the very young and verv old, and parents are burying
their children. Many people do not have enough money to
buyv medicines. And with fewer people to care for the land,
the small-farm economies are being destroyed. In short,
HIV/AIDS is devastating at all levels. As a result of the mag-
nitude of the pandemic, however, the plight of individuals—
particularly their quality of life—might be overlooked. With
the promise of antiretroviral medications, this grim picrure
has the potential to improve.

Few people with HIV/AIDS in sub-Saharan Africa cur-
rently have access ro antiretroviral therapy. Consequently,
community members and health care workers have little
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recognition that a person can have a productive life and live
well with HIV/AIDS. Alchough HIV-testing programs exist
in sub-Saharan Africa, many people still do not get tested,
and they get health care only when they are already severely
compromised, often with active tuberculosis or pneumonia.
Some women are tested for HIV during pregnancy and, if
found to be HIV-positive, they receive medications to reduce
maternal-child transmission. Little etfort is made, however,
to continue treating the mothers afrer delivery. These women
often disappear, leaving the health care svstem and hiding
their HIV/AIDS starus until they lose significant weight, de-
velop infections, and develop what is commonly referred to
as “slims” disease. These trends strengthen the association
of HIWV/AIDS with death.

With the availability of antiretroviral therapy promised
by the world's donors, HIV/AIDS will no longer be a death
sentence or the beginning of a series of losses of employment
or family life, Nurses and other care providers will be chal-
lenged to help their communities develop this new concept
of living well with HIV/AIDS. This study was an initial ex-
ploration of quality of life for people living with HIV/AIDS
withour the benefits of antiretroviral medications, We iden-
tified factors perceived to be important to quality of life for
people living with HIV/AIDS. Nurses and program man-
agers can use this informarion to consider the positive effects
of antiretroviral medications, as well as the possible negative
effects, such as new HIV-relared symproms and increasing
out-of-pocket expenses for the medications.

For this study, Wilson and Cleary’s (1995) framework,
with several dimensions of quality of life, was used to formu-
late hypothesized relationships of patientvariables to quality
of life in a sample of people with HIV/AIDS in sub-Saharan
Africa. This model includes five groups of patient outcome
variables—biological and physiological factors, symptoms,
functioning, general health perceptions, and overall qual-
ity of life—and a linear, directional relationship among the
variables (see Figure). In addition, the potential effects of
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Figure. Wilson and Cleary’s model of the correlates of quality of life.
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individual and envirenmental characteristics on the dimen-
sions of the model are brizfly discussed. Aimed roward ex-
plaining the varianze in quality of life, the model was de
veloped n the West and 1ts applicability to the concepts
of guaiity of iife i sub-3abaran Africa has no been wsied
praviously.

Background

i'he progression of HiV disease most often resuits 1n a de-
creasing quality of lile. Alhough gualicy of life is a mualtidi-
mensional construct that does not have @ universally agreed-
upon definition. researchers have agreed on many concepts
concerning health-related quality of life. The World 1Tealth
Organization Quality of Life Group {19931 defined quality
of life as “individuals’ percepticn of their position in life
in the context of the culture and value syseems in which
they live and n relation to their goals, expectations, stan-
dards and concerns.” Health-related quality of life refers to
how well people can perform daily sctivitics and how good
thev fzel about their lives | Lorenz, Shapiro, Asch, Bozzette,
& Hays, 2001}, After reviewing the lirerature, de Boer et
al. (1995 reporred that 11 healeh related, quality of life in
struments had been used to study HIV-infected patients, vet
consensus was lecking about how gquality ol lifeshould be as-
sessed. Reszarchers have used the Medical Outcomes Seudy
Based Quality of Life measure more extensively than anv
other instrument n HIV-relaed scadies (Tsasis, 2000).

Scusa er al. (1999) tzsted a health-relared, quality-of-life
model and provided support for three key dimensions of
health-relared quality of life among people with TIIV/AIDS:
symptom control, funceional status, and general health per
ceptions. Sowell et al. (19971 rezarded quality of life as a
constellation of three variables: daily functioning, low lov-
els of generzl anxiery, and few HlV.associated symptoms.
Mone of this worlk appears to have been replicated in sub-
Caharan Africa.

