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ABSTRACT 
Background: The World Health Organisation’s (WHO) key population-based strategy for ending 
the human immunodeficiency virus (HIV) epidemic is universal HIV test and treat (UTT) along 
with pre-exposure prophylaxis (PrEP), and post-exposure prophylaxis (PEP). Despite the success
ful scale-up of the UTT strategy in sub-Saharan Africa (SSA), the quality of life (QoL) of people 
living with HIV (PLHIV) remains sub-optimal. Poor QoL in PLHIV may threaten the UNAIDS 95- 
95-95 programme targets. Monitoring QoL of PLHIV has become a key focus of HIV research 
among other outcomes so as to understand health-related QoL (HRQoL) profiles and identify 
interventions to improve programme performance. This study aimed to describe HRQoL profiles 
and identify their predictors in PLHIV in KwaZulu Natal, South Africa.
Methods: We conducted a secondary data analysis of a cross-sectional survey conducted 
between May and June 2022 among PLHIV (n ¼ 105) accessing HIV services at an outpatient 
clinic in KwaZulu-Natal, South Africa. Socio-demographic, HRQoL (EQ-5D-5L index scores), clinical 
data, depressive symptoms (CES-D-10), and viral load data were collected from all participants. 
We examined predictors of HRQoL using generalised linear models controlling for age and sex.
Results: The mean age of the participants was 45 years (SD ¼ 13). The proportion of participants 
with disabilities and comorbidities were 3% and 18%, respectively. Depressive symptoms were 
present in 49% of the participants. Participant’s mean EQ-5D-5L index score was 0.87 (SD ¼ 0.21) 
and ranged from 0.11 to 1.0. The mean general health state (EQ-VAS) was 74.7 (SD ¼ 18.8) and 
ranged from 6 to 100. Factors that reduced HRQoL were disability (b ¼ −0.607, p � 0.001), 
comorbidities (b ¼ − 0.23, p � 0.05), presence of depressive symptoms (b ¼ −0.10, p � 0.05), 
and old age (b ¼ −0.04, p � 0.05). Factors that increased HRQoL were a good perceived health 
state (b ¼ 0.147, p � 0.001) and availability of social support (b ¼ 0.098, p � 0.05).
Conclusion: A combination of old age (60 years and above), any disability and comorbidities had a 
considerable effect on HRQoL among PLHIV. Our findings support the recommendation for an add
itional fourth UNAIDS target that should focus on ensuring that 95% of PLHIV have the highest pos
sible HRQoL. Psycho-social support interventions are recommended to improve the HRQoL of PLHIV.
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Background

The World Health Organisation (WHO) defines qual
ity of life (QoL) as an ‘individual’s perception of their 
position in life in the context of the culture and value 
systems in which they live and in relation to their 
goals, expectations, standards and concerns’ [1]. The 
all-encompassing concept takes into consideration an 
individual’s overall biopsychosocial health, and the 
role of salient features in the environment [2].

How well one functions in life relative to one’s 
health or disease status or the QoL that impacts well- 
being, are some of the ways in which health-related 
QoL (HRQoL) has been defined [3]. Understanding 
the HRQoL for persons living with human immuno
deficiency virus (PLHIV) is important given the 
chronic nature of HIV infection, and the multifaceted 
impacts of HIV on physical, psychological, and social 
well-being.
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Current interventions include universal test and treat 
(UTT), pre-exposure prophylaxis (PrEP), and post- 
exposure prophylaxis (PEP) as outlined in the strategies 
by the WHO to address HIV. UTT affords persons 
diagnosed as HIV positive to promptly start antiretro
viral therapy (ART) regardless of CD4 count and WHO 
clinical stage [4]. Evidence has been documented of 
UTT correlating with improved QoL in PLHIV [5–8].

