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ABSTRACT 

 

Aim: The objective of this study was to determine the quality of life (QOL) of HIV patients 

living in Tobago as well as to assess factors associated with higher and lower quality of life in 

patients accessing care at the Tobago Health Promotion Clinic between October 2021 and March 

2022. 

 

Methodology: A cross-sectional study design was used to interview HIV patients seeking care at 

an outpatient clinic. WHOQOL-HIV-BREF and EQ5D3L were used to measure QOL and 

associations with sociodemographic and clinical predictors were sought. 

 

Results: Of 233 participants there was a response rate of 90%. The average age of participants 

was 47.45 years and males and females making up 46.2% and 53.8% respectively. EQ5D3L 

results revealed participants had overall lower QOL index scores (0.86) and EQVAS scores 

(65.98) compared to published Trinidad and Tobago population norms (0.93 and 82.3). EQ5D3L 

found the presence of opportunistic infections to be a negative predictor of QOL and being in a 

stable relationship, having a higher income and duration of time on ART to be positive predictors 

of QOL (P<0.05). WHOQOL-BREF HIV found negative predictors to be increasing age, being 

in receipt of government aid, having detectable viral loads and the presence of opportunistic 

infections, with positive predictors being female gender, non-heterosexual, being married, higher 

education, and being employed with higher income levels (P<0.05) 
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Conclusion: The QOL in this group of HIV patients was below that of population norms. These 

findings highlight the need for targeted interventions to improve the quality of life of patients 

living with HIV/AIDS in Tobago. 
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INTRODUCTION 

 

The prevalence of HIV in Trinidad and Tobago is estimated to be 0.7% (1). In Tobago, the 

estimated prevalence of HIV may be as high as 1%. Tobago has a population of 60,874 persons 

based on the Trinidad and Tobago 2011, Population and Housing Census Report. In Tobago, 

prevalence estimates may be as high; PAHO, the Pan American Health Organization, quotes a 

staggering prevalence rate for Trinidad and Tobago of 1.5 percent (2); this means that Primary 

Care physicians will be seeing HIV-positive clients and must be involved in either diagnosis or 

treatment stages. The only public treatment site for outpatient HIV management for adult 

patients is the Tobago Health Promotion Clinic. The clinic is usually staffed with two Primary 

Care physicians. The Tobago Health Promotion Clinic is also an integrated clinic. The families 

of persons living with HIV often attend the clinic for their primary care medical needs, and there 

is an active segment of chronic disease clients. The clinic also attends to "walk-in" clients' needs. 

Primary care doctors in the other Health Centres refer HIV patients to the Tobago Health 

Promotion Clinic as the need arises. HIV patients also seek care at private medical clinics and 

attend the HIV treatment site. 

The primary care physician's role in being sensitive to the needs of HIV patients and competence 

in diagnosing and treating patients and their families is vital in the Tobago setting (3). The 

British HIV Association has recommended increased GP involvement in caring for patients with 

HIV (4).  
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Newly diagnosed HIV Patients are referred from a Primary Care facility or upon discharge from 

the Scarborough General Hospital in Tobago. Morbidity due to HIV-associated Opportunistic 

infections often presents to Primary Care doctors, whether from the public or private sectors, and 

then diagnosed and referred to the Tobago Health Promotion Clinic. Primary Care doctors need 

to have a clinical understanding of HIV and its presentations. Primary care physicians are also 

poised to assess and advise on the quality of life of persons living with HIV (5). 
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PROBLEM STATEMENT 
  
 
HIV has no definite cure. However, drugs such as Antiretrovirals (ARVs) have been developed 

to promote effective care for HIV patients and prolong life expectancy. Antiretrovirals are now 

the primary drugs used to increase life expectancy among HIV/AIDS patients in Tobago (6). 

With increased life expectancy, studying the quality of life can allow clinicians to optimize 

patient outcomes. The study, therefore, aims to identify the socioeconomic factors associated 

with low or high quality of life of adults living with HIV on the island. The study will aim to 

shed light on the challenges persons living with HIV face and how these challenges affect the 

quality of life of persons living with HIV in Tobago (12). The study is relevant to understand the 

difficulties persons living with HIV in Tobago face. This research will seek to evaluate the 

socioeconomic factors that people living with HIV are affected by and which may be targeted by 

care providers to improve the quality of life for these individuals (7). 
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AIMS 
 
To evaluate the quality of life of patients living with HIV in Tobago. 

 
 

OBJECTIVES  

 

1. To determine the quality of life of patients living with HIV accessing care at the Tobago 

Health Promotion Clinic between October 2021 and March 2022. 

 

2 To determine the sociodemographic and HIV-related factors associated with quality of life in 

Tobagonians living with HIV/AIDS. 
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RESEARCH QUESTIONS 

 
 

 

PRIMARY QUESTIONS 

 
 

1. What is the quality of life of persons living with HIV in Tobago and who also seek 

care at the Tobago Health Promotion Clinic, Tobago? 

 

 

SECONDARY QUESTIONS 

 
 

1. What are the key predictors of quality of life of persons living with HIV in Tobago? 
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LITERATURE REVIEW 

 
INTRODUCTION 
 
The literature review applied in this research proposal appraises peer-reviewed articles and 

science website sources such as Medline, PubMed, and Scopus written in English. Key search 

terms used were; HIV, AIDS, socioeconomic factors, quality of life, quality of life HIV 

instrument, quantitative research, HIV questionnaires, and Tobago sociodemographic. 

PubMed.gov alone yielded more than 7000 articles. The search was narrowed by focussing on 

peer-reviewed articles, articles that used similar research instruments and methodology, and 

those published within 10 years of the literature review. The pieces selected, twenty-six in 

number, were critically appraised for inclusion. 