Studies on samples in developed countries have indicated
that certain demographic factors (e.g., age, sex, ethniciry, ed-
ucaticn, and marital starus) aswell as physiological and psy
chological factors might be relared to quality of hfe |Crystal
et al., 2003; Nokes et al., 20005 Sousa, Holeamner, Henry, &
Slaughter, 1999; Sowell er al., 19971, Income was reported
o have a strong association with healeh status and func-
tcnal status (Euner 8¢ Weissinan, 1994, Married women
appeared to be more vulnerable than were men to dis-
ruptions 1 quality of life over time (Sarna., van Servellzn,
Pudilla, & Brechy, 19991, Siage of illuess had a sadsically
significant correlation with perceived qualicy of life in pec-
ple with HIV infection (Sowell er al., 1797). The presence,
nuntber, and severity of constitutional sy proms in TITV dis-
ease were strongly associated with health-related qualiry of
life in sympromatic HIV-infected people { Cunninzham et al.,
1998). Nonc of these studics included people living in suk-
Saharan Africa.

Sowell et al. (1997) conducted a longirudinal study with a
sample of 263 HIV-infected women feem cight public-health
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HINV/AILS climies szrving both rural and urkan areas in the
state of Georgia in che United Srares. Social factors (dis-
closure and marterial rescurces) and psychological factors
ifatalism, stigma, emotional distress, and intrusion) were
found w be importang decerminantes of guality of life. Lin-
ited daily tunctioning was correlated with stigma, faralism,
emplovment status, and srage of diszase,

Sarna et al. (19992 studied gualicy of life in women
with symptematic HIV/AIDS cvar @ 4-month period. They
used the HOPES (HIV-Overview of Problem Situations-
Cvaluation System) to measure quality of lite, with data
at baszeline, 2 months, and £ months. Age was related to
changes in physical summary scale, with older age associ-
atzd with greater declines in physical quality of life. The mose
prevalent disruptions were psvchosocial: financizl problems,
worry about the family, distress abour losing cthers to HI'V,
and worry about discase progreszion. The study results were
limired hy the small sample size for each of the three rime
periods (n=44, 37, and 33, respectivaly). Using a national
sample, Moles et al. {2000] founrd that people 50 years old
or alder reported siznificantly mors madical conditions such
as dizbetes or hyperrension (p=.000), more limitations on
physizal functioning (#=.006), and self disclosure of HIV
infection to fewer people (p=.001). In this study we provide
a guod description of the diverse correlates ol gualily of lile
for people with HIV/AIDS.

Vidrine et al. (2003) studied quality of life and functional
status outcomes in 385 multi-ethnic, I IIV-positive patients
in the Houston area. Men reported higher functioning than
did women. Ethnic mincritizs and those with a lewer aduca-
tional level reported poorsr work-rele functioning, Meither
clinical stag=, as measured by the presence or absence of
AIDS, nor the most recent CD4 cell count was associated
with quality-of-lice scores.

Cuality of life and poverty have been shown to be in-
versely linked (Allevne, 2001). Thz AIDS pandemic has ex-
acerbated this problem becauss it profoundly reduces eco
nomic zrowth and mcome, thius mereasing poverry. Good
health requires an adequare income. Il healdh can be a re-
sult of poverty and it also can exacerbare it, creating tremen
dous physiolozical and psychological stress and hardship for
resvurce-poor people. Maluouristunent, a conunon conse-
quence of poverty, exacerbares HIV infection and hastens the
progression of AIDS. Poverty precludes purchase of medica-
tions and thus it l=ads o increased rates of opportunistic in-
fection. Lack of medications, in tuen, significantly increases
the pain and suffering relatad to AID3. The cascading con-
sequences of poverty in the context of the AIDS pandemic
are staggerng.