The HRQoL of PLHIV has been considered the 
fourth target to be achieved when examining 
the UNAIDS 95-95-95 targets aimed at monitoring the 
effectiveness of UTT policy recommendations for 
PLHIV [9]. Conflicting evidence exists regarding 
HRQoL outcomes for PLHIV depending on the timing 
of initiation of ART and study setting [10–12]. 
Evaluating HRQoL provides insights into the challenges 
posed by the HIV epidemic, such as medication adher
ence, symptom management, psychological distress, 
and social stigma. The HRQoL of PLHIV could provide 
a comprehensive perspective that empowers healthcare 
providers to devise personalised interventions that 
address the diverse needs of persons infected and 
affected by HIV.

PLHIV often have lower QoL compared to the gen
eral population due to the longevity of the infection 
and chronic disease aspects [13]. HRQoL in PLHIV has 
been shown to be predicted by old age, presence of 
comorbidities, unavailability of food, limited social 
support and psychological factors [11,14–17]. In 2017, 
a meta-analysis of the prevalence of depression in 
PLHIV in sub-Saharan Africa (SSA) found that the 
prevalence of depression ranged from 9% to 32% [18] 
and its correlates were low socio-economic status, 
female sex, and old age. In Ethiopia, for example a 
study on the relationship between food insecurity, poor 
mental health and QoL in PLHIV found that food inse
curity and poor mental health correlated well with low 
QoL [19].

A study in Zambia found that scale up of UTT 
reduced HIV incidence and HIV-related mortality in 
PLHIV [20]. We report here from South Africa, where 
the KwaZulu-Natal province has the highest preva
lence of HIV infections in the country [21]. Linkage to 
care and retention among PLHIV is low in areas with 
high HIV prevalence [22]. However, since the intro
duction of UTT, survival of PLHIV has improved, and 
optimising the QoL in PLHIV has become the focus of 
HIV research among other outcomes [5]. Routine 
measurement of HRQoL in KwaZulu-Natal would 
serve as a vital tool in the holistic care of PLHIV. It 
would allow for capturing the intricate interplay 
between physical health, psychological well-being, and 

social aspects, and how to provide and tailor interven
tions, which foster better coping mechanisms and pro
mote a higher QoL. Integrating HRQoL assessments 
into clinical practice and research has the potential not 
only to enhance patient-centred care but also to 
inform policy decisions aimed at addressing the 
unique challenges faced by PLHIV.

The aim of this study was to describe HRQoL pro
files and identify their predictors in PLHIV in 
KwaZulu Natal, South Africa.

Methods

Design and study setting

This was a cross-sectional analytical study using sec
ondary data collected as part of a larger study aimed 
at evaluating memory scale among PLHIV at a hos
pital in KwaZulu-Natal. The data were collected 
among 105 PLHIV accessing HIV services at an out
patient clinic in KwaZulu-Natal, South Africa between 
May and June 2022.

Sample characteristics and sampling technique

Participants aged 18 years and above were purposively 
sampled during regular clinic days. Participants were 
included in the study if they were HIV positive with 
CD4 count results available. Eligible participants who 
accepted to take part in the survey were then asked to 
complete EQ-5D-5L and CESD-10 questionnaires. 
Participants were asked to voluntarily sign written 
consent form prior to data collection.

Data collection

Data were collected using trained field staff, who 
administered a four-part questionnaire which 
included the following:

� Demographic details questionnaire: The demo
graphic details questionnaire collected data related 
to age, sex, educational level, HIV viral load sup
pression status, disability, social support, any 
comorbidity, weight, body mass index, and WHO 
clinical stage.

� HRQoL: HRQoL was measured using the EuroQol 
(EQ-5D-5L) Index. The EQ-5D-5L index score is a 
brief, multi-attribute, generic health status measure 
consisting of five questions with Likert response 
options [23]. The EQ-5D-5L has strong psycho
metric properties regarding reliability, validity and 
responsiveness [24,25]. The descriptive system 
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consists of 5 dimensions of health (mobility, self- 
care, usual activities, pain or discomfort, and anx
iety or depression). These dimensions have five 
levels of severity in each dimension measured on a 
Likert scale (no problems, slight problems, moder
ate problems, severe problems, and unable to per
form or extreme problems).