 

Socioeconomic factors comprise income levels, educational background, employment, marital 

status, and mode of transportation, to name a few (8). These socioeconomic factors are constant 

and reliable predictors of an extensive array of outcomes across individuals' lives, including 

psychological and physical well-being. Socioeconomic factors affect the overall functioning of 

an individual (9). Socioeconomic factors associated with a lower quality of life include poverty, 

low educational attainment, and poor health. Poor socioeconomic resources among HIV patients 

due to unequal distribution is related to risky health behaviour practices (8). The socioeconomic 

factors affecting HIV patients and the community are social support, income levels, educational 

achievement, and unemployment (8). These socioeconomic factors tend to affect the quality of 

life of individuals living with HIV and their morbidity and mortality as they affect how long and 

well HIV patients live (9). 

 



13 
 

HIV-related quality of life questionnaires has been developed over time in different counties and 

by various agencies. Several peer-reviewed sources were examined for this study's literature 

search. In a systematic review of HIV quality of life tools that could be self-administered, 

Cooper et al., found a paper reporting the WHOQOL-HIV BREF had internal consistency and 

discriminant validity. The authors also highlighted the importance of spirituality, personal 

beliefs, and independence domains, which the WHOQOL-HIV BREF addresses (10). Cooper et 

all go on to discuss that the WHOQOL-HIV BREF and PROQOL-HIV may provide the most 

cross-cultural validity and make good choices for international assessment of HIV quality of life 

(10). 

 

The second questionnaire, to assess the quality of life, will employ the World Health 

Organization quality of life instrument WHOQOL-HIV BREF (11).  

 

WHOQOL-HIV BREF is made up of 31 questions. The questions represent six domains, and 

responses are recorded on a 5-point Likert scale. 

 

The third questionnaire, also a quality of life assessment tool, is the Euroqol EQ-5D 3L tool. 

This tool has been widely studied and used and has the added advantage of having a data set for 

Trinidad and Tobago and population norms for Trinidad and Tobago, Jamaica, Barbados, and the 

English-speaking Caribbean (12). 

 

Income is critical for people with HIV to access quality healthcare and improved quality of life 

(5). The management of opportunistic infections requires resources for correct interventions, 
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such as purchasing the required medications and attending to basic needs. Low-income earners 

are challenged in accessing quality social services such as health, education, and a balanced diet 

(6). In Tobago, public health advocates for the provision of programs to educate patients on 

management interventions, especially low-income earners who lack adequate funds to finance 

healthcare needs at the individual and family level (13). Lack of vital skills and knowledge about 

health and well-being is associated with undernutrition among Caribbean HIV patients living in 

unsuitable economic environments. Despite the provision of free education up to the tertiary 

level among Tobagonians, low education levels, which is associated with lower income, 

characterise challenges in adopting the management interventions, such as lack of knowledge on 

the required dietary interventions, timely antiretroviral interventions, and prevention measures 

(14). A 2011 study by Scott et al. on Poverty, Employment, and HIV/AIDS concluded that 

HIV/AIDS and poverty reinforce each other, with impoverished, defenceless women being a 

considerable driver of the disease while also bearing the burden of its effect (13).  

 

Social support for people living with HIV/AIDS has demonstrated a definite possibility to 

influence health-related quality of life. Social support has three components that are 

informational, emotional, and tangible (15). Knowing the difference between the types of social 

support is significant because their functions may not be interchangeable. Emotional support 

fulfils and satisfies an individual's need for nurturance, a feeling of belonging, and alliance (16). 

It is a sustained function of social support that is well organised to limit stress in non-HIV 

settings (17). It is considered more desirable than other forms of social support (17). This implies 

that HIV patients in a socially-supportive environment have an improved health-related quality 
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of life compared to those who feel stigmatised and unsupported and are likely to live longer and 

healthier (15).  

  

Issues of employment and occupational functioning are some of the challenges HIV patients 

face. Work is crucial because it provides structure, meaning, role identity, social support, and 

financial security (18). HIV patients are challenged by vocational dilemmas as they adapt to 

unexpected illnesses. They deal with the fear and uncertainty of HIV/AIDS, affecting their 

financial, professional, and healthcare security which complicates their vocational choices. Some 

HIV patients chose to leave the workforce and receive disability aids. Those who decide to keep 

working face work-related functioning limits by HIV-specific influences such as tiredness, 

regular medical appointments, physical and mental challenges, episodic illnesses, and drug side 

effects (13). 

 

Unemployment among individuals with HIV results in depression, anxiety, low self-esteem, and 

social isolation more than the employed person (13). In the literature on HIV/AIDS, other 

research that has combined joblessness as a variable of interest has produced the same results. 

According to Kelly et al., joblessness was among the influences linked to suicidal ideation in 

HIV patients. Research by Dickey et al. on psychosocial vulnerability stated that young people 

who lacked permanent jobs were more exposed to psychiatric symptoms and depression (19). 

Lastly, Swindells et al. demonstrated that employment was one of the influences connected with 

better quality of life among individuals struggling with chronic illness. Hence employed HIV 

patients are likely to live longer than unemployed patients. 
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Education provides appropriate information and knowledge, which is critical among persons 

living with HIV and the community. It includes knowledge of effective prevention measures, 

care, and support for HIV patients (5). Informed individuals can take care of themselves by 

having healthy meals, taking their medications, and maintaining relationships. This type of 

knowledge also helps people avoid risky behaviours that could harm their physical and mental 

health. It is also essential in reducing the humiliation and judgment of individuals dealing with 

HIV in the community (19). Education levels play a vital part in improving health-related quality 

of life as individuals can better take care of themselves, and their health and are more likely to 

live in a more accepting society. Education can change peoples' perspectives, reducing negativity 

and promoting social support (15). Educated HIV patients are also able to make informed 

choices that contribute to their resilience and longevity 

 

RATIONALE 

HIV as a disease continues to be important from a public health standpoint and involves Family 

Medicine practitioners in Tobago. Antiretroviral drugs have contributed to patients living longer 

lives. There is very limited research as it pertains to HIV in Tobago and particularly Quality of 

Life of patients under care in Tobago. This study is designed to explore Quality of Life in these 

patients. 
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METHODS 
 
 
 
 
SETTING 

 Due to the nature of the topic, a quantitative method was employed using a cross-sectional 

study. The data was collected at the Tobago Health Promotion Clinic using a questionnaire (20).  