In addition to poverty, inadequatz public health funding
has a substantial negative effect an the lives of people liv-
ing with HIV/AIDS. Several governments in sub-Saharan
Africa spend less than $20 per citizen per vear cn all health
carc and a merc fraction of that amount cn HIV/AIDS
programs \Pharmacenrical Research and Marutactirers ot
America, 20031, Health services care administrators and
professionals must simultaneously cope with an increasing



demand tor care and tha dearhs ot rrained healrh persnnnel
from AIDS (Gilks, Kartabira, & DeCock, 1997; UNAIDS,
2002). UNAIDS personnel {2002} reporred that Malawi and
Zambia have had a five- to six-fold increase in illnzss and
dcath among health workers in the previous 5 years, thus re-
ducing the number of personnel and increasing the stress lev-
els and workloads of remaining employees, By 20035, Scath
Africa and Zimhabwe are projecred ro Inse 11% and nearly
20% respectively of their workforces 1o AIDS (U.S., Depart-
ment of Stare, 2002,

The parient load, insufficient personnel, lack of supplies,
and lack of approprate training for the changing HIV cpi-
demic and new medicines cverwhelm public health person-
nel. They see linde hope of the sitnzton improving, The
shortcomings in public health worsen quality of life tor peo-
ple living with HIV/AIDS. Yer, with the arrival of antirecro-
viral medication in sub Saharan Africa, this environment of
death and despair can be altered to includz the concept of
living well wich HIV discasze. Recent rescarch in devcloped
countries has been focused on the mprovement of quality
of life since the availabilite of highly active antiretroviral
therapy (Carrieri et al, 2003; Krentz & Gill, 2003, Safren,
Radomsky, Orwe, & Salomon, 2002), Reduction in AIDS-
related deaths has already been reported in Botswana of
ter the distribution of antiretroviral therapy (Kaiser Daily
HIV/AIDS Bepore, 2004). Relatively fow srudics have been
deone, however, to explore the quality of hfz ot people with
HIV/AIDS in sub-Saharan Africa. Mo reports from sub-
Saharar Africz are lknown te include the concept of living
well with HIV/AIDS wich the advent of antiretroviral med-
ications.

MNurses have the capacity to promote the idea of “living
well” with HIV/AIDS becausc of their close proximity to
patients and families and their experrise and understanding
that quality of lile is alfected by several factors amenable Lo
mtervertions hy nurse, self, and family. This smudy provides
background knowledge about the correlates of quality of
life as perczived by people with HIV/AIDS in sub-Saharan
Africa as a context for d=signinz nursing care interventions.

Methods

The guestion for study was: How do people with
HIV/AIDS in sub Scharan Africa view their quality of Lifs?
With a descriptive, cross-sectional design, adults living with
TIIV/AIDS in Botswana, Lesotho, Souch Africa, and Swazi-
land were the target population. A convenience, community-
based, purposelully selecied sample (n=743) provided data
that were collected in 2002 in face-te-face interviews. A
somewhar differ=nt procedure was used in each country to
gain access to participants. [n soms areas, home care nurses
asked families whether they would be interested n parmci-
pating. [n other areas, outpatient clinic personnel provided
rererrals. Institutional review haards ar the following univer-
sities approved the study protocels: University of California

Living Wall with HIVIAIDS

San Francisco, Urniversiry of Botswana, National Vniversity
of Lesothe, University of Sourh Africa, and the University
of Swaziland.

Lnstruments, Three self-report instruments were trans-
lated into seven languages (Sesotho, Scrswana, Siswati,
Iswana. Venda. Xhosa, and Zulu) and were pilot tested be-
fure this study. The survey was adminisiered in the local lan-
guage of the participants, and the research ream rranslated
the resulrs inte English.

Survev. A survey booklet was used to collect intorma-
tion on parsonal and envirecnmental characteristics including
age, scx, years of education, whether participants had ad-
equate income, whether they had children, and cther vare
ables. In addition, the survey included guestions about bi-
olozical and physiological factors, such as whethar partici-
pants had received an AIDS diagnosis or had any comorbid
conditions.