� General health status: General health status was 
measured using the EQ-VAS, which is a vertical 
visual analogue scale that takes values between 100 
(best imaginable health) and 0 (worst imaginable 
health), on which participants provide a global 
assessment of their self-perceived health status 
[26]. A cut-off point of �73 was used to categorise 
participants with a good health state.

� Depressive symptoms: The Centre for 
Epidemiological Studies on Depression scale 
(CESD-10) is the 10-item unweighted summed 
score measuring depression symptoms [27]. 
Examples of the items in the scale include: I was 
bothered by things that do not usually bother me, I 
had trouble keeping my mind on what I was doing, 
I felt depressed, I felt everything I did was an effort, 
I felt hopeful about the future, I felt fearful, my 
sleep was restless, I was happy, I felt lonely, and I 
could not "get going". Participants who scored �12 
were considered to have probable depressive symp
toms while participants with a score of � 16 were 
considered to have significant depressive symptoms 
[28]. Details of the computation and measurements 
have been explained somewhere [27].

Derivation of EQ-5D-5L index scores

The EQ-5D-5L index scores were derived by asking 
participants to indicate their health state in the box 
next to the appropriate statement about severity of the 
problems in each of the five dimensions. Responses 
from each dimension resulted in a five-digit number 
that expressed the levels of severity on each dimension. 
These five digits were combined into a single number 
that described the participant’s health state. The last 
step in the derivation of the index scores was to convert 
the five-digit number into a single measure of health 
state ranging from 0 (poor health state) to 1 (good 
health state) [29]. The Ugandan value sets were devel
oped using both additive and multiplicative models 
[29]. Appendix 1 shows value sets for the five dimen
sions and their corresponding levels of severity. For 
example, if a participants has no problem on mobility 
the score is zero (0), moderate problems on self-care 
the score is 0.110, slight problems on usual activities 

the score is 0.060, moderate problems on pain/discom
fort the score is 0.138 and no problem on anxiety the 
score is 0. The utility score for this participant will be 
equal to 1 – (0þ 0.110þ 0.060þ 0.138þ 0) ¼ 0.692. 
We subtract the total scores from 1 because the highest 
possible score an individual can achieve when he/she 
has no problem is 1.

Data analysis

All data were coded and cleaned. Descriptive and 
inferential statistical analyses were conducted in 
STATA release 18.0 [30]. For descriptive statistics, all 
quantitative variables were summarised using means 
and standard deviation while categorical variables 
were summarised using frequencies and percentages. 
For inferential statistics, the EQ-5D-5L index scores 
were calculated based on the 2021 Uganda Value sets, 
due to the unavailability of recent utility data for 
South Africa. Differences in index scores by socio- 
demographic characteristics were determined using 
the Mann-Whitney test because the EQ-5D-5L index 
values were not normally distributed. We used gener
alised linear models with gamma distribution and 
identity link function to examine predictors of the 
HRQoL utility index because of the non-normality of 
the EQ-5D-5L index scores. At multivariable level, 
adjustments for age and sex due to sample size limita
tion. Results of the model were presented in the form 
of beta coefficients along with standard errors and p- 
values.