The research design and the method of data collection in this study are based on the research 

objectives and focused on understanding the quality of life of Tobagonians living with 

HIV/AIDS and how it is associated with various socioeconomic factors.  

The research was set in Tobago, an Island located on the Eastern side of the Caribbean within the 

republic of Trinidad and Tobago, the southernmost nation in the Caribbean. Data collection was 

conducted at the Tobago Health Promotion Clinic, which is in Scarborough, Tobago. The Health 

Promotion Clinic is an Outpatient HIV Clinic that provides Patients in Tobago with clinical care, 

including laboratory investigations and medications (14). The Health Promotion Clinic, at this 

point, serves appropriately 460 clients. Patients may be referred from any public or private 

institution and reviewed based on clinical need. (18) This institution was chosen because access 

to patients can be achieved in an already familiar and confidential setting. 
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Figure 1: Map of Tobago showing Villages   

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Figure 2: Map of Tobago showing the location of the Tobago Health Promotion Clinic. 
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Figure 3: Percentage distribution of Total Population by Ethnic Group, 2011 Tobago. 

Data of public records from the Central Statistical Office and based on the most recent census 

data of 2011 for Trinidad and Tobago show a population of 60,874 persons for Tobago. Tobago's 

population is mainly of African descent, with a percentage of 85.29%. The parish of St. George, 

which envelops the capital Town of Scarborough, has the highest population growth per annum 

across Trinidad and Tobago (21).  
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Study Design 

This research employed a cross-sectional study that utilises a quantitative research methodology 

of collecting and analysing data that will be used to answer the research questions. The study 

focuses on exploring existing levels of quality of life of Tobagonians living with HIV/AIDS. The 

study has utilized three questionnaires. To ascertain baseline characteristics, the first collected 

demographic data, socioeconomic data, and clinical characteristics described in more detail 

under the research design heading (22). 

The second questionnaire assessed quality of life and is disease-specific for HIV and has 

employed the World Health Organization quality of life instrument WHOQOL-HIV BREF (11).  

WHOQOL-HIV BREF is made up of 31 questions. The questions represent six domains, and 

responses were recorded on a 5-point Likert scale. 

The Third questionnaire applied was the EQ-5D 3L. This Euroqol 5-dimension tool for quality of 

life was created by the Euroqol Research Foundation. It is a tool used worldwide in clinical 

trials, health surveys, and cost analysis studies and can be used to compare groups or individuals 

over time. The EQ-5D has also been chosen because there are published population norms for 

Trinidad and Tobago, Barbados, Jamaica, and the English-speaking Caribbean. 
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SAMPLE SIZE AND SAMPLING 

SAMPLING 

A list of HIV patients who receive treatment at the Tobago Health Promotion Clinic was 

obtained to determine the sampling framework. The Tobago Health Promotion Clinic is the only 

Outpatient HIV treatment clinic in Tobago at this time. The most updated list comprised a client 

list of 460 patients. 

A randomizer was used to obtain a sample from the complete database of patients, and those 

patients were contacted to participate in the study. 

 

SAMPLE SIZE 

To calculate the Initial Sample Size, the following formula was applied. 

 

 

 

 

 

= 369 participants. 

Where: Z = 1.96 (at a 95% confidence interval), p = estimated prevalence, d = desired margin of 

error 5%. An estimated prevalence = p of 0.4 was used in these calculations. Studies reports 

vastly variable prevalence data regarding measured outcomes for quality of life, however after 

literature review and comparison of studies with similar methodologies (23) a p of 0.4 was used 

to proceed. 
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A Finite Population Correction Factor was applied in the next step of sample size consideration. 

The calculated sample size is greater than 5% of the total population to be sampled. 

The following formula was applied: 

 

 

 

= 204 participants. 

 

It is estimated that 90% of the approached participants will be willing to respond. To adjust for 

expected non-responders, we can apply the formula: 

 

 

 

= 223 participants. 

Where n = calculated sample size, k = estimated non-response proportion. 
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DATA COLLECTION 

Once a participant from the randomly selected sample list agreed to participate in the study and 

informed consent was obtained, the researcher provided the participant with the three 

questionnaires and stationary materials to help complete the documents in a quiet and private 

room. The researcher was present to the participant to aid in explaining elements of questions a 

participant may not be clear on or to help fill questionnaires if a participant was unable to do so 

at the time. No formal pretesting was carried out as the instruments used are validated in the 

native language used for this study. 

 

The first two questionnaires collected demographic data, socioeconomic data, and clinical 

characteristics, including age, gender, ethnic background, education, employment status, area of 

residence, immigrant vs. non-immigrant status, dwelling type, transportation type, marital status, 

sexual orientation, smoker vs. non-smoker, alcohol vs. no alcohol use, on ART (antiretroviral 

medication) vs. not on ART, presence of opportunistic infections, CD4 count and viral load. Data 

not known to the Patient was sourced if available from the patient's medical record. 

 

The second questionnaire to assess the quality of life employed the World Health Organization 

quality of life instrument WHOQOL-HIV BREF. The WHOQOL-HIV BREF is made up of 31 

questions. The questions represent six domains of focus, physical, psychological, independence, 

social relationships, environment, spirituality, and general health. The responses are recorded on 

a 5-point Likert scale with scores of negatively directed questions reversed. Scores are then 

multiplied by 4 to make it comparable to the scoring pattern of the parent questionnaire 

WHOQOL-100. 
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Cross-cultural validity of the WHOQOL-HIV BREF instrument was established. There is strong 

evidence to support the reliability and validity of the WHOQOL-HIV BREF across various 

studies (10).  

 

The third questionnaire was administered, the Euroqol, EQ-5D 3L. The EQ-5D 3L will allow 

comparison of patients over time and with other groups of persons regionally and internationally 

where data sets specific to countries or regions exist. 
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STATISTICAL ANALYSES 

 

The collected data was analysed using the Statistical Product and Service Solutions software 

(SPSS version 25.0) for statistical analysis. Descriptive data were presented using frequencies 

and percentages for categorical data. Continuous data were presented as means with standard 

deviation when normally distributed and medians with interquartile ranges when non-normal. 