The Revised Sign and Symptem Checklist for Pzrsons
with HIV Discase (Holzemer, Hudson, Kirksey, Hamilton,
& Bakken, 2001) compnses ¢4 1tems to determine the fre-
quency and intensity of [1IV signs and symptoms char the
participants were experizncing on thar day. The items ar=
rated on an ordinal, three-point Likert-tvpe scale (1=mild,
2=moderate, 3=severe). Calculations included the roral
number of symptoms (with a range of 0-64) and the mean
intensity of symptoms (with a range of 1-3). Validity and
reliabihty of the mmstrument have been raportad pravicusly
fora 115, sample (Ilolzemer eral., 2001). Cach country-level
team—consisting of experts in HIV/AIDS care, nurses worl-
ing directly in home-based care, and university faculty—
reviewed the sign and svmprom checklise for its relevance to
their communities and confirmad the nstrument’s content
validity.

HIV/AIDS-Targeted Quality ot Lite (HAT-Clal ). Th=
HAT-GoL is a sell-report scale w measure oversll lunclion-
ing, life sarisfacrion, health worries, financial warries, and
disclosure. Holmes and Shea (1997, 199%) designed the 42-
item, nine-dimensional version of the HAT-(oL scale and
first tested it n a sample of 201 HIV-seropositive people.
We used only five of the dimensions in this study: overall
function (OF), tnancial worries (FW), health worries (HW),
disclosure wornes (DW), and lile setisfaction (LS), Thess
five dimenzions have shown good psychometric properties,
adequate internal consistency, and evidence of construct va-
lidity (Holmes 8¢ Shea, 1997, 1999), Further evidence of
validity of this instrument was that the items on qualitv of
life were derived directly from eeports by HIV-positive peo-
ple. A wezkness is thar, to our knowledge, the instrument
had pot been used i sub-Saharan Alrica belore this study.

We computed five dimension scores for the S-point HAT-
QoL scales by summing all of the item responses in thoss
dimensions. For negatively worded items in the instrument,
the scares were reversed. A high score indicated more fa-
vorable outcomes, Cronbach’s alpha cocfficient was above
.80 tor each scale, indicating =xcellent internal consistency
across iterms, Each country’s team reviewed the items ol the
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instrument and judged them o be adequate for use in their
respective communities.

Data Analysis

Responses to the questionnaires were transcribed, coded,
and entered into the Sratistical Package for the Social
Sciences (SPSS) for Windows sofrware. We calculated startis-
tics (mean, standard deviation, and frequency) to describe
the sample’s demographic characteristics, severity of illness,
and quality of life. The variables were organized based upon
the Wilson and Cleary model of quality of life. Separate step-
wise mulriple regression analyses were conducted for each
block or set of variables. Based upon these preliminary six
multiple regressions, we selected variables that were signifi-
cantly related to life satisfaction for the final model. A final
hierarchical multiple regression was conducted using the six
blocks or sets of variables as outlined in the Wilson and
Cleary model against the dependent variable, quality of life
as measured by overall lite satisfaction.

Results

The toral sample included 743 persons with HIV/AIDS.
Most participants (61.2%, #=435) were women, the mean
age was 34.05 years (§D=9.59), and the mean level of ed-
ucarion was 7.70 years (SD=3.87). Fewer than half of the
participants (#=301, 40.5%) reported having an adequate
income, and only 7.9% (n=39) reported having health insur-
ance. Nearly three-quarters (#=522, 70.3%) reported hav-
ing children (see Table 1).

This sample was relatively ill. Nearly two-thirds of partic-
ipants (n1=458, 61.6%) had received an AIDS diagnosis and
one-third (n=238, 32.0%) reported having other chronic
comorbid conditions, such as diabetes or hypertension. On
the dav of the interview, they reporred experiencing an av-
erage of 17.58 symproms (SD=13.74). About one-quarter
(=183, 24.9%) spent more than 80% of their day in bed.