Results

Table 1 shows the distribution of selected participant’s 
characteristics. The sample consisted of 105 PLHIV, 
who had a mean age of 45.2 years (SD ¼ 13.3), and 
whose ages ranged from 18 to 70 years with an equal 
balance of participants self-identifying as male and 
female. Twenty percent (n ¼ 18) of the participants 
had tertiary education. The proportion of participants 
who indicated that they were married was 54.4% (54). 
73.3% (n ¼ 77) of the participants were residing in 
formal houses while 21.0% (n ¼ 22) and 5.7% (n ¼ 6) 
were residing in informal houses (made of wood) and 
traditional houses (made of mud) respectively. More 
than half of the participants (n ¼ 55; 54.5%) were in 
the first WHO clinical stage, followed by 25.7% 
(n ¼ 26), 15.8% (n ¼ 16), and 3.8% (n ¼ 4), respect
ively, in the second to fourth clinical stages, respect
ively. Approximately 52.5% (n ¼ 55) of the 
participants were not virally suppressed while 47.4% 
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(n ¼ 50) were virally suppressed. Nearly 18% 
(n ¼ 19) of the participants had a comorbidity and 
2.8% (n ¼ 3) reported having some form of disability.

Appendix 2 shows distribution of participant’s 
social support systems. More than 62% (n ¼ 65) of 
the participants indicated that they required support 
from a significant other and a further 58% (n ¼ 61) 
indicated that family members were available to pro
vide support. Approximately 60% (n ¼ 63) of partici
pants indicated that emotional support was available.

Table 2 shows the distribution of selected study out
comes. Probable depressive symptoms (CESD-10� 12) 
were present in 78% (n ¼ 83) of the participants while 

significant depressive symptoms (CESD-10 � 16) were 
present in approximately 49% (n ¼ 51) of the partici
pants. The distribution of EQ-5D-5L dimensions is 
presented in Table 3. Anxiety and depression were 
reported by 37.4% (n ¼ 39) of the participants while 
pain/discomfort was reported by 34.2% (n ¼ 36). The 
results further indicate that 25.7% (n ¼ 27) had some 
mobility problems and 22.9% (n ¼ 24) reported prob
lems with performing their daily activities.

Table 4 shows comparison of EQ-5D-5L index 
scores by selected variables and their corresponding p 
values. The variables were selected for comparison 
based on identified correlates of HRQoL in literature. 

Table 1. Distribution of participants characteristics (N¼ 105).
Variable Frequency Column percentage

Age
18–59 89 84.8
60–70 16 15.2
Mean age (SD) 45.2 (13.2) –
Range (years) 18–70 –

Sex
Male 53 50.5
Female 52 49.5

Virally suppressed
Yes 50 47.6
No 55 52.4

Any tertiary education
Yes 21 20.00
No 84 80.00

Married/in union
Yes 54 51.4
No 51 48.6

Any comorbidity
Yes 19 18.1
No 86 81.9

Any disability
Yes 3 2.9
No 102 97.1

Dwelling type
Formal house (made of brick) 77 73.3
Traditional house (mud house) 6 5.7
Informal house (made of wood) 22 21.0

WHO clinical staging
Stage 1 55 54.5
Stage 2 26 25.7
Stage 3 16 15.2
Stage 4 4 3.8
Missing 4 3.8

Table 2. Distribution of selected outcomes.
General health state (0 − 00) 74.78 (18.68)

<73 43 40.95
>¼ 73 62 69.05

Probable of depressive symptoms (CESD-10� 12)
Yes 83 78.10
No 22 29.90

Severe signs of depression (CESD-10� 16)
Yes 51 48.60
No 54 51.40

HRQOL index score (Mean, SD) 0.87 (0 .21)
Availability of social support

Yes 23 21.9
No 82 78.1
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The mean index score of the EQ-5D-5L Index was 
0.87 (SD ¼ 0 .21) with scores ranging from 0.11 to 1. 
When evaluating the general health status of partici
pants, a mean score of 74.7 (SD ¼ 18.8) was obtained 
using the EQ-VAS, and scores ranged from 6 to 100. 
When examining significant differences in EQ-5D-5L 
index mean scores and the baseline characteristics 
(sex, any tertiary qualification, and viral load suppres
sion status), significant differences were seen for par
ticipants with a disability, comorbidity, general health 
status, depressive symptoms and having a good social 
support system (see Table 4). Participants with any 
disability had a significantly lower mean index score 
compared to those without any disabilities (0.4945 
versus 0.8814, p < 0.001). Similarly, participants with 
any comorbidity had slightly lower index scores 
(0.6731 versus 0.8682, p ¼ 0.05) compared to those 
without any comorbidity. Participants in a good 
health state (EQ-VAS >¼ 73) had a higher mean 
index score compared to those in a poor health state 
(0.9339 versus 0.7759, p < 0.001). Participants without 