The Kolmogorov–Smirnov test was used to explore data normality. Comparisons for continuous 

data were made using the independent sample t-test for normally distributed data and Mann-

Whitney U or Kruskal-Wallis tests for non-normal continuous data (30). All significant 

associations for Kruskal-Wallis tests were explored with appropriate post-hoc Bonferroni 

adjusted pairwise comparisons. A P value of < 0.05 was deemed statistically significant. 

  

OUTCOME MEASURES 

WHOQOL-HIV BREF 

The WHOQOL-HIV BREF domain scores were calculated in keeping with the recommendations 

of the tool developers, and 6 domain scores were generated. The six domain scores denote an 

individual's perception of quality of life in the following domains: Physical, Psychological, Level 

of Independence, Social Relationships, Environment, and Spirituality (11). Individual items are 

rated on a 5-point Likert scale where 1 indicates low negative perceptions and 5 shows high 

positive perceptions. For example, an item in the positive feeling facet asks, "How much do you 

enjoy life?" and the available responses are 1 (not at all), 2 (a little), 3 (a moderate amount), 4 

(very much) and 5 (an extreme amount). As such, domain and facet scores are scaled positively, 

where higher scores denote a higher quality of life (23).   
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EQ5D3L 

The EQ5D3L tool data were analysed to generate the 3 main outcome measures of QOL. The 5 

numeric health state values denote the responses to the 5 main questions in EQ5D3L, e.g., 

12232, where 11111 is the best possible health state, and 33333 is the worst possible health state. 

The health states each have an equivalent health index value which was calculated (ranging from 

0-1, where 1 is the best possible health state and 0 is the worst. The visual analog scores (VAS) 

were also recorded.  
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RESULTS 

Of 233 eligible participants, 210 completed the survey. (response rate: 90%). As shown in Table 

1, 97 (46.2%) were male, and 113 (53.8%) were female. The majority of participants were 

heterosexual (88.9%), while 6 (2.9%) identified as MSM or WSW, 13 (6.3%) as bisexual, and 3 

(1.4%) as other. The mean age of participants was 47.45 ± 12.25 years. The majority of 

participants were of African Descent (91.9%), followed by Mixed (5.2%) and East Indian 

(1.0%). Most participants were non-immigrants (98.1%), while 4 (1.9%) were migrants. 

 

Table 1 shows the sociodemographic and clinical characteristics of the sample. 

Variable (n = 210) n(%) 
Socio-Demographic 
Gender  
Male 
Female 

97 (46.2%) 
113 (53.8%) 

Sexual orientation  
Heterosexual 
MSM, WSW 
Bisexual 
Other 

185 (88.9%) 
6 (2.9%) 
13 (6.3%) 
3 (1.4%) 

Age (mean ± standard deviation) 47.45 ± 12.25 
Ethnicity  
East Indian 
African 
Mixed 
Other 

2 (1.0%) 
193 (91.9%) 
11 (5.2%) 
4 (1.9%) 

Government Assistance  
No    
Yes    

162 (77.1%) 
48 (22.9%) 

Migrant status  
Non-immigrant  
Migrant    

206 (98.1%) 
4 (1.9%) 

Marital Status  
Single 
Married 
Common law 
Separated/Divorced 

107 (51.4%) 
38 (18.3%) 
42 (20.2%) 
21 (10.1%) 
 



28 
 

Level of Education  
Primary 
Secondary 
Tertiary 

67 (33.0%) 
105 (51.7%) 
31 (15.3%) 

Monthly Household Income  
0-3,000 
3001 - 10 000 
10,001 + 

70 (34.7%) 
121 (59.9%) 
10 (5.5%) 

Employment  
Full time 
Part-time 
Unemployed 
Retired 

99 (48.1%) 
29 (14.1%) 
40 (19.4%) 
38 (18.4%) 

Dwelling type  
House 
Apartment 
none 

171 (81.4%) 
38 (18.1%) 
1 (0.5%) 

Mode of transport  
Private car 
Hired car 
Bus 

76 (36.2%) 
116 (55.2%) 
18 (8.6%) 

Health Related Variables 
Antiretroviral therapy  
No 
Yes 

4 (1.9%) 
206 (98.1%) 

Tine on ART (years) (mean ± standard 
deviation) 

8.88 ± 4.41 

Viral load   
Undetected (0) 
Detected (>0) 

163 (77.6%) 
47 (22.4%) 

Smoking  
Non-smoker 
Smoker 

147 (70.0%) 
63 (30.0%) 

Use of Alcohol in the past year  
No 
Yes 

50 (23.8%) 
160 (76.2%) 

Opportunistic infection  
No 
Yes 

201 (96.2%) 
8 (3.8%) 

 
 

 

Table 1 – Sociodemographic and health-related characteristics of a sample 
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Table 2 below shows the main QOL measures for the WHOQOL-HIV BREF tool. All domain 

distributions were significantly skewed on normality testing. 

 

WHOQOL-HIV BREF DOMAIN  
 

(mean ± 
standard 

deviation) 

Median (IQR: Q1, Q3) 

Domain 1 – Physical  
Domain 2 - Psychological 
Domain 3 – Level of independence 
Domain 4 – Social relationship 
Domain 5 - Environment 
Domain 6 – Spiritual/Personal 
beliefs 

15.19 ± 2.57 
13.73 ± 2.14 
13.53 ± 2.94 
13.61 ± 3.05 
12.34 ± 2.11 
14.02 ± 2.76 

16.00 (14.00,17.00) 
13.60 (12.00, 15.20) 
14.00 (11.00,16.00) 
13.00 (11.00,16.00) 
12.50 (11.00,14.00) 
14.00 (12.00,16.00) 

 
 
 
Table 2 WHOQOL-HIV BREF domain scores 
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Table 3 below shows the EQ5D3L outcome measures. Index and EQVAS values were both 

significantly skewed on normality testing. The mean EQ5D3L index value was 0.86 (95%CI 

0.85-0.88), and the mean EQVAS was 65.98 (95%CI 63.84-68.10). Of this sample, 33% reported 

perfect health in all 5 domains, with 2/3 reporting some upset in quality of life.  