Using listwise deletion in order to enhance the stability
of the correlation matrix, a hierarchical, six-step mulriple
regression analysis was performed with a total of 10 pre-
dictor variables, with 322 complete darta sets for this anal-
ysis. The overall model explained 53.2% of the variance
in quality of life as measured by life satisfaction (Table 2).
Each block was significant. Participants with higher life sat-
isfaction scores were less educated, had disclosure worries
and financial worries, did not have an AIDS diagnosis or
other comorbid conditions, had lower symptom intensity,
had greater functioning, did not spend more than 80% of
their day in bed, and had fewer health worries. Participants’
self report of overall functioning explained the greatest vari-
ance in life satisfaction, with a unique R? of 30.6%. The
second variable to explain a significant amount of variance
in life satisfaction was related to financial worries, with a
unique R? of 10.1%. Slightly more than 40% of the §3.2%
variance explained in the model was based on functional
status and financial worries.
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Table 1. Study Variables Organized hy Wilson and Cleary
Maodel of Quality of Life (n=743)

Variables Mean SD n %
Characteristics of the individual
Sex
Female 455 61.2%
Male 287 38.6%
Age in years 34.05 950 T4
Had children 522 70.3%
Characteristics of the environment
Had enough maoney to cover daily expenses 301 40.5%
Level of financial worries? 3.03 1.51 702
Level of worries about HIVD 277 1.34 712
Had health insurance 58 T7.9%
Living environment
Urban 225 30.3%
Peri-urban 255 34.3%
Rural 257 34.8%
Biological and physiological factors
Had been given an AIDS diagnosis 458 61.6%
Had comorbidities 238 32.0%
Symptom status
Mumber of symptoms being experienced toldagrh 17.58 1374 683
Symptom intensity® 502 A1 683
Funetional status
Overall functioning® 254 1.20 724
Spent more than 80°% of the day in bed 185 24.9%
Received home visits 275 37.0%
General health perceptions
Health worries? 281 .28 T2v
Overall quality of life
Life satisfaction® 3.50 1.21 728

15cale: 1 = low; 5 = high
D Tatal number of symptoms = 57
CSymptom intensity rated as 1 = mild, 2 = moderate, 3 = severe.

Discussion

The combination of variables in the model explained more
than 50% of the variance in life satisfaction. Daily func-
tioning was the most significant predictor of life satisfac-
tion. People with impaired ability to carry out daily ac-
tivities had the least life satisfaction. Inadequate financial
resources and financial worries explained the second largest
proportion of the variance in life satisfaction. The only de-
mographic variable that was negativelv relared to life sartis-
taction was level of education. People with higher levels of
educartion had lower life satistaction. Demographic variables
such as age, sex, and having children were not related to life
satisfaction in this sample. When explored at set 4, symp-
tom intensity was significantly related to life satisfaction.
People reporting higher symptom intensity also reported
lower life satisfaction. At the final step, however, when func-
tional status was entered, symprom intensity was no longer
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Table 2. Hierarchical Multiple Regressien of Overall Lite Sallsfaction In a Sample of HIV-Pesitive Persons Living In Sub-Sahkaran

Africa (n=522)
ndependert variasls Standardized heta from last step RZ R A for set a2 n
Block 1: Individual characteristics 053 053 000
Yearz of aducaton 42 0s3 a0
Block 2: Envirormental charactzristics 155 A Jii]
DIsclosure worres — et ez lI[v]
Financ alworries 0E0 oMo d12
Fnongh money for caily pesantals 173 i71] Riii]
Block & Fhvsiokdical rastors 06 D1 a2
Have AICS diagnosis -0 00z 219
Hawve cbher comorbidifies —074 020 001
Rlock &: Symptorn sfatis ARk iR | nnd
Symptom Intensiy® —nza 01 alv]
Block & Functional status 492 06 000
Owarall funztizning A32 R ] Rl
Srend grezter tnan 3024 time in bed 106 204 000
Block & General lecllh perseplons 532 049 Ri]
Health waries — 287 040 000

ISymptom incensity net significant at final stap.

significant. This finding shows the close correlation berween
symyptom intensity and functional starus.