depressive symptoms had a slightly higher mean 
index score compared to their counterparts with 
depressive symptoms (0.9191 versus 0.8188, 
p ¼ 0.0014). Participants with a good social support 
system had a slightly higher mean index score com
pared to those with limited social support (0.8911 ver
sus 0.7963, p ¼ 0.05).

Results presented in Table 5 show predictors of 
EQ-5D-5L index scores. They suggest that the factors 
that predicted the HRQoL index at both univariate 
and multivariate levels were old age, any disability, 
good health state, any depressive symptoms and any 
comorbidity. Factors that reduced HRQoL were any 
disability (b ¼ −0.607, p � 0.001), any comorbidity 
(b ¼ −0.23, p � 0.05), presence of depressive symp
toms (b ¼ −0.10, p � 0.05), and old age (b ¼ −0.04, 
p � 0.05). Factors that increased HRQoL were good 
perceived health state (b ¼ 0.147, p � 0.001) and 
availability of social support (b¼ 0.098, p � 0.05).

Discussion

PLHIV often experience difficulties in maintaining 
their HRQoL because of physical and emotional fac
tors related to HIV and treatment. These factors can 
impact PLHIV’s overall health, well-being and daily 
functioning. However, with advancements in UTT, 
access to treatment and social support, PLHIV can 
lead and achieve lives that are of a high HRQoL. 
Considering these factors, this study aimed to 
describe HRQoL profiles and identify their predictors 
in PLHIV in KwaZulu-Natal, South Africa. The find
ings in this study suggest that PLHIV had high 
HRQoL scores which could be equated to having a 
good health state. Some of the problem dimensions 
reported by participants in order of severity that 
shaped HRQoL were anxiety/depression, pain/discom
fort, mobility, activity, and self-care. Furthermore, the 
factors that were found to reduce the HRQoL index 
scores were old age (over 60 years of age), having a 
disability, the presence of depressive symptoms and 
the presence of any comorbidity. On the contrary, the 
availability of social support and high-perceived 
health state increased HRQoL index scores among 
PLHIV.

Table 3. Distribution of EQ5D5L dimensions.
HRQoL dimension No problem (row %) Some problems (row %) Total (row %)

Mobility 78 (74.29) 27 (25.71) 105 (100)
Activity 81 (77.14) 24 (22.86) 105 (100)
Self-care 85 (81.90) 20 (18.10) 105 (100)
Pain/discomfort 69 (65.71) 36 (34.29) 105 (100)
Anxiety/depression 66 (62.86) 39 (37.14) 105 (100)

Table 4. Comparison of EQ-5D-5L index scores by selected 
variables.
Variable EQ-5D-5L index value p Value

Sex 0.1249
Male 0.8896
Female 0.8502

Virally suppresses 0.5662
Yes 0.8712
No 0.8696

Any disability <0.001
Yes 0.4945
No 0.8814

Any comorbidity 0.051
Yes 0.6731
No 0.8682

Any tertiary qualification 0.3358
Yes 0.8803
No 0.8304

WHO stage 0.2313
1 and 2 0.8823
3 and 4 0.8301

Any depressive symptoms 0.014
No 0.9191
Yes 0.8188

Perceived health state (EQ-VAS) <0.001
�73 0.9339
<73 0.7759

Availability of social support 0.05
Yes 0.8911
No 0.7962

Mean index score ¼ 0.87, SD ¼ 0.21.
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HRQoL is a multidimensional concept, that 
includes an individual’s physical health, psychological 
well-being, level of independence and presence of 
social relationships, and the interaction with the 
environment that they find themselves in [31,32]. 
HRQoL is not only the perceived health status of an 
individual but also considers the milieu of aspects of 
life [32]. For PLHIV, HRQoL is shaped by many 
determinants in their lives [11]. Some of these deter
minants include psychiatric comorbidity, social sup
port, and socio-economic status, which is similar to 
persons living with other diseases [11].