 
EQ5D3L Outcome Measures 

EQ5D3L Health State (ranked) n(%)  
11111*  70 (33.3%) 
11121 35 (16.7%) 
21221 20 (9.5%) 
21222 16 (7.6%) 
11112 12 (5.7%) 
21121 11 (5.2%) 
22221 7 (3.3%) 
11122 5 (2.4%) 
11221 5 (2.4%) 
11222 4 (1.9%) 
11212 3 (1.4%) 
22211 3 (1.4%) 
11211 2 (1%) 
22222 2 (1%) 
11223 1 (0.5%) 
12121 1 (0.5%) 
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21111 1 (0.5%) 
21122 1 (0.5%) 
21211 1 (0.5%) 
21212 1 (0.5%) 
22122 1 (0.5%) 
22212 1 (0.5%) 
22223 1 (0.5%) 
22322 1 (0.5%) 
22331 1 (0.5%) 
22332 1 (0.5%) 

Index value  
 
(mean ± standard deviation) 
 
Median, IQR 

 
0.86 ± 0.12 

0.84 (0.76,1.00) 

EQVAS  
 
(mean ± standard deviation)  
 
Median (IQR) 

 
65.98 ± 14.89 

70.00 
(60.00,75.00) 

 
*Best possible health state 
Table 3 – EQ5D3L Outcome measures 
WHOQOL-HIV BREF predictors 
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Table 4 shows associations for WHOQOL-HIV BREF domain scores and key socio-
demographics. 

Socio-Demographic Physical Psychological Level of 
independence 

Social 
relationship 

Environment Spiritual/Person
al beliefs 

Gender#   P value   P value   P value   P value   P value   P value 

Male 
Female 

15.0 
16.0 

0.004 13.6 
14.4 

0.016 14.0 
15.0 

0.006 13.0 
14.0 
 

0.043 12.5 
12.5 

0.681 14.5 
15.0 

0.236 

Sexual 
orientation# 

             

Heterosexual 
Non-heterosexual 

15.0 
17.0 

0.001 13.6 
15.2 

0.023 14.0 
16.0 

<0.001 13.0 
17.0 
 

0.005 12.5 
13.5 

0.004 14.0 
15.0 

0.104 

Ethnicity#              
African 
Non-African 

16.0 
16.0 

0.797 13.6 
13.6 

0.995 14.0 
15.0 

0.510 14.0 
13.0 
 

0.855 12.5 
13.0 

0.223 15.0 
14.0 

0.603 

Age* -0.44 <0.001 -0.02 0.778 -0.31 <0.001 0.08 0.247 0.07 0.314 0.14 0.045 
Government 
Assistance# 

            

No 
Yes 

16.0 
15.0 

0.221 14.4 
13.2 

0.012 14.0 
12.0 

0.264 14.0 
12.0 
 

0.046 13.0 
11.3 

0.001 15.0 
13.0 

0.002 

Marital Status#             
Single 
Married 
Common law 
Separated/Divorced 

16.0 
16.0 
16.0 
15.0 

0.301 13.6 
14.4 
14.4 
13.6 

0.433 14.0 
15.0 
15.0 
13.0 

0.522 13.0 
15.0 
14.0 
13.0 

0.028 12.0 
13.5 
12.5 
12.5 

0.058 13.0 
15.0 
15.0 
15.0 

0.010 

Level of 
Education# 

            

Primary 
Secondary 
Tertiary 

15.0 
16.0 
17.0 

0.001 13.6 
13.6 
14.4 

0.279 14.0 
14.0 
15.0 

0.027 14.0 
13.0 
12.0 

0.191 12.5 
12.5 
13.0 

0.637 14.0 
14.0 
15.0 

0.534 

Monthly 
Household 
Income# 

            

0-3,000 
3001 - 10 000 
10,001 + 

15.0 
16.0 
16.5 

0.074 13.6 
13.6 
14.8 

0.062 13.0 
14.0 
15.5 

0.013 13.0 
14.0 
11.5 

0.387 11.8 
12.5 
14.3 

0.020 14.0 
15.0 
16.0 

0.101 

Employment#             
Full time 
Part-time 
Unemployed 
Retired 

16.0 
16.0 
15.0 
14.0 

<0.001 14.4 
13.6 
12.8 
13.6 

0.006 15.0 
14.0 
13.0 
12.0 

<0.001 14.0 
13.5 
12.0 
13.0 

0.054 13.0 
12.0 
11.0 
12.5 

<0.00
1 

15.0 
14.5 
12.0 
15.0 

0.020 

#Reported as medians, *Reported using Spearman's Rho correlation coefficient, Significant 
associations in bold (post hoc comparisons reported in text) 
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Table 4 - WHOQOL-HIV BREF domain scores and key socio-demographics. 
 

 

As seen in Table 4 there were several significant socio-demographic predictors of WHOQOL-

HIV BREF domain scores.  

Female gender was significantly associated with higher median physical, psychological, 

independence and social relationship scores compared to males. 

Compared to heterosexuals, non-heterosexuals (same sex, bisexual and other orientations) 

experienced significantly higher physical, psychological, independence, social relationship and 

environment scores.  

 

Age was significantly negatively correlated with physical quality of life and independence level 

but positively correlated with spirituality.  

Receiving government assistance was associated with associated with significantly lower 

psychological, social relationship, environment, and spiritual/personal beliefs domain scores. 

There were associations between marital status and certain domains. In post-hoc pairwise 

comparisons for marital status and social relationship scores, being married was associated with 

a higher median score compared to being single (P=0.017). Similarly for the spiritual/personal 

beliefs domain being married was associated with a higher median score compared to being 

single (P=0.016). 
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In post-hoc pairwise comparisons for educational status and physical domain scores, compared 

to primary level, having a secondary level education (P=0.041) or tertiary levels education 

(P=0.001) were associated with significantly better physical scores. Similarly for the 

independence level domain a tertiary level education was associated with a higher median score 

compared to primary levels (P=0.044). 