Although the mode! is an overall helptul structurs in
organizing the predicror variables, the findings tor this
sub-Sahamn Alrican sample have both consistencies amd
nconsistencies with findings from some U.5, studies. [n TS,
multiple regression studies of quality of life of people with
HIV/AIDS, levzl of =ducation has not typically been related
to quality of life {Sarna ct al., 1999} bur level of income has
‘Swindells eral., 1999,

This study had several limirarions. First, because we col-
lected cross-sectional dara, we cannort infer a causal rela-
tionship between sclected predicter variables and life satis-
faction. Although our sample sizs was adequate, we cannot
be sure that it was representative of the population of peo-
ple living with HIV i these countries. This sample included
people known to have HIVIAIDS and often in care settings
supported by home care nuirses.

This study was the first use of these instruments for mea-
suring syraptoms and qualicy of life in an African sample.
Although local care providers paid atrention to rranslarion
o local languages and content review, we cannot assumsz
i the concepts were direcily translerable w these other
cultures. Further work is needed for continued exploration
ot these concepts in the sub-Saharan context.

In resource-rich envircrments where antirerroviral medi-
cations sre available, health care providers and many peopls
living with HIV/AIDS conceprualize HIV/AIDS as a chroniz
diseaze. Where treatments are nor available and a person has
been diagnosed with HIV/AIDS, however, he or she may pzr-
ceive HIVIAIDS a5 a death szrrence and the end ro any qual-
ity of life. As a eesult, few peaple in sub-Saharan Africa have
a concept of “living well™ with HIV/AIDS. As antiretrovi-
ral medications become available across sub-Sabaran Alrica,

disability will decrease and funcrional status will improve
armong people living with HIV/AIDS and they will cxperi-
ences an increase in life safsfaction or quality of lite (Chou,
Holzemer, Porrtillo, & Slaugher, 20041, Then the concept
ol “living well™ with HIV/AIDS might be developed amd
sustained.

Ths bnding that high symptom intensity was related
to low satisfaction with life has implications for family
and community care models, specifically in the arca of
home based care. For instance, in developing countries, the
overemphasis on the extanded family as caregivers is prob-
lemaric given the rapid changes brought abour by develop-
mentand urbanization such as deplerion ofhuman rescurecs
at thz househeold level and rural-ro-urbar migration. Few
family members remain to care for their loved ones. These
changes have led w different conligurations of the Gunily in
its definition and composizion. Relionce on traditional fam
iy structares to deliver home-hased cars might no longer he
realistic.

How to interpret the finding that people with lower ed-
ucation levels reported hizher scores on life satisfaction is
unclear. Perhaps the participants with higher levels of educa-
don had higher goals or aspirations [or themselves and their
familics and thosc hopes have been destroyed by HIVIAIDS.

Gonclusions

Participants in rhis stidy were people wirth HIVIATDS
who were not taking antiretroviral medications. Those with
higher life satisfacrion scores had lower levels of education,
had disclosure and financial worries, did not have AIDS di-
agnnses nr comaorhidinies, had lower symprom infensiry, had
higher levals of funcrioning, and had fewer haalth worrizs.
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These findings indicate the need for greater understanding
of the factors associated with the quality of life of people
living with HIV/AIDS in sub-Saharan Africa. Further, they
illustrate several critical factors that must be addressed to
improve their quality of life. Not surprisingly, poverty was
directly related to lower quality of life. Poorer functional
status was significantly related to lower life satisfaction.
If antiretroviral medications improve functional ability, as
demonstrated in other areas of the world, many people in
sub-Saharan Africa can anricipate a substantial increase in
life satistaction.

Nurses are in direct contact with people with HIV/AIDS
infection and have unique opportunities to influence their
quality of life. Nurses can adoprt positive atritudes and ed-
ucate their patients toward “living well™ with HIV/AIDS.
Nurses can teach and support strategies to reduce functional
disability, such as exercise and nutrition. Nurses can provide
patient education materials on how to assess, manage, and
control HIV-relared symptoms. Nurses can provide support
for self- and family-care interventions designed to enhance
the quality of life for people with HIV/AIDS in sub-Saharan
Africa through understanding and supporting the concept
of “living well™ with HIV/AIDS.,
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