PLHIV in this study were found to have high 
HRQoL, which could be attributed to the age range 
of participants in the study as well as not having 
advanced stages of HIV, availability of regular ART, 
and mechanisms, such as UTT as seen previously 
[33]. Resilience among PLHIV has also been thought 
of as a factor related to high HRQoL [34]. However, 
when examining some of the problem dimensions 
that impact the QoL, it was reported by participants 
that anxiety/depression, discomfort, and mobility 
impacted QoL among PLHIV, which is comparable to 
findings from previously conducted studies [18,34,35].

Among PLHIV HRQoL scores were reduced by old 
age, depression symptoms, disability, and comorbid
ity, in this study. Reduced HRQoL scores in the pres
ence of old age among PLHIV have previously been 
reported in American [36], Brazilian [37], French [38] 
and Pakistani studies [9]. The reason why old age is 
associated with reduced HRQoL scores could be due 
to increased social isolation among persons 60 years 
and older, which is even higher among PLHIV [39]. 
In addition to age, depressive symptoms have also 
been reported to reduce HRQoL among PLHIV [40], 
as seen in this study.

Depression and anxiety are strongly associated 
with physical, and socio-economic problems as well 

as low adherence to ART in related studies [41–43]. 
A review of the prevalence and factors associated with 
anxiety and depression in SSA found that depression 
and anxiety were present in up to 32% of PLHIV 
[18]. The results of our study found a higher preva
lence of depressive symptoms among participants 
(48.6%) compared to findings from extant SSA 
regional systematic reviews. Even though the preva
lence of depressive symptoms is usually greater 
among PLHIV, than the general population, this 
could be explained by the small sample size and lack 
of national representativeness of the sample in this 
study.

In addition to depressive symptoms, the presence 
of disability was also found to reduce the HRQoL 
among PLHIV in this study. Disability has been pre
viously associated with diminished QoL for PLHIV 
[44]. Understanding the presence of disability in 
reducing HRQoL among PLHIV assists in determin
ing HIV-associated disability and the need for early 
interventions which may reduce the presence and 
severity of disability among PLHIV [44]. Functional 
limitations also pose a threat for long-term disability 
which impacts HRQoL for PLHIV [45]. 
Comorbidities and conditions associated with HIV, 
include functional limitations which impact HRQoL, 
particularly mobility problems [46]. Evidence of 
mobility problems among PLHIV in SSA suggests 
that close to 25% of PLHIV experience mobility prob
lems that could be prevented by early initiation of 
treatment [47]. The prevalence of mobility problems 
related to functional limitations is consistent with the 
findings in this study where approximately 25% of 
participants had mobility problems. The presence of 
comorbidities has been associated with lower HRQoL 
for PLHIV. When comorbidities are absent or mild 
their effect on HRQoL has not been reported to be as 
detrimental as when comorbidities are severe [46].

Table 5. Univariate and multivariate generalised linear models of predictors of EQ-5D-5L index 
score.