In post-hoc pairwise comparisons for income and independence domain scores, compared to 0-

3000$, the 3001$-10,000$ bracket (P=0.018) and 10,000$+ levels (P=0.028) were associated 

with significantly better scores. The highest income bracket also had significantly higher 

environment scores compared to the lowest range (P=0.031) 

In post-hoc pairwise comparisons for employment and physical domain scores, compared to 

being retired, having full time (P<0.001) or part-time employment (P=0.010) was associated 

with higher scores. Full time compared to being employed (P=0.010) was associated with higher 

psychological scores. Full time compared to unemployed (P=0.011) and retried (P<0.001) had 

significantly higher independence scores. Compared to being unemployed, being employed full 

time (P<0.001) or retired (P=0.031) was associated with significantly higher environment 

domain scores. Similarly compared to being unemployed, being employed full time (P=0.026) or 

retired (P=0.049) was associated with significantly higher spiritual beliefs domain scores. 

. 
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Table 5 shows associations for WHOQOL-HIV BREF domain scores and key clinically 

related factors.  

Variable Physical Psychological Level of 
independence 

Social 
relationship 

Environment Spiritual/Personal 
beliefs 

Antiretroviral 
therapy# 

  P value   P value   P value   P 
value 

  P value   P value 

No 
Yes 

16.0 
15.0 

0.759 13.6 
12.8 

0.550 14.0 
12.0 

0.120 14.0 
10.0 
 

0.177 12.5 
12.3 

0.941 15.0 
13.5 

0.986 

Viral load#               
Undetected (0) 
Detected (>0) 

16.0 
15.0 

0.887 13.6 
13.6 

0.288 14.0 
14.0 

0.419 14.0 
12.0 
 

0.206 12.5 
11.8 

0.009 15.0 
13.0 

0.002 

Opportunistic 
infection# 

             

No 
Yes 

16.0 
10.5 

<0.00
1 

13.6 
10.8 

0.001 14.0 
9.0 

0.002 14.0 
10.5 
 

0.006 12.5 
10.8 

0.007 15.0 
10.0 

<0.001 

Duration of 
ART (years) * 

-
0.04 

0.583 0.22 0.002 0.04 0.603 0.238 0.001 0.10 0.150 0.13 0.066 

Smoking#             
Non-smoker 
Smoker 

16.0 
16.0 

0.583 14.4 
13.6 

0.092 14.0 
14.0 

0.447 14.0 
13.0 
 

0.128 12.5 
12.5 

0.667 15.0 
13.0 

0.193 

Use of 
Alcohol in the 
past year# 

            

No 
Yes 

15.0 
16.0 

0.084 14.4 
13.6 

0.051 14.5 
14.0 

0.990 14.0 
13.0 

0.263 13.0 
12.5 

0.524 14.0 
15.0 

0.547 

#Reported as medians, *Reported using Spearman's Rho correlation coefficient, Significant associations 
in bold  
 

Table 5 WHOQOL-HIV BREF domain scores and key health-related variables 
 
With regard to HIV related variables as seen in Table 5 having a detectable viral load was 

associated with lower environment and spiritual domain scores. Opportunistic infections were 

associated with lower scores in all WHOQOL-HIV BREF domains. Duration of ART treatment 

was positively correlated with psychological and social relationship scores. There were no 

associations between use of ART (vs none), alcohol and smoking and any of the WHOQOL-HIV 

BREF domains.  
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EQ5D3L predictors 

Table 6 shows the associations between EQ5D3L health index values, VAS, and 

sociodemographic characteristics of the sample 

 
Socio-Demographic EQ-VAS  Health Index Value 

Gender#   P value   P value 

Male 
Female 

65.0 
70.0 

0.004 0.83 
0.88 

<0.001 

Sexual orientation#      
Heterosexual 
Non-heterosexual 

70.0 
70.0 

0.127 0.84 
1.00 

<0.001 

Ethnicity#      
African 
Non-African 

70.0 
70.0 

0.505 0.84 
0.80 

0.113 

Age* -0.15 0.031 -0.39 <0.001 

Government Assistance#     

No 
Yes 

70.0 
65.0 

0.299 0.84 
0.84 

0.919 

Marital Status#     
Single 
Married 
Common law 
Separated/Divorced 

65.0 
70.0 
70.0 
70.0 

0.281 0.84 
0.84 
1.00 
0.79 

0.046 

Level of Education#     
Primary 
Secondary 
Tertiary 

70.0 
65.0 
72.5 

0.049 0.83 
0.84 
0.94 

0.054 

Monthly Household Income#     

0-3,000 
3001 - 10 000 
10,001 + 

65.0 
70.0 
77.5 

0.032 0.84 
0.84 
0.85 

0.719 

Employment#     
Full time 
Part-time 
Unemployed 
Retired 

70.0 
70.0 
65.0 
65.0 

0.004 0.85 
0.85 
0.84 
0.76 

<0.001 

#Reported as medians, *Reported using Spearman's Rho correlation coefficient, Significant associations 
in bold (post hoc comparisons reported in text) 
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Table 6. Sociodemographics and EQ5D3L measures 
 

In post hoc analyses for marital status, being in a common law was associated with a higher 

health index value compared to a divorced/ separated participant but it attained borderline 

significance (P=0.05) 

 

In post hoc analyses for education level, tertiary level was associated with a higher health index 

value compared to primary level (P=0.044)  

Household income was associated with EQ-AS but further post-hoc pairwise comparisons did 

not attain statistical significance. 

 

In post hoc analyses for employment status, compared to full- time employment, being 

unemployed (P=0.016) or retired (P=0.024) was associated with a lower EQVAS score. 

Compared to those who were retired, being employed full time (P<0.001) part time (P=0.003) or 

unemployed (P=0.024) was associated with higher health index value scores.  
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Table 7 below shows the associations between EQ5D3L health index values, VAS, and 
clinical characteristics of the sample 
 
 

Variable EQ-VAS  Health Index Value 

Antiretroviral therapy#   P value   P value 

No 
Yes 

70.0 
67.5 

0.889 0.84 
0.78 

0.264 

Viral load#       
Undetected (0) 
Detected (>0) 

70.0 
65.0 

0.129 0.84 
0.85 

0.898 

Opportunistic infection#      

No 
Yes 

70.0 
40.0 

0.002 0.84 
0.77 

0.042 

Duration of ART (years) 

* 
0.15 0.038 0.1 0.141 

Smoking#     
Non-smoker 
Smoker 

70.0 
65.0 

0.227 0.84 
0.84 

0.630 

Use of Alcohol in the 
past year# 

    

No 
Yes 

70.0 
70.0 

0.192 0.84 
0.84 

0.909 

#Reported as medians, *Reported using Spearman's Rho correlation coefficient 
 
 
Table 7 Health-related predictors of EQ5D3L measures 
  

As seen in Table 7 there were no associations between EQ5D3L measures and ART use, viral 

load detected status, smoking or alcohol. Opportunistic infection was significantly associated 

with lower median scores for both EQ-VAS and health index values. Duration of ART was 

positively correlated with EQ-VAS.  

In additional analyses the 2 EQ5D3L QOL measures and 6 WHOQOL-HIV BREF QOL 

domains scores were all significantly associated (P<0.001) with correlation coefficients ranging 

from 0.21 – 0.73. 
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DISCUSSION 

 

Overall quality of life was significantly lower in the sample group versus that of the general 

population. The mean EQ5D3L index value was 0.86, and the mean EQVAS was 65.98 in this 

sample of HIV-positive patients. This was significantly less than the TT population norms of 

0.93 for the index value and 82.3 for the EQVAS (24). In this sample, 33% reported perfect 

health in all 5 EQ5D3L domains, with 2/3 reporting some upset in quality of life. This again 

contrasts significantly with that of the general Trinidad and Tobago population, where 64% 

enjoyed a perfect health state (24). A possible reason for this observed difference may be 

because the sample in this study considered a very specific subset of the population, HIV-

positive persons, a sample that, for example, has to deal with a medication burden the general 

population may not experience, as well as dealing with the perceived stigma of HIV and other 

more nuanced issues worthy of further determination through research. Other studies have shown 

a reduced QOL in HIV patients compared to the general population (25). 

 

Similar studies across the different regional health authorities may be beneficial to compare and 

ultimately address predictors of QOL in HIV patients.  

 

In this study females reported better physical, psychological, independence and social 

relationship scores compared to males. Similarly, EQ5D3L measures were better in women 

compared to men. This finding lends itself to even more study as to what is unique about women 
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and if certain traits or habits can be transferrable to male counterparts through any sort of 

counselling or clinical intervention. 

 

The data analysis also showed that compared to heterosexuals, non-heterosexuals (same sex, 

bisexual and other orientations) experienced significantly higher physical, psychological, 

independence, social relationship, and environment scores. Literature often speaks to a higher 

incidence of Mental Health problems and depression among non-heterosexuals (26); the data 

from this study may warrant further in-depth investigation as to why in Tobago, scores 

correlating with a higher quality of life are found and can be translated into a national, regional, 

or international benefit for non-heterosexuals seeking HIV care. 

 

Full-time employment is associated with a higher quality of life scores on all WHOQOL-HIV 

BREF QOL domains and EQ5D3L measures. Higher-income was also associated with greater 

independence level, environment, and EQ-VAS scores. Governmental assistance correlated with 

negative associations with the WHOQOL-HIV BREF in the psychological, social relationships, 

environmental and spiritual domains. These findings are intuitive. However, for unemployed 

persons or with a lower income, it may be beneficial for stakeholders such as HIV clinics, Health 

policymakers and NGOs to determine how best to alleviate unemployment and increase revenue 

for patients seeking HIV care. 

 

Opportunistic infections were associated with lower QOL scores on all WHOQOL-HIV BREF 

QOL domains and EQ5D3L measures. Those with opportunist infection had EQ5D3L measures 

well below the Trinidad and Tobago population norms. The WHOQOL-HIV BREF's detectable 
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viral load also negatively affected the environmental and spiritual domains. Duration of ART 

also was associated with higher EQVAS scores. These findings relate directly to treatment. 

Patients must be treated appropriately for opportunistic infections. All that can be done to ensure 

adherence to ARVs to reduce the incidence of opportunistic infections is vital to optimizing the 

quality of life in HIV patients (27).  

 

Married or Living with a partner vs. being divorced or separated was associated with higher 

index scores on the EQ5D3L. Marriage and relationship counselling being available at the 

clinical level may therefore be beneficial for patients needing these services. A Support Group 

geared toward those seeking healthy relationships may be beneficial to consider at local 

treatment sites. 

 

As HIV changed from a fatal illness to a chronic illness, interventions should also shift to target 

all areas involved in a PLHIV’s health management including related to health professionals, 

family and society, these were the findings of Tran et al. an examination of systematic reviews 

and meta-analyses reviewing interventions to improve quality of life of PLHIV. Several specific 

suggestions included outreach to high-risk groups, partnering with Churches for counselling, 

expanding coverage of psychosocial and behavioural interventions, increasing the involvement 

of family and friends and incorporating e-health strategies for adherence improvement. 

This study is the first to look at Quality of Life of HIV patients in Tobago and is a starting point 

to conduct similar studies to reproduce results and be a guiding document to help policy makers 

and NGOs and clinical staff focus on areas of need when it comes to care in a system with finite 

resources. 
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CONCLUSION 

 

This study endeavoured to examine the Quality of Life of patients seeking care for HIV in 

Tobago and to determine what factors in sociodemographic and clinical parameters related to 

Quality of Life. The EQ5D3L mean index value (0.86) and EQVAS (65.98) were significantly 

lower than the corresponding values of the Trinidad and Tobago population norms (0.93 and 

82.3, respectively, with worse QOL in males, older age, unemployed, lower socioeconomic 

brackets, heterosexuals and those with opportunistic infections. The WHOQOL-HIV BREF 

domains with the lowest mean scores were environment (12.34), level of independence (13.53), 

and social relationships (13.61). 