Model 1 (Univariate) Model 2 (Multivariate)
Predictor Coefficient (SE) Coefficient (SE)

Age � 60 −0.047 (0.057)� −0.040 (−0.058)�

Female 0.039 (0.041) 0.015 (0.042)
Virally suppressed 0.001 (0.041) −0.002 (0.042)
Any disability −0.387 (0.119)��� −0.607 (0.032)���

Weight −0.004 (0.001) 0.002 (0.001)
Body mass index −0.002 (0.001) 0.0005 (0.001)
WHO stage 3 and 4 −0.052 (0.049) −0.024 (0.059)
EQ-VAS � 73 0.160 (0.039)��� 0.147 (0.042)���

Any comorbidity −0.210 (0.053)� −0.231 (0.059)�

Any depressive symptoms −0.103 (0.0409)� −0.101 (0.043)�

Any tertiary qualification −0.0499 (0.050) −0.036 (0.053)
Availability of social support 0.095 (0.047)� 0.098 (0.046)�

Key: �¼ p � 0.05, ��¼ p � 0.005, and ���¼p� 0.001.
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On the contrary, the presence of a good perceived 
health state and the availability of social support were 
found to be associated with increased HRQoL for 
PLHIV in this study. The higher the perceived social 
support experienced by PLHIV the greater the experi
ence of HRQoL. Evidence from a recent review sug
gests that when PHLIV were taking ART and had 
good perceived social support, they were four times 
more likely to report higher HRQoL than those who 
did not [48]. These findings were consistent with 
studies in Ethiopia [48], Ghana [49] and in 
China [50].

HRQoL for PLHIV is shaped by various determi
nants. The results in this study suggest determinants 
that both reduce and increase HRQoL, using these 
findings, the following recommendations could be 
considered:

� Age: Healthcare services that are tailored to the 
aging population of PLHIV are needed to address 
the determinants that add to their reduction in 
HRQoL.

� Depression: It is recommended that screening for 
depression happens as part of the UTT recommen
dations, particularly for persons who might start 
ART later.

� Comorbidity: Even though comorbidities reduce 
the HRQoL for PLHIV, mental health comorbid
ities particularly place a strain on HRQoL. It is 
recommended that interventions focussed on men
tal health comorbidities are made available for 
PLHIV to optimise their HRQoL.

� Social support: Psychosocial support should be 
provided to PLHIV as part of their treatment 
intervention to optimise HRQoL.

� To effectively monitor the effectiveness of UTT on 
HRQoL, studies that compare HRQoL before the 
implementation of UTT policy recommendations 
are required. A study on differences in HRQoL 
profiles between PLHIV and those with other con
ditions found no significant differences between 
participants who had been on ART for over five 
years and those who were HIV-negative but with 
other conditions [51].

Since many countries in the region are moving 
towards achieving the UNAIDS 95-95-95 targets [49], 
we recommend that the fourth 95% target should 
explicitly focus on ensuring that 95% of PLHIV are 
supported to achieve the highest possible QoL, and to 
close the gap in HRQoL inequalities that exist. To 
achieve this, it is recommended that interventions 

that may improve HRQoL in PLHIV such as 
strengthening social support systems, proper and 
prompt management of comorbidities and strengthen
ing coping mechanisms through psychosocial support 
are made available.

One of the strengths of this study is that it pro
vides current, up-to-date HRQoL profiles in PLHIV 
in South Africa for the first time and uses the most 
recent utility value sets from a SSA country. Our 
study, therefore, adds value to the importance of 
HRQoL research for PLHIV in SSA as one way of 
monitoring the progress of HIV interventions. Some 
of the limitations in this study include our attempt to 
describe HRQoL, where it is known that the cut-off 
point for both the HRQoL index and the perceived 
health state scores are arbitrary in nature. 
Furthermore, the use of EQ-5D-5L scores based on 
Uganda value sets developed in 2021 due to the 
absence of a South African equivalent. The Uganda 
value sets, however, were preferred because their val
ues are recent and have the same geographical region 
as South Africa. We recognise that Uganda is the least 
developed country on the ODAC list, compared with 
South Africa which is classed as an upper middle- 
income country. This creates substantial divergence in 
QoL. Another limitation is the sample size of our 
study, we only sampled 105 participants because the 
study was part of the pilot study for a larger antici
pated study. This led to adjusting for only age and 
sex at the multivariate level of analysis. This study did 
not include data on retention and adherence among 
our study participants which could have given more 
insight into their effect on HRQoL. The last limitation 
was the use of purposive sampling at the expense of 
probability sampling methods to select study partici
pants. This may have led to sampling a roughly equal 
number of male and female participants when there 
are more females living with HIV compared to males.