 

The primary care physician's assessment of quality of life should be part of routine clinical care. 

Available resources through social worker support and partnership with NGOs may be 

considered in the primary care setting. Further research on patients who receive governmental 

assistance may prove beneficial in determining needs and appropriate distribution. Research into 

non-heterosexual patients and the positive predictors of quality of life may yield insight into the 

general HIV patient population. A review of treatment guidelines for patients with opportunistic 

infection may be beneficial. 

The statistically significant findings are in keeping with what may have been expected at the 

beginning of the project; however, the rationale for conducting the research is to have a base 

upon which more research among the patients with HIV can be conducted and most importantly, 

perhaps have concrete evidence, so that policymakers have a basis for funding and resourcing of 

care. 
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LIMITATIONS 

 

Sampling bias was minimized by using randomization to select participants thereby attempting to 

create a representative sample and allow for findings to be generalized to the patient population 

under investigation. 

 

Another limitation to consider would be the lack of recording or appreciation of factors affecting 

quality of life of patients in the study that were not the focus of data collection and analysis. 

There could potentially be confounding if unknown factors are not recognized or considered. 

Confounders not measured but may also affect quality of life must be considered for example, 

exercise, religion, various activities participants may be involved in. 

 

In this study the researcher also provides care to the participants in a doctor-patient relationship. 

Participant bias or acquiescence bias, which can have an impact of confounding on research 

findings must also be considered when evaluating the results of the study. 

 

 

 

 

 

 

 



44 
 

 

RECOMMENDATIONS 

Recommendations coming from this study will focus primarily on addressing the statistically 

significant factors that affect the Quality of Life of HIV patients. HIV patients with detectable 

viral loads or coping with opportunistic infections should be specially managed to determine the 

best way forward for treatment and adherence (28).  

Relationship counselling within the clinical setting may be offered, but this is determinant on if 

staff is sufficiently trained for this specific type of interaction. Addressing employment and 

income, through engagement of policy makers and the clinical level with social workers and 

NGOs, is recommended strongly as both research instruments pointed to these as important 

factors related to Quality of Life. Meaningfully addressing employment and income will require 

a team and network of professionals. 
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ETHICAL CONSIDERATIONS 

 

Approval was granted from the Ethics Committee of the University of the West Indies St. 

Augustine campus (Ref: CREC-SA. 1199/10/2021), and the Ethics Committee of the Tobago 

Regional Health Authority. Participants were verbally asked to contribute to the research; upon 

acceptance, a written agreement form was provided before the interview process. This document 

contained objectives of the study stated clearly, including the mode of information gathering, 

notification of voluntary participation, notification of their right to leave the research at any time 

during the research process, and the right to decline to answer any questions during the 

interview. Protection of the participants through the assurance of confidentiality of information 

shared, and anonymity of identity was achieved by use of pseudonyms. The commitment was 

made to participants that the information they share would be used only for research purposes 

and every effort to secure data was made. 

 

Participants were informed that they may be asked to discuss sensitive information, which they 

were under no obligation to share if it were to be a potential source of distress to them. After 

completing the questionnaires, names were replaced with numeric identification numbers. 

Electronic data only had numeric identification numbers and was safeguarded on a password-

protected computer. The researcher had exclusive access to a locked room where physical 

research supplies where kept. 
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INFORMED CONSENT FORM  
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Dear Patient, 

I invite you to participate in this Research Study being conducted to evaluate Quality of life and 

factors that affect Quality of life in persons living with HIV in Tobago. The study will be 

conducted by Ryan Kumar. The method used to meet this purpose would be collection of data on 

2 questionnaires. It is estimated that the questionnaires will take 25 minutes or less to complete, 

but please take your time when answering questions. Your contribution to this study is voluntary, 

and you are free to withdraw at any time before or during the data collection process. Should you 

choose to withdraw; all information collected will be destroyed and omitted from the final paper. 

Please feel free to voice any discomfort with this procedure. Your identity will be kept 

anonymous, as a pseudonym will be used. There will be non-disclosure of your personal 

information outside of the purpose of this paper. The interview questions may require you to 

speak about sensitive issues. It is always your choice to refrain from answering any question you 

are uncomfortable with.  

 

By signing this consent form, I certify that I have read the above and agree to the terms of this 

agreement: 

 

__________________________________________ 
 
 
 
 
APPENDIX 2:  
Demographic, socioeconomic and clinical characteristics form.  
 

Date: ________________ 
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First Name: ________________________________ 

Last Name: ________________________________ 

Age (in years): ________________ 

Gender: ________________________________ 

Ethnicity: ________________________________ 

Marital Status: (single, married, living with a partner, separated, divorced, 

widowed)________________________________ 

Education: (primary, secondary, tertiary) ________________________________ 

Employment Status: (full time, part time, seasonal, unemployed) ________________________________ 

Monthly Income: ________________________________ 

Are you receiving any assistance from the government? ________________________________ 

Village/ Area of Residence: ________________________________ 

Immigrant/ Non-Immigrant: ________________________________ 

Dwelling Type: ________________________________ 

Transportation Modes most frequently used: ________________________________ 

Sexual Orientation: ________________________________ 

Smoker/ Non-smoker: ________________________________ 

Any Alcohol Use Past 1 year? ________________________________ 

On ART/ Not on ART: ________________________________ 

Duration of time on ART: ________________________________ 

Presences of Opportunistic Infection? ________________________________ 

CD4 Count: ________________________________ 

Viral Load: ________________________________ 

APPENDIX 3: 

WHOQOL-HIV BREF 
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APPENDIX 4: EQ-5D3L 
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APPENDIX 6: ETHICAL APPROVAL UWI 
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APPENDIX 7: TURNITIN REPORT 
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