Conclusions

For PLHIV, HRQoL is shaped by many determinants 
in their lives. In this study, a combination of old age, 
any disability, the presence of depressive symptoms 
and comorbidities led to diminished HRQoL in 
PLHIV. While a perceived good health state and 
social support were found to improve HRQoL for 
PLHIV. It is therefore recommended that a fourth 
UNAIDS target is considered that accounts for mak
ing sure that 95% of PLHIV have the highest possible 
HRQoL.
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Mobility Self-care Usual-problems Pain/discomfort Anxiety/depression

Level 1 No problem 0 0 0 0 0
Level 2 Slight pProblems 0.073 0.068 0.060 0.082 0.050
Level 3 Moderate problems 0.146 0.110 0.081 0.138 127
Level 4 Severe problems 0.245 0.240 0.243 0.580 0.235
Level 5 Unable/extreme problems 0.376 0.354 0.306 0.798 0.285

ITEM
Very strongly  

agree
Strongly  

agree
Mildly  
agree Neural

Mildly  
disagree

Strongly  
disagree

Very strongly  
disagree

There is a special person who is around  
when I am in need

49 (46.67%) 17 1(6.91%) 6 (5.71%) 5 (4.76%) 7 (6.67%) 12 (11.43%) 9 (8.57)

There is a special person with whom  
I can share joys and sorrows

45 (42.86%) 17 (16.19%) 10 (9.52%) 3 (2.86%) 13 (12.38%) 9 (8.57%) 8 (7.62%)

My family really tries to help me 33 (31.43%) 16 (15.24%) 11 (10.48%) 10 (9.52%) 10 (9.52%) 6 (5.71%) 19 (18.10%)
I get the emotional help and support  

I need from my family
34 (32.38%) 16 (15. 24%) 14 (13.33%) 9 (8.57%) 8 (7.62%) 8 (8.62%) 16 (15.24%)

I have a special person who is a real  
source of comfort to me

44 (41.90%) 23 (21.90%) 13 (12.38%) 8 (7.62%) 7 (6.67%) 3 (2.86%) 7 (6.67%)

My friends really try to help me 17 (16.19%) 14 (13.33%) 12 (11.43%) 8 (7.62%) 11 (10.48%) 18 (17.14%) 25 23.81%)
I can count on my friends when  

things go wrong
15 (14.29%) 17 (16.19%) 10 (9.52%) 12 (11.43%) 9 (8.57%) 16 (15.24%) 26 (24/76%)

I can talk about my problems with  
my family

31 (29.52%) 23 (21.90%) 8 (4.62%) 5 (4.76%) 11 (10.48%) 17 (16.19%) 10 (9.52%)

I have friends with whom I can share  
my joys and sorrows

14 (13.33%) 22 (20.95%) 17 (16.19%) 7 (6.67%) 14 (13.33%) 10 (9.52%) 21 (20.0%)

There is a special person in my life  
who cares about my feelings

44 (41.90%) 26 (24.76%) 9 (8.57%) 8 (7.62%) 10 (9.52%) 4 (3.81%) 4 (3.81%)

My family is willing to help me  
make decisions

33 (31.43%) 14 (13.33%) 17 (16.19%) 7 (6.67%) 7 (6.67%) 13 (12.38%) 14 (13.33%)

I can talk about my problems with  
my friends

16 (15.24%) 13 (12.38%) 9 (8.57%) 7 (6.67%) 19 (18.10%) 15 (14.29%) 26 (24.76%)

Appendix 1. Ugandan EQ-5D-5L value sets

Appendix 2. Distribution of participants social support
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